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Marie Morgan

MA Psychotherapeutic Practice

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.


When a client presents with Bipolar Disorder, they are described as having a condition that affects their moods, swinging between extremes of Mania and Depression, with some periods of ‘normal’ between episodes. There are varying degrees of severity in symptoms and mood which defines the type of Bipolar they are diagnosed with, in accordance to the criteria they meet in the Diagnostic and Statistical Manual -V, which is the most widely used diagnostic tool by doctors and Psychiatrists to make decisions on mental health conditions in the UK. The most severe type of Bipolar Disorder is classed as type 1 which presents with at least one major instance of Mania, and other frequent episodes of Major Depression, whereas milder symptoms are categorised as type 2 or Cyclothymia. Some clients may experience both symptoms of Mania and Depression simultaneously, referred to as ‘mixed Bipolar’, others may have continuous episodes of mania and depression simultaneously known as ‘rapid cycling’ where they may not experience any period of ‘normal’ mood. 
Defining the different types of Bipolar disorder and their symptoms is an important part of diagnosis and treatment for the client when helping them to effectively manage their condition including the increased risk for suicide and substance misuse. Some forms can be treated with minimal pharmacological intervention whereas more severe symptoms require a more intensive approach with a variety of medications and therapy. This assignment aims to explore Bipolar Disorder at greater depth through the eyes of the medical and psychosocial models, and explore the signs and symptoms, diagnosis process and theories related to potential causes of the disorder. Treatment options and efficacy will be discussed, including Pharmacological interventions and psychological therapies as recommended in the NICE government guidelines. A range of research will be used to explore the tensions between the differing approaches towards treating Bipolar disorder within the medical model.

According to the NHS (online, 2020), about 1 in 100 people develop Bipolar Disorder with estimated onset between the ages of 15 to 19, however it is common for people not to be diagnosed until later in adulthood. Previously referred to as Manic Depression due to its extremes in high and low mood swings, the National Institute for Health and Care Excellence (NICE) describe Bipolar Disorder as a ‘potentially lifelong disabling condition causing severe functional impairment’(NICE 2014).  In addition, The National Institute of Mental Health (NIMH 2014) state it is a ‘brain disorder causing unusual shifts in a person’s mood, energy and ability to function’ suggesting that the disorder is caused by a physical abnormality in the brain, which is a common misconception within the medical model’s approach to mental health disorders. 
McLeod (2018) states that the medical model believes there is a physical or organic cause to a mental disorder, considering their symptoms to be an outward manifestation of a brain or neurological dysfunction potentially related to genetics, therefore clustering together symptoms in order to better understand and treat a ‘legitimate syndrome’. For this reason, treatment of mental health disorders within the medical model is often aimed at reducing symptoms as McLeod (2018) suggests ‘similar to a broken arm/leg’. This approach is fast, cost effective and convenient with the use of easily prescribed medicines that can be self-managed and taken at home. He further suggests that the creation of an official syndrome that is recognised and used within the medical model in documents such as the Diagnostic and Statistical Manual –V (DSM – V, 2014), has led to further research, understanding and knowledge on mental health disorders and reduced the stigma for patients diagnosed with them leading to better treatment and outcomes (McLeod 2018).
The (DSM-V, 2014) is the official document used for doctors and medical staff when making an informed diagnosis of mental health disorders. Two types of Bipolar disorder are used in order to differentiate between the severities of the symptoms with a specific list of criteria outlined in each group that must be met to obtain a diagnosis of Bipolar disorder. Extreme changes in mood characterises the disorder with frequent periods of Depression and at least one significant episode of Mania. Bipolar 1 is described as having the most severe symptoms related to the disorder, according to the DSM-V these include; at least one manic episode where there is an abnormal increase in energy and a feeling of elation, euphoria and self-importance, decreased appetite and need for sleep, irritability, excessive talking at a fast pace, ambitious plans and impulsive ideas, engaging in risky behaviour such as promiscuity and unnecessary spending sprees, and making decisions that have a significantly detrimental impact on the person’s life or circumstances, such as spending savings and unplanned pregnancies (NHS online 2020).
