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Misery, Mind Cures and Fashion

So persuasive is the power of the institutions that we have created that they shape 
not only our preferences, but our sense of possibilities.

Ivan Illich1

At the start of the eighteenth century, if you raged at voices that no 
one else could hear, saw things that nobody else could see, especially 
if you annoyed or frightened other people at the same time, then 
your sufferings could be construed as demonic possession, brain 
fever, or as the just deserts for your moral backsliding. You might 
find yourself detained in the public madhouse, regarded as not far 
above a wild animal. You would most likely be tamed and managed 
with varying degrees of harshness or, if you were luckier, with the 
stern compassion of the philanthropist.

As the Enlightenment gathered pace, medical explanations of 
madness began to compete with supernatural ones, and fee-paying 
asylums were built across the land in out-of-the-way places. Some 
of these institutions were little better than the warehouses for the 
‘feeble minded’ that went before. Others aimed to restore sanity with 
a mixture of crafts and manual labour, fresh country air, communal 
living, personal cleanliness and Christian instruction. This regime 
came to be known as ‘moral management’, its architects mainly 
laymen – and very often Quakers. The profits were not as high as for 
other industries but they could be substantial. By the mid-nineteenth 
century, the moral managers found themselves in competition with 
the alienists or ‘mad doctors’, medical men who saw madness as the 
outward sign of tainted hereditary, or of degenerate habits. They 
asserted solid scientific knowledge and expertise in the treatment of 
the brain, and believed that gathering the afflicted together under 
one roof would lead to a new understanding of insanity and to 
its eventual cure.2 These claims to a unique scientific insight into 
madness were questionable, even by the lights of mid-nineteenth-
century medicine. Lay observers had argued for a hidden logic 
behind the delusions of ‘madness’, as, for example, fantasies that 
grew from excessive passions or that served to deny the humiliation 
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10 THE THERAPY INDUSTRY

and disappointment that blighted some peoples’ lives.3 In the end, 
however, none of these arguments mattered, because the alienists 
could back their claims with the professional status of medicine and 
a Royal Charter. They fast succeeded in ousting the moral managers 
and their well-intentioned amateurism.4

Asylums also served a larger purpose within the new industrial 
order. In the new factories and workshops, there was a growing need 
for docile and dependable workers, prepared to turn up on time and 
do as they were told. For the labouring classes, the uncertainties 
and brutalities of rural life had at least been familiar ones, but the 
new urban existence imposed a unique blend of rootlessness and 
anonymity. As the smoky, warren-like cities and towns grew, so 
the poorest districts became packed with factory labourers. These 
were places of sprawl, overcrowding, noise and filth. The products 
of the Industrial Revolution included hundreds of thousands of 
disturbed people, as well as millions of tons of cotton and steel. 
The asylums joined with the prisons and workhouses to make a 
great system that ensnared the feckless and the indigent and that, 
without any deliberate intent, none the less served as a warning 
to anyone tempted to stray from their daily drudgery. At the close 
of the eighteenth century, there were only around 40 asylums in 
England and Wales; 60 years later, there were over 400, most of 
them crammed with the urban poor.5

Outside of the asylum walls, the Victorian middle classes suffered 
mental ailments of their own. In Europe and North America, many 
middle-class women were prone to insomnia, sleeplessness, fatigue, 
phobias and more rarely (but spectacularly) to trance-like states and 
to flights of ecstasy or paralysis that had no physical explanation. 
These disturbances had long been ascribed to the mobile female 
womb. But this account of ‘hysteria’ had fallen out of favour by the 
1870s, because it could not be squared with the new anatomical and 
functional knowledge of the nervous system. Widely viewed instead 
as signs of the obvious weakness of the female sex and of their 
overwrought nerves, these ‘symptoms’ can be more accurately seen 
as an unconscious rebellion against the gilded cage of respectable 
middle-class femininity. Clinical treatments – which at their most 
extreme included barbaric genital surgery or enforced confinement 
– were in truth an effective means for keeping women in their 
place.6 It was not that men lacked ‘neurotic tendencies’. Rather, the 
bewhiskered elders of the medical community had long ignored, 
downplayed, or misdiagnosed the emotional torment that they 
sometimes saw in their male patients. The economic and political 

Moloney T02029 01 text   10 15/05/2013   11:47



MISERY, MIND CURES AND FASHION 11

rise of the middle classes (and of the white man’s claim to racial and 
cultural superiority in the age of empire) had been founded upon 
a singular vision of strong, self-possessed and rational manhood: 
not to be undermined by medical recognition of ‘rampant neurotic 
weakness in the male sex’.7

Nevertheless, by the closing decades of the nineteenth century, 
it became harder to deny that a great number of men were also 
suffering from psychological problems, largely in the guise of 
irritability, anxiety and lassitude that could echo the recalcitrant 
mental and physical exhaustion – or chronic fatigue syndrome – that 
is a familiar (and controversial) diagnosis, in the early twenty-first 
century. Once again, no biological cause was apparent, but this 
did not prevent these symptoms from quickly coming to be seen as 
the condition of ‘neurasthenia’, as formulated by the Manhattan 
physician George Miller Beard.8 The demands of modern 
civilization, Beard declared, especially the pressures of commercial 
leadership and intellectual work, were straining the nerve fibres of 
businessmen, administrators, academics, bookkeepers, solicitors 
and the like. Neurasthenia became a popular diagnosis because it 
enabled the growing number of male ‘hysterics’ to be viewed in a 
dignified and even heroic light, the casualties of their own success as 
striving go-getters in the world of corporate enterprise. None of this 
prevented their wives and daughters eventually being diagnosed with 
it too, notwithstanding the huge overlap between the symptoms of 
this condition and those of hysteria. It was certainly in the interests 
of neurologists, psychiatrists and even religious and ethical thinkers 
to promote this catch-all illness – because it endorsed their authority 
and expertise, and gave the last two groups an up-to-date language 
in which to talk about the evils of the modern age.9

