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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 perspective.  

The “mental illness” that this assignment is going to explore is Generalized Anxiety Disorder (GAD). There are different forms of anxiety and anxiety is described as a feeling of unease and worry or fear about specific situations, these worries or fears can present as mild, moderate or severe. Almost everyone will show feelings of anxiety at some point in their lives. Situations where you could see a person struggling with anxiety could be a job interview, school or college exams, sporting competitions, visiting the Dentist or GP for procedures or tests. It is thought to be perfectly normal to feel anxious in these types of situations. However, some people find it difficult to manage their worries or fears, this then can start to control a person’s daily life and feeling anxious can become constant. There are some specific conditions that can cause anxiety, some types of specific symptoms are post-traumatic stress disorder (PTSD), social phobia or social anxiety disorder, claustrophobia, agoraphobia and panic disorders. Generalised Anxiety Disorder (GAD) is a more long-term condition and causes an individual to feel anxious about a much wider range of situations and issues, instead of just specific events or symptoms like the ones named above. People with GAD struggle to find times when they feel relaxed or to find days when they are not feeling anxious, people who suffer with GAD usually present with symptoms of anxiety most days and it is suggested that as soon as they manage one anxious thought they then move on to another issue that makes them anxious and then another in what could be described as a repetitive cycle. 

[bookmark: _Hlk34755266][bookmark: _Hlk34755491][bookmark: _Hlk34755659][bookmark: _Hlk34759479]This assignment is going to explore the symptoms of Generalised Anxiety Disorder (GAD) as described by the National Health Service (NHS) (2019); National Institute of Mental Health (NIMH) (2018); National Institute for Health and Clinical Excellence (NICE) (2019); Diagnostic and Statistical Manual 5 (DSM 5) (2013) and The World Health Organisation (WHO) (2019). It will explore why GAD is defined as a mental health disorder and discuss the suggested treatment plans made by the NHS (2019); NICE (2019) and NIMH (2018). It will explore the strengths and weaknesses of using the suggested medication and the impact this medication can have on the recommended therapies suggested while working with patients diagnosed with GAD to treat the patient within the paradigm of the medical model. It will use relevant online resources and up to date academic literature to support these arguments. It will analyse how a Psychotherapist who is employed as part of a multi-disciplinary team within the National Health Service (NHS) would work with a patient who presents with a diagnosis of GAD within the paradigm of the medical model. It will review the importance of working as part of a multi-disciplinary team and whether this can benefit patients who are suffering from a mental illness.  It will critically explore the tensions that could arise from this when looking at it from a humanistic therapeutic perspective and explore if and how medication can affect the therapeutic relationship. 
Individuals who are suffering with GAD are described by the NIMH (2018) and NHS (2019) as displaying excessive anxiety or worry, for several days during the week and lasting for more than six months. This anxiety can centre around many things ranging from everyday routine life circumstances, personal health, finances, socialising, work and family issues. These fears and anxieties can cause significant problems for the individual in many areas of their lives including social interactions, work and general everyday life activities. This can become distressing and exhausting for the individual and their families. The symptoms of GAD include the individual having difficulty controlling their feelings of worry and anxiety, they often feel on-edge or restless. They get easily fatigued, probably caused by sleep problems for example having difficulty falling asleep, staying asleep or not getting to a state of restful satisfying sleep. This contributes to having difficulty concentrating on tasks and forgetfulness, being irritable, they also have muscle tension (DSM 5, 2013) usually in the jaw or shoulders and neck, which then leads to physical pain and headaches caused by overthinking everything.
GAD is defined as a mental health disorder because it causes emotional distress with a range of symptoms and behaviours which impact on an individual’s everyday life (WHO 2019). Anxiety disorders and GAD are explained by the Mayo Clinic (2019) as an emotion that is characterized by the anticipation of future danger or misfortune, along with excessive worrying. It then leads to behaviours that see an individual avoiding situations that cause anxiety. 
