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Within this essay will be a discussion of the differences between the skills required and used for both embedded and main stream counselling.  There will also be an analysis of what special considerations are needed when working within a multidisciplinary team. This will include the differences between guidelines and ethics as applied by the different organisations participating in the multidisciplinary work. The tensions that can arise within a multidisciplinary team where professions are working at different job descriptions, grades and pay scales. This discussion will particularly concentrate on the safeguarding of children, young people and vulnerable adults in this arena and subsequently applied to embedded counselling. Consideration and discussion will also be applied to what needs to be in place for embedded counselling. The advantages and opportunities available to clients who need to deal with a troubling issue and potential pitfalls for both clients and professionals who become involved in delivery of embedded counselling. There will be consideration about what future research could be considered. 
Embedded Counselling is most commonly placed within the roles of social workers, health care staff in primary care and hospitals, teachers and school staff, youth workers, housing and debt advisory staff, sports coaches and other advisory workers such as domestic abuse support roles and welfare advice staff. There is also a potential role within job seekers services and careers advice. These staff may have attended a short course in counselling skills and have some life skills. The explanation of a model (Mcleod & Mcleod, 2011) is set out and how embedded counselling can work effectively. People working within these sorts of services are seen as helpful and seek to assist clients to solve issues they are experiencing. The practitioners who are able to become involved in embedded counselling want to help clients and have a respect for relationships and the role they have in helping clients. There is a cautionary note for staff using embedded counselling as they should be prepared to make arrangements for formal counselling if it is needed and appropriate (Mcleod & Mcleod, 2011)  The risk is that clients are given the opportunity to bring up a serious issue within embedded counselling but there may be little chance formal counselling sessions could be promptly made available to them. This could leave the client holding a serious and extremely troubling issue for an indeterminate length of time. 
What is required from practitioners, who have an embedded counselling part within their role, is recognition and understanding if the client wants to talk to them about a subject that comes under their main area of responsibility or a more personal topic. This can sometimes be difficult as clients, at first, may only hint. There is then the issue of gaining retrospective consent. Establishing boundaries, contracting and explanation of what is possible within embedded counselling in terms of time available, privacy and the skills the practitioner possesses. There is also a need to agree confidentiality and safeguarding responsibilities of the practitioner. There is a need for agreement between the practitioner and client about what is the focus and what expectations the client has. The practitioner needs to help the client to set goals and giving tasks and decide what approach would help the client in therapy. Progress for the client would need to be closely monitored and the practitioner needs to be vigilant for any possible signs of risk of harm to others and the client.  The practitioner must also be prepared to change their approach if required. When sessions are over it is for the embedded counsellor to arrange further appointments and look out for signs of vulnerability. During the interaction between the client and practitioner it is advisable to provide the client with further sources of help. Even with embedded counselling it is vital that practitioners utilise self-care and supervision with a line manager or other appropriate colleague trained in this role. There may be numerous organisations who are aware that embedded counselling is practiced with their clients but quality, formal support or supervision for practitioners is not always available.
Within embedded counselling there needs to be vigilant observation of ethics, clients are vulnerable when presenting an issue to a practitioner. All counsellors and embedded counsellors are bound by an ethical code and each embedded counselling practitioner has ethical codes for their own professions. If issues arise from an ethical dilemma, practitioners need to refer to their professional guidelines and discussions with colleagues. Taking into account the ethical considerations for the client, the issue they wish to discuss and ethical guidelines already in place for the practitioners profession who is delivering embedded counselling. (Bond, 2015) (Mcleod & Mcleod, 2011) There are occasions where conflicts can arise but the default position at all times is a duty of care to the client. It is acknowledged that delivering embedded counselling can be more difficult than being a counsellor in a formal setting. Embedded counsellors must know the boundaries and the limitations of their training and experience. The standards and ethics required is the same level for both types of counselling. When consideration has been given to both areas of counselling, both embedded and full-time counsellors, there is very little difference in the requirements of either type of delivery. The very same ethics, boundaries, empathy, creating space, contracting, assessing risk and use of supervision and self-care apply to both areas.  
If there is a need during delivery of embedded counselling to look at a situation there are seven steps to ethical decision making. Firstly, collection of information taking into consideration the situation of the client, the resources of the practitioner, and view of others who may be potentially affected. (Mcleod & Mcleod, 2011) Secondly consideration about who benefits from a course of action, the client, practitioner and any others involved. Thirdly what would be possible consequences for the client, practitioner and others. Fourthly who has a duty and to whom? Does the counsellor have responsibility to the client or a wider group?  This can include the client’s family or as broad as society as a whole. The practitioners employing organisation and what is the practitioner’s duty to themselves. Of course, this will depend on the issue being dealt with, the age of the client and safeguarding considerations required. Fifth step is where there is a need to consult with published work on this issue, colleagues and supervisors and checking out assumptions. The sixth step is to bring together an initial plan of action. The seventh step is to test the plan with the client and others involved. Evaluation of the plan via the tests of universality which is, would you recommend this action? publicity, would you share your intentions with other counsellors and be happy for it to be in the press and justice, would you treat another client in the same way irrespective of their status? (Stadler, 1986)
Within the arena of multidisciplinary team working there are areas of difficulty and potential conflict in relation to interaction with clients. The multidisciplinary team members are already in a pressurised environment in delivering health and social care services. Even provision of training would only serve to pile on more pressure to these already overstretched front line practitioners. (McLoed & McLoed, 2015) The team members are coming from different backgrounds, have varied skill sets and experience within their roles. 
