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Critically discuss how human distress is understood with reference to one of the following theories: Psychodynamic, CBT, or Person-Centred.
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	When defining human distress, it is important to recognise its role in the area of psychology. If approached as ‘psychological distress’, it can be defined as “a state of emotional suffering characterized by symptoms of depression (e.g., lost interest; sadness; hopelessness) and anxiety (e.g., restlessness; feeling tense)” (Drapeau, Marchand, & Beaulieu-Prévost, 2012, p. 105). Using this definition as a basis, throughout this essay depression will be used as an exemplar for human distress. This essay will specifically focus on the person-centred approach and its understanding of depression within its model.

	Depression is the most common psychological disorder worldwide (Mental Health Foundation, 2018). According to the World Health Organisation, over three hundred million people suffer from depression globally (World Health Organisation, 2018). Symptoms of depression include low mood, low self esteem and even suicidal thoughts (NHS, 2018). Person-centred therapy aims to provide acceptance, empathy, respect, understanding and unconditional positive regard, which in turn makes the client increase their self-worth and self-reliance, as well as decreasing the feeling of isolation that often comes with depression (Grumman, 2016).



Person-Centred therapy, otherwise known as Client-Centred therapy, was originated by Carl Rogers, an American psychologist. (Rogers, 1951). His works emphasised great importance on the relationship between the client and the therapist. He theorised that lived experience and perceptual field were key to an individual's psychological health (Sanders & Hill, 2014). Rogers stated that “the organism reacts to the field as it is experienced and perceived. This perceptual field is, for the individual, ‘reality’” (p. 484) He also suggested that all organisms have the innate tendency to ‘self-actualise’ or self-improve. He stated, “the organism has one basic tendency and striving - to actualize, maintain, and enhance the experiencing organism” (p. 487).

Carl Rogers (1957) outlined the conditions for the person-centred therapeutic approach, any person-centred practitioner should underpin their work using the following conditions. First, the client and therapist need to be in psychological contact, following that the client needs to achieve a state of incongruence, vulnerability or anxiousness. Thirdly, the therapist must be congruent and integrate themselves in the therapeutic relationship. The therapist must then display ‘unconditional positive regard’ for the client, followed by “an empathic understanding of the client’s internal frame of reference” (p. 96), of which they must effectively communicate to the client. Empathy, unconditional positive regard, and congruence were regarded as “the attitudinal conditions that foster therapeutic growth” or ‘core conditions’ (Rogers & Sanford, 1985, p. 1379). 

Working within the person-centred approach, depression can be viewed as a discrepancy or incongruence between the concept of one’s self and life experience (Nelson-Jones, 2011). For example, a student may fully believe they are a failure, but their exam results are above average. This implies incongruence between the student’s self-concept and the reality of their lived experience. However, to suggest that psychological disorders stem from intangible inner conflictions, denies the scientific rigour of the biological approach.

Studies have shown that there is a link between biology and depression. Rhor (2002) studied the impact of testosterone levels in women and whether they link to depression. The study showed that there was a relation between women with lower levels of testosterone and depression. Studies also show that lower levels of the neurotransmitter’s dopamine, serotonin and norepinephrine can lead to symptoms of depression (Schimelpfening, 2018). If the neurotransmitters are inefficiently produced or unable to be received by the receptor sites, antidepressants can be prescribed to counterbalance this. A trial of twenty-one antidepressant drugs found that all the antidepressants tested were more effective than placebos in treating major depressive disorder (Cipriani et al., 2018). Reports show that the number of antidepressants prescribed by the NHS has almost doubled in the last ten years; now at an all-time high (Campbell, 2017), thus suggesting the increasing prominence of the medical model, though it has been criticised by Rogers.

