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Abstract/Summary

This article discusses the limitations and failures of the medical model in psychotherapy.  Specifically, the article shows that (a) the medical model does not accurately describe what actually occurs in psychotherapy, (b) the model continues to dominate the field not because of its accuracy but because of its questionable ties with medicine, science, and the health insurance industry, (c) the model obscures the fact that psychotherapy is an interpersonal process, not a medical procedure, and (d) the model fails to account for the fact that the vast majority of clients use psychotherapy for support, guidance, and personal growth instead of treatment for mental illness.  Implications of this analysis are presented.  

  The Medical Model in Psychotherapy:
An Explanatory System That Fails to Explain


It all began with Freud.  He was a physician obsessed with finding the cure for hysteria, a common affliction of women in the Victorian Age (Jones, 1953).  In time, he developed what his colleague Joseph Breuer had earlier called the “talking cure” (Breuer & Freud, 1955).  The new procedure, known as psychoanalysis, was a product of the medical community and everything associated with it was cast in medical terms.  Hysteria, along with other psychological problems identified by Freud, was a “mental illness.”  A “doctor” “diagnosed” the “patient’ on the basis of “symptoms” and administered “treatments” designed to “cure” the “illness.”  Thus, the medical model was applied to psychological problems and psychotherapeutic processes as it had been applied to physical illness and healing.  


From the beginning, however, it was obvious that the medical model was problematic.  For example, much of what was called “mental illness” was not the same as physical illness.  For one thing, patients got better by talking about their “mental illness” whereas talking about one’s physical illness had no significant effect.  Further, “mental illness,” it seemed, was caused by personal and interpersonal difficulties, not by pathogens or physiochemical processes, as was true for physical illness.  Also, many psychotherapists sensed a contradiction between the medical model’s description of therapy and what actually occurred in therapy.  For example, they knew it required a stretch in logic to say that listening to a patient pour out her grief about the loss of a child and offering support was somehow a “medical treatment” or that trying to comfort a man talking about his abject loneliness was a “medical procedure.”  Nevertheless, the therapeutic establishment, following the footsteps of Freud, continued to use the medical model as the primary explanatory system for psychotherapy.  




   Behaviorism and the Medical Model 


When behaviorism arose in the 1920s under the charismatic leadership of John B. Watson, it enjoyed a great deal of respect and power because it represented a new and exciting explanatory system for what Freudians had called “mental illness” and because behaviorism was associated with science, research, and prestigious academic centers.  In the beginning behaviorism refused to associate itself with the medical model.  Indeed, many behaviorists, including Watson himself, eschewed the medical model, saying that what had been called mental illness was often nothing more than faulty conditioning and learning experiences.  In our day, however, the therapeutic offspring of behaviorism have aligned themselves with the medical model.  For example, cognitive behavioral therapy (CBT) and certain desensitization treatments, direct therapeutic descendants of behaviorism, hawk themselves to managed care as “empirically supported treatments” so that “doctors” that specialize in these procedures can be reimbursed by medical insurance.  Behaviorism, which once boldly rejected the medical model, has now been almost completely absorbed by the medical establishment and the health insurance industry. 

        


   
    

       Humanistic Psychology and the Medical Model  


Humanistic psychology arose as a major force in American psychology in the 1960s.  The human potential movement, the wilder and more popular cousin of humanistic psychology, took humanistic ideals into the streets of America in the form of thousands of workshops, encounter groups, sensitivity training labs, personal growth groups, and various kinds of individual therapeutic experiences (Lieberman, Miles, & Yalom, 1973).   During that decade, America became a “therapeutic culture,” with literally hundreds of thousands of individuals participating in some form of psychologically-oriented groups or therapeutic activities (Bellah, 1985).  The vast majority of those who took part in these activities did not see themselves as participating in “treatments for mental illness.”  Indeed, it’s likely that this idea seldom, if ever, crossed their minds.  The focus of the human potential movement and the “therapeutic culture” of the 1960s was not on curing mental illness but on personal growth, self-awareness, improved relationships, and more effective interpersonal skills.  


