Depression Counselling Session Critique

In this critique, we will closely observe and analyse a counselling session that is centred around a client struggling with depression. Our aim is to uncover the nuances of effective communication and counselling skills, particularly in the context of depression. These skills are not just tools; they are lifelines that can bridge the gap between despair and recovery. (Butow et al, 2001).  Depression is a pervasive and complex mental health issue that affects millions of individuals worldwide. Within the realm of healthcare, nurses are often on the front lines of providing support and care to those grappling with depression. The ability to communicate empathetically, listen actively, and offer unconditional positive regard is paramount when dealing with patients who are navigating the labyrinth of depression. Carl Rogers' Humanistic Theory, which emphasizes congruence, empathy, and unconditional positive regard, fits in perfectly with the kind of compassionate care that is needed to treat depression. In the context of the counselling session following a diagnosis of Chronic Myeloid Leukaemia (CML), it is essential to examine the client's body language and emotional responses throughout the session. This critique aims to describe the client's body language behaviour from the beginning of the session, marked by incongruence and uncommunicativeness, to the client transformation into congruence and openness following the display of empathy by the counsellor and the offer of unconditional positive regard. 
In the next paragraphs, a counselling session is described wherein the patient is experiencing symptoms of depression. This context places a spotlight on the crucial interplay between effective communication and counselling skills and the management of depression.
At the outset of the session, the client's body language and verbal communication displayed signs of incongruence and emotional distress. The client appeared physically tense, with shoulders hunched and arms crossed, creating a barrier between themselves and the counsellor. This defensive posture indicated discomfort and resistance to opening up. The client's facial expressions were indicative of anxiety, with furrowed brows and a downcast gaze. Moreover, the client’s lack of eye contact and avoidance of direct communication further underscored their apprehension. These nonverbal cues aligned with Carl Rogers' concept of incongruence, where inner feelings and outer expressions are not in harmony (Rogers, 1959). As the counsellor displayed empathy by acknowledging the client's fear and validating their emotions, a noticeable shift occurred in the client's body language and demeanour. The client's shoulders began to relax, and they unfolded their arms, signalling a reduction in defensiveness, and the facial expressions softened, with a slight upturn at the corners of the mouth, indicating a glimmer of hope. Crucially, the client's eye contact with the counsellor became more regular, showing an increasing sense of trust and connection. This transition aligned with Rogers' notion that empathy provided a safe space for clients to examine their feelings (Rogers, 1957).  The empathetic statements made by the counsellor, such as "I can imagine how frightening this diagnosis can be" and "It's completely normal to have these feelings," reflect empathy's core principle of showing understanding and compassion (Bozarth, Zimring and Tausch, 2002). The counsellor’s empathetic listening creates a safe space where the patient can express their emotions without fear of judgment (Hill and Knox, 2001). The ability to tune in to the patient's emotional state, validate their feelings, and offer support is pivotal in the context of depression.
As the session progressed, the client's body language shifted towards congruence and authenticity. The client began to sit more comfortably, adopting an open posture that reflected a willingness to engage openly in the therapeutic process. Their facial expressions evolved from anxiety to a more neutral and relaxed state, conveying a sense of relief and acceptance. Furthermore, the client initiated verbal communication, sharing their thoughts and feelings more openly. This congruence in body language and verbal expression reflected the counsellor's commitment to creating a genuine and honest therapeutic relationship (Farber and Doolin, 2011). Statements like "I'm here to support you" and "I'll always be genuine and honest in our conversations" illustrate the counsellor's commitment to congruence, which fosters trust and openness in the therapeutic relationship. The counsellor adeptly exhibits congruence through the authentic and straightforward acknowledgment of the shared difficulties and demonstrates congruence in the conversation by freely stating that other individuals encounter comparable difficulties, so cultivating an environment characterised by sincerity and openness, experienced by the client (Rogers, 1951).
The pinnacle of the transformation in the client's body language and emotional state was reached when the counsellor offered unconditional positive regard. The client's physical demeanour became even more relaxed, and their facial expressions exhibited signs of gratitude and emotional release. There was a visible decrease in tension, and the client's posture became even more open and receptive. This transformation was a testament to the power of unconditional positive regard in fostering a nonjudgmental and supportive atmosphere (Farber and Doolin, 2011). The counsellor effectively demonstrates unconditional positive regard by affirming the client's intrinsic worth and potential for growth (Rogers, 1957). Additionally, the counsellor communicates to the client that is valued and accepted, regardless of their mental health challenges (Habel, 2009).  This aligns with Rogers' belief that clients should be accepted without judgment or conditions. Counsellor’s expression such as "You are not defined by your diagnosis, and I believe in your potential for growth and healing" emphasize the counsellor's commitment to unconditional positive regard, fostering a non-judgmental and supportive atmosphere (Farber and Doolin, 2011).  Depression can lead to self-criticism and a diminished sense of self-worth. Nurses or counsellors, who offer unconditional positive regard convey to patients or clients that they are valued, irrespective of their mental health challenges. This acceptance can be transformative, fostering self-acceptance and resilience in the face of depression. (Alanazi, Sim and Lapkin, 2021).
Depression, characterized by persistent feelings of sadness, hopelessness, and a loss of interest in daily activities, can profoundly impact an individual's physical and emotional well-being (American Psychiatric Association, 2013). Reflective questioning, paraphrasing, and summarizing are powerful tools that can guide patients with depression towards self-exploration (Beck, Daughtridge and Sloane, 2002). Depression often involves complex emotions and thoughts that patients may struggle to articulate. The counsellors or nurses, who employ these skills encourage patients to delve deeper into their feelings, facilitating a greater understanding of their depressive symptoms and potential triggers. (Stewart, 1995)
In this counselling session, the client's body language and emotional journey were closely intertwined with the counsellor’s therapeutic approach. The initial incongruence and uncommunicativeness gave way to empathy and understanding, which, in turn, facilitated congruence and openness in the client. Ultimately, the offer of unconditional positive regard played a pivotal role in transforming the client's emotional state and body language, creating a safe and supportive environment for healing and self-exploration. This observation highlights the significance of nonverbal cues and emotional responses in the therapeutic process and underscores the importance of empathy, congruence, and unconditional positive regard in building trust and facilitating personal growth in counselling.  Depression, a pervasive mental health concern, requires a compassionate and patient-centred approach rooted in empathetic communication and counselling. Effective communication skills, built on empathy and active listening, provide a lifeline for individuals navigating depression.
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