NICE (2019) guidelines suggested treatment for GAD as a four-step tier guide. The first step suggests it is low level intervention if a patient is suspected or showing signs they could be struggling with GAD, active monitoring and educating on their symptoms and low-level interventions they can implement themselves. The second step where a patient has had their symptoms for a longer time or diagnosed with GAD and not shown improvement with education and monitoring then low-intensity interventions are suggested, psychological interventions such as guided self-help, usually online resources or self-help books and psychoeducational groups can help in the form of peer support. Only when you get to step three and step one and two interventions do not help, do you get a choice of higher intensity psychological intervention such as CBT or applied relaxation and or drug treatment. Step four is suggested very marked functional impairment and at high risk of self-harm and self-neglect. Then treatment becomes highly specialist, complex drug interventions alongside psychological treatment in a day hospital or as an inpatient with multi-agencies and crisis services involved. 
The Matrics Cymru (2017) are aiming to improve service users’ experiences within psychological therapy services and to promote the delivery of the most effective and efficient psychological therapies and interventions. They are aiming to support the health board and local health authorities to develop and implement more universal approaches to service delivery and to enhance quality of service by offering clear and accessible guidance available to all. Matrics Cymru (2017) have similar guidelines when discussing treatment and diagnosis of GAD, their aim mirrors the guidelines of NICE (2019), they have the four-tier system for the care and treatment of individuals diagnosed with GAD. This would suggest that a patient must get to high level of crisis before specialist therapies with trained psychotherapists would be offered. The downside of these levels from both NICE (2019) and Matrics Cymru (2017) is the staffing and funding for the lower level support needs to be fair and equal for all patients. There needs to be an increase in manpower within GP practices and local health authorities to implement this type of care and approach. At present the local health authorities and health boards depend  heavily upon third sector support to maintain a good level of support for individuals in need of mental health support, services such as Mind (2020), and Samaritans (2020),  are overrun with individuals needing support that they are unable to access without a long waiting list, therefore without these services the health authorities would struggle with the demand for their services even more. ABMU (2018) are offering free Living Life Well workshops and courses that are accessible to all, this is a fantastic tool being used to educate individuals on a range of mental health disorders, teaching them about their symptoms, how to self-help and teaching them the tools not to relapse. Information on these courses are rolled out to all Primary care services and health board practices. The take up on these courses depends a lot on General Practitioner’s (GP’s) or Health Care Support Workers (HCSW) and nursing staff signposting their patients to the service. 
If a patient has had a diagnosis and tried the suggestion of step two, the online CBT courses, applied relaxation or peer support groups (NICE, 2019, and Matics Cymru, 2017) without success, or if they decide this is not the route they wish to take, NHS, (2018) guidelines have numerous medicated options available. The first medication that could be offered by your GP would be a type of antidepressant called selective serotonin reuptake inhibitors (SSRI), this medication works by increasing the serotonin levels in your brain, Sertraline is one of the most common type of SSRI to be prescribed. If the SSRI’s prescribed do not help ease your symptoms of GAD then your GP may prescribe different types of antidepressants, these are known as serotonin and noradrenaline reuptake inhibitors (SNRI), these increase the amount of serotonin and noradrenaline in your brain and the most prescribed types are venlafaxine and duloxetine. There are stronger medications available if the above mentioned ones do not work, however these are more of a sedative type drug and it is not advised to take these for more than around a month at a time because of their highly addictive nature, it is suggested you could become addicted after a four week period of taking . This type of medication is known as benzodiazepines and work almost instantly, within ninety minutes and is usually diazepam for when someone is suffering from severe anxiety.  The SSRI’s and SNRI’s can take up to eight weeks to see the full benefit of the medication these are likely to be suggested during the early stage of a GAD diagnosis. So, depending on the severity of your anxiety will depend on the type of drug you are prescribed (NHS, 2018).
[bookmark: _Hlk34814787]Of course, like all medication there are side affects with all of the above-named drugs, and the stronger the drug the more side affects you could experience. Side affects can range from mild to moderate and include things like nausea or sickness, feeling dizzy, constipation, loss or appetite, headaches, dry mouth, loss of sex drive, high blood pressure, which will then need medication to control, and then feeling agitated, which is common especially in the early part of taking the medication, the guidelines that come with the medication will make people aware that they could feel worse before they start feeling better with the long term medication (NHS, 2018). Interestingly to see that some of the symptoms that an individual needs to take the medication for, can become a side affect of the medication also which then relies on more medication. Of course, exercise can release serotonin in the brain also. Mikkelsen, et al, (2017) state that most mental health disorders including anxiety, are usually treated with medication and psychotherapy, they argue however that many individuals would prefer and see more benefits of treating their symptoms with alternative approaches such as exercise. They presented evidence to show that exercise can alleviate symptoms of anxiety. They argue that exercise can improve mental well-being and is a viable preventative or treatment that could be used alongside talking therapies for improved mental health outcomes. Again this would all depend on the patient’s willingness to engage and trust this solution. 