Succeeding the phase of Mania are episodes of Major depression (DSM-V), symptoms are described as low mood/sadness/hopelessness most of the time, low energy, decreased or increased sleep and appetite, problems with concentration/memory, feelings of guilt/worthlessness/despair/emptiness, pessimism/self-doubt, delusions/hallucinations and thoughts of self-harm/suicide (NHS online, 2020). Plans et al (2019) conducted a study investigating the increased risk of completed suicide among patients with Bipolar Disorder and state that there is a high risk associated with the disorder. They concluded that people with Bipolar are at a significantly higher risk of suicide than the general population, stating that type 1 patients are 20-30% more likely, increasing to 40% among those with Bipolar II.  When researching potential contributing factors, they found that the risk of completed suicide was higher with early onset, family history of suicide, previous attempts, substance abuse, comorbidities of other mental health issues and adherence/efficacy of treatment. (Plans et al, 2019). Fagiolini et al (2004) states that the greatest risk of suicide for patients is during acute depressive and mixed episodes and within the first period of the illness. 
Between episodes of Mania and Depression, periods of ‘Normal’ mood can prevail where people can often continue with their daily lives, however ‘rapid cycling’ can occur which is succeeding states of mania and depression one after the other with no periods of normal in between (Miklowitz, 2008). This has to occur for a minimum of four times in a year in order to be regarded as bipolar with rapid cycling (NIMH, 2007), which can worsen symptoms and have a damaging effect on a person’s well-being (Miklowitz, 2008). Others can experience both moods concurrently referred to as ‘mixed’ features where mania and depression can be experienced in the same day (NIMH, 2007). Bipolar type 2 has the same features but on a milder scale where symptoms impact the person’s life but are not as extreme as type 1 with episodes of hypomania and mild to moderate depression (NIMH, 2007). Episodes are fewer or less intense as type 1 although rapid cycling can also occur. Bipolar II is also referred to as Cyclothymia (NIMH 2007). 
Due to the nature of the intense symptoms and extreme changes in mood associated with the disorder, jobs and relationships can be difficult to maintain which can interfere with a person’s daily life. This can lead to triggers for an episode of mania or depression, including extreme stress, overwhelming problems and life changing situations (NHS online, 2020). The causes of the disorder are unknown, however the medical model views mental health issues as the result of a physical dysfunction somewhere in the brain or body (McLeod, 2018). Kieseppa et al (2004) conducted a nationwide study in America on the prevalence of Bipolar Disorder in twins in order to investigate a genetic cause or link. The study concluded that Bipolar had a high occurrence in twins and was therefore suggested to run in families. Wals et al (2006) supports this conclusion stating that children born from Bipolar parents had a higher chance of developing a mood disorder therefore supporting the theory of a hereditary or genetic causal factor. 
A more recent study by Harrison et al (2018) indicated an important link between neurobiology, neuroscience and psychiatry, stating that newer technologies and the identification of ‘risk genes’ via calcium signalling can help in determining if someone is likely to be predisposed genetically or at increased risk of developing the disorder. However information was new and limited, concluding that more research could change the way the disorder is diagnosed, treated and managed in future patients. Vieta and Phillips (2007) explored the research and use of Neuroimaging and Biomarkers to aid in the accuracy of diagnosing the disorder and differentiating from unipolar depression.  They discuss physical markers in the brain areas that can signal bipolar such as Emotion processing in the Amygdala and memory and attention in the Dorsolateral prefrontal cortex, both specific to Bipolar Disorder (Vieta & Phillips, 2007) however once again ,ore research needed to be explored. 
NHS (online 2020) suggests that a chemical imbalance in the brain can factor in to the development of the different episodes, where fluctuating levels of  Noradrenaline, Serotonin and Dopamine can lead to the development of Bipolar symptoms, with low levels of Noradrenaline being associated with depression and high levels leading to an episode of Mania. Ronald Pies MD (2019) wrote about the ‘chemical imbalance theory’ stating that despite being a popular belief, no validated studies, theories or hypotheses have been conducted to prove that this is the cause in many mental health issues. Jamie Eske (2019) further adds that although chemical imbalances in the brain have been seen to be associated with mental health disorders, the cause of the imbalances needs further investigation. He states that there are several aspects that factor in to the cause of Bipolar disorders such as familial history, substance abuse, medications consumed, past abuse/childhood trauma and psychosocial aspects where life situations have led to feeling alone or isolated. Steve Rathje (2018) suggests that the chemical imbalance theory may have become popular as an attribution to a biological reason behind a mental health issue reducing stigma or the association of a weakness in character and ‘blame/shame’ as a causal factor. He further adds that this perspective does not consider the psychosocial aspects that could affect mental health and lead to these disorders such as childhood trauma Rathje, (2018).
