The following essay aims to critically reflect and explore how Rogers’ core conditions influence\ therapeutic presence, achieving relational depth and therapist self-care. 
Roger's theory is well established and commonly used by educational training classes as a starting point for trainee counsellors. Rogers’ theories regarding the necessary and sufficient conditions for therapeutic change remains a topic of discussion in relation to establishing the essential and functional parts of therapeutic practice that encourage client change. A lot of effort has been made in figuring out whether therapeutic change is accountable towards the therapeutic relationship or certain techniques (Watson, 2007). Despite this essay focusing on literature based within the last five years, majority of the critical analysis found was dated quite earlier on. 
Roger’s client-centered therapy is based on the relationship between the therapist and the client and developing the relationship in a form of psychological contact (Wickman and Campbell, 2003). According to Velasquez, et al., (2018) client-centered therapy is a procedure which involves amplifying communication and allowing expansion for the client to talk and revealing the ‘unsaid’- produced jointly of narratives, selves and new themes, referred to by Rogers (1959) as ‘actualizing tendency’. The aim is for the client to communicate in a conversation that opens and not to restrict. Rogers (1951; 1957), expressed that the relationship between the client and the therapist, outweighs any technique used, meaning that it is the best outcome for therapeutic change to occur. For therapeutic changes to occur, Rogers (1959) stated that the following three elements, deemed crucial, must be used: empathy, congruence, and unconditional positive regard. The therapeutic conditions would not work without this relationship and psychological contact being in place (Rogers, 1959). 
Congruence is defined as the therapist being authentic and genuine. It is deemed more beneficial for the therapist to be herself or himself within the relationship, relaying no professional agenda or facade. It also means the therapist being open with the attitudes and feelings that are progressing within the moment. To best describe this condition, the word ‘transparent’ would be ideal, as the therapist conducts his or herself in a transparent manner so that they are able to establish what the role of the therapist is; the client is then able to open up and not hold back. The therapist is open to awareness, remains invested in the relationship and communicates effectively (Kolden et al, 2011). 
In recent literature, genuineness is regularly reviewed to be one of the main crucial conditions out of the three. The reason why congruence is stated to be one of the most important therapeutic conditions it because it involves purity, clarity, sincerity, which are good incentives of building a relationship (Atzil-Solnim, et al., 2018). However, it is seen as the most difficult concept to grasp and practice (Sutani, 2020). The meaning behind congruence appears to be vague as a result of the many versions implemented in Roger’s theory like genuineness, authenticity and transparency (Brodley, 2011; Cornelius-White, 2013). Those words are conversely used with congruence, whilst the meaning of each word is different. Moreover, there appears to be a particular issue that congruence contains a minimum of two elements (Lietaer, 1993): disclosure/transparency and realness/authenticity (Farber, 2007). Moreover, Sommerbeck (2015) argues there is no obvious way for therapists to establish whether they are being congruent or not. What is not in reach of awareness, such as unconscious defense mechanisms, would indicate that the therapist may feel they are being congruent but in reality, they are not, since there is not criteria to distinguish between congruent and incongruent experiences. She argues that the best outcome when it comes to the notion of congruence, is for the therapist to aim to be as congruent as they possible. However, despite research on congruence being somewhat restricted, many researchers have established a positive link between therapist congruence and therapeutic outcome (Kolden et al, 2011; Jayne, 2013).
[bookmark: _Hlk88814736]When it comes to Person-Centered therapy, congruence has always been regarded as being a part of a triad of therapeutic behaviours, alongside empathy and unconditional positive regard. In Gestalt therapy, the significance of the therapist’s authenticity is based on Buber’s (1958), I Thour theory where it is suggested that a genuine meeting between the therapist and the client includes, amongst other things, the therapist being present and non-exploitive (Geller & Greenberg, 2012).
Therapeutic presence has been defined as being one’s whole self within the moment with the client, on a range of levels, like physically, emotionally, spiritually, and cognitively. Therapists that are present, are able to be aware of not just their own experience but of their client’s as well, which helps to develop connection on a deeper level through emotions and bodily sensations (Geller & Greenberg, 2012). In the opinion of Geller (2017), the therapist is needed to be fully focused and present within the session for congruence to be effective. Therapists should not bring personal needs or matters into the session. Various humanistic theorists have stated that therapeutic presence is a crucial condition for developing a supportive environment. It has also been viewed as a key element to enable a client to be more present within their own experiences, supporting growth and understanding for the client (Hycner, 1993; Hycner and Jacobs, 1995; Schneider and May 1995; Geller, 2017). 