  
NHS, (2018) state that if you have tried all of the above suggested treatment plans in step one, two and three (NICE, 2019 and Matrics Cymru, 2017) and see no improvement, now may be the time to ask your GP for a referral to be made to a mental health specialist, but how would a patient who is struggling with GAD know when the time is right to ask a GP these questions. This specialist would be someone who is part of the mental health team and could range from a psychiatrist, psychiatric nurse, clinical psychologist, occupational therapist or social worker. You could see more than one of the above team on different occasions and they would work as part of a multi-disciplinary team. 
These approaches appear very successful and efficient if patients are diagnosed and offered support early in their diagnosis of GAD, however if patients are not offered the low-level support how long will they have to wait  at the higher level to access the support and the specialist psychological intervention that is needed. It will be interesting to review these figures over the next couple of years to monitor the levels of GAD and if early intervention is having a positive impact and lowering the number of patients needing high level support. Another consideration to be made would be is medication being suggested immediately upon diagnosis by some GP’s instead of trialling the alternative suggestions being made. Some patients are not in a place to engage in any form of alternative therapies and just want the medication whatever the implication. If this is the case when waiting to access the therapeutic support needed, how would this medication affect the therapeutic relationship that is needed for the patient to engage with the psychotherapist. NHS, (2018) suggest that depending on the area of the UK that you live in would depend on the services and care you would receive, Matrics Cymru (2017) seem to be suggesting that the whole of Wales should receive the same treatment care plans, therefore making the system fair and accessible to all. 
All of the above-mentioned challenges have been dependent on getting a diagnosis, however, are we over diagnosing and over medicating people. Frances (2013 and 2015) suggests yes, we are. He states that GP’s are not looking at their patients holistically, and of course GP’s only have a short amount of time with the patient so the quickest and easiest route is to take the range of symptoms the patient is presenting with, look them up in the DSM 5 (2013) and then make a diagnosis or as also suggested by Frances (2013 and 2015) label them with a mental disorder and treat as suggested, majority of the time with medication first. Frances (2013 and 2015) suggests that we are over medicalising symptoms of anxiety, low mood and grief by putting a “condition” on them rather than looking at what the root cause of the symptoms are. If we learn how to manage symptoms of GAD early on and learn what the triggers are, would that not build up a resiliency within the patient and teach them how to self-help to stop relapse rather than just sending them away with medication that could have an impact on their physical health due to the side-affects. 
As a Psychotherapist working as part of an NHS multi-disciplinary team by the time the therapist would get to work with the patient, that patient is likely to have waited a long time to access the services of the mental health team and probably lost all trust in the system. Having explored the pathway to a psychotherapist, NICE (2019) and Matrics Cymru (2017) both suggest that a patient must be at a certain level before they can access specialist help. The patient is likely to be on medication and again this is normal procedure according to NHS, (2018). By now the therapist has a much more difficult job, surely the earlier that a psychological intervention can be tried the better the outcome would be. The NICE guidelines (2019), Matrics Cymru, (2017), NHS, (2018) and The DSM 5 (2013) all suggest accessing online CBT courses during the early stages of symptoms and diagnosis of GAD but surely this can not compare to the face to face success of a talking therapy. We all know it comes down to funding when accessing any health provision and yes Matrics Cymru (2017), NICE (2019) and the NHS (2018) are all pledging to focus more resources into mental health care, but if Mikkelsen, et al, (2017) suggestion of exercise doing a similar job to medication would this not save money in the long term, that the costs of medication and paying for GP’s to prescribe the medication. Equally then needing more medication to fix the side-effects of the initial medication to treat the symptoms of GAD. The exercise route and support of a mental health support worker would surely be a good option. 