When seeking a diagnosis, a patient will see their GP and answer questions about symptoms, family history, how long they have experienced the symptoms, their feelings leading up to, during and after an episode, thoughts of self-harm/suicide and may perform a physical examination of the client as well as tests to rule out a physical cause such as an under/over active thyroid (NHS online, 2020). Diagnosis of Bipolar can be difficult to diagnose and may take several visits over a long period of time before symptoms can be narrowed down and a referral made to a psychiatrist. This is because symptoms can often be confused with other mood disorders such as Major depression, BPD, and ADHD (WebMD, 2020). Once a referral is made to a psychiatrist they can then explore further and create a treatment plan based on the severity and persistence of symptoms experienced (NICE 2014). 
In a study by Meyer et al (2010) it was suggested that misunderstandings about the depressive symptoms in Bipolar lead to patients being commonly misdiagnosed for clinical depression (Meyer et al, 2010). They state that 60% of patients were diagnosed based on the singular criteria of ‘reduced sleep’ which is a symptom shared with clinical depression. After consulting clients in the study, Psychotherapists concluded that it was the number of criterion the clients met that made for a more accurate diagnosis. Vieta and Phillips (2007) suggest that common misdiagnosis leads to ‘inadequate treatment and poor outcome’ because the wrong treatment can have a significantly negative impact on people with Bipolar, for example depression medications can make symptoms in Bipolar worse by triggering episodes of Mania, or poor treatment adherence could lead to an increased risk of suicidal ideation (Thase et al, 2000).
NICE guidelines recommend that treatment usually involves pharmacological intervention such as the use of mood stabilisers, anti-convulsants and anti-psychotics in order to bring the moods to a more balanced level and help with symptom management (NICE, 2014). Anti-depressants such as Fluoxetine can be used in milder cases of Bipolar such as in type 2 and Cyclothymia, which can be an effective treatment as a standalone pharmacological intervention, however this must be carefully assessed as some anti-depressants can trigger hypomania and mania in Bipolar patients (NIMH, 2007/2009). NICE guidelines (2014) further suggest that Type 1 Bipolar requires a combination of medicines in order to prevent, manage and treat long term symptoms. 
Lithium is a mood stabiliser and is the most commonly used form of treatment (NHS, 2020). It is considered the most effective treatment for maintaining stability in moods long term, however can take weeks to work and is not as effective for sudden onsets of manic episodes (NIMH 2007). Vieta and Plans et al (2019) state that Lithium is the only treatment showing evidence of anti-suicide potential, making it a desirable option for those considered high risk of suicide. Like all medicines used for long term treatment, Lithium has side effects associated with intake over a period of time and regular tests for kidney, thyroid and blood are completed every three months in order to check on their functioning (NHS online, 2020). 
Valproate (Depakote) is anti-convulsant/seizure medicine also used to level out moods. It is faster acting than Lithium, as a high dose is thought to improve mood in four days. For this reason Valproate can be used to treat acute episodes of mania and can be used “off label” to prevent further episodes of Mania (NHS 2020). However, NICE guidelines were updated in February 2020 to state that this medication should not be prescribed to women of child bearing age unless explicitly informed on the associated risks to the foetus should they fall pregnant whilst still taking them (NICE 2020). The danger is so significant that NICE recommends A Pregnancy Prevention Programme (PPP) must be in place and evidenced before any prescribing of the medication to women due to the high risk of malformations, links to Autism, ADHD, deformities, poor development and delays that could result in a foetus in valproate taking mothers (NICE, 2020, Vasudev and Mead, 2010). Paton et al (2018) conducted a study on the use of Valproate in women of childbearing age concluding that current guidelines were not being adhered to strictly, regardless of the dangers stated for women at risk of falling pregnant whilst taking the medication. 