 In an interview with the BBC (1976), Rogers described the medical model for treatment of psychological disorders as “extremely inappropriate”. In the same interview he said, “we don’t see them [people] as sick and needing a diagnosis, prescription and a cure”. Such bold statements can be perceived as dangerous, as the biomedical model is scientifically backed and has proven evidence that it is effective for treating human distress. However, is it possible to reduce human behaviour, the ability to communicate and act on free-will, and the way we perceive life experiences down to brain functions and neurochemistry? 
Within the person-centred approach, depression can also be viewed as stemming from incongruence between ones ‘real-self’ and ‘ideal-self’ (Hill & Sanders, 2014). The ‘real-self’ is how the human perceives themselves, and the ‘ideal-self’ is who they perceive they should or would like to be (Rogers, 1961). Using this as a basis, Higgins (1987) created the self-discrepancy theory, a complex matrix of the ‘actual-self’, the ‘ideal-self’, and the ‘ought-self’. The ‘ought-self’ is the perception of what humans believe they ought to be. These three ideas of the self can be viewed from either of two standpoints (own or other). Own represents their own standpoint, and other represents the standpoint of others or another. Higgins used this matrix to propose that depression was the outcome of a discrepancy between the own ideal self or other ideal self. Person-centred therapy would look to identify these discrepancies within the client and remove the tyranny of who the client wants themselves to be (2014).
Person-centred therapy is not as recognised or acclaimed by the mental health governing bodies as other therapeutic interventions. In their guidelines for treating depression in adults, The National Institute for Health and Care Excellence (NICE) makes no reference to person-centred therapy (2018). Mearns and Thorne (2000, p. 2) discussed the common misconceptions of person-centred theory, saying “there still exists the denigratory and scurrilous myth that person-centred therapists merely nod, reflect the last words of their client and can only be trusted with the most superficial concerns of middle-class clients”.

Tony Weston (2007), a qualified person-centred therapy practitioner, noticed there was a considerable gap in the amount of research funding person-centred therapy was receiving from the NHS compared to cognitive behavioural therapy (CBT). This led to him carrying out a wide investigation into therapeutic intervention research funding across seventy-one NHS research establishments (Weston, 2008). His findings discovered that from 2000-2007, from the £295.2m that had been spent by the NHS on researching psychological therapies, only 0.2% of this was spent on PCT, compared to the 96.6% on CBT. (Weston & Weston, 2008).

Tony Weston’s doctoral thesis (2011) looked to measure the clinical effectiveness of Person-Centred therapy on three different psychological disorders, depression, anxiety and personality disorder. His study also assessed the role of the therapeutic relationship and whether it was a reliable predictor of outcome for the disorders. Prior to his study, the National Institute for Health and Care Excellence (NICE) had reviewed different therapeutic interventions and created recommendations for the treatment of psychological disorders (as cited in Weston, 2011). Whilst CBT fared well and received recommendations for all diagnoses’, person centred therapy was only recommended for “mild to moderate depression” (as cited in Weston, 2011).
	In conclusion, person-centred therapy can be an effective way of treating depression, however, it can be viewed as deterministic in its approach. The ideology of all humans having the natural tendency to self-improve and develop inadequately addresses humans’ tendencies towards evil, greed and selfishness. The theory does not address the way one may self-actualise, one’s journey to self-actualise may be immoral. Taking an affair for example, the one having the affair may believe it is a way of them reaching their full potential and experiencing happiness. A person-centred therapist then has the task of mirroring back what the client is saying with unconditional positive regard, even if it goes against their moral beliefs. The counsellor is then opening themselves up to vicarious guilt or dilemmas as it is their job to be congruent, open and understanding (Davies, 2011). This opens the counsellor up to emotion-diminishment or even for them to question their moral beliefs from being so understanding over immoral topics.
	When treating depression, there are a plethora of studies that suggest other therapeutic interventions are more effective than person-centred therapy. Cognitive behavioural therapy is the leading treatment for depression in the NHS as it is usually completed within six to eight sessions, and with the current epidemic in mental health the NHS needs an efficient intervention that is time and cost effective. (Hollinghurst, et al., 2014)
	Another criticism of person-centred therapy is the denial of the indirect messages sent by practitioners. Wilkins (2003) describes the ‘inescapable power imbalance’ between the client and therapist. The therapist holds all the knowledge and power and the client has none. The client will be subliminally directed by what the therapist is saying to them because they believe the therapist is helping them to self-improve. In fact, one of the necessary conditions of the person-centred theory is that the client is incongruent and vulnerable, which in turn lead the client to a sense of powerlessness and lack of control. The client will likely then follow what they perceive to be directions from the practitioner.  
	However, person-centred therapy remains a popular choice of therapeutic intervention in the UK. This may be due to the positive perception of human nature and its ability to evolve, as well as being less complicated than other theories (Feltham,2010). The theory showcases human’s individuality and uniqueness as an active and constructive entity rather than a passive reduced product of science. Perhaps with increased funding and more comprehensive research fuelled into it, person-centred therapy can become a more reliable, effective and acclaimed approach to human distress.
	