Meanwhile, the sufferer might receive a cornucopia of treatments 
– from hypnosis, and moral instruction to physical therapies, 
including massage, bathing, rest cures and ‘galvanic stimulation’ – 
but one treatment that grew in popularity was psychoanalysis. As a 
set of theories and techniques, it chimed with the risqué conviction 
of the educated classes that sexual repression contributed to mental 
disorder. Psychoanalysis offered an altogether more intriguing and 
dramatic take upon personal troubles, and had the added benefits 
of absorbing every symptom of neurasthenia into its own landscape 
– under the heading of ‘neurosis’.10 Above all, psychoanalysis 
purported to offer a cure for hysteria, as illustrated by the dramatic 
account by Freud and his colleague Josef Breuer, of Breuer’s work 
with the patient that they named ‘Anna O’ (real name: Bertha 
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12 THE THERAPY INDUSTRY

Pappenheim), an account that subsequent scholarship has shown 
to be entirely mythical. Pappenheim in fact remained so disturbed 
after seeing Breuer that she had to be quickly re-institutionalised 
into a Swiss sanitarium, the first of several such episodes, and she 
continued to experience her symptoms for years afterwards.11

Originally a doctor and a neurologist by training, the young Freud 
turned his attention to the causes of mental illness, especially the 
hysterical paralyses that were afflicting middle-class women in mid-
nineteenth-century Vienna and throughout Europe and the United 
States. Freud made himself an understudy of the French physician 
Charcot at the Saltpêtrière Institute in Paris, where this charismatic 
teacher used hypnotism to restore seemingly paralysed patients 
back to normality. Charcot suspected that sexual and emotional 
tensions underlay many of these illnesses. Back in Vienna, Freud had 
experimented with cocaine and even nasal surgery as potential cures 
for mental disturbance, but under Charcot he became increasingly 
interested in the idea that the surface symptoms of mental illness 
might be the patient’s way of concealing unconscious desires and 
conflicts from themselves as much as from everyone else.12 Drawing 
upon clinical observation and the idea of developmental stages from 
embryology, he began to formulate his famous tripartite theory of 
the mind – divided into the super-ego, the ego and the id; this scheme 
has been colourfully, if irreverently, described as a dark cellar, in 
which a well-bred spinster and a sex-crazed monkey grapple in 
combat, refereed by a nervous bank clerk.13

Freud’s favoured treatment method required the patient or 
analysand to express whatever came into their head. This technique 
of ‘free association’ often required them to lie down on a couch, 
although things were not always this formal and Freud sometimes 
analysed people while they were seated, or even while they were 
walking with him through the Austrian countryside, in the case of 
his disciple, Ferenczi.14 Wherever the analysis took place, the task 
of the analyst was to decode the client’s uncensored utterances for 
the hidden symbols that offered clues to their unconscious conflicts. 
The resulting dose of truth would banish the need for further painful 
repression and evasion, or neurotic misery, leaving the analysand 
free to get on with a life of ‘ordinary unhappiness’. Freud always 
claimed that these analytic skills were arcane and self-taught in the 
unique instance of their author, but otherwise to be mastered by 
undergoing an expensive course of analysis once or more a week, 
for several years and beyond. This, combined with Freud’s initial 
insistence that each analyst be a medical doctor (a view that he 
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MISERY, MIND CURES AND FASHION 13

relaxed somewhat in his later years), ensured that the whole world 
of analytic training and practice was available only to the wealthiest 
of individuals. Freud proffered psychoanalysis as an experimental 
and investigative procedure, a route to self-knowledge and control 
more than a cure for misery.15 However, this did not prevent him 
from crediting himself as the cause of sudden improvements in the 
condition of his patients, should they occur, or from eschewing the 
benefits that came with psychoanalysis being perceived as a branch 
of medicine. 

The popularity of psychoanalysis helped to dispel the idea of 
neurasthenia as a literal form of wear-and-tear upon the hardware 
of the brain, and it cast a similar question mark over hereditarian 
views of mental illness, displacing them with an entirely functional 
view of disturbance, as a breakdown in mental organisation. Less 
well remarked upon was psychoanalysis’s penchant for directing 
attention away from the world that gave rise to personal ills, in 
favour of a journey into the inward depths of the psyche.

The First World War and its aftermath contributed to these 
changing views of emotional illness. This conflict was unusual 
for the huge numbers of psychological casualties, and for the 
officer class being among those who suffered the highest rates of 
breakdown. It would have been unthinkable to blame these ills 
upon the inherited weaknesses of these elite men, and in search 
of a convincing explanation, psychiatrists were forced to look to 
the horrors of trench warfare.16 Electric shock treatment had been 
tried on some of these hapless casualties, but to little effect, other 
than as perceived punishment. The ideas of Freud suggested new 
and seemingly more humane remedies, including psychoanalytic 
therapy for shell-shock victims, pioneered by psychiatrists like A.J. 
Brock and W.H. Rivers, at Craiglockhart War Hospital for Officers, 
in what is now a suburb of Edinburgh.17

In the interwar years, the Freudian doctrine was disseminated 
and developed by his followers, who split into numerous warring 
schools, almost every one of them declared apostate by the master. 
These have been given the generic term ‘psychodynamic’ psycho-
therapies. Famously, the Swiss analyst Carl Jung rejected Freud’s 
atheism, and his view that neurosis was the result of sexual 
repression or trauma. In a more humanistic vein, Jung saw the 
search for personal wholeness and integrity – or ‘individuation’ – as 
the key to most psychological distress. He thereby added a focus on 
spirituality into a psychoanalytic practice that pointed toward the 
wisdom and healing power of the collective unconscious. This was 
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14 THE THERAPY INDUSTRY

the repository of all of the mythological symbols and yearnings of 
humankind and of the ‘archetypes’ – recurrent images and themes 
that surfaced in dreams and visions and that, according to Jung, 
addressed the clients’ dilemmas. The archetypes had power to 
restore lost meaning and vitality, if only the client would heed their 
advice. Jung’s interest in non-western cultures and in arcane subjects 
like alchemy have given his ideas an enduring appeal to New Age 
thinkers in the twenty-first century, notwithstanding his fondness for 
seeing Africans and other non-white ‘races’ as essentially childlike, 
and his publicly pronounced views on Jewish mental and emotional 
life during the 1930s, which sometimes veered rather too close to 
those of the Nazi regime.18

