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This essay will critically discuss the implications of confidentiality agreements when working within a professional clinical team, where there is an exception and a need to share information.
This assignment will look at the legal and professional obligations the therapist has regarding the issue of confidentiality to their clients. This will include looking at the professional guidance requirements of the ethical framework and looking at the legal implications regarding confidentiality disclosure which are often quite conflictual.
This will be done by exploring the confidentiality expectations of the counselling and the medical model and looking at the effects it has upon the client and therapist when both models are used within a multidisciplinary team such as the nhs.
This assignment will then go on to explore confidentiality and disclosure needs that result from working within an organisation and the ethical implications that arise when working within a therapeutic relationship with a client.
(Welfel, 2013) says all information or communication with clients s within the therapeutic relationship must be kept confidential irrespective of the content.
It is a Widley held belief within the counselling world that confidentiality is essential to maintain the trust and the working alliance within a therapeutic relationship. (Parsons, 2001)
(Bond, 2010) claims that confidentiality gives the client power over what they choose to reveal. The word confidentiality comes from the Latin word (con-fidere). It is believed by the counsellor protecting the client’s confidentiality this creates the conditions necessary for the client to be comfortable with there innermost truths in order to address the issues needed. This involves a high level of trust from the client and therefore it is imperative that the therapist makes a sound and ethical judgment when deciding on issues of breaking confidentiality.
 A historical example of a therapist’s commitment to confidentiality is the case of Ann Hayman a psychoanalyst in 1962 who refused to disclose information regarding her client even though the client had consented to discloser. She argued that her client’s dependence on her diagnosis could have led to him giving a fully informed consent. She was superorder to court. However, the Judge used the discretion in the law, he decided Anne’s conscience required Anne to protect her client’s information at any cost. (Bond,2010)
  . Anne Hayman showed unshakable believe and commitment to her core values and morals regarding her client’s confidentiality, however this is not always possible, and confidentiality cannot be guaranteed in the therapeutic relationship as issues regarding laws can force these decisions out of our hands. There are no absolutes and pressures that make therapists break confidentialities are problematic in the counselling world therefore it is imperative that the role of the therapist also includes deciding to maintain or disclose client information. (Tribe & Morrissey, 2005). 
Client confidentiality highlights an imbalance of power towards the therapist and a need for understanding confidentiality as well as reasons for breaching it is required. This provides professionals with an understanding of associated consequences. (Kampt et al., 2009)
Therefore it is important to highlight the need to inform clients of the limits of confidentiality and for the therapist to interpret when it is either appropriate , necessary or reasonable to disclose and also to consider applying the ethical thoughts required to decide what will create the least harm possible to their client or an individual of them self’s as a professional.(Tribe & Morrissey,2005)
 Counselling by nature is unpredictable and unprecise, whereas the law is seen as clear logical and necessary and it because of these differences that make the relationship between the two quite challenging to navigate.
[bookmark: _Hlk29313109]The maintained of confidentiality supports a clients autonomy and promotes beneficence and also reduces the risk of harm to a client It is increasingly been seen as a human right and an appropriate level of confidentiality across the spectrum of healthcare professional is seen as ensuring the right to equal treatment and non-discrimination of confidentiality is up held.(Kampt et al, 2009)
By law a counsellor is not legally bound to confidentiality when it comes to reporting a crime the courts have conclude that it is defensible to breach confidence, in good faith. This is to assist with the detection or prevention of serious crime. However, there is no legal general duty to report crime except in certain specific circumstance. These are situations were the clients needs or the public interest in a specific situation may out way the general duty of confidentiality.
Examples of when a therapist has a statutory obligation to disclose include if the suspect or have been given information regarding terrorism under the Terrorism Act of 2000. This act makes it a criminal offence to fail disclose this information. Under the Drug Trafficking Act 1994 it is also required for a therapist to disclose information concerning drug trafficking and money laundering. Also, under the Road Traffic Act 1991 if the police require information about a driver of a vehicle at the time of offence it must be disclosed.
