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You are employed as a psychotherapist within a multi-disciplinary team in the NHS, working with clients with a mental health diagnosis. Critically discuss how you might work with a particular ‘mental illness’ within the paradigm of the medical model. Explore the tensions that might arise from a humanistic therapeutic perspective.
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This essay will focus on the work of an NHS counsellor who will be supporting an individual with Borderline Personality Disorder (BPD) within a multi-disciplinary team. Also known as Emotionally Unstable Personality Disorder (EUPD) in the International Classification of Diseases (ICD) by the World Health Organisation (WHO), this ‘mental illness’ belongs to a diagnosis of personality disorders and often presents itself with difficulties surrounding how you feel about yourself and others. There is little explanation as to the causes of BPD, however research has suggested an explanation of genetics and stressful or traumatic life events being a trigger point, with women being diagnosed more often than men. The diagnosis itself is broad and individuals often encounter different experiences about the disorder (Mind, 2018). Moreover, Mayo Clinic (2019) captures BPD as being a mental disorder that effects your ideas about your own image, having a series of unstable relationships and trouble when controlling your feelings and behaviours.
Parekh (2018) writing for The American Psychiatric Association coins the term mental health as the ability to operate in usual day to day activities such as work, relationships and cope with undesirable environments. It is the forefront of our emotions, feelings and is key to our relationships and contributions to society. Mental illness on the other hand involves the diagnoses of a variety of mental health disorders, whereby individuals’ emotions and behaviours are changed and where there is difficulty in socialising. With continuing research there are more available treatments for a variety of mental illness’ whether, it be through talking therapies, group support and pharmaceutical intervention, all of which will be explored specifically to BPD throughout this piece of writing (APA, 2020). As well as considering different treatments and their effect on the therapeutic relationship and support for BPD, there will be an exploration of any signs and symptoms displayed by the disorder. There will further be research into how it is diagnosed through the medical model and diagnostic systems. Moreover, there will be appraisals of differing psychological interventions and strategy models that may be applied through a multi-disciplinary team and a mindfulness about own therapist professional development, self-awareness and fitness to practise. With a consideration for all these points, there will be a weaved exploration of the tensions of working within this medical model as a Humanistic therapist.
The medical model seems to be central when working with mental illnesses and their treatment. The model is widely used by doctors as a tool in the identification of issues and their predicted outcomes through treatments. In short, it can be used as a guide to help people, in conjunction with other models in a multi-disciplinary team (Huda, 2019). Implying that the model uses a series of research informed factors to determine and categorise illnesses and thus pave the way for treatments, it seems that the model could be used alongside other models such as psychological ie. The Humanistic model, in order to create a multi-faceted treatment option for people. As we live in a complex society surely it would be deemed too simple to assume one framework will treat all. Freeth (2006) explores this tension between the medical model and person-centred approach of counselling by highlighting that the Humanistic modality delves into how individuals uniquely see themselves and focuses on their capabilities, rather than trying to define their behaviour and emotions. Although the medical model may be effective in diagnosing and categorising efficiently, the Humanistic approach does not look to define and categorise, rather explore it and allow the individual themselves to make their own interpretation and understanding. Recent criticism of the medical model standpoint pushes for the incorporation of individuals’ social and environmental situations as well as pure disease factors, introducing the biopsychosocial model. It is deemed useful for professionals to consider which factors are more presenting, whether that be social, rather than focusing on biological circumstances (Farre and Rapley, 2017). That being said, Borrell-Carrio et al. (2004) points out that this biopsychosocial model would only serve to better the medical model rather than replace it, as it provides professionals with an option to consider a wider range of factors, whilst still having the basis of a diagnosing system. This seems to tie in with the Humanistic approach to counselling as an NHS counsellor surrounded by the medical model of diagnosing would be able to encompass the diagnosis and the impact of this on the client regarding more holistic factors. 
