Student Number: 9122925
Course Title: Counselling Skills
Course Code: ECCS6001
Module Title: Reflective Practice 
Module Code: ECCS6002
Module Leader: Andrea Williams 
Submission Date: 04/12/2021
Submission Deadline: 06/12/2021
Word Count: 3,603 
















Critically reflect on your own values and beliefs and consider how they may be at odds with a professional code of Counselling practice (such as the BACP Ethical Framework)

What follows is an attempt to consider how the authors own values and beliefs may go against those championed in the British Association for Counselling and Psychotherapy Ethical Framework. There will be description of the authors understanding of reflective practice within both counselling and healthcare with particular attention to how reflective practice includes self-awareness. Wareing’s 2017 Me, My, More, Must model is then introduced and there is some discussion of where it lies in comparison to other models used for reflection within healthcare. The author then uses the model to describe a particular event which demonstrates both the model, and how the authors own values were in juxtaposition to those described in the BACP Framework. Finally, there is a critique of Wareing’s model and what the author, as a healthcare professional, feels is missing from the model. 
Reflective practice is key in both the authors' full-time employment as a mental health nurse as well as counselling skills. Reflective practice involves analysis of events and emotions, of values and assumptions and attempts to offer new perspectives. Greenwood (1998) highlights the differing opinions on the number of elements involved in reflective practice. Schon’s seminal work suggests that there are two different elements within reflective practice: reflection-in-action and reflection-on-action (1983). However, many writers since this work have suggested that Schon’s work is too heavily focused on the singular event. 
These new perspectives are brought about by researching theory and questioning personal and cultural assumptions (Hawkins and Showett, 2008). New perspectives can be used to solve problems; furnishing the practitioner with new tools for if, and when, a similar problem occurs, or they can lead to greater self-awareness and self-discovery within the practitioner. 
Reflective practice can involve adhering to comprehensive models or frameworks to evoke new perspectives or it can be less formal, involving free writing or journal keeping. Kondrat (1999) distinguishes between three separate areas within reflective practice; 1) reflective self-awareness paying particular attention to how the practitioner is aware of her own values and beliefs and to what extent those influence our interaction with our client – how congruent we are with own ‘espoused theories’. 2) Reflexive self-awareness; how our life's experience and cultural background affect how we interact with our clients and finally, 3) Critical reflexivity how social concepts and constructs influence our own values and beliefs. Fook (1999) believes that although practitioners are influenced by social, cultural, and historical factors; this is not something to be ashamed of nor try to diminish or ignore. In fact, reflexivity, encouraging the practitioner to be aware of these influences improves the practice of counselling or psychotherapy. 
The author is primarily works in healthcare and thus her own reflective process is heavily influenced by models such as Gibbs' or Johns’. What distinguishes reflective practice in nursing and reflective practice in counselling is the importance of the practitioner's own sense of self in the latter (Rosin, 2015). Within nursing education, reflective practice focuses on the pursuit of knowledge attainment through research or experience; it encourages the amalgamation of theory and clinical practice. Influenced by Benner’s much quoted and misunderstood ‘Novice to Expert; (1984) the practitioner is a blank slate whose purpose is to question their practice based on knowledge gleaned from outside sources 
Originally developed as a de-briefing sequence (Middleton, 2017) Gibbs’ model of reflection, often used within nursing education, encourages the user to search for answers to the problems posed within the event, however, does not encourage the user to challenge personal assumptions or values (Finlay, 2008). It assumes the nurse, or nursing student, lacks knowledge or experience and ignores reflexivity all together. The authors own experience of reflective practice used in the workplace includes a brief reflective exercise completed post-medication error. One question asks, ‘what was happening just before the event?.’ This question marks a move away from more traditional reflective models as it introduces the importance of the mood in which an event takes place. Counselling skills models of reflection go one step further, not only do they consider the mood present but the internal make-up of the practitioner which influences the mood. In short, these models are more complex, less superficial and encourage double loop learning or simply foster better self-awareness. However, within humanistic counselling, heavily influenced by Carl Rogers work, the practitioner is encouraged to reflect upon their own, already well-established, beliefs, motives, and ethics. This self-reflection encourages the sought-after congruence needed to be an effective practitioner. 
Wareing’s new model Me, My, More, Must appears to bridge the gap between the blank slate nursing student and the more complex counselling practitioner. Its inception, borne from catastrophic failings within NHS trusts, sought to fill gaps left by previous reflective practice models by questioning not just lack of knowledge or experience, but deeper, questions surrounding the complex internal values of staff. In doing so, it also highlights how one's own value system is not fixed; conditions of work, stress and the atmospheric mood can destabilize these values. Wareing acknowledges that the fall-out from catastrophic failings of care prompted NHS trusts to develop their own core values which are often emblazoned across trust websites and absorbed into the interview process for employment. These core values, though different from trust to trust, are all synonyms for the 6 ‘C’s within healthcare; care, compassion, competence, communication, courage and commitment. They do not differ from the BACP list of values (see appendix!) yet if one was to nitpick; the healthcare values are relational; make sense only in the context of others. Whereas the BACP list of concepts can exist solely in the individual; namely ‘wisdom, identity and humility’ (BACP, 2018).