 It is also essential when a judge or corner orders the release of clients notes by law a therapist must disclose client notes were there is a legal order. (B.A.C.P,2017)

However, there are grey arears within the ethical framework in relation the prevention of serious harm to self or others how ever when looking at the ethical framework’s guidance on suicide or serious self-harm it suggests this is a challenging area. It refers to the ethical management of confidentiality being linked to the decision of the therapist to act in order to maintain life and the issue of remaining silent out of respect for the client’s autonomy. There appears to be an area of no consensus among therapists and would call for carful ethical consideration of going against client wishes and considering the immediacy of risk to clients and others. It also takes into consideration the possible consequences for the client of referral and non- referral. In this case best practice suggests that informing the client of intended actions and discussing permission to refer. However it then states that a therapist responsibility requires them to act appropriately in line with their personal expertise and that they should consider their own limitations and when they have reach there own limits consideration should be given to referral to address the issue in supervision or with their professional organisation.(B.A.C.P., 2017) 
 Therefor as a counsellor it is essential to draw up a clear concise contract with your client and to incorporate all the information, we tell them, including when we might need to break the contract and what will happen in these instances also time limitation and financial issues. It is important to take some time to ensure the client understands and has given informed consent regarding the subject of confidentiality to prevent problems arising later in the counselling process. This usually entails the client and therapist signing a paper copy of the contract and keeping a copy each to referrer back to. . (Kampt et al, 2009).
To understand the complex nature of using confidentiality within a multi-disciplinary team, the next section with look at a comparison of the medical model and counselling model of confidentiality to understand the differences and similarities between them both and the problematic issues that arise when working within a multi-disciplinary team such as the nhs.. there will also be a review of the case example of Anthony smith 1996 as an example of what can go wrong when to professions use different models of confidentiality.
 (Sibbald et al,1996) States that confidentiality differs between professionals, and often means different things to counsellors. This subjects lack of consistency across the board.
Counsellors in a primary health care setting such as the NHS can be split into two subgroups, consisting of Community practice Nurses (CPNS) and psychologists on one side and practice counsellors on the other.
 (Bond,2010) suggests there are some guidelines which can benefit multi professionals having access to a clients record which include , minimizing how many times a client has to repeat would could be a painful history to each member of the team and by better communication and coordination between the team delivering the service also the opportunity to pool knowledge and expertise to give a better overall service. 
However, there are distinct differences of practice counsellors and nhs metal health professionals in their approaches to confidentiality. Practice counsellors understand  confidentiality in the form of interpersonal contract between client and therapist, while it is important ant to use confidentiality as a basis for client and therapist relationship there is a danger in the over reliance of confidentiality as  a base for therapeutic alliance it will neglect crucial aspects and conflict with the therapists wider responsibility’s. (Jenkins, 1999)
The medical model of confidentiality refers to the external frame of reference, where as the clients best interests come down to the doctor being in control of diagnose and treatment, while still requiring informed consent, however in the inclusive model of confidentiality the patient gives permission to share the information were necessary and were it is within the publics interest. (Jenkins,1999). This could be argued to be a more transparent way of addressing confidentiality.
