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Western civilisation has a complex and varied history regarding mental illness. Moving away from middle age beliefs, that mental illness has something to do with superstition in the early twentieth century, mental disorders were being looked upon as unique disease entities. With the emergence of two theories of psychodynamics and behaviourism as potential explanations for the cause of mental disorders and with the growing acceptance of these new ways of looking at mental illness as its own form of pathology, official diagnostic classification systems emerged. In turn, new research was conducted and new approaches to treatment pioneered; included pharmacotherapy and psychotherapy which were established. There was then seen a need to be able to systematically categorise mental; illness in order to provide more efficient and targeted mental health services. From this need, emerged the first edition of the Diagnoses and Statistical Manual (DSM) was created (Jutras,2017).
Diagnoses of mental illness became popular in late 19th century for cultural theological and political reasons it assumed that troublesome behaviour, emotions and psychological experiences will form a pattern and conform to the same theory as body diagnoses does. Even though this proved inappropriate for mental illness and where the evidence was then made to fit around practice (Boyle,2007). 
However, there is strong evidence base to suggest that emotional distress and behaviour problems, even the most bizarre, are understandable responses to our ways of actively trying to manage adverse circumstance and relationship(lbee,1986;Johnstone,2000;Read,2005;Smail,2001; Stoppard,1999;Wilkinson 2005). 
Nevertheless, theory is minimalised by suggestions that the presenting adverse environments and relationships were consequences of the mental illness itself. 
For example, Boyle (2007) points toward a whole host of flaws with the diagnostic concept, such as not having the right kind of research to justify the model. Diagnostic concepts have been defined by clinicians and committee opinion, with no set experience defining the model which itself is subject to change.
The DSM which is regarded as the ‘bible’ for psychologists has been openly discredited by most eminent psychiatrists and even those who chair the committees that wrote the manuals (Johnstone and Watson, 2017).
Dr Allan Francias chair of the committee on DSM4 stated There is no reason to believe DSM 5 is safe or scientifically sound. Thirty years work has not proved or made an impact on psychiatric diagnoses or treatment. DSM5 hoped to include biomarkers that could prove past and promote future research. This was a premature and an irresponsible ambition science simply isn’t there (Frances,2013)
The lack of evidence for biomarkers as a sign of mental illness has had some denying they were ever promoted in the first place. The main problems highlighted by (Kupfler,2013) were that small changes in Diagnostic categories could lead to ordinary people being labelled with illness and being treated with medication they do not need. Normality is impossible to define as it’s a cultural concept not a medical one. This could lead to people not getting medication they really need when others get too much. Francis believes that we should tailor a treatment to an individual’s need which echoes the person-centred concept of Rodgers person centred theory as to treat everyone as an individual with their   own story. (Rodgers, 1969). 
Elsewhere, the figures for people taking regular medication are problematic with 1in 5 adults taking pills every day and 18 billion people taking antipsychotics and a further 12 billion taking antidepressants. (Francis, 2013) 
There is a noticeable and growing mutual relationship between planners of diagnostic concepts and pharmaceutical companies. Diagnoses seems more authentic if there appears to be a specific drug to treat the disorder, while the drug market is strengthened if there is a disorder that its product treats (Boyle,2007). Worrying research conducted by Harvard professor Angell suggests there is an increasing number of people being diagnosed with depression. The question being asked here is have we improved our ability to diagnose or simply  broadened our definition of depression enough question being ask is with the rise of drugs being prescribed for the condition surely we should be seeing a decline not rise in the condition? Angell answers this by putting the blame squarely on the pharmaceutical companies for the current mental health epidemic. According to angels research one fifth of American psychiatric association funding comes from pharmaceutical companies and over half of all DSM-5 Task Force members have significant industry interests.  (Latham,2011)
 However, there is research conducted by the BACP that therapy rewires circuitry of the brain as affectively as medication does (Stahl,2012) There is also research that suggests the effectiveness of antidepressants have been overestimated due to publication bias. (Cuijpers et al ,2014) While (Criaghead and Dunlop, 2014) suggest a combination of both therapy and medication was found to be more effective than either one on its own. However (MacDonald et al, 2013) found oxytocin the psychoactive ingredient in antidepressants were found to have a negative affect when taken during therapy.  When looking at  clients expectations of the effectiveness of treatment it was found that clients were more likely to accept psychotherapeutic treatment than antidepressant treatment as a way of reducing their symptoms(Gaudian et al. 2013)  However Shankman et al.(2013)  found that when dealing with clients with dysfuncuntual attitudes it was found that better outcomes came from pharmacological interventions rather than therapy.