References
Campbell, D. (2017, June 29). NHS prescribed record number of antidepressants last year. Retrieved from The Guardian: https://www.theguardian.com/society/2017/jun/29/nhs-prescribed-record-number-of-antidepressants-last-year
CIPRIANI, A., FURUKAWA, T. A., SALANTI, G., CHAIMANI, A., ATKINSON, L. Z., OGAWA, Y., . . . GEDDES, J. (2018). Comparative efficacy and acceptability of 21 antidepressant drugs for the acute treatment of adults with major depressive disorder: a systematic review and network meta-analysis. London: The Lancet.
Davies, N. (2011, October 11). Ethics & Morals in Client-centred counselling. Retrieved from HealthPsychologyConsultancy: https://healthpsychologyconsultancy.wordpress.com/2011/10/10/ethics-and-morals-in-client-centred-counselling/
Drapeau, A., Marchand, A., & Beaulieu-Prévost, D. (2012). Epidemiology of psychological distress. Mental Illnesses - Understanding, Prediction and Control, 105.
Feltham, C. (2010). Critical Thinking in Counselling & Psychotherapy. London: SAGE.
Grumman, R. (2016, September 19). Client-centred therapy for depression. Retrieved from Healthline: https://www.healthline.com/health/depression/client-centered-therapy
Higgins, E. T. (1987). Self-discrepancy: a theory relating self and effect. Psychological Review, 319-340.
Hill, A., & Sanders, P. (2014). Counselling for Depression. London: SAGE.
Hollinghurst, S., Carroll, F. E., Abel, A., Campbell, J., Garland, A., Jerrom, B., . . . William, C. (2014). Cost-effectiveness of cognitive–behavioural therapy as an adjunct to pharmacotherapy for treatment-resistant depression in primary care: economic evaluation of the CoBalT Trial. The British Journal of Psychiatry, 69-76.
Mearns, D., & Thorne, B. (2000). Person-Centred Therapy Today. London: SAGE.
Mental Health Foundation. (2018). Mental Health Statistics: Depression. Retrieved from MentalHealth.org.uk: https://www.mentalhealth.org.uk/statistics/mental-health-statistics-depression
National Health Service. (2018). Clinical Depression. Retrieved from NHS.uk: https://www.nhs.uk/conditions/clinical-depression/symptoms/
Nelson-Jones, R. (2011). Six Key Approaches to Counselling and Therapy. London: SAGE.
NICE. (2018, April). Depression in adults: Recognition and management. Retrieved from NICE.org.uk: https://www.nice.org.uk/guidance/cg90
Rhor, U. D. (2002). The impact of testosterone imbalance on depression and women's health. Maturitas, 25-46.
Rogers, C. (1951). Client-Centered Therapy. Boston: Houghton Mifflin.
Rogers, C. (1957). The necessary and sufficient conditions of therapeutic personality change. Journal of Consulting Psychology, 95-103.
Rogers, C. (1961). On Becoming a Person. A Therapist's View of Psychotherapy, 228-229.
Rogers, C. (1963). The concept of the fully functioning person. Psychotherapy: theory, research and practice, 17-26.
Rogers, C. (1976). All in the Mind. (A. Clare, Interviewer)
Schimelpfening, N. (2018, April 21). The Chemistry of Depression. Retrieved from www.verywellmind.com: https://www.verywellmind.com/the-chemistry-of-depression-1065137
Weston, T. (2008). The therapeutic relationship: A neglected variable in NHS England research and treatment. PCE 2008: Present strengths and future challenges: 8th world conference for person-centred and experiential psychotherapy and counselling (p. 139). Norwich: University of East Anglia.
Weston, T. (2011). The Clinical Effectiveness of the Person-Centred Psychotherapies: The Impact of the Therapeutic Relationship. Norwich: University of East Anglia.
Weston, T., & Weston, S. (2008). The therapeutic relationship: A neglected variable in NHS England research and treatment. Royal College of General Practitioners Annual National Primary Care Conference (p. 64). Bournemouth: Royal College of General Practitioners.
Wilkins, P. (2003). Person-centred therapy in Focus. London: SAGE.
World Health Organisation. (2018, March 22). Depression. Retrieved from WHO: http://www.who.int/news-room/fact-sheets/detail/depression


image1.png
Prifysgol Cymru

¥ Drindod Dovi Sant
University of Wales
Trinity Saint David