It is often said that wars lead to cultural and social innovation, 
and so it has proved with the talking treatments. The large numbers 
of casualties from the Second World War gave birth to group 
psychoanalytic therapy, the more economical batch treatment 
of several soldiers at once, pioneered at institutions like the 
Northfield Hospital in Birmingham, and Mill Hill, in London.19 
Freudian-inspired treatments spread into the fields of child and 
family guidance at a slow and piecemeal rate in the years between 
the wars; but more swiftly in the decades after the Second World 
War, as welfare states established themselves throughout western 
Europe, and American insurance-based health care turned toward 
outpatient treatment for disturbed or unruly children.20 The object 
relations school of analysis, developed by British practitioners 
such as Melanie Klein and Ronald Fairbairn, was well suited to 
these changes, because it held that cure could be achieved through 
building good relations with others (with what Freud had termed 
the ‘objects’ of unconscious desires) rather than via the management 
of internal drives. This outlook chimed well with growing scientific 
curiosity about infant development, as the foundation for adult 
personality and well-being. Exponents like Donald Winnicott and 
John Bowlby emphasised the importance of the environments in 
which children are reared, the emotional unity of mother and child, 
and the need for consistent care and nurture, themes that did not 
appear much in Freud’s account. Both of these clinicians advised 
the British government about the potentially harmful effects of the 
separation of evacuated children from their mothers; their concerns 
echoing contemporary male anxieties that women, who had run the 
factories during the war, should now be returning back to the home, 
where they supposedly belonged. This emphasis on the importance 
of maintaining ‘secure emotional attachments’ has found its way 
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MISERY, MIND CURES AND FASHION 15

into many strands of current psychodynamic treatment, where the 
therapist strives to provide a place of safety, a ‘secure base’, in which 
the client can express and come to terms with their deepest fears, 
and perhaps mend their latent capacities for emotional attachment 
and trust, that had been frayed or broken in their formative years. 
This concern with emotional protection can extend to the minutiae 
of therapy, including the requirement that the client and therapist 
always meet in the same room and at the same hour.21

By contrast, American psychoanalytic psychology – largely 
the product of the diaspora of central European analysts before 
the Second World War – retained the traditional Freudian focus 
upon the enclosed world of the individual psyche. In this ‘Ego 
psychology’, the task of therapy was to help the individual to adjust 
better to prevailing social conditions via the strengthening of the 
super-ego, in essence, through the application of will power. Though 
psychodynamic therapy in the United States fell into decline from 
the early 1970s,22 this belief in the apparent desirability and ease of 
self-transformation has diffused into a wide range of other therapies 
in the US, and beyond.

This spread of psychological thinking and techniques ensured 
that, by the 1950s, neurosis came to be diagnosed across all levels 
of society, tightening its grip upon the popular and professional 
imagination.23 (The language of neurasthenia or of ‘weakened 
nerves’ lingered on in the popular culture of the West: in films, 
novels and commercial ‘nerve tonic’ remedies, only to re-emerge 
in late twentieth-century maladies such as ‘stress’, ‘burn-out’ and 
‘Chronic Fatigue Syndrome’.) The idea of neurosis permitted a wide 
range of feelings, emotions and conduct to be corralled under the 
rubric of a single illness that everyone felt they could recognise. 
More tellingly, it fixed happiness, contentment and optimism as 
standards to which all should aspire, just as it transmuted sadness 
and discontent from the ordinary elements of human life into forms 
of sickness such as ‘depression’, in need of professional ministration. 
This duty to stay well had never been entirely a matter for the 
doctors. For the two thousand years since Hippocrates and Galen,24 
adequate rest, regular and sufficient diet, exercise, and the avoidance 
of worry were seen as the prerequisites of a healthy body and mind. 
What was new was the requirement that each citizen be willing to 
seek out and follow the advice of the experts, on the basis of each 
having some form of mental vulnerability or disorder – whether 
actual, or latent.
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16 THE THERAPY INDUSTRY

Meanwhile, the asylums continued to deal with the most 
downtrodden and disturbed; their stock in trade consisting of the 
psychotic, the elderly and the intellectually impaired, as well as 
refractory youth, the sexually deviant and the destitute. Across the 
world, new experimental ‘treatments’ were tried out, most often 
for the putative disease of schizophrenia: for example, insulin 
coma therapy, ECT and lobotomy. The doctors told themselves 
that their patients were usually improved, if not cured.25 The 
personal consequences of these new and drastic treatments were 
often terrible indeed.

The late 1950s and early 1960s saw early moves toward 
community care – a small trickle of patients leaving the asylums 
that was to become a flood in the last quarter of the century. 
These events are often attributed to the introduction of new classes 
of psychiatric drugs –the so-called major tranquillisers, which 
supposedly made room for a life beyond the asylum grounds, 
without need of straitjackets and padded cells. In hindsight, however, 
the community care movement had more to do with a gathering 
scepticism about the benefits of institutions, coupled with a rising 
belief in the importance of maximum personal choice and freedom. 
Across a 20-year period starting from 1960, it became acceptable to 
blame society for every type of difficulty, including mental illness. 
The briefly fashionable theories of the psychiatrist R.D. Laing and 
of the behaviourist psychologists such as B.F. Skinner were in tune 
with widespread questioning of the political establishment and 
its grip upon the lives of ordinary people, especially amongst the 
young. When combined with the critiques of the civil liberties 
lobby and of the opponents of institutional care, a new window 
was created through which madness could be viewed, not as a 
permanent and bizarre affliction, but as an understandable response 
to a disordered world.

From this new vista, the opening up of the asylums seemed natural 
and inevitable, although not everyone was so idealistic. There is 
little doubt that many of the politicians who endorsed ‘care in the 
community’ did so because it offered a cheaper alternative to the 
labour-intensive warehousing of the insane. Nevertheless, the overall 
outcome was clear, organic notions of serious mental illness were 
increasingly questioned and biomedical psychiatry, regnant since 
the nineteenth century, was suddenly on the defensive.