According to NHS guidelines, symptoms of BPD can be assembled into four wide categories. These include; emotional instability which involve encountering strong negative feelings such as panic and rage. It is also not uncommon for individuals to suffer with suicidal thoughts and intense mood swings. A further category includes impulsive behaviour ranging from self-harm to activities like binge drinking, drug use and unsafe sex. A third category involves disturbed patterns of thinking, so hallucinations, upsetting thoughts and sometimes experiences of hearing voices. Finally, the fourth categoric symptom includes unstable relationships, involving behaviour such as consistently messaging a person and making harmful threats if that person were to leave the relationship (NHS, 2019). For BPD to be diagnosed, the Diagnostic and Statistical Manual of the American Psychiatric Association (DSM 5) states that five out of nine symptoms must be present, with examples of these symptoms being impulsive behaviour, recurrent suicidal behaviour and inappropriate or difficulty controlling anger. This diagnosis however is questioned as many of the symptoms transpire on their own just as often as they would together and classifying them as an ailment does not aid in our understanding of them (Personality Development Team, 2020).
By working as an NHS counsellor, there is an awareness that the client will have been through this diagnosing system in order to have received their label. The diagnosing of personality disorders involves grouping people into a category whereby traits of their personality have been condemned and disapproved of, which can understandably cause confusion and upset within that individual. This can lead to lower feelings about oneself and can sometimes cause separation and stigmatisation amongst society (Pilgrim, 2017). Similarly research conducted by Lam et al. (2016) found that when viewing video clips of patients talking about an “uncomplicated panic disorder”, clinicians had more negative perceptions on the patient when they had been informed of a BPD label whereas when clinicians were told about behavioural symptoms relating to BPD, their views were less negative. This suggests that it was the use of the label of BPD that caused more of a negative effect above anything else. Whilst this is important to consider, it is important to take your own beliefs into consideration, it is an objective experience and if you are not influenced by labels and their associated stigmas, the therapeutic relationship should remain intact. As a Humanistic psychotherapist, one of the main ethos’ is to provide your client with unconditional positive regard and allow them a non-judgmental space. Having said that, a diagnosis or label is sometimes the answer that a person has been searching for. Having low moods and confusing feelings can be troubling for people, therefore receiving a diagnosis can help elevate some of this tension as it provides an answer to these questions. This labelling furthermore creates a pathway whereby treatment interventions can begin, whether they be medical, psychological or social (Dohner, 2017).
There are a cluster of potential causes and risks of BPD and a knowledge surrounding these may be useful when seeking treatments. One cause is thought to be linked with genetic factors. Family studies involving twins have indicated that there is a high chance of inheriting BPD (Harvard Medical School, 2010) suggesting that having a close family member with BPD could increase future generation’s chances of acquiring the illness. Further causations stem from brain functions. Government publications have also shown that individuals with BPD have “structural and functional” brain changes in parts which oversee emotion control and impulsive behaviours. Although significant in understanding BPD, it is unclear whether these brain changes are factors that influence your risk of BPD or whether they are just a resulting factor of having BPD. Another risk factor that may increase the risk of developing BPD can be caused by cultural, social and environmental components. It has been discovered that those who have been in contact with traumatic life experiences such as abuse, neglect and hostile environments (National Institute of Mental Health, 2017).
When deciding on a treatment option for those with BPD, it is likely the National Institute for Health and Care Excellence (NICE) guidelines will be followed. These are evidence-based recommendations for health care. NICE acknowledge that it is sometimes difficult to diagnose BPD and often other mental health conditions which a person may have, go unnoticed. Although labelling is not ideal within Humanistic counselling, as the disorder is so complex, it is crucial that an accurate assessment tool is used to diagnose and help manage and treat BPD. In addition to recommending clinical and diagnostic personality disorder interviews from the DSM 5, NICE also recommends an International Personality Disorder Exam, a Personality Assessment Schedule and a Standardised Assessment of Personality as all tools to aid in the diagnosis of BPD (NICE, 2015). It is key that an individual with BPD is diagnosed correctly and that evidential tools are used in the diagnosing process as BPD is thought to be under-diagnosed. Fruzzetti (2017) points out that BPD is often missed due to the diagnosis requirements being so on par with many other mental health disorders such as Bipolar 2, depression and anxiety. Although those with BPD can have depression and so on alongside BPD, this focus on the other illness’ means that health professionals often focus on treating these illness’ rather than BPD as a whole. Supporting this, a study performed by Ruggerro et al. (2010) found that when researching the diagnosis of psychiatric outpatients using the DSM 5 clinical and structured interviews, individuals were more likely to be mis-diagnosed with Bi-polar Disorder rather than BPD, when displaying the criteria for BPD. As the treatments for these disorders will differ, it is worrying to contemplate how this would have affected those receiving the wrong treatment, that be medical or psychological.