 The main difference between both models are as follows; when looking at values the medical model leans to ward what is in the best interest of the patient were as the counselling model finds the autonomy of the client more important. An accountably medical model is clinical as oppose to professional within counselling model. The medical model also takes a inclusive or team based approach to boundaries regarding confidentiality as appose to the exclusive or client based approach used by counselling model, they also differ in their foundations were as the medical model foundation is in statute and case law ,counselling model looks towards professional code of ethics and finally were as the medical model  context is complex and organisational counselling model takes a private and contractual approach.(Jenkins,1999)
From the above differences observed between both models it can be easy to see how conflict can occur when working with both models in a multi-disciplinary team. An example of this can be seen in the case of Anthony Smith 1996(SDHA/DCC, 1996) It was found that issues off confidentiality were central to the car he receives from Southern Derbyshire Health Authority. He was a psychiatric patent with a history schizophrenia. He had received counselling from a practice-based counsellor on a weekly basic for a year. During this time his health detreated and he was then admitted to psychiatric hospital. On his discharge his family relationship continued to deuterate. Four weeks later he killed his mother and half-brother. From the report conducted by Derbyshire health board it emerged information on the client was not passed back to the GP for review implying the information exchange between counsellor and GP to be implies rather than explicit. The counsellor then referred to his professional code of practice to explain his choice not to refer information concerning his client. The report raises questions of counsellor awareness of knowledge of symptoms regarding Mr Smith metal health. In summary it appears the counsellor ideal model discussed early was followed in the care of Mr Smith and this was clearly at odds with the improved policy perspectives care for psychiatric patients in the community.
Unfortunately, most information based around this subject is over fifteen years old and more updated research is needed around this subject to have a more up to date perspective on how this is addressed.
The last section of this assignment will focus on look at the confidentially, disclose needs and the ethical implications when counselling in an organisational setting. For the purpose of this assignment the author will critically evaluate the confidentiality policies and procedures of Cruse bereavement organisation and will also look at record keeping and the storage of data.
Cruse bereavement care clearly states in it its client confidentiality policy that its main principles include that when an individual or organisation approaches cruse bereavement for support, that neither that fact or any other information will ordinary be divulged to any person or organisation outside the charity. It also states that that confidentiality will carry on even if that person dies. They restrict unintended disclosure in several ways, first by restricting information that is deemed identifying or sensitive to be passed within cruse on a need to know basis. They also state that identifying and sensitive information should only be passed to other agencies only with the agreement of the client. This point could prove problematic if there is a need to share with other healthcare professionals as seen in the discussion above. 
(Bond, 2010) recommends that organisations follow the Caldicott principles for sharing of information the first being a justification of purpose for disclosing information, and to only use when necessary with a strict need to know basis where everyone understands there responsibly and understands and comply with the law. Cruse complies with these principles by outlining its policy on breaking confidentially clearly following the guidelines set out in the ethical framework, they also outline clearly that a volunteer must discuss any issues of disclose with there client first and also there supervisor stressing that the disc ion to disclose made with a supervisor . they also state a clear policy on sensitive information being on a need to know basis. They also have a clear policy on suicide which is made up of a two-stage procedure as in line with BACP recommendations.
They also have clear procedures for volunteer note taking and use a cis system that is password protected. This is a relatively new system so at present it is being used alongside some paper referral and note taking which is also stored in accordance with the data protection laws with directive guidance given to volunteers on making and storing client notes which are line with the eight data protection principles of content of case records.
Supervision is contracted and supports the volunteer is any problems with the ethos of never hold on to a problem there will always be someone available to talk to even if the supervisor is unavailable there is a clear list of who can be contacted.
On the whole cruse appears to exclusive and client-based service that ad ears to the BACP ethical framework will favouring the value of autonomy to clients.
 In conclusion this essay has looked at the law around confidentiality and found a minefield of ethical and legal contradictions, while also considering the impact confidentiality has on the therapeutic relationship. In summary it has been found to be a very challenging area to navigate with contradiction and no clear census around the subject of suicide.
When looking at the differences between the medical and counsellor models of confidentiality there are distinct difference in approach with the medical model favouring the best interests of the patient as oppose to the counselling model valuing the autonomy of there clients foremost. This can lead to serious failures of care when used in a multi-disciplinary setting such as in the case of Anthony Smith. In this case the counselling model applied to his care was clearly at odds with the policy’s for care of a psychiatric patient in the community.
 Finally, when evaluating Cruse bereavement care it was found that they employed an exclusive client-based confidentiality policy, which adhered to the BACP ethical framework it was also identified that this model might not work well if having share information within a multi-disciplinary team.
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