From the outset, humanistic psychology was critical of the medical model, seeing it as part of what was wrong with the psychology of the day.  As early as the 1940s, Carl Rogers (1951) had begun using the term “clients” instead of “patients” to describe those he saw in therapy.  He was also opposed to doing traditional psychological testing (designed to discover “pathology”), and diagnosing clients.  In short, Rogers rejected the medical model and its trappings in favor of a model that viewed therapy as an interpersonal process characterized by empathy, respect, and congruence.  Today, humanistic psychology remains the dominant voice opposing the medical model. (I use the term humanistic psychology here as an umbrella term that includes humanistic, existential, constructivist, transpersonal, postmodern, feminist, and certain systems approaches – all of which tend to oppose the model).  


The history of humanistic psychology, however, has not been untainted by involvement with the medical model.  Despite the fact that we have always been philosophically opposed to the model, the truth is, many of us “played the medical model game,” especially in the 1980s, in order to receive reimbursements from health insurance companies.  In 1979, when the U. S. Court of Appeals for the Fourth Circuit in the Commonwealth of Virginia ruled that Blue Shield (and by implication, other health insurance companies) must reimburse psychologists directly for psychological services in the same way they reimbursed psychiatrists, many humanistic clinicians, along with clinicians from other orientations, jumped on the insurance “gravy wagon” and built practices on third party payments.  In the 1990s, with the rise of managed care, the chickens came home to roost, so to speak, and we saw the results of having made a bargain with the medical establishment.  Clinicians who were dependent on insurance reimbursements found it difficult to survive in a managed care world where the number of sessions and the amount of reimbursements were seriously curtailed (see O’Hara, 1996, for an excellent description of this “bargain” clinicians made with health insurance companies and what was given up in the process).


Today, clinical psychology is permeated by the medical model.  Terms such as doctor, patient, symptoms, diagnosis, pathology, mental disorders, and treatments are the “language currency” of the field.   The APA is committed to the medical model, even backing prescription privileges for psychologists.  The APA Monitor, the organization’s monthly news magazine, is filled with articles and advertisements reflecting medical model assumptions.  Further, the Diagnostic and Statistical Manual of Mental Disorders (DSM), published by the American Psychiatric Association, is regarded as the diagnostic “Bible” by thousands of clinical psychologists and few seem to question its assumptions or use.  Mental illness (or mental disorder) is the accepted term among clinical psychologists for numerous behaviors and subjective experiences that are problematic or that do not fit the cultural norm.  Across America, in hospitals, clinics, and community mental health centers, “doctors” (i.e., psychologists and psychiatrists) “diagnose” the “pathology” of “patients” on the basis of “symptoms” and administer “treatments” in an effort to “cure” “mental disorders.”  “Empirically supported treatments” and “evidence-based practice” (terms suggesting a marriage of science and medicine) are the latest watchwords in the long history of the medical model in psychotherapy that stretches from Freud to the present day.  