Geller, Greenberg and Watson (2010) conducted a study which involved a model of therapeutic presence, based off a qualitative study of interviews which included seven expert therapists. The model of therapeutic presence entailed three extensive categories crucial to therapeutic presence: composing the ground for presence, the procedure of presence, and the actual experience in a session of presence. Two measures took place in order to assess the therapeutic presence: therapist self-ratings and clients’ perception of therapist presence (TPI-T and TPI-C). A relationship between clients’ view of therapist presence and a positive therapeutic relationship and connection was established in the study. A compelling finding was sourced which suggested there was interaction among therapists’ scorings of presence and each of the therapist – proposed conditions (TOCs) indicating a link between presence and the relationship conditions but also a variation. These findings supported the studies proposal that presence is associated with congruence, empathy and unconditional positive regard, despite being different in nature. However, there were a few limitations located within this study: the self-report may have restrictions in recording such a precise yet complex internal experience as therapeutic presence. Secondly the number of items on client measure was slight (Geller, Greenberg & Watson, 2010).  

Rogers stated that being present is a fundamental part of the therapeutic conditions (Baldwin, 2000). Even after Rogers’ death, Person-centred theorists continued to develop presence as a needed condition in relation to the relationship conditions (Bozarth, 2001; Bugental, 1983, 1986, 1987; Geller & Greenberg, 2002, 2012; Geller et al., 2010; Schmid, 1998; Thorne, 1992; Wyatt, 2000). Therapeutic presence seems to add to unconditional regard, congruence and empathy and is required of receptively being open and clear to listening and taking in the client’s and one’s own experience (Geller & Greenberg, 2012). Therapists’ presence can be seen as the responsive condition that enables the therapists conditions and tasks oriented coping skills to emerge (Geller & Greenberg, 2012). 
Mearns and Cooper (2005) stated that presence also enables the therapist to achieve relational depth, deepening the therapeutic relationship, allowing the client to be open and feel safe with difficult topics. The theory of relational depth emerged on the topic of humanistic psychotherapy, led by a client-based model, which assesses valuable experiences and acknowledges the relationship between the therapist and the client as important for growth. Mearns and Cooper (2005) developed the idea of relational depth in their book: Working at Relational Depth in Counselling and Psychotherapy and clarified it as a: ‘state of profound contact and engagement between two people, in which each person is fully real with the other, and able to understand and value the other’s experiences at a high level’ (Mearns and Cooper, 2005, p. 7). They also revealed that in the state of presence: 
‘One simultaneously experiences high and consistent levels of empathy and acceptance towards the other, relates to them in a highly transparent way. In this relationship, the client is experienced as acknowledging one’s empathy, acceptance and congruence-either explicitly or implicitly- and is experienced as fully congruent in that moment’ (Mearns & Cooper, 2005, p. 36). 
It has been suggested by Mearns (1997) that relational depth is achieved through the therapist’s ability to work in such a way that combines high levels of therapeutic conditions of empathy, unconditional positive regard, and congruence so that relational depth is accomplished. Mearns (1997) compares relational depth to Rogers’ (1986) notion of ‘presence’ moments where the therapist’s ‘inner spirit’ appears to reach and touch the inner spirit of the other, and he or she is closest to their ‘inner, intuitive self’. Whilst Rogers did not construct the concept of relational depth, it could be debated that he reported moments of relational depth with his clients within accounts of the work completed together (Rogers, 1980; Cooper, 2005). 
Cooper (2005) created an interesting study where a therapists’ experiences of meeting their clients at ‘relational depth’ was examined. The participants consisted of five females, and three males, who were experienced person-centred therapists. The data was collected by use of qualitative unstructured interviews withing the wider framework of a person-centred and phenomenological research viewpoint. The interviewees reported moments where they had experienced relational depth with their client, and a considerable number of commonalities appeared within their descriptions. This included higher feelings associated with empathy, acceptance, and receptivity towards the client; greater levels of awareness, higher feelings of immersion in therapeutic work and increased clarity. At this point, the therapist experiences higher transparency with their clients, expressing core issues and concerns with the therapist reciprocating the client’s acknowledgement of them in a flowing, shared encounter (Cooper, 2005). 
In the opinion of Mick Cooper (2012), the best evidence in terms of whether therapists can really experience relational with their clients, and if there are any specific types of therapists who are most likely to experience it than others, relays from an online survey completed by Leung (2008). The participants for this survey consisted of 140 therapists from a numerous of orientations although mainly humanistic, he established that nearly 98 per cent revealed that at least one experience of relational depth with a client. It’s also been identified that moments of relational depth in therapy nine times out of ten primarily person-centred therapists who worked with clients with learning disabilities (Cooper, 2005). The therapists in the Leung survey in terms of prevalence, they were asked to rate on a 7-point scale how regularly they were experiencing the moment of relational depth with their clients. The average rating was around the middle of the scale, 4.06. There are three causes to why the actual percentage of therapists who have experienced relational depth may be lower than suggested: 1. Respondents to the study were self- choosing, such that therapists with a greater interest in the therapeutic relationship, and more likely to experience relational depth – may have been keener to take part. Secondly, participants may have wanted to present their selves, specifically in the interview studies, in a positive view, therefore leaving them overcompensate the extent to how they had experienced the deep encounter. 
