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This assignment is a reflective account of a client presented at supervision. The aim is to demonstrate self-awareness through critical reflection of my client work by addressing any issues that may affect the therapeutic relationship. The objective is to present these issues within supervised clinical practice and demonstrate the capability to manage appropriate professional relationships.
 
Supervision is an ethical  requirement of  the British Association of Counselling and Psychotherapy (BACP) (BACP, 2020) who stress that supervision is  essential to maintain good practice throughout the working lives of counsellors; while also providing continual, regular opportunities for reflection on all aspects of practice, to ensure safe, effective and ethical practice. Furthermore, supervision sustains the personal resilience of practitioners to enable them to undertake the work (BACP, 2020) 
However, The Seven-Eyed Model of Supervision (Hawkins and Shohet, 2012, p.85) define supervision as:  
“a joint endeavour in which a practitioner with the help of a supervisor, attends to their clients, themselves as part of their client practitioner relationships and the wider systemic context, and by doing so improves the quality of their work, transforms their client relationships, continuously develops themselves, their practice and the wider profession” (Hawkins & and Shohet, 2012, p. 60).
 I am a humanistic  student counsellor in placement at New Pathways (New Pathways, 2020), which provides  counselling  and support services for survivors of rape and sexual violence. My supervisor is also a counsellor at the placement and from the same modality as myself. We first met at my induction prior to me commencing client work where we exchanged contracts of supervision which included the expected roles and responsibilities of each other and the obligations to the organisation and the clients.  She explained that she used The Seven-eyed Model of Supervision (Hawkins & and Shohet, 2012) and how it worked in practice. 

I felt held by her, and I felt she could see my anxiety. She said she would be more worried if I was not anxious and that it was normal to feel that way.   She said to use the grounding techniques we had been taught in training before doing any of the paperwork with the clients, and we practiced breathing together. She said it did not matter if the assessment went over two sessions and that it was more important that it was safe and ethical. I felt I would not be afraid to disclose any concerns to her as she understood the pressure of the first assessment; and the organisation policies and procedures, although ultimately being safe and ethical was paramount. 

The client is a 64 year old woman attending her first session of counselling after waiting eighteen months following a No Further Action decision by the police to charge her alleged perpetrator with rape, due to a lack of evidence. She says she is very  angry at the police and the way they handled the  investigation; and also fears for her personal safety  as the alleged perpetrator lives near her home where the rape took place. She says she often feels suicidal and now feels the whole village is against her and believes the alleged perpetrator.

I say “that sounds very difficult” which sounds glib and Inadequate for what she has just said, although, I am struggling to get to the grounding techniques. I am thinking this is why it is best to have no agenda or plan for therapy.
 
I explain the process of grounding techniques; and ask her if she will fetch an object with her next time that reminds her of a  happy time that   we can use chat about  “to put the breaks on” whenever she might feel distressed. We practice a breathing exercise and then  she tells me her “happy time” is   of her childhood at her grandparents house and she will look for an item when she gets home. As she says she  now feels  calm I ask her about her suicidal thoughts and if she has made any plans to suicide and she replies “I have a noose in the back garden, I’ve had it up since the rape, it casts a shadow over the kitchen and it reminds me “lest we forget.” I am stunned and unsure of what to say next. 

I feel out of my depth at this point and know I am going to ring my supervisor when I get home, I am aware that I feel I do not have time to address this as I would like and I am afraid that exploring this further without adequate time, could be more distressing for her. I do however, say “well we’ve got eighteen weeks potentially to work together on how you feel about that, and we can start properly next week if you’d like to”. She says “yes definitely” and I feel re-assured that this is one thing that will help keep her safe. 

I carry on with the paperwork and notice that the client is on anti-depressant and anti-psychotic medication and decide this is a potential opportunity to get additional support  for the client. I ask her when was her last appointment with her GP and she tells me over a year ago, which is also when mental health services signed her off. I ask her if she will try and get an appointment before our next session to let them know she has started personal therapy as some people can feel worse in the early stages. I ask her to let her  GP know how low her  mood is  and that she is experiencing  suicidal thoughts. 

I am thinking the GP may review her medication review and he can also refer her for the support of  mental health services if he thinks this is  necessary. He may also decide to check if there are any biological issues such as a thyroid abnormality that might  be contributing to her distress. The client says she has been meaning to for a while but has lacked the motivation. I remind her of the breathing techniques and the grounding object for next week and we conclude the session till next week.