How the Medical Model Maintains Its Dominance in Psychotherapy 


Despite the high-flying popularity of the medical model, or perhaps because of it, we need to plant our feet firmly on the ground and take a critical look at this model that dominates our profession.  One of the first things we notice is that the typical psychotherapeutic experience, looked at objectively, has almost nothing to do with medicine.  It consists of a client who is having some kind of difficulty in life talking with a professional about that difficulty and receiving support, learning skills, or following a regimen that the professional suggests will help mitigate the problem.  If one observed psychotherapy naively (i.e., without knowing anything about the medical model or any other explanatory system), there is almost nothing about the process that would lead one to describe it in medical terms.  I would suggest that the reason we do so is that historically the “grid” of the medical model was placed on this process by Freud and others and we have become so accustomed to describing psychotherapy in medical model terms that it’s difficult, if not impossible, to remove the “medical model grid” to see the process of psychotherapy as it actually is.  What confuses things even more (and adds to the difficulty of setting aside the grid) is that some mental, emotional, and behavioral problems (e.g., Downs syndrome, autism, Alzheimer’s, mental retardation, etc.) do have genetic or physiochemical causes.  In these cases the medical model is the proper explanatory system but unfortunately, this makes it easier to extend the model (almost by sleight-of-hand) to other mental, emotional, and behavioral problems that are not illnesses in any literal sense of the term but are simply human experiences brought on by faulty learning, poor skills, stressful events, or other difficulties in the personal and interpersonal arenas of life.   When we label such phenomena “mental illnesses,” we are speaking in analogical, not literal, terms.  Unfortunately, most clinicians fail to see that the medical model is only an analogical system and that what they call “mental illnesses” are only so in the analogical or metaphorical sense.  In other words, they are not illnesses at all in the literal meaning of the term.  As psychiatrist Thomas Szasz (1974) put it, mental illness is a myth.  This does not mean that clients do not have real problems or that they do not experience real emotional pain.  Rather, it means that when we label their problems and pain “mental illnesses,” we have moved from literal description to analogical description.  The reason many bright, well-educated clinicians fail to see this is that the medical model lends itself to this kind of deception, i.e., it lends itself to being taken literally when it’s only analogical.  Normally, analogies are intended to illumine and clarify but the medical model, as an analogy, obscures, confuses, and leads even clinicians to believe that certain problems of clients are literally “mental illnesses” when they are not.  Thus, the medical model not only fails to describe what actually happens in therapy but it also creates confusion.  One must therefore ask:  why would a model with such serious limitations continue to dominate therapeutic psychology?


To answer this question, we must look at the politics of power and economics.  The truth is, the medical model lends a type of status and respectability to psychotherapy because of the model’s association with two powerful systems in our culture – medicine and science.  When we use terms such as doctor, patient, symptoms, diagnosis, pathology, and treatments, we are aligning psychotherapy with medicine, one of the most respected systems in Western culture.  Similarly, when we use terms such as “empirically supported treatments” and “evidence based practice,” we are aligning psychotherapy with science, the most respected and powerful epistemological system in our culture.  Thus, by describing psychotherapy in medical and scientific terms, we create an aura of power and respectability around psychotherapy that is borrowed from these two systems (i.e., medicine and science).  Imagine the loss of prestige that would occur if we described psychotherapy as simply “listening to a person who is demoralized, experiencing emotional pain, or having difficulties in life and giving them support and guidance based on our experience and psychological knowledge.”  While such a description is quite accurate in terms of what we actually do, the description lacks the connotations of prestige and power that are associated with saying that we are “doctors engaged in evidence-based practice who diagnose mental disorders and treat patients with empirically supported procedures.”  The first description conjures up images of a teacher, pastor, counselor, or even a wise friend helping another human being who is having a difficult time.  The second description conjures up images of physician-like experts administering medical treatments scientifically proven to cure mental disorders.  The power differential in these two descriptive systems is obvious.  The first description suggests that therapy is little more than a specialized form of interpersonal relationship. The second suggests that therapy is a medical procedure that has all the power and credibility of science and medicine.  The medical model makes what we do sound so prestigious!  Add to this the fact that health insurance companies are willing to pay “doctors” for “treating” “mental disorders” but are not willing to pay someone, even a professional with years of training in psychology, to listen to a demoralized person and offer support and guidance, and one can begin to see why the medical model is so entrenched in our profession.  To put it simply, the medical model has remained the dominant explanatory system for psychotherapy, not because it offers the most accurate description of what actually occurs in therapy, but because the model’s association with medicine and science gives psychotherapy cultural respectability and economic advantages that other explanatory systems do not. Any alternative explanatory system, regardless how accurate and useful it might be, has little chance of replacing the medical model because of the powerful political and economic forces that keep the model in place. 

