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“Are We Ever Justified in What We Do?”  

(Roberts, 2003, p. 367)    
 




     Counselling has its roots embedded in humanistic philosophy, and these roots have chiselled a niche for its practice in the wider psychological arena. However, counselling has found itself in conflict with the ‘medical model’ and has positioned itself in opposition. Now that counselling has many established modalities and approaches, is there still a need for such resistance, or can we learn from wider models and perspectives; do the issues that arise from using classification frameworks still outweigh? For example, considerations around language, which emerge from concerns that the use of labels to refer to individuals has the potential to promote bias, feelings of being devalue, and express negative attitudes resulting in stigma. On the contrary, people’s behaviours and symptoms are potentially better understood and managed via the use of diagnostic language. If counsellors and psychotherapists are using this language, is there a problem in doing so? This essay will aim critically discuss these issues.

     Theories regarding mental illness can be subjective and its concepts are difficult to define (Feltham et al, 2017, p. 81). As late as the 1990’s, metal illness was still defined as “mentally disordered, mad, or crazy” in some dictionaries (Merriam-Webster Dictionary, cited in Overton and Medina, 2008, p. 143). During the Middle Ages, those suffering with mental illness were seen as a living illustration of the ‘weakness of humankind’ and a popular belief was that it was the consequence of being unable to remain morally strong (Overton and Medina, 2008, p. 143). Ideologies as old as this example may have embedded themselves into the psyche of society, causing suppression regarding belief and tolerance towards this marginalised group.

     Since the 1950’s, researchers have demonstrated that mental illness stigma exists. Rosenhan stated “[that a] psychiatric label has a life and influence of its own” (cited in Skinner et al, 1995, p. 3). The generalisation of mental health stigma is well established and is demonstrated across a wide variety of groups of people, which include the general public, past and current mental health patients and even mental health professionals have been shown to stand from negative disposition when it comes to mental illness (Skinner et al, 1995, p. 4). Those who suffer from such illnesses are included in the most stigmatised, marginalised, and vulnerable members of society (Johnstone, cited in Overton and Medina, 2008, p. 143) and negative associations combined with false assumptions affiliated with poor mental health might be as harmful as the illness itself. A common perception of those diagnosed with Schizophrenia is the incapacity to care for oneself or aggression, or depression may generate the belief that someone is lazy or that they have a substance misuse issue. Because of such perceptions, opportunities that are available for people who suffer from poor mental health and illness may be significantly limited due to societal stigmatisation (Overton and Medina, 2008, p. 143). 

     One of the most vulnerable groups for developing mental health issues are young people and most do not seek help (Rose et al, 2007, p. 2). Anxiety and depression are prevalent in student demography (ACHA, cited in Cheng et al, 2015, p. 464), and yet, despite notable mental health difficulties, an American national survey found that less than 25% with diagnosable mental health issues sought professional help (Cheng et al, 2015, p. 464). Stigma associated with mental health illness is one of the most influential barriers to seeking professional help and treatment (Corrigan, 2004, p. 620). Many young adults hold concerns over rejection and stigmatisation as a result of seeking psychological help, where internalised stigma is attached to the idea of attempting to source support and therefore even the action of seeking help impacts their self-worth. This is known as personal stigma (Eisenberg et al, 2009, p. 523).

     Men are another group of people where stigma can become a barrier for sourcing psychological support. An important element in influencing men’s willingness to seek intervention is the compliance to masculine social norms (Berger et al, 2003, p. 433). Hegemonic masculine standards contain suppressive beliefs around what it means to be a man in society and include norms such as self-reliance and emotional control (Berger et al, 2003, p. 433). Social acculturation practices reward men for negating mental vulnerability and for being stoic and emotionally restrictive. Strongly adhering to hegemonic masculine norms can result in greater psychological distress, and those that do adhere strongly are faced with a greater unwillingness to seek help, and as a result, these men suffer in silence (Berger et al, 2003, p. 434). One possibility of how men came to comply with masculine socialisation is through ‘gendered social learning’ (Addis et al, cited in Berger et al, 2003, p. 434) where men are taught to comply to these norms through a long history of reinforcement and punishment within a broad variety of social contexts.

     As a result of ‘gendered social learning’, language such as ‘boys don’t cry’ or ‘man up’ are often used to portray men’s copying strategies, which can influence to avoid or minimise issues regarding psychological distress (Spendelow, 2019, p. 29); suggesting that language is a powerful influencer. In the 1990’s, many psychological and educational publications proposed the development and practice of ‘person-first’ language (Granello and Gibbs, 2016, p. 31). It was offered as an agent to separate the individual’s identity from any form of disability or clinical diagnosis. The general structure of person-first language is to use postmodified nouns e.g. person with psychosis, people with depression etc. having a literal person-first format. This linguistic approach is to emphasise that people should not be defined by reference to their ailments (Feltham, 2017, p. 37). The attitudes on both sides of the premodified verses postmodified argument have been greatly established in individual and group experience, rather than empirical literature. Therefore, there is very little evidence to inform whether terminology affects stigma or tolerance against those who suffer from mental illness. (Granello and Gibbs, 2016, p. 32). 