Early research and literature conducted on relational depth (for example Cooper, 2005; Mearns and Cooper, 2005), mostly focused on relational depth as experienced by therapists. It was presumed that if therapists experienced the moments of relational depth, that clients must be too, but this isn’t always the case. It is apparent from much psychotherapy research that clients and therapists’ experiences of relational encounters can be varied (Cooper, 2008). For relational depth to be healing, it must work and be experienced by the client, Leung’s (2008) online survey included 119 participants who reported that 78.2 per cent could recognize the moment of relational depth. 
This is a lot lower than the proportion of therapists recognizing moments of relational depth with their clients. The prevalence in terms how the number of moments experienced relational depth, participants in the Leung (2008) survey, showed a mean scoring of 3: again in the middle of the scale and not a noticeable difference from therapists. McMillan and Mcleod (2006, p. 289), although, attained a different view from their qualitative study of ten clients’ experiences regarding the therapeutic relationship. Definite moments of intense encounters were seen to ‘relatively rare’ (Cooper, 2012). 
To accommodate those findings of Leung (2008), its crucial to add that latter studies directly asked their participants regarding their experiences of relational depth, whilst McMillan and McLeod (2006) looked more widely concerning the actual therapeutic relationship. Therefor with McMillan and McLeod (2006) the encounter of relational depth may have been failed to be observed; in previous studies done, participants may have felt pressured to link specific moments. There are issues in both studies in terms of self-selected participants, managing impression matters, and a lot of the clients being therapists, which means that the precise percentage of clients who did experience moments of connection may have been a lot less then the 78.2 per cent recorded by Leung. However, the clients were less likely to have encountered relational depth then therapists may add to the fac that while clients may of worked with one or possibly two therapists, the therapists could of have worked with hundreds of clients, having more opportunity to experience relational depth (Cooper, 2012).  
The most common of Rogers’ therapeutic conditions is empathy and is one condition that caused the most curiosity in the early days of the approach (Patterson, 2000). Empathy is about understanding the client’s reality as he/she experiences it. This calls for an orientation toward the clients ‘frame of reference’, which is a term to explain certain issues, values and concerns that are relevant to the client in the moment. The therapist must have an attitude that 
Reflective and reflexive practices are fundamental skills needed for counsellors and are crucial to the profession. Reflectivity means utilizing personal experiences, values, and habits to bring meaning and is an important element of inquiry-based learning (Wilhelm, 2013). Reflexivity refers to the procedure of observing and pinpointing oneself as a knower in certain sociohistorical and cultural contexts, which helps with self-awareness, academic accountability, and awareness of various human truths (Dixon & Chiang, 2019). In relation to the above definitions, both reflexive and reflective practices can help better practitioners by enabling them to nurture and support culturally- appropriate encounters with patients at a relational level (Fook, 2002). By doing so, the practitioner has the capability to deepen their knowledge, be culturally responsive and socially-just, which can promote better working relationships with clients (Arthur, 2019; Laitila & Oranen, 2013). 
Research done on therapeutic presence and Rogers’ relationship conditions propose that whilst is there evidently a connection between therapeutic presence and Rogers’ core conditions; congruence, empathy, and unconditional positive regard, however, presence is an unmistakable attribute that supports a foundation for these core conditions (Geller, 2013). 
Therapists are quite often exposed to painful situations and overwhelming emotions that in time could result in a burnout. Therapists promote self-care but many struggle to implement such wellness on a regular basis, leaving their self at risk for burning out. Self-care is defined similarly to an activity to refill and refuel oneself in a healthy way (Gentry, 2002, p.48). Self-care is crucial in order for therapists to remain effective in their roles. Self-care is ethically vital (ACA, 2014), due to making use of self-care strategies, decreases the possibility of impairment (ACA, 2010). Problems encountered in a therapist’s personal life, a burn out within the workplace, a physical or mental disability or substance misuse can end up in a impairment (ACA, 2010).
 A survey was conducted in 2004 and sadly two-thirds of participants knew therapists that would be viewed as impaired (ACA, 2010). Therapists who are able to manage their self-care requirements are morel likely to set correct boundaries with their clients and are less likely to use their clients for their own personal or professional agendas (Nielsen, 1988). Self-care education has now been implemented into accreditation standards for counselling training (CACREP, 2016), there are various articles stating how to embody the value of self-care and wellness into counsellor training programs (Witmer & Young, 1996; Yager & Tovar-Blank, 2007). For supervisors and educators in terms of counselling, monitoring counsellors in training for possible impairment is a vital role and responsibility of gatekeeping (Frame & Stevens-Smith, 1995). Despite this information both practicing professionals and students still struggle with applying self-care (Skovholt et al., 2001; E. Thompson, Frick, & TriceBlack, 2011; Coaston, 2017). 
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