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Penny Bullock asks whether person-centred counselling  
is safe and effective for trauma work

Is counselling enough to treat

 N ICE is often seen by the counselling 
community as the ‘enemy’, as its 
guidance favours approaches 
based on empirical evidence  

from large-scale randomised controlled trials 
producing quantitative data. Much counselling 
research evidence, however, comes from small, 
qualitative studies, describing clients’ individual 
experiences. The NICE guidelines for the 
treatment of post-traumatic stress disorder 
(PTSD) in adults omit counselling as a 
recommended response. It proposes only  
two trauma-focused interventions, namely 
trauma-focused CBT (TF-CBT) and eye 
movement desensitisation and reprocessing 
(EMDR). The 2018 amendments1 include an 
additional non-trauma-focused intervention  
to target specific symptoms such as sleep 
disturbance and anger. Unsurprisingly, this is 
also CBT. No other therapeutic approaches  
are recommended.   

Has NICE got it right and if so, where does this 
position counsellors from other orientations in 
terms of trauma therapy? Is NICE’s omission of 
person-centred therapy in its guidance for the 
treatment of PTSD simply another example of 
its general bias against methodologies whose 
outcomes are harder to quantify? Or is a non-
directive approach unhelpful, possibly unsafe, 
when working with survivors of trauma? In this 
article, I consider these questions, drawing on 
both research and my own counselling practice 
experience, and discuss whether person-
centred counsellors working with PTSD can 
work effectively while maintaining the integrity 
of their model.  

Deconstructing PTSD 
PTSD is a medical construct based on individual 
symptom patterns. This is emphasised by the 

diagnostic language used, including describing  
it as a ‘disorder’, with ‘treatment’ being put  
in the hands of the professional. The model 
places trauma therapy as expert-orientated 
practice, with the attention being on repairing 
individual pathology.  

This contrasts with the person-centred 
approach (PCA). Joseph2 suggests that 
psychiatric categories such as PTSD represent 
ways of thinking about human suffering that 
do not fit with PCA. In contrast to the medical 
model where recommended approaches are 
directed at symptom reduction, Joseph believes 
that PCA is based on a growth-orientated view 
of human nature.

There are other ways of constructing trauma. 
Sanders3 argues against trauma being defined 
as a disorder, but as a construct of distress 
with psychological and social causes. Indeed, 
diagnostic categories could be regarded 
as some common human experiences. 
Shakespeare clearly illustrated Hotspur 
suffering PTSD symptoms in Henry IV Part 1, 
written over 400 years before PTSD became  
an official diagnostic label.

As a counsellor trained in a humanistic, 
relationally informed approach, I rejected 
diagnostic categories alone as the model for 
describing clients’ suffering, believing I would 

be missing the individual behind the symptoms. 
However, as I became more experienced in 
working with survivors of trauma, I began to 
recognise their importance.  

Tri-phased approach
A range of therapeutic approaches for PTSD 
exist. They vary in theoretical orientation and 
length. However, there is common agreement 
that a tri-phased approach should frame all 
interventions consisting of emotion regulation, 
trauma memory reprocessing and integration.

The NICE recommendations for 
psychological therapy in the treatment of  
PTSD, TF-CBT and EMDR specifically address 
trauma memories. For those clients not ready  
to directly confront memories of their trauma, 
the 2018 amendments recommend non-
trauma-focused CBT, though it emphasises  
that this should not be regarded as an 
alternative to a trauma-focused treatment. 
Rather, the guidance states that this option 
‘could promote uptake and engagement  
with a trauma-focused intervention’.

We can speculate that the reason why  
these therapies alone are recommended is  
that they are currently the only approaches  
that have produced empirical evidence  
which satisfies NICE of their effectiveness  
in the treatment of PTSD. NICE’s 
recommendations are also based on  
cost-effectiveness. The recommendation  
of CBT as the only non-trauma-focused  
therapy is partly explained as being ‘more  
cost-effective than other interventions such  
as person-centred therapy’.

TF-CBT and CBT hold a position of personal 
deficit. Techniques include exposure, where  
the client vividly imagines the trauma for 
prolonged periods, cognitive restructuring  
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and anxiety management training. Although 
EMDR lets the process of therapeutic change 
emerge organically, its prescriptive protocol, 
like TF-CBT, positions the client as an object  
for intervention.

Counselling – fit for purpose?
Where does this leave counsellors working 
with survivors of trauma who are not trained 
in either TF-CBT or EMDR? Can they – should 
they – work with clients who have experienced 
trauma given that trauma memory reprocessing 
is a fundamental phase in recommended 
trauma therapy?

