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Critically discuss how a psychotherapist works with body dysmorphic disorder (BDD) within the paradigm of a medical model. Explore the tensions that might arise from a humanistic therapeutic perspective. 
Synopsis

This paper will focus on the treatment of children and young people suffering body dysmorphic disorder (BDD) within a medical model, considering the role of a psychotherapist working for the NHS (National Health Service). Tensions between the role of therapist versus medical treatment will be explored, considering resources available and interventions and strategies in place within the NHS. The treatment and strategies employed during evidence-based cognitive behavioural therapy (CBT) with or without SSRIs (Selective Serotonin Reuptake Inhibitors) will be critically discussed, including medication side effects and the impact of this on the therapeutic relationship. Government policies and National Institute of Health and Care Excellence (NICE) guidelines will be critically discussed and variations between NHS services and resources available in England, Scotland and Wales will be compared. Research collated from relevant journal articles, Government policies and national statistics will be included to provide a critical assessment of how patients suffering from BDD receive treatment and its’ efficacy, within the medical model in the NHS. The values and beliefs of an NHS psychotherapist will be discussed, considering their own wellbeing and fitness to practice.

According to Gov.uk (2020), World Health Organisation (WHO) (2018), and National Health Service (NHS) (2020a), mental health is associated with both mental and psychological wellbeing and can be defined as having a positive state of mind, feeling safe and able to cope, whilst sharing a sense of connection with people and communities. However, mental illness can be characterized as having abnormal thoughts, behaviours and emotions that negatively impact on individuals and their relationships with others (Gov.uk, 2018: NICE, 2019a). As highlighted by Dahlgren and Whitehead’s (1991) model, social determinants such as; environment, economics, poverty, age, gender, where you are born, social policies and employment are influential factors of both physical and mental health, emphasizing that social positions are relational to individual’s wellbeing (Gov.uk, 2017). Therefore, individuals living in deprived areas, unemployed or earning low income are more prone to ill health than those least deprived (Gov.uk, 2017: Gov.uk, 2018). According to *** over 30% of the UK population live on low income and over 74% of children live within lone parent families. Life expectancy is markedly lower for those living in deprived areas, resulting in males dying 9 years earlier and females dying 7 years earlier than those not suffering from social and economic depression (  ). There are over 6000 suicides per year in the UK which is the biggest killer of men up to the age of 49, with men making up over three quarters of this figure (   ). *** states that social determinants influence mental health due to poor standards of living, ill health and reduced life expectancy and results in 1 in 6 being affected by mental illness every week. Mental illnesses can be divided into seven main categories: psychotic disorders, eating disorders, trauma- related disorders, mood disorders, anxiety disorders, personality disorders and substance misuse disorders, however, comorbidity of other disorders such as depression and anxiety is prevalent (OCD UK, 2020). BDD is closely associated with obsessive-compulsive disorder (OCD) and individuals frequently suffer from a comorbidity of anxiety and depression as a result of feelings of shame and embarrassment (  ). 
 
According to ** 0.5%-0.7% of the UK population suffer BDD, girls are particularly affected with 1 in 20 aged between 17 and 19 years.  However, BDD is not a gender specific illness with 0.7% of males suffering particularly from muscle dysmorphia (  ). Causation of BDD is linked to three areas; environmental factors, genetic disorders and brain abnormalities and is closely associated with OCD (  ). ** argues that due to the nature of the illness revolving around feelings of shame and embarrassment, the actual percentage of suffers in the UK will be significantly higher. Individuals suffering with BDD have negative perceptions of one or more parts of their bodies, that are often not noticeable to others (  ). The most commonly perceived flaws tend to be the face, complexion, wrinkles, nose and hair (  ). BDD sufferers constantly think about these features and conduct repetitive behaviours such as mirror checking, seeking reassurance and grooming, on average for between 3 and 8 hours per day, which impedes on their social functioning and relationships (  ). Social situations are avoided including attending school or work due to the embarrassment, shame and guilt associated with their perceived flaws. Their perfectionist tendencies limit time being seen in public and often lead to seeking cosmetic procedures in the hope of ‘fixing’ their flaws (  ). According to ****repetitive behaviours such as grooming are a coping mechanism developed to reduce stress levels, however this is only short term and ritualizing behavior coupled with heightened anxiety soon returns (  ). ** states that suicide ideation and attempts are particularly high with BDD sufferers as the comorbidity of anxiety and depression often leaves individuals feeling helpless and unable to share their feelings with friends and family. Concerns regarding the use and influence of social media, such as Snapchat and Instagram on self-objectification are integral to the causes of BDD. Doctors have found that individuals want to look like their filtered self-images and are losing sight of their true realistic body image (  ). These findings are so common among adolescents that the phrase ‘Snapchat Dysmorphia’ has been coined, raising fears for the mental and physical wellbeing of today’s children (  ). ** argues that BDD sufferers are seeking cosmetic procedures to ‘fix’ their perceived flaws and instead of being advised to seek GP’s (General Practitioner) guidance, their fragility is being taken advantage of resulting in unnecessary procedures going wrong and resulting in body defects. Medication may be required to alleviate the pain caused by medical errors and often, BDD sufferers turn to unqualified beauty consultants to carry out Botox fillers which may lead to more harm. ** raises another significant point regarding the dangers of cosmetic procedures, that BDD sufferers repeatedly look to surgery to ‘fix’ their flaws as their need for perfection is endless and as one supposed imperfection is corrected, individuals refocus on another so-called flaw.  