What follows is an example of the use of the Me, My, More Must model (see appendix A) in which the author identifies an event which brought into question her own values in relation to those of the BACP framework. The first person narrative follows the model formula as set out in the appendix and then there is a discussion about the various ethical concepts (drawn from the narrative) in relation to the BACP framework. 
ME I am a mental health nurse who started her career in her late thirties. Reasons for this include my own struggles with mental health issues; namely addiction. Growing up my father was alcoholic and this caused pain and discomfort in family life. However, my father was a loving, kind and good man with an illness. Because of this, I am non-judgmental and believe that it is possible for one’s life to turn around even if we sometimes believe we are bad people. I am a mother of a young child who I had in recovery from addiction; my child has never seen me drink alcohol. 
MY Not long ago I nursed a patient (Bee) who was the same age as me who had a child the same age as mine. Bee had a diagnosis of antisocial personality disorder which is categorized by an inability to control one's emotions but, relationally, is “Someone [who] will typically be manipulative, deceitful, and reckless, and will not care for other people's feelings.” (NHS, 2021). Because of these characteristics, Bee was difficult to nurse. Most of the teams time was spent taken up with Bee’s demands, threats to hurt herself if she was not given medications or property (self-harming or suicidal patients are searched and dangerous items removed on admission) threats to hurt staff, threats to sue staff. Despite mine and my colleagues best efforts to try and get Bee to understand that I could not give her my undivided attention as there were other patients, Bee was indifferent to other’s needs. In one instance when I was extremely weary of her demands and threats, Bee declared ‘if you don’t give me my fucking nail scissors, I am going to kill myself when I get home’. Unthinking, I responded with ‘what about your son?’ to which Bee stated ‘I don’t fucking care about him’. I was horrified. My initial feelings were of near absolute disgust for Bee and I felt I could no longer find any remaining positive attributes. My gut feeling was one of complete loss of hope for this woman and deep sadness and concern for the young child. 
MORE: Later, my feelings became more shame at myself for using the child as a weapon to try and illicit some humanity or shock in Bee. My aims at trying to get her to acknowledge her caring attributes had failed. Not necessarily because she had no caring side but because she was in a state of high emotional arousal (a symptom of personality disorder) and what she said did not necessarily have any truth in it. I later rationalized that most people say things they do not mean when in a state of high arousal. I considered myself a non-judgmental person because of my own shame and my father's shame for being alcoholics however, because we were both always kind and caring and love was never questioned; I could not fathom how someone could ever say they did not care about their child. As per policy, I made a safeguarding referall to local authority regarding Bee’s son. 
MUST: I had a non-judgmental character. However, this experience suggested that my own non-judgement was dependent on certain characteristics; provided one was never mean or unkind, then behaviors could be explained away. My emotional response of shock and horror to Bee’s meanness involved little or no reflection-in-action. A plan would include an increase in knowledge surrounding personality disorders including patients own perspectives, a deeper look at the culture of nursing on acute mental health wards and the responses to personality disorders.
The BACP Ethical Framework states there is a commitment to “enhancing the quality of professional knowledge and its application” (page 8, BACP, 2018). However, it is well documented that mental health nurses and other mental health professionals have negative attitudes towards patients diagnosed with personality disorders (Deans & Meocovic, 2006; Sheehan, Nieweglowski and Corrigan, 2016; Lamph, Baker, Dickinson, and Lovell, 2019). Despite the acknowledgement that personality disorders are diagnosed mental illnesses, opinions still dominate in mental health wards, training on personality disorders and how best to approach them still lacks in nursing training.  Bodner, Cohen-Fridel and Iancu (2011) draw a distinction between different professionals noting ‘Our findings show that, in comparison with psychiatrists and nurses, psychologists had less antagonistic judgments toward BPD patients...we speculate that this finding derives from the psychologists' attempt to accept, empathize and understand patients as opposed to the authoritarian and limit-setting styles of the other professions’ (page 553). While the author acknowledges that nurses have limit-setting styles (such as the case with Bee and dangerous items), this does not negate the fact they too attempt to accept, empathize and understand their patients. However, and this is something that Wareing's model also ignores, is that often some professionals are bound by other constraints that other professionals are not. A psychologist or a psychotherapist has a clear-cut period in which they can give the entirety of their time to that person, a nurse or a psychiatrist cannot give themselves entirely to intense work environments. The author’s event describes question to Bee in regard to her feelings toward her child was, though not faultless, borne of tiredness and exasperation from not being able to give her time fully to understand the patient. The author suggests that the ethics and values of a professional are dynamic, that pressures from other areas (time, staffing) have an impact on the potency of those values at a given time. 