Why Psychotherapy Cannot Be Contained By the Medical Establishment


With all the political and economic power that supports the medical model, it is somewhat puzzling that there has been an historical tendency on the part of psychotherapy to break out of the medical establishment, shed its medical garments, and go running, as it were, into the streets of Western culture.  Almost before Freud could say “medical treatment,” other pioneers in psychotherapy such as Carl Jung (1912/1956;1921/1971) and Alfred Adler (1929,1930,1931) were already seeing the relevance of psychotherapy to individuation, personal transformation, the education of children, and other areas.  In the early 1900s, as psychoanalysis became more widely known and accessible, many patients went into analysis not because they had a “mental illness” but because the new procedure offered opportunities for personal development.  For example, Jung saw many midlife patients who had no serious “pathology” but who nevertheless traveled to Switzerland to enter analysis because of Jung’s purported wisdom and expertise (Brome,1981; Jung, 1961).  Other early analysts, including Freud himself, saw individuals in therapy who simply wanted an analysis for personal, not medical, reasons or who wanted to be analyzed so that they could become analysts themselves.  Freud even analyzed his own daughter, Anna, as part of her training (Young-Breul, 1988).  Thus, while the pioneers in psychotherapy were publishing books, writing journal articles, and giving professional speeches that described psychotherapy in medical terms such as diagnosis, symptoms, treatments, and cures, they were doing a great deal of therapy that had little or nothing to do with mental illness.  In fact, over the past 100 years, and particularly in the second half of the 20th century, it is safe to say that the vast majority of “patients” who entered psychotherapy did so not because they were mentally ill but because they were struggling with problems in living or because they wanted to use therapy as a vehicle for personal growth.  This fact is almost completely ignored by ardent proponents of the medical model who continue to insist that psychotherapy is a medical procedure to treat mental disorders.  While psychotherapy has certainly shown itself effective in treating “mental disorders,” it is also a culturally-sanctioned way for thousands of people from a large cross-section of American society to avail themselves of personal counsel in times of distress and a way for them to enhance their personal development as human beings.  Indeed, the widespread popularity of psychotherapy in our day is due to the fact that Americans know that therapy is not simply a medical procedure for mental illness but a process they can use for support and guidance during difficult times and as a vehicle for personal growth.  How this revolutionary change in the way psychotherapy is viewed and used in our culture is described in the next section.  



   The Psychotherapy Revolution in 20th Century America 


In 1985, Robert Bellah, a professor at the University of California, Berkeley, wrote Habits of the Heart:  Individualism and Commitment in American Life (1985).  The book was a major sociological analysis of American culture and was immediately hailed as a landmark study.  Bellah, along with his four co-authors, named the rise of a “therapeutic culture” in America one of the major trends of the 20th century.  He said that widespread use of psychotherapy arose in response to the fragmentation of relationships that came as a result of the rise of national occupations that required individuals to move away from small towns and communities where they had grown up.  Whereas one’s profession had once been a way to ensure one’s unique place in the social and economic fabric of a small community, in the 1800s this began to change so that by the 1900s many individuals were pursuing occupations that required them to leave their communities and move to large urban areas.  What was important for many in this new occupational world was the ability to quickly form relationships and then leave them behind as one moved up the corporate ladder and across the nation.  In this cultural situation, psychotherapy arose as both an analogue of society’s quick and time-limited relationships as well as a “training ground” in which one could learn to function more effectively in the fragmented society of individualism.  Also, the therapeutic relationship supplied the support and guidance that traditional relationships had once supplied in families and small towns.  Thus, while psychotherapy had been conceptualized originally by Freud and others as a medical treatment for mental illness, it became, in the 20th century, a cultural phenomenon that arose to address the psychic needs of individuals subjected to the “new 

world” where community and traditional relationships were abrogated.  As Bellah 

(1985) said,

 
It is in this context that we should interpret the emergence of the therapeutic 
culture and therapeutic relationships that became ever more important in the 
twentieth century.  Such therapy was probably more a support for those placed 
under unprecedented psychic demands than a cure for new mental ills. (p. 119) 