Traditionally Benzodiazepines (mild tranquilizers) such as Xanax, Diazepam (Valium) and Lorazepam were a popular choice for treatment in the stabilisation of mood disorders and for short term control of acute symptoms of Mania, irritation and insomnia (NHS, 2020). However, Benzodiazepines are not shown to treat core symptoms such as euphoria and depression, with more current research showing the addictive or habit forming side effects of the medicine (Flight, 2010). Baethal et al (2005) state that people with Bipolar Disorder are at a higher risk of drug and alcohol abuse with Fleck et al (2006) claiming that half of people patients suffer from alcoholism. As a result of their increased risk of addiction, Benzodiazepines are closely monitored by GPs and are prescribed less frequently and with more caution (NICE 2014). Anti-depressants can be a useful treatment in Bipolar 2 and Cyclothymia as symptoms are milder and medicines such as Fluoxetine, paroxetine and sertraline can treat the depressive symptoms as manic episodes in this type are less prevalent and are lower in intensity, however in Bipolar 1 anti-depressant medication can trigger a manic episode and are therefore not recommended (NICE 2014). 
Garnham et al (2007) states that psychoeducation and psychosocial interventions enhance the efficacy of Pharmacological medicines and treatment outcomes, with Miklowitz et al (2007) suggesting that psychotherapy was also indicated as a successful and necessary part in the recovery and maintenance of the disorder. Novick (2019) advises the importance of psychological therapies in order to process and understand the thoughts, feelings and effects that symptoms associated with Bipolar disorder can have on daily living. This can include relationship difficulties, job hardships, financial worries and the general well-being symptoms can affect (NHS, 2020). Therapy is also considered effective in helping patients to adhere to their medication and follow through with effective treatment of the disorder. 
The NHS and NICE (2014) recommend evidence based therapies such as Cognitive Behavioural Therapy (CBT), Interpersonal therapy, Social Rhythm therapy and peer support groups although Jones et al (2018) states that access to psychological therapies for Bipolar patients is poor. Lam et al (2005) conducted a study with two control groups to investigate the effectiveness of Cognitive Behavioural Therapy (CBT) when used alongside medicine as treatment in patients with Bipolar. The first group was studied using medicine alone as a treatment plan while group 2 was combined with medicine and CBT. After the study they concluded that Group 2 showed significantly better outcomes, and that therapy could be ongoing to prevent relapse. Miklowitz et al (2003) suggest that CBT and Psychoeducation are good for helping patients with coping strategies during depressive phases. They further state that Family focused/interpersonal therapy appears to be the most effective for preventing reoccurrence if taken up before an episode or inset of symptoms, whilst also helpful in accepting the disorder and managing their symptoms and close relationships.
Novick and Swartz (2019) state that Evidence Based Therapies (EBT) play a significant part in helping clients to develop the necessary coping skills required to deal with the long-term effects of Bipolar Disorder symptoms. They further add that the use of combining medicines and EBP’s is an effective approach to lowering the morbidity and mortality involved with the disorder (Novick and Swartz, 2019). Coulombe et al (2016) highlight the change in attitudes towards a person-centred approach stating that there is an increasing awareness among services on the personal and emotional aspects involved with the disorder as well as physical symptoms addressed in the medical model. They further state that there are guidelines now encouraging services to support and encourage more autonomy in self-care and managing treatment however evidence is lacking in this area and more research needs to be conducted to further strengthen the approach (Coulombe et al, 2016). 
Van Baalen (2010) conducted a case study on the use of Gestalt Therapy in the treatment of Bipolar, stating that medicine alone is neither curative nor preventative. He supports the emerging support for a combination of psychoeducation, psychotherapy and pharmacotherapy as the best treatment option for Bipolar Disorder. Van Baalen began his career as a GP and describes his struggle with the limitations of the medical model and the complexities involved with Mental Health disorders. As a result he trained in Gestalt therapy and found it was an effective way of dealing with the complexities he faced in patients. In a Case study treating a client with Bipolar he discusses the tension that arose as a result of medical intervention in her treatment. In therapy they had been unpicking her issues and making sense of her feelings and thoughts until she experienced an episode of Mania and was hospitalised. 