The BACP states there is a commitment to ‘appreciating the variety of human experience and culture’ (page 8, BACP, 2018). The author is guilty of forgetting that her own life experience was different to others. Although her own experience led to what she believes to be positive personality traits (non-judgement), there remains other experiences where suffering and pain give birth to more unpleasant personality traits and more destructive coping mechanisms. Bolton, (2014) remembering the Laming report after the death of Victoria Climbie, notes that Victoria’s social workers were unable to identify the obvious signs of abuse because they had developed their own coping mechanisms of working with difficult clients by protecting themselves. They literally stayed away from the family due to fear of the unknown (Fergusun, 2005). This suggests a notion of ‘us’ and ‘them,’ of ‘other’.  Carl Rogers believed in basic goodness of humankind, that any deviation from that goodness was the result of society and culture (Rogers, 1957). Rogers and May famously disagreed on this point. May suggested that it is the good and evil in humanity which impacts on society and culture. The BACP Ethical framework appears to agree with Rogers’, in that it testifies to an "endeavor to demonstrate equality, value diversity and ensure inclusion for all clients” (page 23, BACP, 2018) The authors own disgust at Bee is another example of an unwillingness to understand the ‘other’; a belief that there are some aspects of humanity which are abhorrent, non-understandable, evil, and thus something to be afraid of, something to not delve into; something to avoid.

Regardless of whether the case of Victoria Climbie was inherently evil or the result of trauma from society, all agree that there were failings to report and this resulted in the death of an innocent child. The BACP ethical framework states that “In exceptional circumstances, the need to safeguard our clients or others from serious harm may require us to override our commitment to making our client’s wishes and confidentiality our primary concern... In such circumstances, we will do our best to respect the parts of our client’s wishes or confidences that do not need to be overridden in order to prevent serious harm” (page 13, BACP, 2018). The authors own values wholeheartedly  agree with the above statement, however, it is in direct contradiction to the BACP’s other statement of “We will do everything we can to develop and protect our clients’ trust" (page 13, BACP, 2018). Furthermore, safeguarding procedures, which the author believes overrides the BACP ethical framework, do more than ask the professional to ‘respect our client's confidences that do not need to be overridden’. In fact, safeguarding procedures ask that as much information as possible about the client be given over the local authority/police, including address, home life, schools etc (Cwm Taf Morgannwg Safeguarding Board, 2021). In short, the brief sentence that Bee uttered ‘I do not care about him (my son)’ is not the entirety of the information handed over. Furthermore, the author, in agreement with Carl Rogers, believed that the statement was uttered in a state of arousal borne from frustration and pain brought on by society’s trauma and not the actual beliefs of Bee. However, this would be a poor argument for non-disclosure when facing an inquiry into the abuse of a child. 
What follows is a critique of Wareing’s model as a tool to reflect on one’s own values and ethics in comparison to the BACP framework. There is direct comparison to Gibbs’ model due to its ubiquity within healthcare, the author’s workplace. Wareing’s model differs from those gone before it within healthcare as it forces the user to look at their own identity. Rather than simple ‘self-indulgent navel gazing’ (Finlay, 2008) in which the user can pontificate about their moral high ground through abstract concepts, Wareing asks where your values and ethics come from. This is done through direct questioning and the examples given in the article also direct the user to think about their background (See appendix A and Wareing, 2017). The author was prompted to look at her own background and question where her own morals and ethics come from; namely experience. Wareing’s model is noncritical; it implies that our values come from experience but are not limited to our life's experience up to that point. Wareing’s model, like Gibbs, also highlights the role others can play in our reaction to events, but goes one step further and asks  ‘What concerns do I have about other people involved in this experience? And asks who I am but also; who I am today – to whom, who am I to my colleagues; what forces are at play on my values today, which is extremely important when working in a team and Wareing acknowledges this; asking which of our ‘many selves we use’ (Simon & Chard, 2014). The author believes that Brookfield (2017) has an even more useful model for reflection which is linked to this, the Lenses Model. Brookfield assert that we should use four different lenses when reflecting on a critical incident; the practitioners own autobiographical lens, the lens of the ‘leaner’ (or in this case our clients), the lens of theoretical knowledge and finally, the one which the author is most interested in, the lens of our colleagues. By acknowledging how our colleagues can influence our practice; there is suggestion that our values-based practice can be influenced by outside sources – not always positive. 