Individuals experiencing symptomatology of BDD initially engage with a GP where they would then be referred to a multidisciplinary service such as CAMHS (Child and Adolescents Mental Health Service) for a psychological evaluation and diagnosis (  ). However, due to the comorbidity of BDD with anxiety and depression, this initial appointment may not allow the patient and GP adequate time to discuss the symptoms in depth, resulting in misdiagnosis (  ). The average appointment time for a GP and patient in the UK is seven minutes, therefore GP’s often work under severe time constraints and may be hindered from discussing the patients symptoms and experiences at length (  ) ** states that doctors mistake normal human conditions of sadness for anxiety or depression which can result in patients being misdiagnosed and offered unnecessary medication with possible harmful side effects. Waiting lists within the NHS are notoriously long due to budget cuts and a lack of trained specialists. Frith (2017) claims over 26% of children and young people referred to mental health services in 2016-2017 were declined as a result of criteria ineligibility due to thresholds being too high. It is suggested that thresholds are purposely designed to limit patient in-take to account for lack of capacity due to limited funding and resources (  ). During 2016-2017, 147,000 children and young people were being treated within NHS mental health provision, however, 52,500 referrals were declined without any further interventions or specialist advice recommended (  ). Another salient point regarding mental health referrals is that bureaucratic difficulties hinder the process and lead to errors in paperwork completed by GPs and teachers. *** claims that training is required to ensure that those making referrals understand the requirements to limit the number of patients deemed ineligible. On average, NHS children and young peoples’ mental health service waiting times are 33 days for an initial assessment and the commencement of treatment is a further 65 days, however there are variations of between 5 to 112 days (  ). According to Frith (2017), information regarding mental health services’ waiting times is not readily available due to the Freedom of Information Act and transparency regarding NHS performance should be in the public domain.  Although the title of this paper requires a critique of a psychotherapist’s experience of working within the NHS, the difficulties highlighted in children and young people being referred via GPs is clearly problematic and requires urgent attention. Unnecessarily prescribed medication may negatively impact on the therapeutic relationship between patient and therapist, due to side and withdraw effects which in-turn prolongs the individuals suffering (  ). 

Although NHS mental health services vary throughout the UK, from England, Wales and Scotland to individual regions, it is widely agreed that evidence-based exposure and response cognitive-behavioural therapy, alongside SSRIs if required, is an effective treatment plan for BDD (   ). However, limited research has been carried out into BDD specifically and sufferers are treated similarly to those diagnosed with OCD (  ). Currently, there have been limited twin studies conducted into BDD and no in-depth brain imaging or neurophysiological research, yet SSRIs have a positive effect on patients, indicating abnormalities with brain chemical levels (  ). The diagnosis process can be lengthy and involves an initial NHS mental health assessment, carried out by either a psychotherapist, social worker, psychiatrist, specialist pharmacist or mental health nurse to create a whole picture and ascertain symptoms, personal experiences, thoughts and feelings and general physical health. According to the NHS ethos, a multi-agency collaborative approach is deemed to be most effective and aims to cut waiting times (  ). However, *** argues that BDD patients are not always seen by specialist trained staff and not ready to engage with meaningful conversation in talking therapy. According to Prouty (1994) patients who are low functioning and out of touch with themselves will not benefit from talking therapy as the therapeutic relationship is essential to a successful outcome. Nevertheless, CBT is a very effective treatment, allowing patients to replace negative intrusive thoughts and self-defeating behaviours with positive ones. The therapy enables BDD sufferers to manage their behavior on a daily basis, reduce stress levels and improves issues of low self-esteem through a course of CBT treatment lasting an average of 6-12 weeks (  ). It can be effective within hours and 1 to 3 months follow up assessments provide evidence of short-term effectiveness. However, although the patient must be willing to work alongside the psychotherapist and be committed to the process, CBT is not suitable for individuals with learning difficulties or complex needs. The psychotherapist also needs to involve the patient’s family and friends to ensure the therapy is successful which can prove difficult if the individual does not want others engaged in the process. These frustrations may be coupled with the complexities of working with individuals on medication. Online cognitive-behavioural therapy for the treatment of BDD in adults has been available in Sweden for several years and is currently being trialed in the UK (NICE, 2019). The outcomes are positive as treatment is deemed as effective as face to face therapy, whilst increasing the availability of therapy for those with social phobia and diminishing travel inconvenience for patients living further afield. Although cost implications are not reduced, more staff would be freely available in practices, hence, waiting times in the NHS would be reduced (  ). Staff would require initial training but there would not be additional costs to sustain the online service. While there are clear benefits to this system of treatment, BDD-NET is not suitable for patients with learning difficulties and the lack of a face to face therapeutic relationship may reduce the long-term effectiveness of this programme. 
 
