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     What is ‘madness’? This question has preoccupied psychiatrists, psychologists and sociologists in recent times. This question also plagued the minds of philosophers and physicians of old. What part does madness play in society today? During the 19th Century, patients were certified under lunacy laws, laws that would manage madness and segregate the lunatics from society (Fawcett and Karban, 2005, p.1). In more recent times, prompted by the PTSD generation after the second world war, today’s mental health services treat people with a wide range of problems, although ‘madness’, or severe mental health problems continue to gain the most interest by professionals (Pilgrim, D 2009, p.6). The key issues associated with the diagnosis and classification of mental illness, or ‘madness’, in contemporary mental health and counselling will now be discussed.

     Mental health is defined by the World Health Organisation (WHO) as a ‘state of well-being’ in which an individual can cope with their lives and realise their own potential (WHO, 1994). The term mental health, or well-being, is used as a convenient shorthand for therapists to determine one’s mental functioning and is often focused on whether the health is good or bad, sane or insane (Claringbull, 2011, p.2). According to well-known, controversial psychiatrist, Thomas Szasz, ‘nobody is really insane’; rather that they find themselves in abnormal situations (Claringbull, 2011, p.2). But the word ‘health’ is a medical term and one may therefore assume that mental ill-health be deemed an illness or a disease.  When mental well-being or health is discussed today, when does mental ill-health become illness? When mental ill-health becomes illness, or disease, can it be assumed then, that doctors will be able to cure it? (Fawcett and Karban, 2005, p.1). Afterall, the institution of psychiatry is built on two assumptions: that mental distress is as a result of biological abnormalities and that biological interventions can resolve them (Moncrieff, 2007, p.296). Maslow (1968), coined the term, ‘positive psychology’ and offered a system by which our well-being can be explored through psychological strengths and virtuous human action, which is the converse of psychopathology. Similarly, Frankl (1958) emphasised that people are born seeking the meaning of life and that a person would become distressed when not orientating themselves towards meaning. Meaning, and not happiness, defined wellbeing for psychologists like Maslow and Frankl (Pilgrim, 2009, p.10). 

     Williams and Irving (1996) speak of a conflicted conceptual framework when it comes to counselling psychology and diagnosis (Williams and Irving, 1996, p.4). Traditional person-centred counselling encourages the counsellor to drop the label and see the client. This concept separates the counsellor from the medical model, which traditionally sees people as an illness. In the social model, which person-centred counsellors’ practice in, clients are viewed as products of their experiences, environment, surrounding and interactions with their world (Lees-Oakes and Kelly, 2018).  It has been argued that the philosophical underpinnings of counselling psychology are held in the positivist, empiricist model that is occupied by science and research, which clashes with the humanistic position (a psychological model) that respects the personal, subjective experience of the client (Lane and Corrie, 2006, p. 17). There is a reluctance to use labels in the philosophy of humanism, leaving room for the phenomenological methods for understanding human experience (Larsson et al, 2012, p.56). Golsworthy (2004) supported this argument when he suggested that therapists need to understand psychological distress and not label it (Golsworthy 2004, p.23). 

     Psychological, or mental, distress is not only difficult to define and understand, but it is also a subjective one. Judgements about people and their behaviour will vary from person to person and place to place. It can be argued that most models of mental health distress results from some kind of abnormality. But is abnormality just another phase of human existence, or is it a mental disease? (Claringbull, 2011, p.26). Ongoing theoretical divisions between ‘normal’ and ‘abnormal’ have hindered understanding of behaviour and experience in general and there are psychologists who are outlining reasons to abandon diagnosis altogether, to create a unified approach to psychology (Boyle, 2007, p.290). On the other side of the argument, the classic text by Clare (1988), entitled Psychiatry in Dissent, looks at four models of ‘mental illness’ within psychiatry; organic, psychotherapeutic, socio-therapeutic and his preferred approach, the medical approach. The medical model embodies the basic principle that every illness is ‘the product of the environment working on the organism’ (Fawcett and Karban, 2005, p.13). Based on the assumption that behaviours, emotions and biological symptoms will form the same kinds of patterns to confirm a theoretical framework, how do researchers explain that if blocking the brain’s dopamine system seems to help patients with schizophrenia, why does this not mean then that all patients with abnormally high dopamine production have schizophrenia? (Boyle, 2007, p.290); (Claringbull, 2011, p.27). The clinical professions focus on the patient’s history and take a psychoanalytic view, the existentialist would ask the client to tolerate it, rather than explain it and the existentialists view suffering as integral to the human condition rather than as the exception (Pilgrim, 2009, p. 33). 