In parallel with these changes, the 1960s also witnessed the 
continued expansion of psychoanalytic and other therapies in 
Europe and the United States, in the spheres of mental health 
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MISERY, MIND CURES AND FASHION 17

care and education and guidance. Social workers and probation 
officers could describe themselves as applied psychoanalysts.26 It 
was in this period that clinical psychologists, originally based in 
the big hospitals, started to move out into health centres and other 
community venues, to offer treatment to people suffering from 
anxiety, phobias and low mood.

Clinical psychologists differ from psychiatrists in that they have 
not usually studied medicine, though before their training some 
of them may have worked in other health care professions, and 
all of them possess undergraduate and postgraduate degrees in 
psychology. In the UK, clinical psychology has always been closely 
linked with the National Health Service and dates almost from 
its inception, when an alliance between academic psychologists 
interested in the treatment of neurosis and leading psychiatrists, 
in search of competent technicians to develop and administer 
diagnostic and mental tests that might help to legitimate their work, 
led to the creation of the first training course in this subject: at the 
Maudsley Hospital, under the guidance of Hans Eysenck. Both of 
these disciplines came to share a preference for the classification and 
measurement of human behaviour, for viewing mental disorder as 
saying more about the afflicted individual than about their situation, 
and distaste for what many saw as woolly psychoanalytic thinking.27

These similarities were most obvious when, in the 1950s, the 
psychologists, still based in the hospital clinics, began to create 
therapies that derived from the work of theorists such as Ivan 
Pavlov, a Russian physiologist and B.F. Skinner, an American 
psychologist who endeavoured to develop a scientific approach to 
the study of human behaviour. For these practitioners, the study 
and analysis of thoughts and feelings was unscientific, because they 
could not be directly observed.28 In line with scientific materialist 
doctrines, the behavioural psychologists, as they called themselves, 
saw consciousness as an epiphenomenon or by-product of the 
workings of the brain, rather like the exhaust gas from a combustion 
engine. The emphasis in behaviour therapy was and is upon the 
measurement and treatment of observable problem behaviours 
or habits, such as compulsive hand-washing, or the extreme and 
‘irrational’ fears which are often called phobias, all of which are 
held to be modifiable via the manipulation of their consequences, 
including the way that the afflicted person responds to their own 
anguish. Gradual exposure to the frightening situation coupled 
simultaneously with an effort to relax are the bread-and-butter of 
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18 THE THERAPY INDUSTRY

this approach – reflecting an ancient teaching that fears are best 
dealt with not through avoidance, but through confrontation.

Behavioural cures were fashioned in response to two perceived 
shortcomings of Freudian therapy: the lack of proof for its dynamic 
map of the mind, which had always been much more visible to 
convinced analysts and their patients than to sceptics; and the poor 
evidence for the effectiveness of analytic techniques. By contrast, 
behaviour therapy was seen as more scientific, because it followed 
from academic learning theory, rooted in experimental psychology, 
that is, the study of dogs, rats and pigeons and their responses to 
rewards and punishments offered in university labs. Behavioural 
healing also had a further advantage, for some, in its mechanistic 
view of the human organism – no need to mess about with nebulous 
things like feelings or hopes – and it seemed to make clear predictions 
about treatment outcome. It was also more amenable to testing by 
clinical trial, something that would become more important as the 
decades went by.

For the psychologists themselves, the behavioural remedies 
continued to offer a niche in which they could work alongside the 
psychiatric profession, and from which they could later challenge 
its dominance in the treatment of mental illness. These treatments 
flourished in the public health services, especially in relation to 
people with learning disabilities and those who could not afford 
to pay for psychoanalysis or other kinds of more labour-intensive 
talking therapy.29

But not all clinical psychologists were enthusiasts. Some, for 
instance, helped to establish the publicly funded Tavistock Clinic, 
a kind of national R&D centre for psychoanalytic ideas and 
their application to education, organisational management and 
child guidance. Others joined their psychiatrist colleagues in the 
pioneering of ‘therapeutic communities’, in which patients were 
given more say over the ward regime and were encouraged to work 
together in trying to understand and confront their individual 
psychological problems.30 These communities were the forerunners 
of more radical experiments in rehabilitation that challenged the 
notion of mental illness, founded by psychiatrists such as R.D. Laing 
and his associates, at Kingsley Hall in London.

Perhaps the biggest change for the profession happened in the 
late 1960s, when it began to move out of the hospital and into 
community-based clinics, GP practices and adult learning disability 
services. From these new bridgeheads, the clinical psychologists 
declared themselves able to tackle a wide span of psychological 
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problems for an expanded range of people, eventually including 
individuals diagnosed with what are usually seen as more severe and 
enduring problems such as schizophrenia, or personality disorder. 
These clinicians extended their repertoire of treatments to match 
demand, a story that continues to the present day, where they are 
involved in teaching, research and consultation. In the US and 
Europe, clinical psychologists work in an ever-expanding array 
of settings – including private hospitals, schools, businesses and 
non-profit agencies. In the UK, they are not licensed to prescribe 
psychiatric drugs, though some American clinicians can do so, 
pursuant upon an elective postgraduate training. In short, clinical 
psychologists offer talk rather than pills.

This post-war period also witnessed the flowering of the 
profession – or craft, as some would have it – of counselling. At 
the start, this was an offshoot of American clinical psychology 
where, in the 1940s, Carl Rogers had found that, rather than deep 
interpretation, a mixture of therapist warmth and concern seemed 
enough to help restore distressed people back to health.

Person-centred therapy emerged as part of what became known 
as the ‘third force’ in psychotherapy – a reaction to what many 
took to be the machine-like view of human beings, as passively 
determined, and in need of expert reprogramming, that underpinned 
both psychoanalysis and behaviourism. What was needed – or so 
it was argued – was an approach that acknowledged the essential 
freedom, emotional richness and potential of the fully self-directing 
human being. The humanist approach thus concentrated upon 
attaining health more than curing sickness.

The story of person-centred therapy also had a lot to do with the 
politics of the therapy world. Rogers had started out by applying 
psychoanalytic methods to his patients, only to become disenchanted 
with the length and stilted nature of the procedure. His own clinical 
experience had taught him that patients responded best to a warm, 
informal manner, in which the therapist sought to help the client 
to reflect upon their own thoughts and feelings as they expressed 
them, and with a minimum of interpretation or analysis by the 
therapist. He came to think that unhappiness had less to do with 
repression than with the lack of fit between each individual’s own 
needs and values and the life that they were outwardly living. If so, 
then the client as much as the therapist was likely to be the expert 
in these matters: a radical departure, when contrasted with the 
behaviourist fascination with objective measurement of external 
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actions on the one hand, and with psychoanalytic preoccupation 
with the unconscious, on the other.