SSRI’s are often taken by those suffering from moderate to severe BDD as any anxiety or depression needs to be reduced before CBT can take place. The downside of this is that the medication may produce various side effects (  ). SSRIs or clomipramine are prescribed for those over 18 years of age and deemed too powerful for younger children due to the risk of suicide ideation whereas Fluoxetine is most commonly prescribed for those under 18 years (  ). However, medication can take up 3 months to become effective and during that time, patients may endure; agitation, anxiety, headaches, insomnia, sickness and in some cases, suicide ideation (  ). Therapists working in the NHS must expect to work in conjunction with the biomedical model and be prepared to develop a therapeutic relationship with patients on prescribed medication which may be challenging. Therapists must be aware of their own values and beliefs and be conscious of any negative connotations they may bring to the relationship. Thoughts regarding their own previous experiences of prescribed medication, whether they themselves or family and friends used medication, may cause bias when working with their patient (  ). It is necessary that the therapist is aware of how medication can significantly impact the relationship and to ensure they are knowledgeable regarding possible side and withdrawal effects. SSRIs can induce feelings of sadness, anger and fear, whilst clouding patients feelings and hinder their ability to connect with emotions relating to past experiences (  ). Individuals may experience loss of memory, find it difficult to focus and be unable to retain valuable insights, in addition to a lack of motivation, not take responsibility for themselves and become extremely passive (  ). Although this is not an exhaustive list of side effects, the therapist must be aware that the patient may exhibit a selection of these behaviours, thus making it challenging to build a therapeutic alliance with the individual. Therapists working within the NHS must be prepared to work with prescribers and be able to ensure their own knowledge of drugs is up to date to ensure they are confident to offer any information required to the patient. However, differentiation must be clear between advising and offering fact based, scientific information. According to British Association of Counselling and Psychotherapy (BACP) (2018), therapists have an ethical duty to ensure clients give informed consent for therapists to discuss meetings with prescribers and have complete client autonomy regarding decisions they make regarding medication they take. Therapists must always be accountable, demonstrating congruence with their client to ensure the therapeutic alliance continues to develop in an open and honest manner (BACP, 2018). According to The British Psychological Society (2019), therapists must be aware that patients may be overwhelmed by being, so-called, ill due to taking prescribed drugs, hence, compounding their feelings of vulnerability. 

