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Assessment Question:
You are employed as a psychotherapist within a multi-disciplinary team in the NHS, working with clients with a mental health diagnosis.
Critically discuss how you might work with a particular ‘mental illness’ within the paradigm of the medical model.
Explore the tensions that might arise from a humanistic therapeutic perspective.




The Office of National Statistics (ONS) Published a report in 2019 showing that mental health illness incidences in the UK (employed adults aged 16-64) have risen from 4.8% in 2012 to 10.2% in 2017 (ONS 2019) (please see appendix a).  ONS also state that there were 6,057 suicides in the UK during 2018, 686 more than 2017 showing an 11.8% increase over the year. (It will be important to add here that ONS et al calculate percentage increase or decrease per 100,000 people of a given population (ONS 2019, NHS 2018 Samaritans 2019)).  Samaritans, a British (third sector) mental health charitable organisation state there were 6,859 suicides in the UK including 352 suicides from the Republic of Ireland during 2018 (Samaritans 2019). Samaritans also report the 2018 suicide rate in England rose by 12% yet fell in Wales by 3% during the same period.  Scotland has the highest incidence of suicide per capita with a 14.1% increase during 2018. Samaritans report that men are three times more likely to take their lives than females and the highest risk average age range for both genders in the UK are between 45-49 years (Samaritans 2019). ONS estimates that the UK population is 66,435,600, (ONS 2019) with 6,057 suicides, 0.001% of the UK had taken their own lives in 2018.  Such a small percentage may seem insignificant to a statistician, but more than six thousand times our country and those who create and deliver mental health legislation have failed people in extreme mental distress in just one year (N=>16 suicides on average per day in the UK)  With statistics showing a rising trend this number will increase, an unsettling reality, one could reasonably argue that it is simply unacceptable.
The British Broadcasting Corporations (BBC) health correspondent reported The National Health Service (NHS) in the UK as being highly regarded worldwide, according to the Commonwealth Fund, Triggle (2017) despite rising suicide rates.  The UK was classed as having the best health care service, while the USA finished bottom. Incidentally, The American Foundation for Suicide Prevention reported 48,344 American citizens took their lives in 2018, making suicide the countries 10th biggest ‘killer’, apparently causing a $97 billion loss (AFSP 2019), which calculates out as $2 million per suicide. 

With a wide range of contributory factors believed to be associated with suicide, (Samaritans 2019) the actual causes are complex and multifaceted, The UK’s Mental Health Foundation (MHF) classify a range of risk factors (MHF 2019), Beck.T, Bredemeier. K (2016) believe that depression is an ‘adaptation to preserve energy’, with habits of processing information and experiences negatively leading to depressogenic beliefs that emphasise perceptions of loss.  Regardless of its definition the correlation between an increase in reported mental health illness incidence (ONS 2019), and the rise in suicide (Samaritans 2019) cannot be ignored.  Another British mental health charitable organisation, MIND published their latest seven-yearly report in 2016 and state that 3.3% of every 100 people in the UK suffer with Depression (MIND 2017).  Using the ONS population estimate of 66.4 million (ONS 2019) 3.3% would be in excess of 2 million British individuals suffering with depression.

Depressive illnesses are clearly prevalent throughout the UK.  It is not currently known what causes depression although it is believed to be a combination of factors from genetic susceptibility, to environmental factors, to socio-economic factors (NHS 2019).  The NHS presents a range of information and resources for concerned individuals on their website where an untrained individual can identify their symptoms associated with depression; physical, psychological and social symptoms, and how to access treatment and NHS Choices display a list of mental health helplines (NHS 2019) as does NHS Wales. The Swansea Council website lists support groups such as the Swansea Council Voluntary Services (SCVS) who provide a free Mental Health Development Service and a Mental Health Forum for affected individuals and their carers/family, friends. Groups like Hafal and Gofal Welsh mental health and wellbeing charities and various helplines and text lines. (Swansea Council 2019) (Please see appendix B).  Despite a range of support networks here in Swansea, It is advised by the NHS online resources that an individual who suffers some or all of the depressive symptoms on the NHS checklist should seek the advice of their General Practitioner (G.P.) if they persist for two weeks.  A GP will assess the individual, possibly take blood tests to rules out any physiological illnesses that could cause similar symptoms such as hypothyroidism.  The GP will then assess the typology of the individuals depression and hopefully make appropriate steps.