As well as mental health teams and community support via nurses, social workers and more, the NICE guidelines predominantly recommend psychological therapies for the treatment of BPD and recognise that these options need to be flexible in order to meet the needs of people with BPD as it is so diverse.  It is advised that a year of therapy is best with the frequency dependent on each person’s needs and lifestyle. There is an awareness that the individual themselves should have the choice on what therapies they would prefer and how long these therapies should last, promoting patient choice on their mental health care. NICE have found by involving patients in choosing their health care plans, patients have felt included in deciding what path would best help them (NICE, 2015), which is predominantly the ethos surrounding Humanistic counselling as it is client led, making this a suitable modality for working as an NHS Humanistic counsellor within the medical model. A criticism of the NICE guidelines however, stems from the point that some of the guidelines evidence-based psychological treatments are small studies. It has been found that there has been only one trial in more than 50% of meta-analyses of psychological therapies (Laws, 2016). This calls into question the reliability of the guidelines, as it seems to not be a fair representation, especially as so many health professionals use these guidelines as a first point of call for the guidance of treatment.
Although the guidelines credibility has been called in to question, it does not cover the fact that they are trusted by many a health professional. As people have the choice as to what therapy they would prefer and the length, they can autonomously control their care, with the guide of professionals. Other than Dialectical Behaviour Therapy (DBT) being mentioned in the guidelines, they do not specify which therapy should be used, again allowing individuals themselves to make that informed decision (NICE, 2015). This also ties in within the BACP ethical guidelines of autonomy and allowing the client to have control over their own matters (BACP, 2019). It is therefore important to be mindful that as an NHS counsellor, you will be working amongst different professionals specialising in a variety of treatments and making yourself aware of them will be beneficial to the client. It is further important to work within the BACP ethical guidelines of working with colleagues and teams, whereby it is required that you have good communication and respect for other professionals in order to have the clients’ best interest at the forefront (BACP, 2019).
Through researching, it is evident that DBT, which is a form of Cognitive Behavioural Therapy, will be an easy to find treatment option. Using techniques such as mindfulness, emotion regulation – labelling emotions, distress tolerance and interpersonal effectiveness which involves teaching individuals relationship and social skills, DBT has been seen to be effective in the treatment of BPD symptoms such as self-harm and reduce the risk of hospitalisation (May, Richardi and Barth, 2016). This therapy, does however, have similar concepts to Carl Rogers’ Humanistic approach. There is a strong emphasis on congruence, active listening and reflection of feelings in both approaches, although the therapeutic relationship is treasured more in the Humanistic approach. DBT can be criticised for the way it encourages therapists to exhibit congruence and validation when the client demonstrates desirable behaviour and to do the opposite when the client shows undesirable behaviour as an attempt to regulate this behaviour (Quinn, 2011). Even though this is simply part of the therapeutic process, it almost seems as though the relationship is falsified unless the client displays positive behaviour.
If seeking alternative psychotherapies, it may be useful to look at the Welsh Matrics tables. Like NICE, the Matrics Cymru publishes evidence-based treatment options for various mental health illnesses. Whilst looking at BPD, many suggested therapies are Cognitive Behavioural Therapy (CBT) based. The reason why this strand of therapy is suggested is due to there being meta-analysis evidence that it is effective in the treatment of BPD (National Psychological Therapies Management Committee, 2017). It is not surprising that the NHS would suggest such a therapy, as CBT is a cost effective and efficient way of treating individuals, especially considering the amount of people needing support compared with the financial state of the NHS. Whilst it is believed that less than one percent of the population of Wales is thought to have BPD, it is one of the most recognised personality disorders (Time to Change Wales, 2020). Providing support for CBT in treatment options due to the number of people who require support, this does raise questions on whether this is biased due to tight NHS funding. 