Counselling courses for Health Care practitioners did prove effective in some areas of their work. (Lea, et al., 1998) Participants did have a better perception of their existing counselling abilities and the course had given participants a better knowledge of the theories. They had felt it was helpful in their work, particularly with families. In a follow up, 4 months after the study, 60% of participants reported increased confidence in their ability to counsel families.
In a study conducted in China a postnatal education programme was delivered in two slightly different ways (Gao, et al cited in McLoed & McLoed, 2015, p30). The first was a standard education based model designed to impart practical information on birth and baby care. The second included a nurse led programme which included elements of embedded counselling. In the second group, at follow up, it was shown that there was less post-natal depression and higher levels of wellbeing. While this is a positive outcome for this approach there needs to be an appreciation that nurses working within midwifery in National Health Services in Britain are already pressurised and time available would be limited (McLoed & McLoed, 2015)
There is a large amount of informal helping going in within delivery of services involving contact with others (Cowen, 1982). From waiting staff, hairdressers, supervisors, colleagues and managers in the workplace, bar staff and lawyers. These encounters may be one offs but nonetheless can prove to be helpful to individuals. As with previous discussions in this essay there needs to be an appreciation from helpers that if this interaction continues the ethics and duty of care for the person is just as relevant and important as those applied to formal counselling therapy. Self-care and supervision is unlikely to be in place.
Moving on from the possible situations that can develop into a helping interaction the vital consideration is differentiating between the skills and awareness needed to deliver counselling as opposed to supportive help (Mcleod & Mcleod, 2011). As already discussed the ethics and duty of care to the individual is just the same. The role is explicit in delivery of Counselling and in embedded will also have a main role and duty outside this. The authority the helper has in Counselling is not either management or authority over the client but in a supportive role they may have authority and managerial responsibility. Contracting is an ethical requirement in formal counselling but in an informal situation the boundaries and confidentiality may not be clearly defined. Time in the formal setting is agreed and defined but in informal situation, initially, can be fluid. Supervision and support of the helper is essential for both situations. Formal settings that work to ethical requirements will have this in place, but informal situations may not take this into consideration. Both practitioners will use their skills to enable clients to come to their own decisions around what actions need to be taken. In the informal situation it can be a mixture of autonomy for the client and advocacy from the helper. The focus on the formal counselling session the client will be in the centre. The aims and intentions of others within the client’s circle are only considered where it relates directly to the client. In an informal, supportive role there may be multiple contexts and conflicts where balancing the needs of the client against those of the group or organisation. 
Safeguarding is of paramount importance but is even more vital where approaches for help and support are made from children, young people and vulnerable adults. The settings that can cause issues for these groups include schools, colleges, youth clubs, sports clubs, teams, day centres and residential care.  During the course of delivering embedded counselling in this context disclosures can be made, and the course of action required is clear. This is illustrative of the importance of contracting and boundaries that need to be established at the very outset with a person approaching a practitioner for assistance with an issue. School based counselling is becoming very widespread and the current strategy has made clear what they define as counselling. They make clear distinction between formal counselling and counselling skills (Government, Welsh, 2008) The strategy published by the Welsh Government defines counselling as “developing formal counselling i.e. counselling undertaken by a  professional, appropriately qualified, acting in his/her specialist role and in accordance with a recognised code of ethics” (Government, Welsh, 2008).
In a recent report school nursing was discussed and the conflict arising from depleted resources and the expectation practitioners will do more for less. (Campbell, 2018)  Particularly in rural areas General Practitioners are struggling to refer young people for help with mental health issues. The school nurse role was an avenue they could previously utilise, but increased pressure is causing this to be closed to them. Counselling was a secondary role for them as their original purpose was to provide health check, immunisation and monitoring of weight and lead public health programmes. Increasingly mental health has become a major issue for young people and in many areas now there is only an online counselling service that is not appropriate for all potential clients. The school nursing role, like may other sectors, is being pulled in many directions and while the teams may have the required helper skills they do not have the capacity to deliver. 

[bookmark: _GoBack]In conclusion there is clear evidence that embedded counselling is a growing and vital resource for mental health issues.  There is a need to ensure that ethics, safeguarding of clients, care and supervision of counsellors is present. The opportunities for future research are present and include a consolidation of the existing studies that have already been carried out (McLoed & McLoed, 2015)  There is a decision to be made regarding the methodology that will be most appropriate such as qualitative studies including narrative research that can really give a powerful story of the clients who have already undergone therapy. A study of nurses and doctor’s responses, or lack of, to emotional reactions from their patients. 
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