Making a professional diagnosis for an individual suffering with the signs of depression is not at all simple but is imperative in accessing the correct treatment.  The World Health Organisation (WHO) publish The International Statistical Classification of Disease and Related Health Problems, known in abbreviation as ICD 10; being the 10th version, (WHO 2016).  Chapter V (5 in italics) F00-F99 details mental and behavioural disorders.  The ICD 10 works like a drop-down selection with disorders categorised into blocks.  Depression can be found at F32, which breaks down into a further six blocks relating to severity and associated symptoms. F32.2 for example details a ‘severe depressive episode without psychotic symptoms’ (WHO 2016).  Symptoms of depression can be found throughout the F00-F99 blocks appearing as comorbidities within other disorders and can be associated with a range of other mental health disorders such as F34: Persistent Mood Disorders or F31: Bipolar Affective Disorder.  Making an exact diagnosis for a GP can be complex.  In the USA The American Psychiatric Association (APA) publish The Diagnostic and Statistical Manual of Mental Disorders, which saw its updated fifth edition in 2013 (DSM V 2013).  Similarly to the ICD 10, the DSM V places disorders into blocks and uses separate coding systems than the ICD 10, However, DSM V does incorporate the ICD 10 coding within the DSM V, where a severe depression is coded as 296.23 (F32.2).  Aside from a diagnostic tool, The DSM was designed to allow mental health professionals communicate using a standardised language (NHS 2013), much like Binomial nomenclature of Carl Linnaeus (1707-1778). These diagnostic tools include information regarding the diagnosis, supporting features, prevalence, development and course, risk and prognostic factors, culture related diagnostic issues, suicide risk, functional consequences, differential diagnosis and comorbidity for each coded block (APA 2013) (WHO 2016).  Both diagnostic tools list symptoms which need to be matched to the individuals feelings and behaviour and exist over a specific time period, for example, x, y and z symptoms felt for 2 weeks.  This information will need to be gained by the GP during the consultation period via asking the individual questions relating their experiences to the relevant categories within the diagnostic tool.

[bookmark: _Hlk34155140]Once a diagnosis has been made by the GP treatment can begin.  GP’s and Psychiatrists use the Medical (or Biological) Model when approaching all medical illness, including psychological distress/disorders.  This model attributes physiological causes for mental illness and constitutes an ethic in which all medical doctors are trained (Fritscher 2019).  Depression seen through the medical model will be treated as a physical disease with  neurochemical imbalances causing changes in cognition and behaviour resulting in psychological distress, but also the medical model will attribute any significant brain injury and genetic factors for example as these are also physiological.  To this end, GP’s may prescribe psychoactive medication in order to treat the neurochemical imbalance, to ‘change brain chemistry’ (Fritscher, 2019).  There is a wide range of psychoactive medication designed to treat the neurochemical imbalance associated with depression.  The NHS, following the medical model suggests the Neurotransmitter Serotonin to be important in influencing mood (NHS 2018). Serotonin can be called 5-HT, due to its chemical name: 5-hydrocytryptamine, (Salters-Pedneault, K 2020).   Pharmaceutical companies have created Selective Serotonin Reuptake Inhibitors (SSRI’s) to match the ‘market’.  These work by blocking the reabsorption of a given neurotransmitter by the presynaptic cells, in affect keeping the levels of serotonin in the brain at more stable levels and thus improving mood (NHS 2018).  There are currently eight SSRI’s in circulation in the UK, including Citalopram and Fluoxetine (NHS 2018).  As with any medication, there can be side effects.  A UK provider of Citalopram Hydrobromide, Accord Healthcare Ltd, lists 71 side effects in their package information leaflet, that includes depression and suicidal thoughts.  The leaflet, last approved in 2014 also warns of using the medication in conjunction with thirteen other physiological illnesses such as liver disease, diabetes, heart arrhythmia and epilepsy, and other medical conditions such as while pregnant.  A bit of a concerning read for any consumer.  The NHS website for SSRI information suggests that medication can take up to six weeks to begin to take affect (NHS 2018).  Every day wasted gaining a clear diagnosis could be another day of suffering for an individual.