Unlike Gibbs’ and other models used in healthcare; Wareing and Brookfield do not focus solely on how reflection can improve clinical practice but how reflection can improve the practitioner's self-awareness which, in turn, further improves practice by facilitating congruence – something which Rogers suggests practitioner strive for to facilitate change within the client. Brookfield acknowledges how we are influenced by our colleagues – indeed encourages this. However, the author proposes a fifth lens; the lens of the institution. Despite this nod to how others may influence our practice, Wareing’s model remains overly conscious on the values of the individual; borne of failures within healthcare; the Franics report nods toward the ‘culture’ and ‘demands’ within the hospital setting but places the responsibility on the individual “morale was low and while many staff did their best in difficult circumstances, others showed a disturbing lack of compassion towards their patients" (Francis, 2013) Roberts & Ion (2014) are even more damning suggesting the moral failings of Mid Staffs were the result of unthinking, rationalizing individual practitioners; suggesting that this ‘unthinking’ had become habituated. This implies that the individual can change their own values and ignores how these values are fluid when outside forces impress upon them. Wareing’s model does not ask ‘am I being asked to/ expected to carry out my job within outside of my ethical framework? Why not?’ Rather shockingly, Wareing, using Ardent (1992) compares the failures of care at Mid Staffs to German citizens during the Holocaust (those who did not speak out); Ardent argued that ‘ thinking was not a prerogative of the few as everyone possesses the faculty to think and that the disposition for authentic thinking should act as a corrective against the instrumental, rule-governed rationality which leads to disengagement’ (Wareing, 2017, pp pp.268-279). Which appears to be blaming the individuual for not standing up to those managers above them, who are somehow quite forgiven for their failures to carry out their duties with morality. If one were to continue with the shocking comparison to the Holocaust; Primo Levi, concentration camp survivor, states that “The holocaust proved that morality is adaptable in extreme circumstances. Traditional morality ceased to be so within the barbed wire of the concentration camps. Within the camps, prisoners were not treated like humans and therefore adapted animalistic behavior necessary to survive.” (Piccirillo, 2010 p 68). The author suggests that the heavy load of morality burdened on the individual healthcare worker ignores those stresses and strains which exist within healthcare, staffing, time. 
Jenkins (2013) suggests that the need to strive for NHS Foundation Trust status may have influenced policy and decision makers within the Mid Staffordshire Trust. Peter Jenkins also states that there are big differences between the counselling and psychotherapy disciplines and nursing and medical professionals; that the need to avoid the moral failings of Mid Staffs in Counselling and Psychotherapy (Bond, 2015) influenced the BACP Framework. Jenkins argues that the NHS’ fear of litigation, risk averse bureaucracies influence their values and, in turn, those of the Counselling and Psychotherapy professions. This, stifles research and thus, the profession and, ultimately, the care of client (Jenkins, 2013). The author is inclined to agree with Jenkins, especially given her own experience with Bee. The author acknowledges that her own fear that Bee would make a compliant, litigate, hurt herself or the child and that the author would be to blame, forced the author into making a potentially harmful and judgmental statement ‘What about your child?’ Had the author been given appropriate time, license to explore Bee's feelings about her child, license to challenge Bee on her feelings then perhaps it would have been a better outcome. Instead, the Wareing model suggests that the author was wrong because of her own background, values, and judgements rather than those impressed upon her by a time poor risk-averse structure. 
To conclude, the author is satisfied with the use of Wareing’s model within healthcare; it is useful when assessing a critical incident and how one's own feelings influence the outcome. However, it is the suggestion that personal values, rather than time critical feelings, are to blame for poor outcomes which prompts some rebuff from the author. To suggest that the responsibility lies within the individual and not the institution is incorrect; being aware of how structures influence our values and practice is not enough; an individual cannot rage against and minimize those influences alone. 


APPENDIX A: Wareing’s Me, My, More, Must Model 
1. Me Who am I? What values are important to me as a person? What values are important to me as a healthcare worker? What do I need in order to feel confident at work? What decreases my confidence at work? What enables me to be able to practice effectively in a clinical or therapeutic area? What prevents me from practicing effectively in a clinical or therapeutic area? 
2. My What are my thoughts and feelings regarding this learning experience, situation or incident? What concerns do I have regarding myself? What concerns do I have about other people involved in this experience? Who can help me make sense of this experience or situation? What impact have my values had on the people involved in this experience? What impact has my level of confidence had on how I have practiced during this experience? In general, what have I learnt from this experience, situation or incident? 
3. More What questions have been generated from this experience, situation or incident? What ideas have been generated from this experience, situation or incident? What has surprised or puzzled me about this experience, situation or incident? What do I need to find out more, as a result of this experience, situation or incident? 
4. Must What must I do now to identify my learning needs? What must I do to identify my learning goals? Who must I speak to, to assist me in creating a learning or development plan? What must I include in the plan? What values must I explore in order to become the healthcare worker I wish to become?
Wareing, M., 2017. Me, my, more, must: a values-based model of reflection. Reflective Practice, 18(2), pp.268-279.
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