All therapies must offer an account of how malaise comes about 
and Rogers held that our troubles begin when others require us 
to behave in artificial ways to gain respect or affection. We pay a 
high price for getting by in the world in this way. We lose much of 
our natural self-assurance, individuality and spontaneity. Rogers 
recommended that, as a first step toward healing, the therapist 
should provide the client with a safe and accepting relationship as 
an antidote to a constricted life. This relationship – based upon three 
core principles of the therapist providing unconditional positive 
regard (or warmth), empathy and genuineness – would encourage 
the client to acknowledge their feelings – thereby fostering their 
natural capacity for personal growth. The result: a more authentic 
and open-hearted individual, less prone to worrying how others 
might see them, and with an improved ability to solve problems 
and to live a more creative life into the bargain. So confident was 
Rogers that he proposed that political leaders should spend time in 
person-centred therapy groups as a means of tackling evils like the 
nuclear arms race, the Cold War, and the apartheid regime in South 
Africa. Rogerian therapy is certainly optimistic. Rogers’ views have 
been modified by a minority of his later followers, who have taken 
pains to acknowledge the long-term damage to self-confidence that 
can result from the lifelong experience of emotional and physical 
abuse.31 However, even these far-from-optimistic writers still retain 
their faith in the power of insight and therapist attention to heal 
the scars of deep-seated trauma and enable people to live in greater 
comfort, despite their socially noxious circumstances.

Together with the stripped-down and simplified Freudianism of 
the ‘Self Psychologists’, popular with urban and educated Americans, 
Rogers’ ideas helped unleash a wave of counsellor schooling and 
employment that spread steadily across the western world in the 
following two decades, to culminate in an explosion in the field 
during the 1980s. Counselling came to be widely seen as the answer 
to almost every kind of personal and social problem: boredom, over-
excitement, loneliness, low self-esteem, unattractiveness, rejection, 
workplace change and redundancy, marital infidelity or instability, 
divorce, addiction to alcohol and drugs (or exercise, shopping, sex, 
or pornography), educational failure, desire to change (or retain) 
one’s sexual orientation, eating problems, disability, chronic disease 
and pain, assault and trauma (experienced directly or witnessed, 
even via watching TV news broadcasts), childlessness, parenthood, 
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retirement, ageing, lack of interest in money, too much interest in 
money, youthful rebelliousness or conformity, bereavement, fear 
of death, or the desire to commit suicide. All of these and more 
have become targets for a talking treatment of one sort or another.

Throughout Western Europe and the USA, counsellors can 
be found in schools, colleges and universities and the personnel 
or ‘human resources’ departments of most large companies and 
government institutions. Counselling is certainly popular. In 2010, 
nearly one in five people in Britain were reported to have consulted 
a counsellor and almost half of the population to know someone 
who had done so.32 At the time of writing, around half of all general 
medical practitioner surgeries in the UK employ one or more of these 
workers,33 as do some NHS outpatient services and, increasingly, 
the Improving Access to Psychological Therapies (IAPT) scheme in 
England and Wales, a government-sponsored project intended to 
make psychological therapy available on demand to anyone who 
wants it. Enthusiasts see this growth as humanistic and medical 
advance. But there are also those who suggest that it can just 
as easily be seen as a shock absorber for social change, for the 
loneliness and loss of meaning that has gone with the decline of 
traditional religion and the shift to urban living.34 The demand 
for counselling may also have something to do with the tightly 
rationed nature of general medicine, in which doctors have little 
time to listen to their patients’ personal troubles.35 A counsellor can 
hail from almost any academic and employment background, and 
will typically undertake professional accreditation (in the form of 
a diploma or postgraduate degree) in mid-life, as a ‘second career’. 
The domain of the counsellor overlaps with that of the psycho-
therapist, whose practice is usually distinguished by its longer-term 
nature, by its focus upon the putative roots of current disturbance in 
early childhood, and by a greater accent upon academic credentials: 
many psychotherapists hold medical or other postgraduate degrees.

Another significant development has been the growth of 
Counselling Psychology in the US from the 1970s, and in Britain 
from the 1990s. As their name suggests, counselling psychologists 
claim special skills in building up warm and healing relationships 
with their clients, coupled to a scientific training through having 
a psychology degree. By tradition, counselling psychologists work 
with people suffering the milder anxieties and worries of ordinary 
life – as encountered in the fields of careers guidance, university 
student and couples counselling, for instance. With the overturning 
of traditional skills hierarchies in the British NHS,36 and with the 
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advent of doctoral level training in both Britain and the United 
States, counselling psychologists increasingly work in the same 
services as their clinical colleagues, and are claiming a similar range 
of expertise.

With some important exceptions (to be discussed below), 
few modern-day analysts, psychotherapists, or counsellors are 
so ingenuous as to talk about the ‘cure’ of their patients. They 
do, however, claim that the insights that therapy offers into our 
obscure motives and feelings will enable us to live more peaceably 
with ourselves, and to find more acceptable ways of meeting our 
otherwise hidden needs and motives: a cure by any other name.

Despite these gains for the talking therapy professions, biological 
psychiatry returned with redoubled force in the closing decades of 
the twentieth century. In part, this was because of the success of 
the previous criticisms of the ‘anti-psychiatrists’ like R.D. Laing 
and his supporters, who demanded a broader, interdisciplinary 
approach to mental health treatment and care. One unforeseen 
consequence was the creation of a conduit through which traditional 
psychiatry could make its return, in the guise of the biopsychosocial 
doctrine: the official rationale for almost every mental health service 
in the western world.37 With what might be seen as stupefying 
obviousness, this principle holds that all cases of mental disturbance 
entail biological, psychological and social elements, both as causes 
and as consequences. In practice, many psychiatrists cleave as 
tightly as ever to the biomedical strand of this ‘model’ and view the 
other elements as also-rans, an attitude that undoubtedly helps to 
maintain their status as medical doctors, something that their peers 
in other fields of medicine have historically been loath to concede.38 
However, this narrow focus upon the faulty nervous system or 
mind of the individual sufferer is not confined to mental health 
professionals. For the last 30 years, it has captured the thinking and 
outlook of academic researchers, many of them having learned to 
avoid social perspectives on mental illness where once they would 
have embraced them. From the time of President Reagan and the 
‘decade of the brain’ that followed, research grants for the study 
of the social causes (and remedies) of distress have been harder to 
come by and researchers have followed the money, in search of the 
answers afforded by biochemistry and brain scans.

