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For the purpose of this reflective case study, the client will be referred to as John to protect his anonymity.  John is almost 50 years old and lives in a rural community out of county.  He has been in hospital for just over a year and a half with complex health needs and is currently waiting for a series of operations before he can be considered well enough to be discharged.  He has been referred for counselling due to his low mood – he is withdrawn and has no interest in recreational activities such as reading or using the internet.  This essay will explore the supervisory needs and requirements of the trainee counsellor assigned to John.

Prior to engaging with John, the trainee counsellor must attend a supervision session which is commonplace in an NHS setting.  The assessment of all new clients is done by the Clinical Psychologist before allocation.  Her initial contact with the client will involve a verbal contract which covers confidentiality, informed consent in relation to the sharing of the client’s data and how the counselling service works.  As part of that initial meeting, important information about the client’s health and wellbeing, support networks and availability for counselling is collected and documented before the case is allocated. 

[bookmark: _GoBack]As allocation of new clients is done as part of supervision, the trainee counsellor may expect to feel excited, nervous or anxious and it is the supervisor’s role to ensure the trainee counsellor feels supported (Hawkins & Shohet, 2007).  This client would require a ward visit so the limitations to confidentiality in such a public place would be one of the first things the trainee counsellor considers (BACP, 2018). Other considerations may include who the trainee counsellor should speak to on the ward, how to introduce herself and what should be written in the client’s notes.  It was also important to understand whether the client could get out of bed (as that may have an impact on whether counselling is provided at the bedside or in a room).  The supervisor provided reassurance that the client had given his consent to having the session at the bedside and was happy to do so with the curtains drawn.  The trainee counsellor needs to feel comfortable in the therapeutic space as she must ensure that there is a safe therapeutic space for the client (BACP, 2018).  At the bedside was not ideal as there was the possibility of interruptions and of being overheard.  With further clarification and support from the supervisor, the trainee counsellor felt completely prepared to meet her new client. 

This client was discussed in supervision following the third counselling session.  There were several things to discuss, one of which was the offer to use a small room off the ward.  This immediately changed the dynamics between the trainee counsellor and John as both felt this was a more suitable space for the exploration of his feelings (BACP, 2018).  This also allowed the trainee counsellor the opportunity to connect with the person and not the patient.  There was some apprehension about discussing this element with the supervisor, but the trainee counsellor felt it was important to verbalise how it had affected the way she could work creatively with him. The supervisor validated her feelings (Hawkins & Shohet, 2007) and agreed that the change in environment had positively impacted on the connection to this client, allowing the trainee counsellor to connect with the person he was before the illness.  

Another issue brought to this session was to get guidance on what should or should not be said to any other health professional who had contact with John.  Working as part of multi-disciplinary teams within the NHS setting, there was an expectation that someone would enquire about how John was doing. Was it important to maintain the client’s confidentiality and not disclose anything or discuss with other health professionals as John had given consent to share (BACP, 2018).  The supervisor posed a gentle challenge and asked the trainee counsellor what she thought she should do.  When the trainee counsellor responded that she would like to ask John how he wanted her to respond, the supervisor was happy to support this action.  It was important that this question was addressed in supervision to ensure that the trainee counsellor would respond in the ‘correct’ way and not feel like she had been put on the spot.  

The following few sessions with John explored his strengths and capabilities to gain an understanding of his long-term health condition, his coping mechanisms, his support network and adjustments/acceptance of the current situation.  In the next supervision session, the supervisor went through the medical crisis model which is the model that the NHS have implemented (Pollin & Kanaan, 1995).  The trainee counsellor was able to see how this would help to engage with John about his acceptance of his health condition and the uncertainty for the future.  John was unsure how many operations he would need, and he felt he had no control which led to immense anxiety over the possibility of being given dates and then the operations being cancelled. To help manage this anxiety, John had asked if his wife could attend the next session.  This was discussed with the supervisor to clarify firstly if this was allowed, what role the trainee counsellor would play within this session and where boundaries would lie. The supervisor confirmed this was allowed and that meeting the family is encouraged as it was in the best interests of the client (Rogers, 1957).    

Although there as some apprehension, the trainee counsellor reflected on what she had learnt from that session with John and his wife.  She learnt that it is possible to hold a safe space for both John and his wife while witnessing the depth and strength of their relationship.  The way John and his wife communicated with each other and with the trainee counsellor was humbling.  The exploration of their anxiety over whether John would die was thought provoking and emotive and that enabled a deeper level of relational depth between John and the trainee counsellor which continued throughout their following sessions. 