A further strand of CBT based therapy recommended by The Welsh Matrics in treating BPD is Schema-focused therapy. This type of therapy focuses on one of the causes of BPD being early childhood trauma and seeks to adapt and process these emotions and coping strategies relating to the trauma. The aim is to change unhealthy thinking and behaviour and release anger (Salters-Pedneault, 2020). Aspects of schema-focused therapy resemble parts of Humanistic therapy, which prove useful to support the work of a Humanistic counsellor employed by the NHS. Part of the therapy focuses experiential techniques and places an emphasis on the client-counsellor relationship, which plays a big role in therapeutic change (Choi-Kain, 2017). Additionally, one technique of Schema-focused therapy is chair work. A technique that differs from CBT but shared with Humanistic counselling, this focuses on client emotions, raising them to the surface for the client to work with. The noticeable difference with this therapy compared to Humanistic emotion-focused therapy however is that the therapist uses their tone of voice to adapt to each emotion or past figure the client is portraying in order to restructure the emotion (Fassbinder et al., 2016). As a Humanistic counsellor, it would be more desirable to allow to client to work through the emotions themselves and act as a support, rather than a fuel for change.
Whilst it is evident that there is research supporting CBT, one therapy may not work for all and other modalities should be available. Emotion-focused therapy (EFT), a Humanistic approach to counselling, can be beneficial to those with BPD, although as with any therapy, it should be deemed appropriate for that individual person. Chair work can be useful to individuals with issues with self-worth. Using the core conditions of congruence, unconditional positive regard and empathy, a safe environment and strong therapeutic relationship can be encompassed to introduce chair work with clients to allow them a space to confront these emotions and experience them in the open, with the aid of the counsellor. Individuals with BPD may not be used to their emotions and feelings being validated; therefore, the therapeutic space provides an opportunity for them to air any hidden feelings and for them to be truly heard by the therapist (Pos and Greenberg, 2012). Additionally, exhibiting a safe, trusting therapeutic space with unconditional positive regard, the client will be supported to unveil their feelings of isolation and vulnerability, showing them that those emotions do not need to be feared and can be explored. The hope of this would be to encourage the client to look into these emotions, for them to seem more familiar and less confusing and distressing. These emotions can be brought to the surface through chair work in order to reflect and balance their feelings surrounding them (Pos and Palone, 2019).
On the other hand, when undertaking psychotherapy with a client with BPD, it is important to consider their individual needs. Neuroscientific research has shown that triggering the brains attachment system momentarily stops a persons’ ability to have an awareness of your own thoughts and feelings and prevents an understanding of what is happening within your mind, and that individuals with BPD are understood to have overactive attachment systems. As one symptom of BPD is unstable relationships and overattachment to another, it would be necessary to consider this when working with a client as to ensure they do not become over-reliant on you as a counsellor, which may also be difficult when trying to maintain a strong therapeutic relationship whilst still promoting  independency (Fonagy and Bateman, 2006). It would be appropriate to bring any concerns surrounding client attachment to clinical supervision to ensure you are working ethically and within the BACP guidelines.
Psychological treatments seem to be at the forefront for BPD with pharmaceutical intervention taking more of a secondary stance, so much so that an initiative called The Improving Access to Psychological Therapies for Severe Mental Illness hopes to provide more people with better access to psychological therapies for BPD (BACP, 2019).  There are mixed opinions on whether medication should be used at all and others arguing for a dual treatment of therapy and medication. The only intervention NICE guidelines recommend are a short dose of sedatives when a person has reached crisis stage with their BPD (NICE, 2009). Benzodiazepines are a type of sedative that have been previously used, however they increase the risk of impulsive behaviour and as this is a symptom of BPD, this is not ideal. Memory issues, lessened judgment and confusion are some of several side effects of sedatives, which could provide the therapeutic relationship with a barrier (British National Formulary, 2019-2020). It would be challenging to get a client to engage fully with therapeutic work, especially emotion-focused chair work and working with different emotions and personalities. Rather, some anti-depressants have been deemed useful in long term treatment, although there are no medications which are FDA approved in the United States as such for the treatment of BPD (Feltham and Horton, 2003). Again, anti-depressants can be used as well as other medications such as anti-psychotics and mood stabilisers to treat co-existing medical conditions or symptoms like impulsiveness and anxiety (Mayo Clinic, 2019). Pharmaceutical treatments for co-morbid illness’ can however influence the therapeutic relationship between client and counsellor. Some anti-psychotics such as olanzapine and aripiprazole have been shown to be somewhat effective in the short-term treatment of BPD as a whole and lessens symptoms including instability and impulsivity (Ripoll, 2013). Listed side effects of these however are fatigue and depressant effects such as drowsiness (British National Formulary, 2019-2020). This could affect the therapeutic relationship as a client may not be fully present and involved in the therapy session when they are feeling such side effects. Having this background knowledge as an NHS Humanistic counsellor could be beneficial as you could help tailor the sessions to suit the client and their needs, shortening therapy sessions for example to suit. 