     The Autumn 2018, UK Budget saw more money allocated to mental health services. The potential impact of this financial support is that more people in the UK may be given formal mental health diagnoses and, as a knock-on effect, there may be more clients presenting to therapy with a diagnosis (Lees-Oakes and Kelly, 2018). The modern tendency, as seen within the National Health Service (NHS) is to work in the here and now, with a flexible, cross-disciplinary attitude and offer the mentally distressed a range of professional activities to include medicine, psychology, social work and counselling and counsellors may find it useful to adopt such a wide ranging approach (Claringbull, 2011, p.35). However, the BACP ethical guidelines strongly advise that the therapist should avoid making extravagant claims for therapy. The word ‘diagnosis’ can have medical connotations that fall outside the experience and qualifications of the counsellor (BACP, 2018). Counsellors would do well to ensure that they are working within their competence and are encouraged to understand each ‘presenting problem’ as a problem which a client might one day bring to them in the counselling room. It is unlikely that clients will present with just one single ‘problem. There are large rates of comorbidity in medicine and clients may be presenting with more than one problem, or ‘disorder’, which begs the question: if the ‘disorders’ overlap so much, are they really separate at all? (Feltham et al., 2017, p. 376-8).  

     The fifth edition of the Diagnostic and Statistical Manual of Psychiatric Disorders (DSM-V) is one of the two most commonly used systems for diagnosing mental health problems. A diagnosis will be made based on the presence of a number of symptoms (American Psychiatric Association, 2013). There are arguments for and against this kind of classification. Little attention is paid to the individual’s lived and subjective experience. It ignores social factors and culture, assuming that “abnormality” is universal. People who are essentially, normal, are being diagnosed with mental disorders that they do not have and being treated with potentially harmful medication that they don’t need. Small changes in the diagnostic system can result in new diagnoses for people who were normal the day before and this can have potential for catastrophic consequences (Frances, 2013). The other most common classification system is the International Classification of Diseases, tenth revision (ICD-10) (World Health Organisation, 1992). As noted above, typically counsellors have adopted a more humanistic approach to distress than those reflected in the medical models above (Feltham et al, 2017, p.376). With regards to these classification systems, the question that the competent therapist should be asking is HOW they should be used, not whether they should be used’ (Lees-Oakes and Kelly, 2018). 

     Throughout the caring professions, assessment is widely used, however in counselling the debate is still ongoing on whether to assess or not. Whether an assessment takes place or not, it is fairly likely that both the therapist and the client are gathering information about one another and with or without intention, are arriving at pre-meeting assumptions (Claringbull, 2011, P.39). A counsellor may have to assess part way through the therapeutic relationship whether or not the client is becoming mentally unwell. One of the ways to do this is through assessing psychological contact. If someone is not in a shared reality, then it may be the case that the counsellor will need to access an alternative form of support for the client. Again, it is crucial not to assume (Bager-Charleson and Van Rijn, 2011, p. 45). Mental illness will mean different things to different people; not everyone who is schizophrenic hears voices and not everyone who is depressed experiences it in the same way. The diagnosis can be a way of putting the blinkers on the counsellor and only see the diagnosis and not an individual in their own right (Lees-Oakes and Kelly, 2018). Before counsellors start treatment they may do well to remember Rules Number 1 and Number 2 in the DSM V diagnostic system; 1 – ‘check that the disorder is not sue to the direct effects of a substance – particularly alcohol’, and 2 – ‘check that the disorder is not due to the direct effects of a general medical condition’. There are non-psychiatric reasons why somebody might appear to be depressed, for example a thyroid condition or a vitamin deficiency (Claringbull, 2011, p.69). 