Bellah went on to say that “the support that traditional relationships no longer adequately supplied to the overburdened individual now came in the form of new institutions” (p. 121).  Psychotherapy was one of those “new institutions” that helped meet needs that were once met through traditional relationships.  Bellah insightfully noted that psychotherapy consisted of  “a relationship between a patient (or client) and a professional therapist” and that “this relationship is itself the chief instrument of the therapy” (p. 121).  Psychotherapy grew into a major cultural force in the second half of the 20th century.  Bellah said,  


   While we have no accurate statistics on the number of people using 
psychotherapy in twentieth-century America, there is reason to believe that there 
has been a steady increase, particularly since World War II, with three times as 
many Americans seeing “mental health professionals” now as did twenty years 
ago.  Young, urban, well-educated people from professional backgrounds are the 
most likely to have actually sought professional therapeutic help, but by 1976 all 
sections of society turned more frequently to professional care. (p. 121)     

Bellah’s analysis shows that psychotherapy did not spread across America because it was a medical treatment for mental illness.  Rather, it spread because it offered 

a supportive relationship to individuals who were experiencing difficulties associated with the loss of community and traditional relationships in American culture.  When the expansive growth of psychotherapy is viewed from this meta-perspective, it becomes obvious that proponents of the medical model who continue to insist that psychotherapy is a treatment for mental illness are out of touch with what is actually happening to psychotherapy in American society.  This constitutes yet another major limitation of the medical model:  the model cannot account for the fact that the vast majority of clients in psychotherapy are there for reasons other than mental illness.

Summary and Implications


To summarize, the medical model has serious limitations: (a)  the model fails to describe accurately what actually occurs in therapy; (b) the model continues to dominate the field not because of its accuracy but because of its questionable ties with medicine, science, and the health insurance industry; (c) the model obscures the fact that psychotherapy is primarily an interpersonal process, not a medical procedure; and (d) the model cannot  account for the fact that the vast majority of clients who seek psychotherapy do so for reasons other than mental illness.   



If the analysis of the medical model presented in this article is correct, the implications are quite radical.  First: we must make a decision as to whether or not we will continue to use the medical model to describe what we do as therapists.  This is a difficult decision.  If we disavow the model, we take ourselves out of the mainstream and make ourselves vulnerable to political and economic repercussions from the forces that keep the model in place.  On the other hand, if we continue to embrace the model, we are  giving our support to an inaccurate and problematic system. 


Second: we must consider the ethical implications of diagnosing clients with a “mental disorder” when a more realistic model would suggest that those clients are simply reacting in a human way to the difficulties of modern life.  To put it another way, do we have the right to label human beings with a “mental disorder” when a more accurate model would suggest that they are not “mentally disordered” at all?


Third:  we must ask ourselves about the ethical implications of collaborating with managed care and health insurance companies in certain ways.  For example, is it ethical to reveal diagnoses and other private information about our clients in order to persuade insurance companies to reimburse our services?   Also, is it ethical to terminate therapy with clients against our better clinical judgment just because their insurance company insists on rationing the number of sessions for economic reasons?  These are the kinds of ethical questions that more clinicians need to ask.  Also, I’d like to see APA address these questions, but I suspect it will never happen.




Fourth: we must also ask ourselves about the ethical implications of “playing the medical model game” and “pushing the diagnostic envelope” by giving clients diagnoses whose treatments are reimburseable by medical insurance if we know in our hearts that those clients are just as sane and normal as we are.  If we know better but play the game anyway, are we prostituting ourselves for economic gain?  It’s a hard question but one worthy of careful consideration.  