[bookmark: _Hlk34156223][bookmark: _Hlk34155921]A GP may also prescribe the individual access to a variety of resources.  Here in Swansea a GP may prescribe access to Local Primary Mental Health Support Services, Community Mental Health Teams, as well as other online and helpline resources (Swansea Council 2019) (Please see appendix C).  Community Health Teams (CMHT/’s) are made from multi-disciplinary specialists, such as clinical psychologists, community psychiatric nurses and social workers (Swansea Council 2015).  These teams are designed to assess individuals with long-term or severe mental health disorders and to enable co-ordination of their care (Swansea Council 2015).  The CMHT operates within the Mental Health Measure Framework aiming to support the recovery and needs of an individual and their carers, family and friends.  The Mental Health (Wales) Measure 2010 is a law made by the National Assembly of Wales which built upon the 2007 Mental Health Act but includes focus upon the support that ‘should’ be accessible.  The Measure places emphasis upon individual needs and ensures that Local Health Boards and Local Authorities and all involved comply and operate within the parameters of the framework (Mental Health Wales 2010) (Please see appendix D).  Local Primary Mental Health Support Services (LPMHSS) can only be accessed via a GP with the aim of providing assessment, structured short-term therapy and support in the community.  This service is suitable for mild mental health distress, such as anxiety, depression and interpersonal difficulties, and may use a variety of therapies including Cognitive Behavioural Therapy (CBT) Swansea Council (2019), however there are a literal A to Z of therapy types, from dance therapy to Gestalt therapy.   A Rogerian person-centred approach (Rogers 1957) to a client with symptoms of depression would be appropriate, along with Gestalt therapeutic approach (Perls 1951) for example.  As opposed to being bound by the (Biological) Medical Model like GP’s and Psychiatrists, Psychotherapists are free to draw upon the approaches from Behavioural, Cognitive and Psychodynamic models to understand behaviour and work flexibly to accommodate the needs of the individual.  The Behavioural Model attributes ones environment to maladaptive behaviours, therapists may be focussed upon behavioural changes rather than the underlying causes, Systemic desensitisation is a good example of this model.  The Cognitive Model assumes that all behaviour is determined by irrational and negative thinking.   The Psychodynamic Model, centred around the work of Sigmund Freud (1856-1939) focuses upon repression of experiences and emotions.  

