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This essay will critically assess the key considerations surrounding the classification and diagnosis of mental illness within Counselling and Contemporary Mental Health (CMH). The origins of CMH and well-being including the signs and symptoms often associated with mental illness, and severe forms of psychological distress will be explored and evaluated. An appropriate strategy for the assessment of a potential client will be implemented as a case formulation including, risk assessment and involving inter-disciplinary teams and   multi-disciplinary services where required. The most practiced   psychological interventions will be explored and evaluated including the impact on the therapeutic relationship.


Mental health causes and treatments have varied dramatically since prehistoric times, and according to Claringbull, (2011) societal and political  reactions were often the result of “fear and ignorance” (Claringbull, 2011, p. 9); the term “Mental health” is often used to define whether an individual has “good”  or “poor” mental health and  in terms of  psychopathology suggests whether people are “sane or “insane” (Claringbull, 2011, p. 2). Within the field of counselling, many humanistic  therapists subscribe to the view of Rogers, (1957) who concluded  from his research, that assessment and  diagnosis is a  “colossal waste of time” (Rogers, 1957, p. 102). This argument is supported by Rosenhan’s experiment (1973); who found that the perception of  an individual diagnosis of “madness” varied drastically (Rosenhan, 1973). However, Claringbull (2011) stresses that an increasing population reporting mental distress requires an assessment criteria that can be used by mental health professionals to      communicate the signs and symptoms of distress between multi-disciplinary teams and inter-disciplinary services (Claringbull, 2011).  

Most modern psychiatric classifications are derived from the medical models of  Kraepelin and Bleuler who believed that grouping together various symptoms and characteristics could explain syndromes, resulting in diagnostic categories that explain mental illness (Claringbull, 2011, p. 14). Oyobode,  (2008) defines this particular method of study as “psychopatholgy” which attempts to study the abnormal experiences of cognition and behavior (Claringbull, 2011, p. 10). Although many see this approach as a medical approach to mental health, Claringbull proposes that  The Diagnostic and Statistical Manual for the Classification of Diseases (DSM-5), considers the biological, sociological and psychological elements to a persons distress (Claringbull, 2011, p. 10). The National Health Service (NHS), refer to the tenth revision of  the  International Classification of Diseases,  (ICD-10)  founded by The World Health Organisation, (WHO) (W.H.O, 2020). The ICD-10   is  often used as a prescriptive model, however the DSM-5 provides a more descriptive manual and is utilised more within research.

The W.H.O. (2020) define “good mental health” as being related to good psychological and mental well-being; stressing the importance of  the promotion of this  to  prevent mental disorders, while  protecting human rights by providing care  for those who suffer from mental distress (W.H.O, 2020). The  DSM-5, definition of mental disorders (APA, 2013),   are now  more confusing than ever according to Maisel (2013); as it attempts to maintain its position of “syndromes,” while struggling to incorporate and understanding of life events  and cultural differences in diagnoses (Maisel, 2013). Maisel decries the very idea that this attempt has any credibility in assessment and diagnosis when the disorder may not even exist (Maisel, 2013). Frances, (2013), and  a major contributor to the compilation of the  DSM-5, also believes that mental illness is impossible to define;  and argues that to label people with a mental health diagnosis that  often results from naturally occurring life events, can have catastrophic long-term consequences. 

Labelling  the  mentally disordered  leads to stigmatization  and  Erving  Goffman (1963) stressed how   it devalues the individual, leading to exclusion from social acceptance (Giddens, 2008, p. 269). Corrigan, (2009) suggests this results in the person adopting the “why try” attitude as they suffer the effects of internalized shame, decreased self-esteem and self-determination (Corrigan, et al., 2009). This is often compounded as Frances (2013) believes society decides whether disease exists or not, by how it perceives, names and responds to it and  he criticizes the escalated number of categories of defined mental disorders within the DSM-5, and alludes to over-medicalization and profiteering by the pharmacueutical companies (Frances, 2013).  

Bentall, (2003) proposes that when the signs and symptoms are explained, madness does not exist. He states that a small number of the ordinary public also experience auditory, olfactory, visual and tacital hallucinations; and although most clinicians perceive hearing voices as threatening, they can also be supportive and comforting; Theoretically talking to oneself develops in early childhood and it is the dysfunctional metacognitive beliefs of the individual trying to correct their ways of thinking (Bentall, 2003).