Efficacious diagnosis is imperative to ensure individuals receive appropriate treatment and interventions whilst gaining access to suitable services and resources, however, classification criterion of mental disorders often varies (OCD UK 2020). There are two main diagnostic manuals of mental disorders used globally, ICD-10 (International Classification of Diseases) and DSM-5 (Diagnostic and Statistical Manual of Mental Disorders), the aim of which is to promulgate mental health disorders and improve efficacious classification and diagnosis (WHO, 2020a: 2020b). These manuals generally compliment each other, however variations in the criterion of certain mental disorders can impact on the correct treatment of clients, jeopardizing the development of a therapeutic relationship between patient and therapist, their wellbeing and possibility of recovery (OCD UK, 2020). The World Health Organisation’s (WHO) ICD, has been refined and updated over recent decades and is based on international collaborative research conducted in over 40 countries (WHO, 2019). Research and refinement of the current ICD-10 began in 1983 and was finally endorsed in 1990, however the updated version ICD-11 was released in 2018 and will be available for use in 2022 (WHO, 2020a: 2020b). However, the DSM-5 which is published by American Psychiatric Association has tenuous links with pharmaceutical companies and raises concerns regarding conflict of interest (  ). According to Grohol (2018), 16 of the 28 task force members are closely associated with pharmacological companies, which raises questions regarding their motive and integrity. Further criticisms raised are of challenging data, which is difficult to interpret and use, the introduction of ‘new’ mental disorders which lack scientific evidence and the broadness of existing diagnosis (Grohol, 2018). Ralph (2013) states that a lack of clarity and distinct boundaries between disorders unnecessarily complicates diagnosis and leads to disparity of comorbidity disorders which impacts on the patient receiving the correct treatment. Within the ICD manual, BDD has been redefined and moved from Hypochondriacal disorders to Obsessive-Compulsive-related disorders and divided into two subcategories; BDD with fair to good insight (code 6B21.0) and BDD with poor to absent insight (6B21.1). However, the DSM-5 has three subcategories: good to fair insight, poor insight and absent insight/ delusional belief, resulting in a recommendation of differing medication (  ). Although a collaboration between pharmacology and CBT is known to be effective treatment, the strength of the prescribed medication may be unnecessary and harmful to the patient. Grohol (2018) suggests that normal human conditions such as an individual suffering bereavement, can lead to a diagnosis of depression due to their low mood, lack of appetite and insomnia. GP’s are under intense pressure to deal with patients quickly, often allowing only 7 minutes per appointment (  ). A lack of training in mental disorders and over diagnosis due to the broadness of certain criterion may lead to unnecessary prescriptions of serotonin reuptake inhibitors (SSRIs) anti-depressants, have a damaging effect on the therapeutic relationship between BDD sufferers and psychotherapist and has wider implications for NHS costs(  ). 

[bookmark: _GoBack]Within the United Kingdom (UK) inequalities are apparent in both social living circumstances and NHS funding in England, Wales, Scotland and individual regions (  ). There are several government mental health policies that intend to increase financial funding and improve services across all areas of mental health services, however, their targets are often unrealistic and fall short from improving accessibility and efficiency for its users (  ). Wales’ 10-year plan strategy ‘Together for Mental Health Delivery Plan 2019-2022’ intends to improve the accessibility and quality of all mental health services and provisions across Wales by employing a cross sector and governmental approach (Welsh Government, 2019). Although previous engagement with this ideal has been limited due to budget restraints, government policy makers agree that a whole system approach is required to make meaningful improvements and achieve an improved range of services that are widely accessible, whilst ensuring a high quality of psychological therapies for all ages. However, according to **, whilst 23% of the NHS activity is taken up with mental health, only 11% receives funding, emphasizing why there is a short fall in specialist trained staff, service provisions and interventions. The budget for mental health for 2019-2020 is £679million with an extra £20million for children and young people and a further £15million for those with learning difficulties, however, mental health is the largest area of expenditure in the NHS and the needs of service users are not equitable to the funding (  ). Matrics Cymru (NHS Wales, 2017) is based on the Scottish Matrix (NHS Education for Scotland, 2015) and England’s’ Improving Access to Psychological Therapies (IAPT) (NHS, 2020b), claiming to expand accessibility of mental health provisions, whilst improving the quality and experience for its service users. However, a streamlining of practices and staff training to enable the delivery of a universal approach ignores the uniqueness of individuals and has negative implications for therapists and clients (  ). Whilst Matrics Cymru clearly states these are cost effective measures, the strategy is unrealistic and does not take in to consideration the individual needs of clients and the pressure placed on therapists in developing a quality relationship within a universal approach (  ). NICE (National Institute of Health and Care Excellence, 2019a) offers evidence-based guidance on improving the quality and care of those suffering from mental health problems. Over 1 million mental health sufferers received psychological treatment between 2017-2018, based on NICE guidelines and this figure is predicted to rise to 1.5million by 2021 (  ). Early intervention is deemed critical to improve outcomes and reduce both waiting times and the financial burden placed on the NHS by inefficient service provisions (  ). The main aim of the Governments’ 2019 ‘The Long Term Plan’ which has evolved from the ‘Five Year Forward View for Mental Health’, is to transform mental health services and provisions by focusing on prevention, taking a more coordinated and proactive approach and being more differentiated for individual service users (  ). Gale (2020) states, London’s mental health spending is not adequate to meet the needs of patients and an extra £325million is required to match the average cost of each person, which is currently £178.82 per person. 
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