Yet the rebirth of biomedical psychiatry has done little to halt 
the advance of the talking therapies that, if sheer variety means 
anything, are flourishing – with more than four hundred kinds 
at the start of the twenty-first century.39 Even so, one type needs 
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special mention: Cognitive Behavioural Therapy or ‘CBT’ – the 
practitioners of which claim to ameliorate mental disturbance in 
a precisely calibrated manner, just like any other medical remedy. 
CBT therapists attend upon people who have a wide range of 
diagnoses and this school is the market leader in most public health 
services today.

CBT was developed from the integration of behaviour therapy 
and cognitive therapy. In the long run, evaluations and case reports 
were unable to show that behavioural treatment could live up to 
all of the claims of its progenitors. By the late 1960s, even the 
supporters of behaviour therapy were beginning to acknowledge 
that it was not quite as effective as they had hoped. Patients did not 
always conform to the expectations of academic learning theory. 
Sometimes, they appeared to improve too quickly, before their new 
conditioning might have been supposed to have taken hold, or too 
slowly, implying that their distress was not amenable to straight-
forward, mechanical procedures that worked well enough for dogs 
and pigeons, trapped in laboratory environments over which the 
researchers had complete rule. Patients’ symptoms could fluctuate in 
strength or change unpredictably, while their beliefs and expectations 
seemed to have a bearing on treatment outcome, or at least upon 
the self-reported measurements by which it was evaluated.40

Finally, the behavioural approach proved unable to win the 
universal approval of its recipients and practitioners, many of 
whom came to view it as too mechanistic. Worse still, it denied the 
reality and value of subjective human experiences such as beliefs, 
memories and feelings, all of which were increasingly seen as both 
the essence of unhappiness and – in so far as therapists could claim 
to manipulate them directly – as central to its cure.41

The behavioural therapies – with their penchant for control over 
conversation – had always been the lot of the poor and the powerless, 
just as a wealthier clientele had chosen the more sophisticated 
treatments: a distinction upheld in the twenty-first century. With 
the rise of humanist therapy, many clients came to dislike what they 
saw as coldly impersonal treatments with little room for feelings 
and thoughts.42 The ascent and triumph of cognitive psychology 
in the academic world also contributed to the sudden tarnishing 
of behaviourist ideas. It represented a new programme designed 
to indirectly (but objectively) map the hidden patterns of human 
thinking, memory and learning through careful measurement of 
the responses of individuals – usually undergraduate students 
– in carefully arranged experiments. The advantage lay in the 
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objective recording of how long it took someone to recall a piece 
of information, to parse a sentence or to solve a particular type of 
problem, for example, and to thereby have some confidence about 
the outlines of how humans can think and make sense of the world 
around them, at least in the psychology labs. And there lay the rub. 
If much of this research has been attacked for its tendency to treat 
people like electrons, and for its triviality and limited relevance to 
daily life,43 then its apparent success owed something to the appeal 
of abstract theoretical (especially mathematical) models, which 
promised to bring psychology closer to the envied science of physics. 
Its buoyancy also owed something to covert US military funding 
for research into the human–machine interface from the Second 
World War, and onward, into the ‘Strategic Defense Initiative’ of 
the 1980s.44 The new outlook was welcomed, too, because of its 
harmony with the latest impressive technology, in the shape of 
mainframe computers. Its proponents ‘sang the mind electric’ as 
they tried to make thoughts and purposeful actions (if not, at the 
time, feelings) into respectable science, in the guise of ‘information’, 
handled by the nervous system.45 The cumulative weight of all of 
these trends helped open the door to what is widely seen as the 
second, or ‘cognitive’ wave of behavioural therapy, which came to 
be linked, especially, with the work of two American psychiatrists, 
Aaron Beck and Albert Ellis. Both had originally trained as Freudian 
analysts, but were impressed when many patients seemed to improve 
faster when advised to challenge their unhelpful beliefs (though 
Beck had placed more emphasis upon the additional use of practical 
confidence-building exercises). From the outset, cognitive therapy 
was nothing if not practical, its aim to guide clients into developing 
more helpful or accurate ideas about themselves, their world and 
their future.46

Although the term ‘CBT’ was coined by Beck, it was popularised 
and the theory base expanded chiefly by clinical psychologists, faced 
with patients with complicated problems who seemed to respond 
best to a pragmatic mixture of therapeutic methods. The pressure 
of long waiting lists for therapy, combined with a respect for the 
scientific outlook of the behavioural tradition, encouraged these 
practitioners to take cognitive methods as a way of tackling the 
immediate symptoms of misery and to fuse them with behavioural 
techniques, designed to help patients to confront situations or tasks 
that they normally avoided. At the time, and ever since, few seem to 
have noticed the contradiction of blending a tradition that denied 
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the potency of the mind with one that embraced it, as the fulcrum 
of happiness and distress.

Indeed, the ‘cognitive’ part of CBT is misleading. Neither Beck 
nor Ellis were influenced by contemporary ‘cognitive science’, but 
by ancient Stoic philosophy, as exemplified in the central tenet of 
this form of therapy, that ‘there is nothing either good or bad, 
but thinking makes it so.’47 This assumption is played out in the 
form of the Socratic dialogue, a systematic effort to help the client 
to identify and counteract their unhelpful ideas about themselves 
and their milieu, so as to make them feel better, as quickly as 
possible. The therapist works with the client to help them to set 
their own treatment goals and to guide and support the patient in 
attaining those goals. The supposition is that all of us are continually 
absorbing information about our environment and ourselves in a 
blend of perceptions, interpretations and recollections, and that 
these internal processes shape the way we think, feel and behave. 
A wide range of problems – from lingering misery to anxiety, panic, 
irrational fears (or phobias) and compulsive rituals – are all deemed 
to stem from our faulty and pessimistic thinking: about ourselves, 
others and the world around us.