     When counsellors examine specific mental health conditions, it is clear that medication plays a part in their treatments and it is important that counsellors have an understanding of the effects and side effects of these drugs (Claringbull, 2011, p.135). Psychopharmacology is the study of the effects of mind-altering substances, both legal and illegal, and it is a myth that drugs will affect all people in the same way. For each patient, there has to be a trial and error period. Some side effects are bearable, and others are not. Mood-altering drugs are likely to affect thoughts, behaviours and emotions and therefore therapists working with a client’s thoughts, behaviours and emotions would do well to be aware if their client is taking any medication, and or, illegal drugs and monitor the client’s patterns of behaviour throughout (Claringbull, 2011, p.136). Counsellors are rarely medically trained; they just need to know how to look things up. It would be extremely unethical however to offer a client advice relating to their medication (BACP, 2018). It is arguable that most psychotropic drugs are now dispensed with the advice of accompanying medication with counselling. The modern rule being, pills and talk. Counsellors will be better able to help their clients if they able to understand the inter-relations between the client and their GP (Claringbull, 2011, p.154). 

     The pathologizing of distress has the potential to take the person’s experience out of its social and historical context. The power of labelling, or the ability to disempower, may leave the service user (client) at the mercy of events and they may stop being the human and become the label (May, 2007, p.300). Campbell writes that professionals within the mental health service tend to focus on the professional interventions rather than address the views and experiences of the service user (Campbell, 2007, p.298).  May conversely argues for moving away from the clinical fixation of symptoms and diagnoses and steps towards increasing the quality of life as a notion of recovery (May, 2007, p.301). by working in the client’s reality and finding a safe space to share a distressing belief or experience, the process of being listened to can bring a great deal of relief (May, 2007, p. 201). The American Psychological Association (APA) echoes these thoughts and urges mental health workers to avoid language that objectifies the person by his or her condition in order to maintain the worth of the individual as a human being and speaks of the effects of using first-person language; referring to individuals as ‘people with mental illness’, rather than ‘mentally ill’ (Granello and Gibbs, 2016, p.4). There may of course, also be financial consequences of diagnostic labelling in relation to insurance, employment and professional image (Lees-Oakes and Kelly, 2018). 

     The key issues associated with the diagnosis and classification of mental illness have been discussed and then linked to the counselling arm of this industry. Mental health and well-being are broadly defined, and it has been noted that philosophical underpinnings of counselling psychology frameworks are conflicted and confused. Current diagnostic systems of psychiatric diagnosis are either overly medical and reductionist or overly individualistic and a societal duty to challenge diagnoses may lead to professional conflict. Counsellors would do well to understand psychological distress rather than label it; the power of language and labelling in the therapy room has been explored and the potential risks for pathologizing distress and how not putting the human before the diagnosis can thwart therapeutic benefits. The benefits of using diagnostic systems have been considered and it has been suggested that counsellors consider how these systems should be used, rather than why use them at all. Practitioners are advised to always be working within their competence and it has been discussed how researching diagnoses and medication can benefit the counsellor, and the client, in the long run. 

   With regards to contemporary mental health, it has been considered that counsellors must gain a better understanding of the medical approaches to mental health if the models of psychopathology are to come together in the future. Medical professionals are not rivals but co-workers in the mental healthcare industry and together inter-disciplinary learning and multi-agency working can aid to better the industry and the valuable support offered to the mental-health community as a whole. 
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