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	It is understood that most therapists and the general public may use the term “mental health” to describe the state of a person’s mental functioning. Whilst a small percentage of people suffering with acute mental health issues such as psychosis can be classed as out of control, it is known that the majority of the general public suffering with mental health issues and are not out of control and simply find themselves struggling with life and the feeling that their lives are difficult for them (Claringbull, 2011). Within this work will be discussing the key issues that are used to diagnose and classify mental illness in contemporary mental health and counselling. 
	Clients that come to counselling may present to the counsellor as in need of treatment, this can occur later in the therapeutic process. A counsellor may make an assessment of their clients and what their needs are. Counsellors use phenomenology to try and gain an understanding of what is happening in their clients’ minds, this helps the counsellor to relate to their client (Claringbull, 2011). 
	Diagnosis of mental health conditions in the UK is a valid way of being able to communicate an understanding of a client’s experienced symptoms and helps to find the best treatment possible for the client. Counsellors can not diagnose or prescribe any treatments to a client. Within person-centered counselling, pin-pointing a diagnosis or labelling a client goes against the person-centered counselling principles, a counsellor is not there to judge the client but to listen. It is known that clients tend to have a need to have a diagnosis for a better understanding and more clarity on the way they are feeling (BACP, 2019). Conversely, a cognitive behavior therapist will be more inclined to use psychiatric diagnosis within their work with clients and will link it to any treatment planning (Rijn, 2015). Diagnosis is important for the health and welfare of the client and provides the client with the correct support, however it is known to affect a client’s ability to accessing some NHS services resulting instead in them being treated with medication (BACP, 2019). 
Only trained psychiatrists can diagnose. The history of diagnosis is to link psychosis psychiatric clarification which has led to developing diagnostic systems and the publication of the DSM- IV. The DSM- IV has descriptions of many types of symptoms and functioning within personal and social contexts which may assist in assessment formulation and with treatment planning. It is advisable that clinicians do not look at the list but instead take into consideration the client’s history, social and biological factors that could have contributed to the client’s mental illness. A client’s mental illness may be characterised by the amount of disturbance that affects a client’s cognition, emotional regulation or their behavior as a medical condition (Rijn, 2015). Counsellors may face certain anxieties when addressing any diagnosis such as questioning their competence, feeling a sense of anxiety about labelling clients unwillingly to use the medical model as this does not reflect an in depth understanding of their clients. Counsellors may be unwilling to take on the role of the expert but would like to work with their clients to develop a collaborative therapeutic relationship and recognise the limits a diagnosis has in their clients’ therapy and treatment planning. Counsellors will often work with clients that have had a diagnosis of anxiety or depression, writing any therapeutic experiences and reflecting on practice issues may help ongoing research to effectively provide the best treatment for clients. Counsellors having an understanding of diagnosis plays a vital part in decision making and good ethical practice as well as highlighting any risks (Rijn, 2015). Whilst psychiatrists provide a client with a mental health diagnosis, counsellors are known to provide clients with assessments that are seen to be similar as counsellors want to find out what their clients problems are, how the problem may be classified and how to work with the client to alleviate any distress. A client may express that they are suffering with a fast heart rate which can be confused with anxiety. If the counsellor does not consider a cause other than anxiety and does not consider exploring with the client a way to seek the advice of a Doctor, serious medical conditions may go untreated (Claringbull, 2011).  
	Using client assessments has some benefits but may not be accurate. Using a counsellor’s judgement may not be valid, especially if a counsellor poorly places a label on their clients which can affect a client’s life if carelessly assessed. It would seem that when a counsellor is assessing clients it should be worked through well, a counsellor must understand the importance of how they use client assessments and how they store and use client assessment records (Claringbull, 2011). During a counselling session where an assessment takes place, the counsellor is known to use their active listening skills and therapeutic skills. Listening and probing a client will create a therapeutic balance of finding out any appropriate information, and it takes complex assessment skills for the counsellor to actively listen, ask questions and look for any issues that may not be obvious. An assessment process within counselling starts prior to the commencement of the therapeutic work. Questionnaires are another popular method of assessment commonly used within the NHS under the recommendation of the department for health (Rijn, 2015).
Generally, in UK mental health care settings CORE 10 forms are used as a short assessment to measure a person’s psychological distress. Outcome measurement systems are important for practice-based evidence within psychological therapies. CORE 10 forms may assist a counsellor with decision making when clients present psychological distress. Psychometric properties of the CORE 10 may be useful during screening as well as providing a useful short tool in an assessment. It covers anxiety and depression and other issues clients may face such as social, risks to self and their relationships. The CORE 10 has 10 items which are summed up with the final item score, it provides a score that can be accurate to the revised score of the CORE- OM which uses a score range up to forty. By using 10 items it assists a counsellor to identify and use the information more easily (Barkham, 2013, p. 3-10). 
CORE 10 forms may assist the client and counsellor by providing collective data on how a client may or may not be improving during their counselling sessions, it also provides research evidence of the effectiveness counselling has for clients (Mearns and Thorne, 2013). Clients may also benefit from the use of CORE 10 forms by having an opportunity to express issues that they may feel to afraid to mention and provides both the counsellor and client with an opportunity to further explore these issues during the session. Clients may not provide all the information and it is only what the client would be willing to share, it will not take away the need to explore any risks within a counselling session but with a more direct response provided within the CORE 10 it may allow the client and counsellor to reflect on the answers given (Rijn, 2015). 