Despite these bleaks failing of the DSM it does provide administrative, professional, psychological and social functions such as record keeping, financial management, and access to services. It also keeps psychiatry as a branch of medicine which allows ‘normal’ people to locate irrationality in others and diverts attention away from the harmful consequences of social politics and its structures of power (Watson,2019).
Power plays a significant part in mental illness. For example, psychotic diagnoses (for one) relies heavily on value judgments or where the service user is often alienated and have the power exercised over them by being made to feel like victims rather than partners in their own care (Campbell, 2007). Service users that decline diagnose are regarded with lack of insight and may be then forced to take medication. (Johnstone and Watson, 2017)
Mental health service users are more concerned with consequences rather than the validity of diagnoses .(Jackson,2019)  In recent times the medical model has been criticised  by services users for a range of reasons, including the persuasive use of medication, the IAPT biomedical model framework justifies   that psychiatric diagnoses in mental health services leads to system responses that have a medical bias. Most importantly, service users look to make sense of life after a diagnosis and feel trapped in a negative framework where professionals discourage significant unusual aspects of experience which seem to support stigmatizing and discriminatory responses (Cambell,2007).
However, diagnose can by welcomed by some service users and the families after all diagnoses  are embedded into our society through health care welfare and medical means (Johnstone and Watson,2017)As a defined problem under guidance can be contained by an expert brings relief for patient and family. Diagnoses can also facilitate entailment to benefits and support services and protection under the discrimination act. (Boyle,2007). 
More recently service users have come forward to be heard, not just about the reality of living in a society with mental illness, but on the nature of mental illness itself in experts by experience kind of way. Some have even played part of training for psychologists in the experiences of their reality. This is a step forward to look away from diagnoses and to the experience and understanding of the individual (Cambell, 2007).
This echoes the work of Carl Rodgers theories of person-centred therapy that believes an individual can understand their own experience and where indeed experts on them self and able to make meaning from understanding one's self (Rodgers,1969).
Carl Rodgers was opposed to diagnose and so was Pete Sanders who felt that we have left radical person centred therapy behind to support the medical psychiatric system stating that he felt the fundamental core conditions seem to be swamped in diagnostic thinking ( Sanders,2017).In research done by King et al. (2014) it showed non directive counselling superior to GP care in reducing depressive symptoms and recommended that national clinical guidelines recommend non directive counselling as equally affective as CBT . However, CBT often chosen over it due to costs (Barkham ,2017)
This imbedded medical understanding of mental distress can be seen in the likes of Were wellbeing practitioners are required to categorize potential clients using standardised questionnaires to determine eligibility for talking therapy. Therapists who work in the National Health Service will inevitably have to work with diagnoses. Therefore, the problem becomes an illness before meeting a counsellor and the diagnosis remains, even if the therapy is unhelpful (Johnstone and Watson,2017).
There are many ways in which diagnoses can affect therapy and have a negative effect on the service user. Some clients find the label given to them by diagnoses can be stigmatizing. It can erode people’s confidence in their own perception and in their hope that they will feel better again. It also can give them feelings of loss of control and loss of responsibly. Having a diagnosis for some can have the effect of highlighting their perceived deficits. Perhaps  one of the most detrimental effects it can have to the therapeutic alliance is that diagnoses can obscure the meaning of the clients experience and therefore undermining it.(Sanders2017) It can also make a client feel disconnected from their feelings and the events that affect their lives. Diagnoses can also lead to the client feeling guilt, shame and hopelessness and a belief that only an expert can fix them (Honos-Webb and Leitner, 2001).
Beth Filson gives an informed opinion on the clients experience  by stating ‘Until we are able to use our own words to tell our stories the context we find ourselves in this case, ( the psychiatric system)  tells our stories for us , and usually gets them wrong!’(Sweeny ,2016, pp20-30).