Further pharmaceutical interventions could be in the form of fluoxetine, a selective serotonin reuptake inhibitors (SSRI) strand of antidepressant. Although recommended as an initial treatment by the American Psychiatric Association, it is beneficial to have an awareness of this and the effects of this medication when supporting a person with BPD through the NHS as this is something they may have been prescribed, especially if they have a comorbidity of depression (Simpson et al., 2004). Side effects of SSRI’s which may affect the therapeutic relationship are drowsiness, nervousness and restlessness. This could create a tension in the therapeutic relationship as therapy can be initially nerve wracking without the added strain of the medication side effects. It may prove difficult to engage the client and encourage them to relax, therefore there is even more significance placed on building the therapeutic relationship using the core conditions of empathy, unconditional positive regard and congruence to allow the client the space to trust the therapist and relieve their troubling emotions (Hall-Flavin, 2019). Whilst SSRI’s may be considered as co-treatment options, research has questioned whether they are really that beneficial. Using a placebo effect, a study has shown that the use of fluoxetine had no significant benefit on those receiving, previously mentioned, DBT therapy compared to those in the placebo group. This suggests that DBT alone was a good enough treatment, emphasising the powerful effect that the therapeutic relationship alone has on supporting individuals (Simpson et al., 2004).
When working with someone with a mental illness, BPD in this case, ethics surrounding their ability to fully comprehend and agree to the contract should be considered. Although BPD may not be too debilitating, if the client has enhanced confusion and drowsiness due to pharmaceutical treatments it should be made clear that they understand the concept of confidentiality and so on within the contract. It could sometimes be appropriate for the client to have an advocate, however as this particular client will have gone through an NHS system, their treatment plan would have ideally been constructed by health professionals with their best interests at heart and the client themselves would have also had an input in what psychological and pharmaceutical therapies they would prefer (BACP, 2019). As well as putting the clients’ interests at the forefront, it is important to consider your own professional development and keep up to date with any changes in guidelines, whether they be NICE or the Welsh government. Furthering your knowledge on pharmaceutical interventions and possible side effects and alternative therapies like CBT all enhance the client’s treatment. Whilst all of this is vital, your own self-awareness and fitness to practise should also be a priority to ensure you are mentally healthy enough to provide the client with the best support possible (BACP, 2019).
To conclude, BPD can have a number of causes and exhibits a range of symptoms of which are treatable. Symptoms can range from impulsive behaviour, to anger and instability and many of these are taken into consideration when going through a diagnosing system. Although NICE recommend different tools for diagnosing, the DSM 5 seems to stand out and is widely used among those in the medical model. Although acknowledged that the medical model is effective and helpful in the diagnosing of mental illnesses, providing a bridge for treatment, there can be some tensions for a Humanistic counsellor due to the high emphasis on labelling. It is also important to understand that the diagnosing systems are not always 100% accurate as there is an option for human error and some people go misdiagnosed or undiagnosed. A variety of treatment options have been considered, with CBT being widely advertised as initial treatment options. As CBT is thought to be cost effective, there is that lingering concern on whether it is easy for the NHS to stick to this due to financial pressures, especially when Humanistic modalities such as emotion-focused chair work have also been shown to be useful. Pharmaceutical interventions have been considered and deemed helpful for some, more so on treating comorbidities, however NICE acknowledge themselves that they are not the first point of call for the treatment of BPD. Having said that, it is still important to have an understanding of what medicines individuals with BPD may be prescribed, in order to understand the impact their side effects can have on the therapeutic relationship, which has been shown to be key in therapy and treatment. All in all even though the medical model is quite the opposite to Humanistic therapy, it is possible for a Humanistic counsellor to fit in with the NHS and support individuals with BPD as you work as part of a team that collaboratively help people.
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