Fifth:  we must reevaluate our use of such tools as the DSM.  Clearly, the  DSM contains helpful descriptions of certain configurations of mental, emotional, and behavioral problems.  In that regard, the DSM is a useful reference to help students and clinicians to recognize problematic patterns in clients’ lives that might otherwise be overlooked.  If the DSM stopped at the descriptive level, it would be an excellent resource, not subject to serious criticism.  However, the DSM, as a tool of the medical model, goes further by saying that these patterns are “diagnostic categories” and “mental disorders.” There is no apparent reason for the DSM to move from description to diagnosis except that by doing so, the DSM remains true to its medical model origins and serves as a powerful, legitimizing tool to persuade health insurance companies to pay for treatments.  In other words, by taking the additional step of turning descriptive patterns into “diagnoses” and “mental disorders,” the DSM legitimizes the “treatment” of those “disorders” and, of course, reimbursements of the “doctor” by medical insurance.  Once again, we see just how entangled the medical model is with economics.  


Sixth: if the analysis in this article is correct, we should “own” what we do in psychotherapy.  For example, if we work with patients who are truly mentally ill, meaning their problems are due to genetic or physiochemical processes gone awry, then perhaps we have a right to say that we treat mental disorders.  However, if we work primarily with clients who are in therapy for support and guidance or to enhance their personal development, then we have an obligation, it seems to me, to “own” that this is what we are doing instead of “treating mental disorders.”  Unfortunately, some clinicians experience a type of “professional guilt” when they admit that they are seeing clients who are not mentally ill but who are struggling with problems in living or who have come to therapy for personal development.  This seems strange.  Teachers don’t feel guilty for teaching healthy students.  Pastors and rabbis don’t feel guilty for providing guidance to healthy parishioners.  Yet, when it comes to psychotherapists, some of us have an easy feeling that there’s something wrong, or at least not quite right, with making therapy available to those who are not mentally ill.  I would suggest that this “professional guilt” is due to the power and influence the medical model has over our own psyches.  The “guilt mantra” goes something like this: “Psychotherapy is a treatment for the mentally ill, so if you use it to help people who are not mentally ill, you are misusing this medical treatment on people who don’t really need it.”  Some of us, it seems, have accepted this mantra without really examining it.  Certainly, it’s important for us to ask ourselves where we, with our particular constellation of abilities, can most effectively serve.  This kind of self-reflection will lead some to dedicate their lives to serving those with severe mental illness.  Some will even decide to work on the “back wards” of mental hospitals or in prisons for the criminally insane where they will try to bring some measure of help and comfort to those who suffer the horrors of severe mental and emotional problems.  Clinicians who choose to work in such difficult venues deserve our respect and admiration.  Others of us, however, will realize that we are not cut out for that kind of work and that if we forced ourselves to do it, we would either burn out quickly or become depressed or go insane (and I mean that quite literally).  However, we can dedicate our lives to helping those who are struggling with stress, anxiety, depression, ennui, and other personal and interpersonal problems associated with living in today’s world.  This kind of work can be just as honorable as working with those who are seriously mentally and emotionally impaired.  If we help a woman who is being abused by her husband so that she takes herself and her children out of harm’s way and eventually constructs a liveable life, who can measure the importance of that?  If we help a father and mother to stop verbally abusing their children and show them a better way to parent, who can measure the positive effects on those children and perhaps even on future generations of that family?  If we talk to a teenage girl who wants to die because she feels that no one cares or understands and if our intervention and support prevent her from killing herself so that she goes on to find a meaningful life, who can measure that?  If we talk to a lonely old man who feels nobody appreciates the life he lived and if we affirm him for what he is and was, who can put a price on the peace he may experience in his final days?  The point is this: it is honorable to help those who are struggling with the difficult problems of life or who come to therapy because they want to become better human beings.  There is so much pain and lostness in the world that we should never denigrate those who dedicate their lives to giving comfort, support, and guidance.  It’s very telling that in our capitalistic society, almost no one raises ethical or moral questions about dedicating one’s life to a corporation whose only real goal is the “bottom line.”  In light of our moral lucanae when it comes to capitalistic pursuits, it seems to me that no one (including ourselves) should ever feel guilty who dedicates his or her life to helping others, regardless what form that dedication takes.  