The preferred therapy to use for the management of anxiety disorders is Cognitive Behavioural Therapy (CBT) according to the NHS (2018) guidelines. They argue that the therapy is cost effective and can be monitored for outcomes, it also has a set amount of sessions, so the plan is in place with an end date and predicted outcomes from the start of therapy. CBT is also one of the suggested therapies of NIMH (2018), they argue it is one of the psychotherapies most effective to help people with anxiety disorders. They argue that it teaches people to think differently, then to behave differently and then reacting differently to anxiety-producing and fearful objects and situations. It is argued that CBT can also help people to learn and practice their social skills which is vital when treating social anxiety disorder which will fall into the GAD bracket. What CBT appears not to do is get to the root cause of the presenting issue of the GAD, this could mean that the patient will always suffer with it but will develop the tools to know how to manage it.
Although CBT is the preferred choice of therapy used within the medical model Timulak, (2018) argues that there have been some recent developments in terms of the Humanistic experiential therapies for anxiety disorders, in particular the use of Emotion Focussed therapy. It is argued that these developments are breaking new conceptualised grounds and generating research on outcomes. Timulak (2018) suggests that although NICE, (2019) support the use of CBT due to it having been evidenced an appropriate therapy through randomised control research, they argue that some of the randomised research was only done on a very small number, which brings the argument that Humanistic therapies are underrepresented in the research of GAD.  Timulak, (2018) argues that humanistic therapies are more appealing not only to significant members of professional associations of counselling and psychotherapy, but they are the preferred choice of therapy over CBT therapies to significant groups of the general public.  
There are however some stumbling blocks to consider here, Emotion focussed therapy and other Humanistic therapies require the building of the therapeutic relationship (Rogers, 1961). This is something that can take some time, however using Rogers (1961) core can be achieved. Once the level of trust is there between the therapist and the patient a lot of progress can be made to reach down deep into the patient’s emotions and begin to truly work with the root cause of the GAD. So, if we go back to the start of the journey for a patient suffering with GAD to access the therapist as part of the medical model, the process and journey is long and involves trialling medication to supress the feelings of anxiousness. Brown (2012) discusses how taking antidepressants to numb our pain or anxieties works however, they are not always the answer as these tablets do not know which emotions to numb so they numb them all, joy, pain, sadness and anxiousness. If we numb all our feelings with medication, are we able to still engage with a therapist to work with humanistic emotion focussed therapy. This therapy involves working with patients or client’s emotions and feelings right there and now in the moment in the therapy room. If what Brown suggests is true how will a patient recognise how they are feeling in the moment if the medication has supressed it all. NHS (2018), DSM 5 (2013), NIMH (2018) and NICE (2019) all state that the strength and type of medication taken will depend on the level of numbness, SSRI’s are not classed as a suppressant but more of a serotonin release drug, this then does not suppress feelings but releases feel good hormones in the brain, in that case the patient would be able to engage in the therapy session. It would appear to be somewhat frustrating to the patient and the therapist alike though, that they have to wait such a long time to get to the appropriate psychological support that is almost always needed to alleviate feelings of GAD. Rogers (1961) would argue that there is a root cause issue to most mental health conditions and that is what needs to be addressed to combat mental health disorders that are caused by emotional distress and traumas. 
In conclusion to this assignment there are many factors to address and considerations to be made when supporting patients suffering with GAD. The guidelines would appear to suggest a very long drawn out process for patients who are struggling with their mental health and the symptoms of GAD. This process appears to delay the support that is almost always needed in terms of GAD. It is defined as a mental health issue because it affects the everyday lives of the patients who are suffering with it. Is it fair then that patients who are already struggling with anxiety and their mental health have to trial all of these early interventions which could end up causing more distress to the patient? 
Surely the option to access a therapist following the initial diagnosis would be of benefit rather than having to medicate because a patient has had to wait to long to access psychological intervention. It would appear to be far more productive with the patient care while working within the medical model to work as part of a multi-disciplinary team as the more input from all areas of expertise the better outcome for the patient. 
There does seem to be a shift towards more talking therapies rather than just the standard offer of CBT, this would change the outcome for patients as yes CBT is needed for some mental health issues. Humanistic Therapies work well with many psychosocial mental health issues including GAD. There is also the need on occasion to offer medication to patients to enable them to engage in therapy in the first instance. However the most positive conclusion to come from this is to recognise that a more holistic approach with the support of  a multi-disciplinary team would appear to be the better option for HCSW, GP’s, Nurses, Psychotherapists, Mental Health Teams and Patients.
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