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The APA Presidential Task Force on Evi-
dence-Based Practice (May—June 2000) is
to be commended for their report valuing
evidence from “clinical expertise” on a par
with “research data” (p. 272) in guiding
psychological practices. We clinicians tend
to operate very privately, and our perspec-
tives are underrepresented in psychology’s
professional discourse. By virtue of daily
personal interactions with clients, clini-
cians are arguably the true experts on the
nature and accessing of psychological evi-
dence. I argue that in losing touch with
clinician perspectives, especially regarding
the subjective essence of the clinical en-
counter, psychology risks becoming peril-
ously disconnected from its evidentiary
base.

At the 1949 Boulder Conference, clin-
ical psychology embraced a medical model
for diagnosis and treatment of psychologi-
cal problems when it accepted the medi-
cally directed training of clinical psychol-
ogists in medical clinics and hospital
settings (Albee, 2000). This medical or
“disease” model, and the biomedical sci-
ence methodology on which it is based,
views the source of the problem as an ato-
mistic, concrete pathogen (e.g., a bacterium
or carcinoma) located within the “patient,”
which is diagnosed using objective, quan-
tifiable evidence from the patient (e.g., vi-
tal signs and lab tests) and treated with
replicable, manualizable interventions
(e.g., an antibiotic or surgical procedure;
Hunsberger, 2005). In our medicalized psy-
chology, “diagnosis” is based on objec-
tively measurable client behaviors, and
“treatment” consists of applying replicable
protocols to change target behaviors.

Psychology’s medicalization has ac-
celerated recently, as delivery of clinical
psychology services has come under the
control of medically directed health insur-
ance companies. ‘“Medical necessity” and
numerical diagnosis codes from the medi-
cally owned and behaviorally based Diag-
nostic and Statistical Manual of Mental
Disorders (DSM; American Psychiatric
Association, 2004) have become the uni-
versal standards for any insurance-reim-
bursable psychological services, and “be-
havioral health” has increasingly replaced
psychotherapy as an insurance benefit. To-
day our universal use of the terms mental

health, mental illness, and mental patient
reveal our culture’s unquestioned assump-
tion that psychological problems are med-
ical in nature. We forget that as recently as
100 years ago there was no such consensus,
as mental problems were widely viewed as
spiritual or religious issues, not health con-
cerns (Horwitz, 2002).

The medicalized notion that psycho-
logical problems can be objectified into
behaviors and resolved by packaged treat-
ments focused directly on these behaviors
is a simple and appealing one. Unfortu-
nately, it doesn’t work. Clinicians know
that without an ongoing subjective collab-
oration, objective data are unreliable. Good
assessment requires relational skills to
draw out accurate and in-depth information
from the client, as well as emotional sen-
sitivity to assess motivation and veracity
throughout the assessment. And effective
psychotherapy requires the establishment
and maintenance of a therapeutic relation-
ship strong enough to provide the safety
and trust needed for the client to stay en-
gaged with painful emotional material.
Like the proverbial tip of the iceberg, test
scores or behavioral changes are only sur-
face manifestations of a much larger entity,
most of which is invisible from a distance.
Successful clinical work and valid clinical
data are based on an evolving interaction,
requiring the clinician to be subjectively
attuned and responsive to the client’s ever-
changing presentation. In psychotherapy
this process much more closely resembles a
jazz collaboration than a medical treatment
(Wardenburg, 1988).

Medicalization endangers clinical
psychology in many ways. Psychotherapy,
in particular, is at risk for being medical-
ized out of existence. In practice, clinical
wisdom has recently been borne out by
empirical research demonstrating that rela-
tionship factors in psychotherapy are twice
as powerful as treatment factors in foster-
ing therapeutic change (Hubble, Duncan, &
Miller, 1999). Yet, ignoring this evidence,
the researchers, teachers, and administra-
tors who are guiding our field continue to
assume that treatment type (cognitive—be-
havioral, psychodynamic, etc.) or specific
treatment interventions (reflection, con-
frontation, hypnosis, etc.)—elements that
are visible to an observer—constitute the
active ingredient in the therapy. This side-
tracks new therapists from honing their re-
lationship skills and confuses potential cli-
ents seeking the best therapy.

In research, efficacy studies compar-
ing psychotherapy with psychotropic med-
ication typically do not provide, or ade-
quately control for, a strong therapeutic
relationship in the psychotherapy test
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group. This washes out psychotherapy’s
strongest active ingredient—the therapeu-
tic relationship—thus typically showing
psychotherapy to be much less effective
than it truly is. Efficacy research results
powerfully affect how our society allocates
its “mental health” resources, and psycho-
therapy suffers as a consequence, espe-
cially in contrast to increasingly popular
psychotropic medications, thus accelerat-
ing our society’s medicalization of psycho-
logical problems.

Subjective knowledge and skills are at
the core of psychology, whose subject mat-
ter—the human psyche, or mind—is by
definition subjective, abstract, and unmea-
surable. For clinicians, operating skillfully
at the subjective level is crucial to the suc-
cess of the clinical encounter and the va-
lidity of the data emerging from it. Yet we
are trusting our fate to a medical model that
possesses neither the language nor the tools
to understand the thoughts, feelings, atti-
tudes, and beliefs that constitute psychic
life. This model is objectifying our field
into a subspecialty of medicine, and we are
willing participants. ‘

To preserve clinical psychology’s vi-
tal subjective essence, I suggest that the
American  Psychological ~ Association
(APA) not only should make a place at
psychology’s policymaking table for “clin-
ical expertise” but should prioritize clinical
and subjective sources of data—the es-
sence of the psychological—and set poli-
cies to ensure that objective data, such as
behaviors and DSM diagnoses, are consid-
ered in their subjective context. The APA
should also encourage researchers to devise
ways, such as through the use of qualitative
research methods suggested by Schneider
(1998), to preserve as much as possible the
personal “feel” of the clinical encounter in
their data analysis and published conclu-
sions.

The APA also needs to assign priority
to subjective emotional and relational skills
on a par with academic and analytic skills
in the selection and training of clinical psy-
chology students. Reconnecting clinical
psychology with its subjective evidentiary
roots in ways such as these should help to
bring us out from under the dominance of
medicine, to the benefit of our profession
and our clients.
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