The trauma memory reprocessing phase 
aims to unite implicit and explicit memories 
into a comprehensive narrative of the trauma, 
at the same time eliminating arousal symptoms 
connected with those memories. The two 
recommended approaches, TF-CBT and EMDR, 
are both highly structured and highly directive, 
with a precise protocol for each. The therapist 
rather than the client leads the process. The 
prescriptive nature of these interventions 
is underpinned by client safety, aiming to 
minimise the possibility of the client being 
flooded with emotions and retraumatised. 
My question is, can counsellors who have no 
specific training in either TF-CBT, EMDR or 
memory reprocessing work effectively and 
safely with this vulnerable client group? 

There are other therapeutic approaches for 
helping access and process trauma memories. 
For example, sensory trauma memories which 
are stored non-verbally can respond well to 
somatic therapies which offer a medium to 
access memories which could be unavailable to 
cognitive approaches. Indeed, some research 
indicates that there are little differential effects 
between the various approaches when working 
with PTSD.4 The notion that there is a ‘one 
size fits all’ approach has been challenged, 
suggesting therapeutic interventions should be 
matched to individual client experiences. This 
fits with a client-centred approach. However, is 
a purely non-directive approach safe?

As I began delivering training to counsellors 
on working with survivors of trauma, this  
was a dilemma I needed to consider. I wanted  
to explain the symptoms of PTSD but without 
creating a diagnostic-driven construction.  
I wanted to advocate a humanistic-relational 
approach within the recommended  
trauma framework, as opposed to taking  
a symptom-driven expert-orientated position. 

However, to ensure client safety, I felt any 
trauma therapy needed to include some 
prescriptive, counsellor-led anxiety 
management strategies. This could challenge 
the person-centred approach. Indeed,  
I questioned the balance in my own  
practice between a collaborative working 
partnership and a more expert-led approach. 

To process or not to process
I have worked with many clients who have 
experienced trauma and state categorically 
that they do not wish to revisit their trauma 
memories. Even though I have the training 
and skills to help them do this safely, I have 
respected their view. However, does it mean 
that by missing out the memory reprocessing 
phase the therapy is only part complete and, 
therefore, less effective?  

Although the recommended approach  
is to include trauma memory reprocessing, 
there is some research that challenges this.  
One analysis of trials with adults with PTSD 
reported that those approaches which do  
not include trauma memory reprocessing 
generally have equal outcomes to those 
therapies which do, particularly for women 
survivors of sexual violence.5

Addressing these conflicting views,  
I have found Rothschild’s concept of trauma 
‘recovery’ versus trauma ‘resolution’ very 
useful.6 Rothschild suggests that if the impact 
of the trauma is no longer significantly affecting 
the quality of the client’s life, then the client 
may consider this a good enough outcome, 
or ‘recovery’, without having to revisit trauma 
memories. The decision is the client’s. Working 
collaboratively in this way I believe helps 
develop client agency, which is fundamental  
to effective therapy.

So how can counsellors facilitate this 
‘recovery’ for their clients? PTSD is a distressing 
and disabling experience. Flashbacks, or 
re-experiencing past traumas, are constantly 

being triggered. Clients are living in an extreme 
state of arousal, seeing threat everywhere. The 
self-concept is skewed by negative cognitions, 
and mood swings impact on close relationships. 
Often their lives are more restricted as they 
try to avoid any situation which might trigger 
trauma memories. 

When these clients come to therapy, they 
want these experiences reduced. They want  
to feel in control of their lives again, to feel 
safe and secure by gaining mastery over their 
responses, to be able to make sense of their 
trauma and connect more positively with  
the world. 

Retraumatisation
All therapy needs to be underpinned by 
client safety, but due to the possibility of 
retraumatisation, this vulnerable client  
group needs to have safety in the foreground.  
I learned the vital importance of this when  
I once unwittingly retraumatised a client  
in a session.

Angela* had been bullied severely by her boss 
at work and she was referred to counselling 
with severe anxiety. In fact, she had all the PTSD 
symptoms. At one point in the therapy, Angela 
spoke about the things she wished she had said 
to her boss at the time, seeing herself then as 
weak. I invited her to imagine her boss in the 
counselling room and address him as she 
wished she had done. As we had a strong 
working alliance, I felt confident that we could 
manage any emotions aroused in that moment. 
How wrong I was! Just placing an empty chair in 
front of her threw her into an extreme panic. By 
not bringing a phased approach to the therapy, 
focusing first on emotion regulation, Angela  
was not equipped to reprocess her trauma 
memories, despite wanting to.

