	
	
	



Counselling and Nursing
The foundation of counselling was first established in the era of Plato and Aristotle and was then developed further by theorists in the 17th and 18th century.  There are many definitions of counselling, Altschul (1983, cited in Kotrotsiou et al, 2014) suggests that counselling is a technique with which the counsellor offers the client direction and guidance, in order for the client to explore their feelings and circumstances, without the counsellor having to make choices on behalf of the client.  Through this process, the client would be able to learn coping mechanisms to enable them to face their problems or difficult situations they may come across in life. 
According to Rogers (2007), the establishment of counselling has a humane dimension, everyone in their lives will go through a period at some point, where they may need to receive care, give care or comfort to somebody going through a difficulty. 
The following essay will focus on comparing and contrasting the three main counselling theories; Person-centred, Cognitive Behavioural Therapy and Psychodynamic. It aims to explore how counselling skills and its importance, can be applied within the nursing sector and will further critically evaluate the ethical codes and boundaries within counselling practice.
Counselling has been constructed on theories of personality, one of the most essential theories of counselling is the theory of the person-centred approach which has a wide range of uses in the health and social care sector. This approach is used in almost all of the counselling approaches (Kirnan, 1977). The person-centred approach highlights. The Person-centred approach’ most valuable skills used are the core conditions. Rogers (1959) claimed that the core conditions are sufficient and necessary skills for the therapy to work.  There are three core conditions which are empathy, unconditional positive regard and congruence. Empathy is showing the client that you understand their feelings and can see from their perspective. Unconditional positive regard is where the counsellor, through words and actions, shows the client that they understand them and appreciate them; thereby, allowing the client to express their feelings and emotions without the fear of judgment. Congruence is a way of showing the client that the counsellor is genuine.  



By following the abovementioned skills, it shows the importance of the presence of the counsellor in the ‘here and now’ of the counselling relation (Kirnan, 1977). 
Cognitive-behavioral therapy (CBT) on the other hand, looks in depth at the scientific modals of human behaviour. CBT is broken down into five key areas: emotions, thoughts, physical feelings, situations and actions. The CBT model suggests that the five key areas are all linked together and can affect each other. For example,  thoughts about a situation can affect how one physically feels. As such, CBT has an extensive range of treatments for individuals that are suffering with mental health (Beck, 1995). CBT helps patients and therapists to work side by side to detect and understand problems and how they link within relationships, thoughts and feelings. The strategies for CBT, is to alter the way the client thinks, retraining the brain to focus on the here and now (Leichsenring et al, 2006).
CBT focuses on targeting symptoms, in order to decrease stress, change the clients thought pattern and encourage better behavioural responses. The client learns from each session (self-efficacy) through reflection and re-evaluation. In CBT, the therapist provides a safe trusting environment for the client to open up and learn about future behaviours (Leichsenring et al, 2006).
Psychodynamic therapy looks at unconscious processes, as they are displayed in the patient’s behaviour. One of the main goals of psychodynamic therapy, is to teach the patient self-awareness and to give them an insight to the past that can heavily influence present and future behaviour. Thus, the aim is to enable the patient to express their true feelings so that they can understand themselves better.  Psychotherapy’s main assumption, is that everybody has an unconscious mind, they just need the support from the therapist to assess it. It is believed that thoughts and feeling that usually lay within the unconscious mind, have been suppressed as they are usually too painful to deal with (SAMHSA, 2012).