In Beck’s theory, early experience lays down the foundation for 
our thinking in the form of schemas – or general frameworks – 
that we use to understand the world. To the extent that we are 
usually unaware of them, these schemas represent a vestigial form of 
Freudian unconscious, and the biases in perception and judgement 
to which they give rise have more than a passing resemblance to the 
distortions and irrationalities of the unconscious mind, as identified 
by Freud. Once the schema is activated by an event, for instance – by 
a colleague’s casual comment, that could be construed as a put-down 
– then it is said to give rise to negative automatic thoughts – such as 
‘I am a bad person’, or ‘nobody ever really likes me’ – which then 
create emotional anguish, in turn leading to unhelpful conduct: 
in this example, perhaps ill-judged avoidance, or disproportion-
ate anger.

The whole approach of CBT is geared toward giving the patient 
techniques that they can use to challenge false conclusions about 
themselves, leading to enhanced mood and more constructive 
actions. As a first step, the client may be asked to keep a thought 
record. This is a diary of their key impressions, ruminations and 
feelings, to be used as a basis for identifying underlying beliefs 
and then for collecting evidence for and against the latter, and 
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with the ultimate goal of swapping them for more ‘balanced’ or 
‘realistic’ appraisals. To this end, the client may be given homework 
assignments in which they might be required to tackle their negative 
thoughts directly, via affirmative (or ‘realistic’) self-talk, as well as 
indirectly, by placing themselves in situations that might refute their 
dark view of themselves – for example, by attending a party, and 
finding that, contrary to their pessimistic predictions, many guests 
are friendly and receptive.

CBT practitioners thus seek to modify thoughts, feelings, bodily 
states (such as fear versus calmness) and behaviours. In both practice 
and theory, however, it is the client’s outlook that is viewed as 
fundamental to their ills, and to their cure.

For many clinicians and clients alike, CBT has a wide appeal, 
evident in its colonisation of almost every niche of professional 
counselling and guidance in the English-speaking world – from 
‘relationship work’ to penal control. It is the therapy of choice for 
mental health workers and counsellors, health service managers, 
planners and trainers. There are many reasons for this success, 
including the large body of evidence accumulated in favour of this 
therapy (larger than for almost any other type), its skills-based 
and tactical nature, which lends it readily to standardised training 
manuals, and the wide range of techniques that can be chosen to suit 
each client and their problems. A further consideration is that CBT 
practitioners have been more willing than most of their competitors 
to view each client’s distress in terms of a specific diagnosis or 
disorder, awaiting measurement by a rating scale designed for the 
purpose, such as, for example, the Beck Depression Inventory, or the 
‘BDI’. The approach therefore lends itself to quantification, making 
it attractive to health service managers, looking for treatments that 
reduce waiting lists, and can be equitably delivered with easily 
measured outcomes.48 In Britain, CBT has become near-synonymous 
with the profession of clinical psychology, perhaps because it makes 
a good fit with the profession’s preferred image of itself, as both 
applied scientist practitioner and service manager.49

Nevertheless, when you look close, it is hard to pin down just 
what exactly is ‘CBT’. Currently, there are well over a dozen 
distinguishable varieties, committed to diverse portraits of the 
relationship between thought, feeling, behaviour and environment. 
Some practitioners acknowledge that CBT is not really a discrete 
single therapy, but a tool bag of ideas and techniques, some of them 
indistinguishable from something called ‘interpersonal therapy’, that 
is, from the provision of comfort, reflection and advice.50 For some 
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critics, the nebulous nature of CBT makes it closer to a tradition 
than to a scientifically coherent therapy.51

Few of these doubts have registered with the leading proponents 
of this therapy, who present their chosen method as the market 
leader in effectiveness, science and invention. CBT therapists have 
recently shown fresh enthusiasm for psychodynamic ideas about 
the importance of the transference of feelings between therapist and 
clients, and humanist ideas on the importance of therapist warmth, 
designed to deliver the techniques with greater acceptability and 
speed. The last decade has also seen efforts to weld cognitive and 
behavioural methods to the traditions of Buddhist meditation and 
of classical Stoicism. This constitutes the so-called ‘third wave’ 
of behavioural therapy, in which the emphasis has shifted away 
from the challenge of negative notions to one of acceptance and 
‘letting go’. New hybrid forms of treatment have thus emerged, 
under acronyms like ‘MCBT’, or ‘Mindfulness-based Cognitive 
Behavioural Therapy’.52

As a symptom-focused treatment, CBT is well suited to the 
short-term regime which is all that most patients without private 
means can expect, whether in the world of managed care for 
the United States or in the British NHS, in the grip of its own 
market revolution. It would be surprising if the movement in 
health care toward ‘evidence-based practice’ and the standardi-
sation and auditing of treatments had not been echoed in the 
procedures and theories of the talking cures. For all schools of 
therapy, there has been a shift toward demonstrating effectiveness 
through clinical trials, and for many, a renewed emphasis upon their 
technical aspects.53 And there has been a parallel trend toward the 
hybridisation of approaches to create new variants, for example, 
cognitive narrative therapy.54

These changes, designed in part to make government-approved 
forms of therapeutic talk more accessible to the masses, also 
speak of CBT’s wide appeal and of the enduring perception that, 
when troubled, it is ‘good to talk’.55 People with more serious 
and long-standing mental health problems are increasingly, and 
understandably, expressing their preference for human contact 
and conversation over the not-very-helpful drugs that psychiatrists 
prescribe.56 And there is gathering disillusionment with the promise 
of designer pharmaceuticals, once heralded as the way to recast 
our entire personality, to make us ‘better than well’.57 Yet many 
of the leading schools of talking therapy promote their methods 
in a language that mirrors the over-confident assurances of 
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psychiatrists and the pharmaceutical companies. More and more, 
psychological techniques are presented and packaged as fast cures 
for mental disorder.58