This raises an important issue. Does the 
client always know best? The medical model 
puts decision making largely in the hands of the 
professional, but most counsellors would want 
to demonstrate respect for the client’s wishes 
and work collaboratively. 

I do not underestimate how fundamental 
the therapeutic relationship is to a healing 
process. Prizing clients within a warm, genuine, 
empathic and respectful relationship, even  
in the face of rejection or ambivalence, is 
essential. However, I question whether being 
totally client-led can be safe practice given 
the danger in this population of unwittingly 
leading to retraumatisation. When a client says 

‘Counsellors need 
to include in their 
practice specific 
strategies for ensuring 
client safety’

Best practice



THERAPY TODAY    33 APRIL 2020

About the author

Penny Bullock recently 
retired as an NHS counsellor 
after 17 years working with 
young people. She has a 
private supervision practice 
and delivers trauma training 
to counsellors and other 
professionals. She is also in 
her third year of a Professional 
Doctorate at Chester University, 
researching responses to young 
people who have experienced 
sexual assault.

they want to describe their trauma experience 
to me, I explain the importance of feeling in 
control during that process, to avoid being 
overwhelmed emotionally, and suggest that  
we first consider how they can draw on their 
own resources to do that. In other words,  
I have a conversation with the client about 
working together safely, developing their sense 
of agency in the therapy. My experience with 
Angela was a painful lesson.

From these conversations may come the 
design of individual anxiety scales, to enable 
both the client and therapist to monitor and 
manage levels of anxiety. Though these are  
CBT tools, I make them client-centred with  
the client actively involved in their design.  
I have had a client who rejected numbers in 
favour of colours to indicate levels of stress.  
I often introduce Siegel’s Window of Tolerance 
model7 as a framework for helping the client 
understand and monitor their arousal, 
working at the margins to help widen their 
window. I draw on the client’s own resources 
for grounding wherever possible but will 
also actively introduce approaches to help 
reorientate the client back to the present, for 
example, sensory objects.  

I use psychoeducation to help clients 
understand their debilitating experiences, 
though I avoid any diagnostic labels. I offer 
protocols for managing flashbacks, but again 
invite the client to individualise them. Young 
people often draw images to personalise 
the written protocols. Being flexible and 
creative are important qualities I believe for 
all counselling, not just when working with 
survivors of trauma.

This way of working is not non-directive. 
Although I strive to create a therapeutic 
relationship based on Rogers’ core conditions, 
I use a phased approach as an overarching 
framework, within which I draw on tools to 
help the client manage their arousal through 
collaborative discussion. I may not help the 
client reprocess trauma memories if they do 
not wish to and are satisfied with their self-
concept and quality of life. If a client is keen to 
do so, I will take a cautious approach, believing 
that sometimes the client does not know best, 
and engage with them in a discussion around 
this. Is this anti-PCA?

Has NICE got it right?  
NICE’s reliance on the hierarchy of evidence 
which favours quantitative data means that 

its recommendations are based on outcome 
measure-focused therapies which tend to 
be more prescriptive and symptom-driven. 
NICE outlines the structure and content of 
these therapies to ensure consistent and safe 
practice. Does this mean that other therapeutic 
approaches for PTSD are not fit for purpose? 
As other modalities are less prescriptive, given 
the risks associated when working with this 
vulnerable client group, particularly if revisiting 
trauma memories, I believe that counsellors 
need to include in their practice specific 
strategies for ensuring client safety that may  
be therapist-led.  

I hope in time that NICE will promote a wider 
range of approaches for the treatment of PTSD 
by giving more credence to qualitative research 
and tailoring interventions to individual client 
need. The second question posed was, given 
NICE’s position, can person-centred counsellors 
work effectively and safely with PTSD while 
maintaining the integrity of their model? 
Joseph2 points out that, though the aim of the 
person-centred approach is to create an 
environment in which the client can evaluate 
their experiences and find their own direction 
in life, this does not exclude incorporating what 
might be regarded as techniques, for example, 
anxiety management strategies. 

In addition, I believe any trauma therapy 
needs to be informed by current research. 
Sharing up-to-date knowledge of the biological 
impact of trauma with the client provides 
a landscape against which the client’s 
individual experiences can be placed and 
better understood. The widely recommended 
tri-phased approach offers a safe therapeutic 
framework. Bringing a lens of ‘what has 
happened to you’ rather than ‘what is wrong 
with you’ emphasises a more compassionate, 
collaborative approach rather than an expert, 
symptom-driven one.  

However, the person-centred therapist also 
needs to espouse the belief that their client, like 
Angela, might not always know best. This could 
be the real challenge! 
* Name changed to protect confidentiality
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