The trainee counsellor used the following supervision session to explore her experiences of that session as John had disclosed that he had a food phobia (Hawkins & Shohet, 2007).  He had not eaten solid food during the whole time he had been in hospital.  He was being tube fed and before this, food would make him ill.  With the operation being imminent, so was the possibility of him having to re-engage with solid food.  This sent John into a spiral of anxiety.  The supervisor made an offer to do Eye Movement Desensitization and Reprocessing (EMDR) for his food phobia to assist John’s recovery (should he want it).  Using EMDR could help John because theory shows that as the body recovers from physical trauma, the mind can also heal from physical trauma (Shapiro, 2001). She also suggested that the trainee counsellor may be able to sit in on those sessions as John’s emotional support. It was suggested that John be introduced to mindfulness breathing techniques (Geller & Greenberg, 2012) to start discussing what sort of soft foods he could imagine eating.  This would help to prepare him for the inevitable.

Doing mindfulness breathing and talking to John about food and the possibility of EMDR would offer him more choices.  This would enable him to have some control over what was going to happen.  John was encouraged by this and agreed that EMDR could help.  He was given an information sheet on EMDR to share with his wife.  At that point, the counselling sessions were suspended as John’s operations were imminent and agreed that he would contact the service once he was out of ICU and able to re-engage with counselling.

After the final session with John, the trainee counsellor utilised supervision to discuss her uncertainty of what would happen to John (BACP, 2018).  She had built a therapeutic relationship with him and had hopes for his health and future.  It was important that the supervisor allow her to verbalise these thoughts and provide her with the support she needed at that time (Page & Wosket, 2003).  Supervision also looks after the wellbeing of the trainee counsellor and giving her the time and safe space to look at her anxieties was instrumental in her own acceptance of the uncertainty felt with clients who are experiencing serious medical issues (Hawkins & Shohet, 2007). 

Complications in surgery delayed John’s re-commencement of the counselling sessions.  Due to the relationship built with John, the supervisor suggested that the trainee counsellor ring to see if he was back on the ward.  Confirmation came a week later when a message was passed (through the ward) that John wanted to see the trainee counsellor urgently. After re-contracting with John (due to the gap between sessions), John informed the trainee counsellor that he was pleased as the operation was a success and he didn’t need any further operations. He had been doing the mindfulness breathing and he had eaten a mousse without being sick.  He remembered the visualisation of the soft food and there was no sickness. John confirmed that his Consultant said if he could eat savoury food he could go home.  

After two weeks John was eating soft and savoury food, had put weight on and was getting stronger.  He continued to do the breathing exercises to lower his anxiety and before eating as it allowed his stomach to relax. He was going home for the weekend and informed the trainee counsellor that if he could eat at home without being sick, he only needed to return to hospital for a final blood check before being formally discharged.  The trainee counsellor felt happy for John and his return home but also felt disappointed that there was no planned ending (Connell, et al., 2006).  In supervision, the trainee counsellor explored this with her supervisor.  She had spent the final session with John looking at his strengths, capabilities, support network and what he needed to do to be comfortable being at home.  There had been an expectation on the part of the trainee counsellor that once John was well enough, they would continue with their counselling sessions.  The feeling of elation that John had made it through numerous surgeries and was now becoming a healthy, functioning person again was tinged with a little sadness and shock as it was so unexpected.  The supervisor was also shocked at John’s amazing turn around.  She had been preparing to speak to John about starting EMDR and had also been expecting him to remain in hospital for some time to come.  

Using the Gibbs’ reflective model (Gibbs, 1988), the trainee counsellor has been able to work through this experience to gain the valuable knowledge and insight that will help her with future clients.  As this was her first experience of working within a ward setting, and working with a client with serious health issues, she understandably felt anxious and unsure but also wanted to ensure she did a good job for the client and the NHS.  The supervisor supported her in a way that allowed this exploration of feelings, thoughts, strategies and interventions to be experienced organically.  Getting to know a new supervisor and having to use a new supervision model could have been another source of anxiety given that the trainee counsellor had not worked within this model (or any medical model) previously.  However, the supervisor’s approach has added to the trainee counsellor’s understanding of how the different supervision models fit together, work alongside each other and sometimes overlap.   

In conclusion, what this case study has highlighted is the uncertainty of working with clients in a medical/primary health care setting and for the trainee counsellor, having supportive supervision (whatever model is used) is imperative and invaluable.
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