When counselling within organisations and the NHS, Guthrie (2008) recommends that   counsellors are   aware of the signs, symptoms and classifications of severe mental health disorders (Claringbull, 2011, p. 18). For example; a person who is referred for counselling and displays the signs and symptoms of  severe psychological distress; these include positive symptoms  of psychosis such as  auditory and visual   hallucinations, persecutional and delusional beliefs of control and delusions of reference; and negative symptoms such as Avoliation, Alogia, Anhedonia, Diminished emotional expression and Asociality (nhs.uk, 2019) although in previous editions of the DSM-5 these were symptomatic of schizophrenia, these  are now accepted as  present within several mental health disorders, including delusional disorder, brief psychotic disorder, schizoaffective disorder and bipolar disorder (nhs.uk, 2019) 

Although Strawbridge and Woolfe (2010) argue that counselling psychology strives to understand the subjective world of the client as opposed to diagnosing the client (Larsson, et al., 2012, p. 56); Woolfe (1996)  states how  communication between the scientist-practitioner models  are essential in CMH for the benefit of the client in evidence based practice (Larsson, et al., 2012, p. 56)   However, it is important that the counsellor is mindful of the language used when carrying out an  assessment, to prevent de-humanising and labelling the client and   damaging the  therapeutic relationship; as Mahrer (2003) warns that this “spirit” can invade the therapeutic process and deny the possibility of growth and change (Larsson, et al., 2012).


An appropriate strategy for assessment of a potential client might include a case formulation as follows.  The client has been referred for therapy by their General Practitioner (GP) after reporting  childhood sexual abuse; to an  organization that supports survivors of sexual and domestic violence. The organization proposes  a three step Trauma Focussed Cognitive Behavioural Therapy (TF-CBT) within a humanistic approach. The client suffers from  depression and takes the anti-depressant, Citalopram. The client has waited over 12 months for  counselling and is distressed; in the assessment session she discloses that although she knows the perpetrator is dead, he constantly follows her and is going to tell the whole world about her tonight by putting it on Sky News. The client says she feels she now  has no option but to kill herself because she can’t  face the shame of others finding out about the abuse.

The counsellor should avoid dismissing the clients feelings of fear although be sure not to corroborate the story as fact. Informing the client that the client may need to feel safer and need some more resourses available to them at this time is important. The client may have given the names of family members or support networks that they would like to be contacted which could be passed to the safeguarding lead and the crisis team. The clients signs and symptoms should be recorded professionally, accurately and relevantly  should they be required by other health professionals or the courts. The fact that the client is extremely suicidal is the first consideration. The counsellor needs to formulate a plan immediately that involves safeguarding and where possible with   informed consent. Within an organization the protocol is to contact the safeguarding lead who will contact  the clients GP the Police and the Crisis Resolution Team (CRT).

The client said she  often  experiences the  overwhelming symptoms of Post Traumatic Stress Disorder (PTSD) and it is possible that the amygdala within the brain is warning her that she is in imminent danger and to keep quiet of her experiences of childhood abuse. However,  the symptoms that the client reports are conducive to those of psychosis and as she is not open to logical refutation,  she is at  high risk of  suicide. The symptoms of PTSD are many, and include nightmares, flashbacks, panic attacks, anxiety, depression and  hallucinations which can be  auditory, visual and sensual. Many people develop coping mechanisms to deal with these symptoms for example, self-harm to relieve stress and anxiety which while not ideal, may prevent suicide. It is possible that the client is self-medicating with drugs or alcohol which could be interacting with her prescribed medication for anxiety and depression.

As her medication is now stable, the client returns to therapy after three months  having   received a psychiatric  diagnosis of type one Bi-Polar Disorder which was she was told was  the reason for her Paranoia and delusions.  She tells the counsellor she now takes Olanzapine, to help with the psychosis  and Lithium to stabilize her mood. The client tells the counsellor  that her father who is an Alcoholic, has always  suffered from this disorder and for  which he blames his violent outbursts and the break-down of his marriage  from her mother. 

As the client and counsellor re-establish the therapeutic relationship and proceed   with the TF-CBT model of the organization it  is important that they review the contract and  the confidentiality agreements, and include the contact numbers of any additional support services the client has  for example Psychiatrist, Community Psychiatric Nurse (CPN), support worker or housing officer. Any new medication should be added for safety and information should this be required by other health professionals. Details of the number and duration  of sessions would be recorded and the dates and timings of reviews. 
Within the therapy session  particular  attention should be paid to safety and stabilization to prevent re-traumatising the client; however nice guidelines suggest that the   psychoeducation element and subsequent empowerment of the client will hopefully help alleviate the symptoms of depression. 
 