Van Baalen (2010) describes the instant restriction that was placed on his ability to treat her when her psychiatrist insisted drug treatment and allocated firm limitations in their therapy sessions. He described his client as now “emotionally flattened by meds” and described a conflict between his gestalt work and medical background. As her awareness of high and low mood episodes emerged he worked with phenomenological exploration and used exercises to practise being in “middle mode” to help level her moods. He also used the Empty chair (projection) method to explore her emotional conflicts with her partner, his fears about possible manic relapses and their difference in opinions on her continuing drug treatment. Gradually the client and her psychiatrist reduced and eventually stopped her anti-convulsant medication as a result of her growing awareness through therapy and increasing ability to self-manage her high and low moods through the exercises used in the Gestalt sessions. Van Baalen (2010) concluded that although a very successful first line treatment for patients with Bipolar, more qualitative research had to go in to Gestalt Therapy as a treatment option with considerations regarding the cost effectiveness of Gestalt interventions.
Colom et al (2003) suggest that lifestyle changes and psychoeducation are also effective in managing the disorder as patients and their family are better able to understand and identify stresses or triggers that may escalate a potential episode as well as regular sleep, healthy diet and predictable daily routines. Miklowitz et al (2008) suggest that therapy can help a patient to identify factors that can destabilise a mood; poor sleep, inconsistent uptake of medication, substance misuse, and poor coping skills whilst also teaching people to identify early indicators of relapse and episodes (Perry et al, 1999).
NICE guidelines (2014) describe Bipolar as a potentially lifelong disabling condition, aiming to improve access to treatment and quality of life. They state that successful treatment of the disorder involves a combination of pharmacological medicines and intense psychological therapies based on an evidence based modality such as CBT, interpersonal therapy and behavioural couple’s therapy. Simon et al (2006) states that there is strong support for a combined approach to treatment facilitating medicine, psychosocial and educational approaches in care plans. 
Morgan et al (2005) recognises the disruptive effects symptoms can have on a person’s quality of life with Bipolar. He suggests that due to the nature of the illness, it is important to identify any gaps in the health care as part of the treatment plan for people diagnosed with Bipolar, stating that a Multi-Agency approach provides the best support alongside access to community support services. Professionals involved in the multi-agency care team of may include their GP, Psychiatrist and the community mental health team (CMHT), Children’s Services if there are children involved, Police, Housing/homeless shelters, Substance misuse workers, social services, therapists and voluntary organisations involved in the care and treatment of the patient (NHS, 2020). This collaboration is important because agencies can communicate and contribute towards a holistic approach to best suit their patient’s needs, treatment and care.

















In Conclusion, people can go through a long process when receiving a diagnosis of Bipolar disorder and are often diagnosed with depression as symptoms can overlap. The disorder consists of extreme highs and lows in mood associated with the Mania and depressive episodes associated, and their risk of suicide and addiction is higher than that of the general population. Their first point of access is through a GP so they are treated through recommendations made through the medical model. Pharmacological interventions are most commonly used as treatment often combing mood stabilisers, anti-convulsants and anti-psychotics although caution must be used when treating women of child bearing age in regards to Valproate. Anti-depressants should be use with caution as they can trigger episodes of Mania in many Bipolar patients although prove useful in some diagnosed with the milder form of type II. Although there is strong support for psychological therapies, Evidence Based Therapies such as CBT are preferred and access to these can be poor. Person Centred therapies and Gestalt can be extremely effective however research is limited and can be expensive. Psychoeducation and lifestyle changes are considered to play an important part in the treatment process.
Van Baalens study further highlights the complexity in the intricate issues clients may face when living with Bipolar. Emotional awareness, relational engagement, self-empowerment, self-management, symptom prediction and strategies to manage that, relationship difficulties, work issues, coping with differences within the medical service and medicine management. Fortunately for the client in this case study she was able to gradually come off her medicines through the awareness and personal growth she had developed in session in understanding her moods, thoughts and emotions. Overall a combined use of Pharmacotherapy, psychotherapy and psychoeducation is strongly supported as the most effective treatment for Bipolar Disorder.
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