Working with an individual with depressive symptoms, within the Mental Health Measure framework, a Psychotherapist may be restricted to as many as six fifty-minute sessions with the individual. Perhaps using a blend of Cognitive, Behavioural and Psychodynamic Models, A Humanistic approach with Cognitive Behavioural Therapy and/or Psychodynamic Therapy, supportive counselling, behavioural activation, problem-solving therapy.  Depression can be treated with Psychotherapy alone, but it is generally accepted that a combination of medication and psychotherapy produces the best results (Schimelpfening 2020) although naturally, therapy should be suited to the individual’s needs.  To comply with the parameters of the essay, we must consider the individual, our client makes their first visit to a psychotherapist eighteen weeks after seeing the GP, as consultant led mental health services aim for appointments within this timeframe (NHS 2019) and our client has been receiving a moderate dose of 20mg per day SSRI medication during these eighteen weeks.  Clearly, a long time will have passed, and the client may not be displaying the same symptoms as when they met their GP eighteen weeks ago.  Assessment of the client must be paramount to understand the required needs.  The Rogerian core conditions will be essential in developing and maintaining the therapeutic relationship with the client and it can be assumed that the client is willing to attend and keen for change. Of course, when meeting the client one must appreciate that they are taking psychoactive medication.  This may not have been monitored for eighteen weeks, and consideration needs to be made; is it working? Stable mood? Side effects? Etc. The medication itself could be a barrier to a successful outcome, perhaps masking the underlying psychodynamic problem, or even a physiological issue, only to re-emerge once the medication is reduced/stopped.  The client may display side effects not compatible with ideal therapeutic relationship conditions, such as dizziness, problems concentrating, agitation, apathy, all of which are cited on Accord Healthcare Ltd Citalopram Hydrobromide package leaflet, and all of which will cloud the therapeutic relationship, that being said, a good psychotherapist would anticipate and work flexibly to accommodate such behaviours and attitudes, working to respect the clients dignity and confidentiality, and of course within the parameters of the The Mental Health (Wales) Measure 2010 and other Mental Health Guidelines, such a those from the National Institute for Health and Care Excellence (NICE 2009).  The aims of NICE focus upon ‘improving health and social care through evidence-based guidance providing value for money’.  The NICE Quality Standard [QS8] for Adults with Depression was published in March 2009 and further information for NHS users in 2011.  Similarly to The Mental Health (Wales) Measure, the NICE guidelines are a set of treatment standards and quality assurance strategies.

Criticisms of NICE are easy to find.  Professor Clare Gerada, the Medical Director for the GP Practitioner Health Programme wrote to NICE in November 2017 to raise concerns about ‘flaws in methodology, lack of transparency and inconsistencies’, Lind. S & Sims. I (2018).  Nice recommendations are growing ever more complicated and inappropriate with many GP’s loosing faith in the guidelines (Price 2015), and an article in the Guardian quotes NICE confessed regarding talking therapies, that the ‘quality of evidence was mostly very low or low quality’, (Maddox 2016), although  It is a requirement to follow such guidelines, but if the evidence for treatment has poor quality the service the client receives will undoubtedly have a risk of being flawed.  
Criticisms of the biological medical model surround its seemingly stubborn approach in focussing solely on physiological structure of the brain to attribute behaviour and cognition and provide a label for the individual (McLeod 2018). Labels and how the individual perceive themselves can be deeply influential in gaining therapeutic success and must be managed if expressed.  Criticisms of the medical Model are not new, Saul Mcleod (2018) tells of how experiments in 1973 were conducted to test the reliability of psychiatrists diagnostic skills when a blind diagnosis of 193 incognito mentally ill individuals arrived at a hospital, the resident psychiatrists diagnosed 41 out of the 193.
Third sector organisations such as MIND (2019) openly criticises the British government for waiting times for treatments and mental health spending, however the NHS retorts that it is operating within the parameters set by the Mental Health Investment Standard which ensures NHS funding for physical and psychological illnesses (MIND 2019).  Apparently 10% of the UK’s 2018/19 Health and Social Care budget was allocated towards mental health (Full fact 2019).