Finally, as a practical extension of the above, for clinicians who have no desire to spend their professional lives “playing the game” whose rules are set by the medical model and the health insurance industry, there may be other options.  Maureen O’Hara (1996) said,


   There is ample evidence to back the argument that people in our troubled age 
will want the services of specifically nonmedical therapists or counselors more 
than ever.  Just because managed care has eliminated from the category of 
“medical necessity” all the ordinary, yet often wrenching, difficulties that may 
accompany normal life issues and transitions in late 20th century America – 
childhood; peer relationships and schooling; adolescence and leaving home (or 
not leaving home); courtship;  marriage and divorce; childbirth and parenting; 
work and career; midlife; aging and death – doesn’t mean that they will cease to 
exist. (p. 48)


Of course, those who reject the medical model cannot ask insurance companies to reimburse them for their services but will have to charge fees and adjust those fees (or even do pro bono work) for clients who cannot afford them.  To support such a practice, clinicians might have to find creative ways to encourage philanthropically-oriented individuals and organizations to help support their efforts.  In short, those who decide to practice outside the medical establishment will undoubtedly have some problems and it’s unlikely that they will be as financially secure as those who remain in the system.  Nevertheless, there may be other, more important, rewards.  As O’Hara (1996) put it,


   The age-old idea of work as something akin to a sacred calling, a vocation 
inspired by a desire to serve humanity, drives many therapists who choose to buck 
the tide of managed care yet still want to be in private practice.  Another powerful 
moral incentive is their determination to remain free and independent.  Certainly, 
the ideal of service is more compelling than any hopes of getting rich.  It is an 
ideal that these clinicians often believe has been misplaced by the therapeutic 
community over the last decade or two. (p. 51)


It’s radical to suggest that the best way to deal with the medical model is to reject it completely.  However, in our day, psychotherapy is under unprecedented attack by the very institutions that should be supporting it.  The medical establishment has little respect for what we do and the health insurance industry would like nothing better than to turn psychotherapy into a  “quick-fix” center owned by Wall Street or replace it with an inexpensive pill.  Personally, I can no longer agree with colleagues who say we should “stay the course” and continue to hope, beg, demand, and threaten the medical establishment and the health insurance industry to give our profession the status and parity it deserves.  History says that it will never happen and that, in fact, the medical establishment and the health insurance industry will increasingly marginalize, ration, and reduce psychotherapy until it becomes nothing but a small room in the medical-insurance complex.  Perhaps the time has come for humanistic psychologists to create another revolution in psychology.  This time the revolution would involve rejecting the medical model, breaking away from the medical establishment, and telling managed care and the health insurance industry that we will no longer require their services. 


I do not know what the ultimate outcome of such a revolution might be.  I do not know what form nonmedical services and centers might take.  I do not know if we could create a cultural movement where consumers would prefer our nonmedical services to those offered by the medical establishment.  In short, I have no doubt that if we were to leave the medical-insurance establishment, we would encounter many problems.  However, I suspect we would also experience some important rewards.  For example, we may go home at night knowing we have served their clients well and that we have made a small contribution toward eliminating a model that has little to do with what actually occurs in therapy, that is held in place by questionable entanglements with medicine, science, and insurance, and that tends to brand clients who are actually quite normal with the stigma of “mental disorder.” Also, we might feel more in charge of our own professional lives, sleep a little better at night, and have more excitement and passion about going to work each day.  All in all, that would not be a bad life.

(Please scroll on down for references and author note)
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