     In 2016, Granello and Gibbs conducted a series of studies to attempt to answer whether premodified or postmodified language influenced individuals’ tolerance towards people with mental illness. They used three samples – undergraduate students, adults in a community and trainee and qualified counsellors. They used a survey to measure tolerance, which had no differences other than the premodified or postmodified language versions, which were given at random to the participants. Therefore, any emerging anomalies on the measure of tolerance could only be attributed to the change in language used, and pre versus post nouns could be isolated as a variable. The results showed a significant effect, regardless to overall levels of tolerance. Those from the sample who saw premodified terms, such as ‘the mentally ill’, reacted with lower levels of tolerance which differentiated to those who experienced the survey with postmodified language – ‘people with mental illnesses’. The emotional response to the label superseded its shared definition which resulted in contrasting levels of tolerance (Granello and Gibbs, 2016, p. 36). Thus, proving language to be a powerful instrument in shaping the idea of self and others. 

     The use of language raises many issues in the psychiatric and psychological field, where the debate regarding the validity of classifications such as ‘personality disorder’ and ‘bipolar disorder’ are heated and ongoing (Feltham, 2017, p. 86). A broad scope of professionals, including counsellors, use the Diagnostic and Statistical Manual of Mental Disorders, 5th edition (DSM-5) for such classifications. It has many uses, such as diagnosing mental illnesses, analysing effectiveness of treatment and case formulating to name a few. Counsellors generally use the DSM-5 to conduct research, to make legal decisions, engage in clinical trials and to obtain funding (Miller and Prosek, 2013, p. 359). The text is a significant and influential publication that is currently unrivalled by any other literature in relation to power within the mental health field (Duffy et al, cited in Miller and Prosek, 2013, p. 359). The manual is clinically written, socially constructed and is used by a great number of individuals, groups, organisations and institutions globally. 

     According to the DSM-5, those who digress considerably from the ‘social norm’ and are experiencing clinical distress are regarded to have a mental illness, despite many circumstantial, environmental, and developmental influences on human functioning. These contextual elements include discrimination, poverty and oppression, and it appears that only a single view is represented in the DSM-5 – the belief that mental distress can be determined through identification of sets of symptoms (Miller and Prosek, 2013, p. 360). Although authors of the DSM-5 aim to produce a neutral scientific text, research into its history suggests that political agendas and societal norms influence its development (Miller and Prosek, 2013, p. 360). 

     Team formulation is a group process within a multidisciplinary team in mental health services, to develop a shared formulation regarding the client presented (Feltham, 2017, p. 87), and the DSM-5 can be very useful tool. Its aim is to bring clarity, reflection and summary and encourages creative thinking regarding the client under discussion. For example, if a client has been admitted to a psychiatric service, and staff brought feelings of how they may be feeling irritated by the clients constant self-blame, the clients experiences and diagnosis can be discussed to bring clarity to the team and they can discover better ways of working with and for the client (Feltham, 2017, p. 87).

     According to the National Institute of Health and Care Excellence’s (NICE) guidelines, for those presenting with depression, Cognitive Behavioural Therapy (CBT) is a front-line psychological treatment in primary care (NICE, 2008) and its use is promoted through [the] Improving Treatment to Psychological Therapies (IAPT) services, used by the National Health Service (NHS) (Saxon et al, 2017) . CBT, as a means of intervention, is mentioned throughout the guide regularly, with a brief mention of Interpersonal Therapy (IP) (NICE, 2008). Counselling for Depression (CfD), a form of Person-Centred Experiential therapy which falls under IP, is also offered within IAPT services. To qualify for CfD, there are several markers, and the second specific outlines ‘[that] the client is in a state of incongruence, being vulnerable and anxious’ (Procter and Hayes, 2017, p. 419). By having diagnoses such as depression and anxiety, mental health services can create models and processes that allow professionals to treat clients correctly for their specific needs and to be able work within their competencies and capacity. 

     With UK Government initiatives such as IAPT to widen access to mental health services, and the use of diagnostic terms, multidisciplinary teams can work more seamlessly together, and it can strengthen multiagency working – resulting in better outcomes for the client. However, there is still a pressing need for self-governing assessment of the service, particularly to evaluate the methodology used to retrieve and report treatment outcomes (Geraghty and Scott, 2020). IAPT is a service that, for the most, offers psycho-behavioural therapy that may not meet the needs of every patient who shares a classification with the next, as assessments may not include the contextual elements of what it is to be a human, just as the DSM-5. 