So, what are the alternatives to diagnoses? Filson suggests a good place to start is listening to somebody's story and letting them make sense of their distress through experience and relationship. Society expects you to tell stories of illness, However, in part, healing happens in the retelling of our lives and making sense of them. (Johnstone and Watson,2017).
Case formulation is a way of doing this. It is a process of ongoing collaboration, senses making and a way of summarising meanings, and of negotiating for shared ways of understanding them. Formulation is the process of describing a person's difficulties in the context of their relationships, social circumstance and life events. It can be seen as a personal narrative constructed between the therapist and the client, unlike diagnoses it is not one sided advice, rather a collaboration between client and therapist which includes a person's strengths and points toward the best way of recovery(Harper and Moss,2003).
When looking at the medical model according to (Johnstone,2019) it can cloud a counsellor’s insight and feels many counsellors automatically interpret client’s distress as a mental illness. However, she suggests that looking at the way someone behaves can help us understand the response, be that trauma or adversity. It can be used as a way of surviving pain and fear as a copping strategy and is not in fact dysfunctional as it is termed by the medical model. (Watson,2019) also argues against diagnoses as it can serve as a way of shutting the client down. Research has shown that life experience is linked with peoples mental distress rather than a biological cause.( Davis, 2013) This is echoed by (Sanders,2017) who sees the role of the counsellor as that of listening and not imposing judgment and feels diagnoses does not fit with the principles of person centred counselling as diagnose is a form of imposed judgment.
In balancing the argument Rachel Freeth, a practicing psychiatrist and NHS and person-centred counsellor argues that when people criticize diagnoses, they are really arguing against the classification of people’s distress as this frames the distress in terms of a medical disorder rather than a life experience. However, she points out that without diagnoses people can feel unbelieved, A lot of people do not want to think of their situation and just want a drug that numbs it all out. Diagnoses simplifies and helps people avoid dealing with the messiness of their own lives (Jackson,2019)
Research into the weather therapeutic alliance directly accounts for symptoms of mental illness found it was other factors that facilitated change such as therapeutic technique, transfer phenomena, therapist competencies a client’s characteristics may influence symptom 
The British Association of Counsellors and Psychotherapy(B A C P, 2018) takes the middle ground in that they think it is important for counsellors to understand the language and application of diagnoses in order to work in such settings as the National Health Service, N.H,S and also to be able to communicate efficiently within a multi-disciplinary team or organisation. Nevertheless, the BACP do appreciate that the diagnostic process is ultimately incompatible with the holistic approach of uniqueness that underpins humanistic counselling.
There are alternatives for therapists who do not want to follow a diagnostic model  Sanders(2017) believes language is the key to  good therapy as therapists we are influencers and if we talk sick the client thinks sick he believes it is best to use non -pathologizing language that is rooted in peoples lived subjective experience.(Jackson,2019)
There are evidence-based approaches instead of the bio-medical model one of which is known as ‘Trauma informed approach’. It works with such adversities such as neglect, abuse, loss, discrimination, poverty and social expectations. It can have a powerful effect on mental health. Trauma response shows what was originally evolved as a lifesaving response to threat, these responses can then be understood as ways of managing and surviving overwhelming fear, hurt and rejection. They become problematic if underlying emotions and memories are not recognised, witnessed and reprocessed. (Rothschild,2000)    
Recently a group of clinical phycologists have joined forces with a group of clients to launch the Power threat meaning framework (PTMF) The framework sees power and its misuse as key factors in making people behave in ways that are currently labelled as disorders. It changes the wording of how it speaks to clients acknowledging the impact the clients wider social and political environments and how state systems and policies can produce and make stress worse. It argues that what client attempt to do to protect them selves from unbearable pain is in fact what is now labelled as symptoms (Jackson,2019).
In conclusion diagnoses and ways of forming it have proved controversial. With little evidence based research in to the actual diagnoses of mental illness and the relationship bias between the DSM and big pharmaceutical companies being questionable, psychiatrist are looking more toward therapy as being proven affective in helping come to a understanding about peoples mental health and how it is treated.
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