 On ringing my supervisor she says  that what I have done as far as risk assessment  sounds adequate and that asking her to go to her GP herself was a good idea for all the reasons I stated and from the point of client autonomy. She highlighted that I was pointing her in the direction of self-care and to continue with this in our next session. She asked if I had recorded the suicide ideation in my notes and suggested I check this with her every session and record it accurately in my notes. She said there was an Applied Suicide Intervention Skills Training (ASIST) session coming up at New Pathways that she was attending as many of our clients often feel suicidal. I felt I would feel more confident from this training and I booked myself onto the  next available course. She suggested  that at the next session I  could ask the client draw the noose and bring it in to the counselling room for further discussion.

At our next session I suggested drawing the noose  to the client, and she said  she has been thinking about taking it down since we discussed it. She gave a big sigh and a sad smile although she looked relieved. After a long pause I asked her  “what would you like to do with the noose right now?” and she said “I’m going to take it down when I get home” and stamped her foot! I think she  felt she was taking control.

I feel here that I had accepted  the  supervisors  intervention  of drawing the noose to discuss it with the client, however, between session the client had been processing her own thoughts and feelings; and  through the collaborative effect of this and the use of  immediacy the client  took control of the situation. The client said she had been to her GP who had increased her anti-depressant medication and asked her to come back every two weeks. She said she could not believe that her GP cared about her enough to do that as they are so busy. 

I felt happy that the client felt other people cared about her and were checking on her wellbeing, although I was aware that an increase in medication could affect the therapeutic relationship as some people feel can be adversely affected. However, I noticed within myself  that the issue with the noose had disturbed me although it was in the process of resolving for the client; and so I used the  Interpersonal Process Recall (IPR) (Kagan, 1980) Inquirer leads, (Cashwell, 1994) as a means of discovering what it was and it went deeper than I first imagined.

What do I wish I had said to her?
I wish I had said that sounds like a very lonely place to be.
How do I think she would have reacted? 
I think she would have said it is but it is safer here.
What would have been the risk in saying what I wanted to say?
She might have knocked me back and said how would you know?
If I had the chance now, how might I tell her what I was thinking and feeling?
I would tell her I  am thinking that it must be so exhausting to be so afraid and  although I couldn’t ever possibly know exactly how you are feeling, I am feeling sad because I can see how hard this is for you to have to cope with alone and I’d like us to try and work together if you  want to. 
Were there any other thoughts going through my mind? 
Yes, I was thinking please do not, kill yourself before we have had a chance to work together.
How did I want her to perceive me?
I wanted her to believe I was professional and capable and that this was not my first ever client and session! 
Were those feelings located in a part of my body? 
I felt a tightness in my chest and throat
Was I aware of any feelings? Did they hold a special meaning for me?
Yes, I felt feelings of dread and Deja vu. I felt like I was choking like I was holding back words.
What did I want her to tell me?
I am not her. I am not going to do it.
What do I think she wanted from me?
I think she wanted me to understand her pain through her metaphor of the noose 
Did she remind me of anyone in my life?
Yes, my sister-in law who suicided with a noose of blue nylon rope, over twenty-four years ago after she was raped.

Following this extremely tragic revelation I took it to personal therapy as it is obviously something that needs to be addressed and that I have chosen to block out for many years until now. I will inform my supervisor at our next meeting however, as it is something that should be monitored and could potentially affect my clinical placement. Kagan (1980) believed that inexperienced counsellors often “feigned clinical naivete” and I suspect that subconsciously I was aversive to the clients metaphorical statement,  I wanted to keep a safe psychological distance from her (Cashwell, 1994)

Over the next few sessions, the client has taken the noose down, unravelled it and used it to tie back her roses. She says she feels she has turned something ugly into something beautiful. 

I feel that it was necessary to address this issue in  supervision, IPR and personal therapy;  and I am glad that I did pause that day and resist the temptation to apply my experience to that of the client. It is still with sadness that I will always think of my sister-in-law; although I often think that in experiencing my client, we are unravelling together and both in the process of creating something beautiful from something ugly.

In sum an issue  presented within myself  in my client work which  I took to supervision and  this issue involved a client who was suicidal. It was necessary to explore the  potential implications for clinical practice could be  through self-awareness and supervision. I feel that supervision for me is a positive experience, my supervisor models good practice and I feel supported and the relationship feels professional and therapeutic. I am not afraid to disclose any issues that I struggle with and prepare for supervision by writing lists of the things I want for my client, university, or placement. My supervisor will often suggest supportive reading or personal development training that would benefit my clinical practice and equally I will share material that I have found in university or from my peers. However, I do sometimes struggle with accepting that a client’s improvements are attributed to myself or identifying the positive therapeutic interventions I make. Despite this I am proud of the reviews I have had from my clients so far and of course my supervisor. 
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