[bookmark: _GoBack]The DSM-V has been surrounded by controversy since its publication in 2013 (NHS 2013).  Initially there is criticism surrounding the influence of pharmaceutical companies, working inline with the Medical Model who lobby GP’s, Mental Health Specialists and governments in order to sell their product (NHS 2013).  Medical insurance companies in the USA, whose main aim will be to make profit also use the DSM-5 in calculating the level of cover an individual can pay for.  This is unsettling, in a civilised world your medical care including mental health support can be stopped when the insurance company feel they have paid out enough, which is blatant profit over care and deeply distasteful.  The DSM-5 is also criticised for the way in which it removes some diagnostic categories and add others (NHS 2013).  This will obviously cause an overspill of individuals previously diagnosed who now need to fit into a new category, and likewise conversely.  Moreover, specific changes, such as the removal of Asperger’s syndrome from the DSM-V, and now appears within the Autism spectrum disorder yet individuals with a genuine Asperger’s diagnosis have no general difficulties with language and cognitive development.  Receiving a change of diagnosis could also have an influence on the mode of treatment and the individuals trust or faith in their clinician.  Frances Allen, the DSM-IV Task Force Chair and prominent psychiatrist discusses the phenomena of over-diagnosing (Allen, 2012), whereby individuals experiencing psychological distress may wish to receive a diagnosis as soon as possible, to satisfy the conditions of their medical insurance and receive their medical insurance contributions towards treatment.  G.P’s may not be adequately trained in assessing mentally ill individuals, may be under pressure to provide diagnosis, where a risk of diagnostic errors can emerge.  Allen comments upon how specialists in certain field or areas of expertise will attribute their own diagnosis that fits to their expertise.  This must be professionally unethical.  To misdiagnose an individual for the benefit of one’s research.  Allen also comments upon how additional diagnostic categories have new pharmaceutical products and how many of the specialists on the DSM-V design were connected to the big pharmaceutical industries.  The NHS shares this concern (NHS 2013).   Allen gives the impression of disappointment at how companies could manipulate legislation created to save lives.  Another attack on DSM-V surrounds changes to Major Depressive Disorder and how DSM-V is “medicalising grief” (NHS 2013).  Individuals suffering with bereavement for example can find themselves being diagnosed with a diagnosable depressive illness and being prescribes anti-depressant psychoactive medication, which again is over-diagnosing, but this simply satisfies pharmaceutical companies and not the individual who may simply need support from a local bereavement counsellor.  Similarly the diagnostic parameters/criteria have been reduced for Genralised Anxiety Disorder (GAD) (NHS 2013) which could possibly bring individuals sensitive to everyday worries needlessly deeper into the Mental Health system, incidentally, pharmaceutical companies have a wide range of psychoactive medication for GAD and associated anxiety disorders.  
ICD-10 is not without its criticisms.  Cooper & Hassiotis (2009) discuss the limitations and difficulties surrounding the diagnosis of mental disorders affecting Intellectual disability, commenting upon how the ICD-10 can not solely fully tend to the psychiatric disorders.


It must be said, that no two individuals are the same, each has their own ever-changing story, and creating diagnostic tools and legislative guidelines and standards that can classify and satisfy every severity of malignant behaviour or cognition will need a fluid and flexible approach, as research and evidence in the field of psychology advances.  Criticisms of all approaches and models don’t necessarily mean mistakes have been made, so long as continuous updates are provided, it is simply a sign of the flexibility and cyclic mode of reassessment the system requires to be successful.  It is important that empirical based research with quantitative data is upheld, we are physical beings and as such a biological/medical model seems rational, but the more meta-physical, qualitative aspects of human nature and experience are, arguably largely responsible for the manner in which we process information and behave.  Does exposure to prolonged sadness create depressive symptoms, or does that exposure change the physical structure of the brain which subsequently causes depression, it’s the nature/nurture, chicken/egg debate all over again
As far as self-governance goes, it is the responsibility of each individual therapist, as a professional, to ensure they are up to date with current research and updates to diagnostic tools and updates from organisations such as NICE, WHO and APA, along with a wide range of governing bodies, local mental health teams.  As research advances, and evidence-based studies perfect their methodologies the field of psychotherapy is an ever changing entity and one must maintain an enthusiastic receptiveness and commitment to actively seeking out and assimilate new evidence and techniques.  It must also be the therapists responsibility to maintain their self-awareness, personal development, and fitness to practice and an open and honest relationship with their supervisor.