     Risk is present in all work therapists undertake, from harm to client or others, to risk of unhelpful therapy. Much literature available regarding risk is limited in the sense that it generally only highlights binary perspectives i.e. it is either present or it is not (Feltham et al, 2017, p. 78). Therapists learn about risk early in training and are introduced to the concept of contracting as a tool to manage it, but too often in practice risk is viewed as a binary construct. Risk is rooted in the perception of it rather that the actuality (Feltham et al, 2017, p. 79). The perception of a client diagnosed with schizophrenia to a counsellor is ‘there’ perception, when, it is the client’s actuality of how they experience the symptoms of schizophrenia. Each individual projects their own judgement onto diagnosis and the risk it might pose. Risk assessments can alter perceptions; however, they do act as an important guidance for the safety of everyone involved. Although the idea of assessing someone does not always sit comfortably with most, counsellors have a professional commitment to work within their competencies (Brown, 2019, p. 24). 

     Risk assessments are used at the beginning and during the life of the therapeutic relationship. An example of when to asses a client is if they are experiencing a ‘mental health crisis’. It is complicated to clearly define a ‘mental health crisis’ and its many facets would not, in and of themselves, demonstrate an immediate cause for serious concern. A client’s presentation of high levels of distress as a result of anxiety is common for practitioners to experience (Feltham et al, 2017, p. 81). However, some symptoms and behaviours that present are more likely to be perceived as a risk for the client. An example would be an emerging psychosis, where a client may temporarily lose their ability to take responsibility for their own wellbeing. In this kind of situation some therapists may seek the input of other professionals or specialist services (Feltham et al, 2017, p. 81). In this example having such classification of symptoms and diagnosis is to the benefit to everyone involved, as it strengthens multiagency working in the aim of the client beneficence.

     Counselling generally holds a more humanistic and holistic stance rather than embrace the ‘psychopathological’ or the ‘medical’ models. Therapist will often find themselves working with a rage of presenting issues, some may be classed as mental health disorders or fall into categories under psychiatric diagnoses. The issue for counselling is that pinning diagnostic labels onto a person’s experience is completely incompatible with its values and principles (Jackson, 2019, p. 9). The duty of the counsellors is to not get in the client’s ‘way’, and a medical diagnosis can be seen as imposing judgment. Distress presents in different forms and counsellors proclaim that everyone is an individual, therefore should treat clients uniquely (Sanders, cited in Jackson, 2019, p. 9). Sanders (2019) argues that using diagnostic language is the difference between the counsellor being a companion, a collaborator, or an expert, a ‘professional’. It is the counsellors aim to facilitate the fulfilment of potential, and to celebrate the human experience in all its diversity. 

     By introducing ‘Psychopathology’ or the ‘medical model’ into counselling sessions, the journey of the client might hang in the balance of the label and the direction that might take them. Counsellors may find themselves aiming to help the client towards the restoration of what is perceived to be ‘normal’ by introducing such models into practice (Jackson, 2019, p.9). Although some clients may find relief in their diagnosis, it is still in the counsellor’s position to facilitate fulfilment of potential and what the client perceives as happiness, not what society perceives as ‘normal’. Counsellors will still need to be led by their client’s language around their distress however, as it may offer meaningful explanations for what they are experiencing and one that can be understood by their loved ones and important people in their lives (Dykes, cited in Jackson, 2019, p. 10). 

     It is clear from the literature that there are many issues that arise when referring to diagnosis and classification of mental health. From language to stigma, to risk to politics. The difficulty highlighted is, if counsellors’ principles are embedded in the humanistic philosophy, thus in the approach, is there welcome in the space for such language? With the already present risk of ‘tipping over’ the threshold of collaborator into expert, can using such language can further the gap? However, clients may present with their own actuality of their diagnosis, and to deny them of such language seems to also contradict the principles of counselling. Risk assessing, referring, safeguarding and multiagency working are also inevitable for most clients. In conclusion, a wide and important middle ground is required to cover as many of these topics as possible. Counsellors will need to understand the application of diagnostic language in order to work with it in specific contexts i.e. health care systems, charitable organisations etc. With that, counsellors will also need to recognise that diagnostic language and classifications are incompatible with the holistic and humanistic framework, that they have the ethical responsibility to adhere to. That every individual is unique and will need be treated as so – the fundamental of counselling. There is a danger of turning human suffering into medical problems, and sometimes suffering should be allowed to be the experience of simply being human. 
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