According to Owen (1999), it is important to compare and contrast the above approaches so that practitioners are better able to distinguish the correct practical and ethical interventions to adopt. 
The Person-centered and the Psychodynamic theory focus on the theories of the unconscious connection, they both agree that the unconscious mind plays a key role in everyone’s life (Bornstein & Pittman, 1992; McCleary & Lazarus, 1949; Rogers, 1959).  Both types of therapies recognize the onset of the processes that bring about senses to the unconscious mind and is not aware of how it has made them.  As such, both practices are psychodynamic to an extent (Owen, 1999).  
Through the key avenue of empathy and being conscious with what is on the 'dimly perceived' side of individual awareness and the reactions to clients (Rogers, 1961, p. 33) both psychodynamic and person-centred therapists develop awareness of their client’s defence mechanisms and the choices they make.  However, the main diffidence between person-centred and the psychodynamic approach is how an awareness of the self and other, are used to create spoken interventions (Owen, 1999).
In both the above practices, the therapeutic reactions (actions and attitudes) are used to influence new experiences and provide a deeper insight.  By re-evaluating and having gained a greater perspective of the issues, a client is able to start making changes to the old experiential components of self-identity and the processes of consciousness.  Therefore, both therapies aim to develop insight, ego and achieve an inner locus of evaluation (Owen, 1999). 
Another area of difference between the approaches is that in person-centered practice, Rogers places an emphasis on adopting an egalitarian approach when supporting clients whereas in psychodynamic practice, fixed roles are preferred (Owen, 1999).  Thorne (1996), argues that the psychodynamic approach pushes too deep too early in order to make sense or meaning to clients.  Psychodynamic interpretations may go above and beyond what is present in the conscious mind of the client and instead, base interpretations on general theory rather than particular experiences of the client. 
Health Care Sector
The introduction of counselling is important in the health and social care sector, especially to nurses.  In a hospital setting, a nurse often acts as the trigger, giving reassurance, support and encouraging the patient to contribute in a discussion.  This would raise moral just by engaging in conversation, by getting the patient to openly talk to them about how they are feeling (Kettunen, Poskiparta and Kahila, 2001).
During training, nurses are trained in how to communicate effectively with their clients, such as the importance of body language, so they can interact better when relaying important information or delivering bad news.  Counselling is applied in nurse education where a framework for such skills are provided for the purpose of applying it into practice (Ashmore and Banks, 2003, cited in Digan, 2014).
According to Morrison and Burnard (1997), every nurse requires basic counselling skills. Within counselling, the role of the nurse is to help the patient not just physically, but mentally and psychologically too.  Through this, a nurse is better able to provide care for the patient, and potentially help them have a better recovery, enabling them to regain their independence. However, nurses need to aware of their own feelings; while getting to know the patient they must keep emotions under control so as to not hinder their efforts when providing support.  
Freshwater (2013), adds that community nurses are often presented with situations that require specialized counselling skills such as supporting patients with special needs, chronic illness or going through bereavement. 
Burnard (1991), also suggests that nurses need to have strong interpersonal skills, but that they do not need to possess the full array of techniques essential for counselling.  He believed that teaching nurses basic counselling skills i.e using open questions, listening and attending, reflecting information and feelings and summarizing to check for understanding, would be adequate enough to enable them to provide care to their patients in an effective therapeutic manner. 
According to Soohbany (1999), nursing, much like counselling, is an interpersonal mechanism where the aim is to help clients cope or deal with a traumatic experience, crisis or difficulty.  Furthermore, its objective is also to help clients/patients seek meaning in an experience – when appropriate. Both nursing and counselling can be attainable through human-to-human contact and in the process, is attained through the transcending roles of the nurse/counsellor and the patient/client as a means to form a caring environment and through applying therapeutic use of the self.  Such a relationship is built on the aptitude to listen, understand and attend to and intervene if necessary. 
However, Eddows (1990, cited in Soohbany, 1999), cautions the practice of counselling in nursing stating that if healthcare workers are to adopt the use of counselling interventions when dealing with patients, it is crucial to be informed of ‘what is missing’.  This relates to the contractual agreement which is regarded as an essential formality within counselling. 
Macleod (1983), state that in nursing, the types of issues that are presented and subsequently require counselling interventions, may result in nurses feeling vulnerable and unskilled. Many nurses doubt they have sufficient knowledge about counselling, fear being emotionally unprepared and being overwhelmed by the patient’s responses or fear their own reactions. 
Ethnics in nursing with regards to dealing with a client on end of life care, it is vital that these clients are treated with the same level of dignity and respect just as you would with a non-terminal patient.  However, when dealing with the critically ill patients the nurses need to look after their own mental health too as this could affect them emotionally and mentally and this may lead to them not being able to work to the best of their ability and would not only effect the work environment but also have a impact on the services users too as they would not be getting the level of care that they need Web of Science Group (2019).
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