A client may come to counselling with feelings of being anxious. Currently, anxiety is becoming more widespread with younger people having high levels of anxiety, and the number of people seeking help from a doctor is high. Generally, anxiety is not necessarily bad for a client as it is a human response to fight or flight survival. “Good anxiety” as it is known may increase performance but some clients may find their anxiety is too intense and this may overwhelm a client to the extent that they are unable to cope, known as “bad anxiety” (Claringbull, 2011). Bad anxiety may affect a client with feelings of tiredness, irritability, lack of sleep, low moods and they may suffer with a lack of concentration. There are many types of anxiety disorders (Claringbull, 2011). Anxiety disorders in the DSM-IV must have the following features: - a client experiences constant anxiety or distress related to a certain situation with this lasting more than a month, it causes the client distress or renders them unable to function in social setting or areas where it is important to function fully, or it cannot be associated with any other mental health issues. There are currently twelve anxiety disorders, four of these being social anxiety disorder, panic disorder, separation anxiety and generalized anxiety disorder. In children, the child may become withdrawn from studies and unable to undertake any tasks, as well as crying, clinging, avoiding and tantrums. Assessments and recognising early on the symptoms of anxiety may improve a child’s educational performance, social engagement and risk of substance misuse is lowered if the right treatments and well managed interventions are put in place (Kraynak, 2014, p. 1-14).  
The main symptom of generalised anxiety disorder is excessive worrying which a client may be unable to control. There are not any guidelines to suggest what is deemed excessive worrying which shows some unreliability within diagnosis. One study compared those with high worries on a questionnaire and the results found that participants with a diagnosis of generalised anxiety disorder and those without a diagnosis were scoring the same amount of excessive worry and this result may show that excessive worrying may not determine high worry as a main symptom of generalized anxiety disorder. Within this study it is suggested that to be able to differentiate those with generalised anxiety disorder and those with other forms of anxiety, participants would see their worry as harmful and unable to control however it is not clear if this is enough to distinguish those with generalised anxiety disorder and those without. To improve how reliable a diagnosis of generalised anxiety disorder is the DSM- IV are developing dimensional measures to measure the disorder severity which may support research and clinicians with an improved understanding of the presentation of a client with generalised anxiety disorder. Those with a diagnosis of generalised anxiety disorder are known to worry for most of the day, more so than those with panic disorders or social phobias. Improvements are suggested and needed within the DSM-IV for more reliable measures of the severity of generalised anxiety disorder (Niles, 2011, p. 279- 284).
It is worth taking into consideration the characteristics of a client who may find themselves excessively worrying and how this may indicate generalised anxiety disorder. Indications of generalised anxiety disorder include excessive uncontrollable worrying as well as cognitive symptoms such as hypervigilance, social and other types of phobias, depression and disturbances in behaviour. Worrying may start in adulthood with the majority of generalised anxiety sufferers reporting that they have been anxious the majority of their lives, and have experienced stressful life events, clients may be vulnerable to other disorders due to the characterological disturbance (Beck, 1996, p. 225-226).
Generalised anxiety may affect a client’s body by producing symptoms such as dry mouth, sweating, feeling dizzy, feeling sick and palpitations although when working with clients it is important to be aware that these may be an indication of other illness such as diabetes. Clients may be sensitive by misinterpreting what is happening to them and clients may become anxious at inappropriate times and feeling that the worst is going to happen. There are many different treatment methods for generalised anxiety disorder, medical treatment such as diazepam may help a client by calming the thoughts in their mind however this will only relieve the effects of the anxiety and will not deal with the anxiety. It would seem clients need support from therapy and self-help, a client may be able to manage symptoms by exercise, social contact and gaining the support from friends and family, reading up on their condition. A popular form of therapy is CBT which uses relaxation techniques to empower a client to face any fears and gradually work on avoiding any panic triggers. Within person-centered counselling, attending to the client’s fears should be the focus within the sessions. A counsellor needs to be cautious of how they approach clients suffering from any form of anxiety disorder as a client may in fact have undiagnosed PTSD which may lead to a client becoming emotionally overwhelmed by their experience and could retraumatise and harm them (Claringbull, 2011).
[bookmark: _Hlk38562033]Research findings asked clients to provide feedback on whether therapeutic intervention helped them to relieve symptoms, clients stated within the results that therapists that provided clients with information and facts related to their anxiety, having a knowledge on some of the symptoms and treatment methods available and working on coping mechanisms was helpful. Clients felt that it helped to explore their feelings with a therapist and even thought some clients felt this was uncomfortable it could lead clients to a better understanding of the anxiety and the issues relating to their anxiety (Glock, 2018, p. 238-239). 
Within a person-centered approach a counsellor will provide the client with the core conditions, these core conditions are empathy, unconditional positive regard and congruence. A counsellor will put aside their own experiences and will respond to the experiences of the client, this is known to be very powerful within the therapeutic relationship as a counsellor will experience the thoughts and feelings of the client. With unconditional positive regard a counsellor will hold values towards their client by being warm and accepting, the counsellor will be real to themselves and towards their clients (Mearns and Thorne, 2013). These are known to be the main characteristics to facilitate an environment for the client where actualisation and growth may occur. The process that the clients make during person-centered counselling is having the ability to become more open to their experience, therapeutic growth will develop which in turn will help the client to increase their awareness of denied experiences and allow them to see their world in a different manner which may lead a client to change their behavior and recognise themself (McLeod, 2013). With the core conditions relational depth may occur and a client may choose to respond to the counsellor. A client may experience relational depth by expanding their therapeutic space and becoming more congruent with themselves and their experiences (Mearns and Thorne, 2013). Counselling may support clients with anxiety related issues by providing a space where they are the focus and they have an opportunity to talk and explore in a way that is effective for them (McLeod and McLeod, 2011). Feedback within research has provided some evidence that clients felt talking therapies were helpful by allowing them to explore their feelings and by making them more aware of their experiences with anxiety (Glock, 2018, p. 238-239).
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