Previously  Bentall, (2003) believes that  the  medical and the psychological professions have been divided in their approach to treating mental distress; with  medics concerned with biology  and psychotherapy being   preoccupied with the mind (Bentall, 2003, p. 121). Thankfully now  the professions  are  more aware that  certain medical conditions or hormonal imbalances such as Thyroid dysfunction, can  present as having a significant effect on cognition and emotion on  a  person in therapy; which can be tested with a simple blood test and often corrected relatively easily, eleaviating the clients symptoms relatively quickly (Harvard Health Publishing, 2007). Likewise Friedman and Rosenman (1976) propose that Type A   personalities types are more likely to suffer from stress and anxiety leading to increases risk of heart disease, high blood pressure and  stroke (Simply Psychology, 2017) Moreover the anxiety and stress experienced by people of type A personalities are highly likely to resort to destructive coping mechanisms such as drugs, alcohol and  eating  disorders (Simply Psychology, 2017). The problem in relation to drugs and alcohol is exacerbated, when there is potential for a chemical interaction with prescription medication (Simply Psychology, 2017).


Psychotropic interventions that alter the mind or affect the mood, whether legal or illegal are psychoactive and poisonous to the system (Siegel, 2005); this includes the most prevalent of drugs in society, nicotine and alcohol which account for the highest number of deaths and self-harm world-wide (Claringbull, 2011, p. 133). 

Within the field of counselling and psychotherapy, many clients may take prescription medications; for example, anti-depressants, anxiolytics, mood stabilisers and antipsychotics (Claringbull, 2011, p. 138). Medical psychological interventions for severe mental illness include first generation  Anti-psychotics such as Chlorpromazine which relieve the symptoms but delay rather than preventing relapse; they also have unpleasant  side effects which make non-compliance more likely, leading to relapse (mind.org.uk, 2017). Newer A-typical anti-psychotics for example Olanzapine may be less effective overall, for most people, although as they appear to have fewer side effects medication adherence is more likely (mind.org.uk, 2017). Lithium Carbonate often prescribed as a mood stabiliser, is found to be beneficial although there are reports of suicide risks (mind.org.uk, 2017). This is also true of most anti-depressants such as 

It is therefore important that the counsellor is aware of the clients  prescribed medication and informed of any changes as Brown (2017) states people can have adverse reactions from  increased suicide ideation or no effect at all not all; furthermore evidence suggests that long term use of psychiatric drugs can induce new psychiatric disorders while also exhaserbating pre-existing conditions (Brown, 2017). 

Psychopharmachology studies how psychotropic and psychoactive substances such as cannabinoids, amphetamines, opiates, anabolic steroids and designer drugs affect the chemical pathways of the brain (Claringbull, 2011, p. 135). It is now widely accepted that neurotransmitters control the messages sent along these neuropathways; however the understanding of  neuropathways and more importantly the  subsequent ability to control the messages that are  transmitted  are often clumsy or ineffective (Claringbull, 2011, p. 135) Furthermore Claringbull questions  the morality of constructing a world  where moods can be changed at will (Claringbull, 2011, p. 135).

Advancements in research on psychoachtive drugs on the biological system, provide the evidence to support the hypothesis that mental disorders are physical illnesses; furthermore research also shows how the psychological mind is affected by psychotherapy and now most clinicians now recommend pills and therapy; although there are challenges and benefits to most medications. Nice guidelines recommend a pharmacotherapy approach to the treatment of psychosis however if the person insists on therapy alone, they suggest family intervention and CBT, with a monthly review; while continuing to monitor the persons mood and functioning through education, employment or training. However this monitoring and assessment is contraindicative to the person centred approach and Dougas (2010 ) stresses the difficulty in maintaining a humanistic value base in a medical model which has a focus on classifying a disorder (Larsson, et al., 2012, p. 60).

People who show signs and symptoms of PTSD should be referred for TF-CBT or eye movement desensitisation and reprocessing (EMDR) (NICE, 2020), although not all services are available in areas and often the waiting lists are so long that the diagnosis does not fit the therapy. Individual CBT  or MBCT is considered effective for those  taking antidepressant medication who are currently well but at risk of relapse (NICE, 2020). MBCT is a modified version of CBT that uses meditation and breathing exercises and other mindful practices; it has been proven to be effective in treating long term and recurrent depression, and has also shown results in relieving vascular symptoms and traumatic brain injuries (Psychology Today, 2020) CBT was developed by Aaron T. Beck in 1963 as an approach for depression and is now still widely used within the NHS. However   the provision of ten sessions is often not enough to establish a therapeutic relationship upon which the goal orientated process depends. 

In sum the difficulty is that there are two key issues associated with the classification and diagnosis of mental illness in contemporary mental health and counselling and Dougher (1995) states, both are equally valid, although they have incompatible world views (Larsson, et al., 2012, p. 57) However, it is this subjective stance that enables the professions to remain alert to the differences. The biggest challenge according to Perez-Alvarez & Garcia, (2007) is how the categories are discussed in daily conversations by clinicians and those in prominent positions when the socially constructed use of labels in practice is the source of the problem (Larsson, et al., 2012, p. 59).
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