As should be clear by now, despite these commonalities, the world 
of therapy is riven by disagreement, for instance, about how much 
emphasis should be given to individuals’ thoughts, versus feelings, 
actions, or even their situation.59 And then there are the explanations 
that therapists provide for the nature and causes of their client’s 
problems. Should these maps be shared at an early stage in therapy, 
as is done in CBT, for instance, or not disclosed until much later, 
or perhaps never, for the fear that such revelations might obstruct 
the client’s self-exploration and discovery as it unfolds within 
therapy?60 Perhaps the most heated debates are about what kind 
of therapy might work best for what kind of problem and client. 
Many CBT practitioners regard their approach as the most clinically 
effective (it is certainly the most researched). This view has been 
vigorously challenged by practitioners from other schools, some of 
them arguing that the clinical trial method – as used in medicine for 
the evaluation of drug and other treatments – is simply too crude 
a device to capture the subtleties and complexities of how talking 
therapy works.61

These are significant fissures. Yet the general rule has been for 
polite avoidance of these differences in the counsellor training 
literature and indeed in discussions at conferences, where instead 
there will sometimes be a nod to the need for more research, before 
the question of what kind of therapy works best for whom for 
what problem can be answered. There are many reasons for this 
avoidance. One of them must surely be the lack of agreement about 
what the aims of psychological therapy should be and how, if at 
all, its effects can be measured.62 Whereas many, perhaps most, 
practitioners see it as a form of clinical treatment designed to 
reduce specific psychological symptoms, others view it as a form 
of open-ended enquiry that can lead in unpredictable directions, 
perhaps to a reassessment of the path that one’s life has taken.63 
The extent of this disagreement can be gauged by the existence of a 
vigorous movement in the UK that opposes the idea of professional 
registration for all therapists (analogous to that required for doctors 
and dentists) because it will lead to a moribund practice that will 
quash spontaneity and creativity.64

These fundamental differences notwithstanding, there are at least 
two creeds upon which nearly every school of therapy has come to 
agree. First, there must be a warm and collaborative relationship 
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between client and practitioner, as the vehicle that delivers the 
techniques, if not as the technique of change, in itself. Whether or 
not this consensus represents the advance of clinical knowledge, it 
certainly shows that the humanistic therapies have been successful 
at marketing their wares. Any sensible therapist ‘listens’ to their 
client, as do effective managers to employees or friends to each 
other. In the age of the customer, no psychological treatment can 
afford to ignore the client’s desire to feel important and well served 
by the attentive professional at all times. The second consensus is 
that every kind of therapy must take its authority from an allegiance 
to a professional institution of some kind, confirming expertise in 
the mending of troubled minds. This is the most important claim 
of all, because it lends credibility to therapy as a companion to 
medicine, propped up by the authority of science and of a rigorous 
‘evidence-base’. Without these twin supports, talking therapies are 
simply conversations – something that everyone engages in, every 
day of their lives.
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2
The Psychopathology of Everyday Life

Medicine, like all crusades, creates a new group of outsiders each time it makes a new 
diagnosis stick. Morality is as implicit in sickness as it is in crime or in sin.

Ivan Illich1

MEDICALISATION AND ITS DISCONTENTS

At the beginning of the twenty-first century, psychiatry remains 
the dominant mental health profession, whether in terms of pay, 
status, prestige, length of academic training, or legal power. It is 
the template against which the other professions – including the 
talking therapies – define themselves, in conformity or opposition. 
This chapter therefore presents an overview and critique of some 
of the main elements of the psychiatric outlook, as a foundation 
for the critical look at psychological therapies and techniques that 
follows in subsequent chapters.

In western culture and increasingly in other parts of the world, 
medicine is starting to make inroads into ethics, law and politics as 
another way of dealing with social problems. It has become normal 
for governments and clinicians to intrusively monitor citizens’ health 
in the name of their own good, instructing or nudging people to 
maintain their own well-being.2 This process, widely known as 
‘medicalisation’, has two main consequences, as described by the 
social critic Ivan Illich in his seminal book, Medical Nemesis. First, 
in concentrating upon individual responsibility for health and illness, 
we lose sight of the bigger picture, of how pervasive problems like 
poverty can cause or exacerbate health problems. In disguising this 
reality, the health care system bolsters and protects those aspects of 
society that manufacture illness in the first place. Secondly, age-old 
aspects of the human condition, especially emotional and spiritual 
suffering, come to be seen as the province of professionals upon 
whom lay people come to depend in their efforts to understand and 
manage what they now take to be illness. Above all, medicalisation 
bestows a unique power to control people in the name of care, and 
this is no more evident than in the field of psychiatry.

30
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Psychiatric surveys suggest that as many as one in four Americans 
will suffer from anxiety or depression severe enough to merit 
treatment during their lifetime,3 and that Britain is not far behind.4 
In the US, the number of people so disabled by psychiatric problems 
that they qualify for some form of government assistance has more 
than doubled between 1987 and 2007. The same period has seen 
even more dramatic developments for children in the United States, 
who have suffered a 35-fold increase in mental disorder, which is now 
the leading childhood disability.5 The World Health Organisation 
(WHO) has declared that by 2020, depressed mood will be the 
second most important health problem in poorer countries, and the 
most important in the wealthier nations, overtaking heart disease 
and cancer in lost productivity, diminished quality of life and in 
health and social care costs.6 For those already diagnosed, where 
one psychiatric label used to suffice, increasing numbers are being 
affixed with two, three, or more labels; the scope is widened for still 
more treatments, some of them aimed at managing the side effects 
of the psychiatric drugs themselves.7

As we saw in Chapter 1, psychiatry and psychology have a long 
history of identifying deviant groups and of treating what now looks 
more like protest, anguish, or difference, as forms of biological and 
mental illness. Examples range from the unsavoury to the genocidal. 
Male doctors in the early nineteenth century diagnosed women 
who did not conform to the approved standards of femininity, 
as suffering from disordered or wandering wombs, later refining 
this ‘sickness’ to a derangement of brain and psyche. Such women 
(especially those pregnant outside of wedlock) were often subject 
to compulsory hospitalisation, sometimes followed up with surgical 
maiming.8 In the nineteenth and for much of the twentieth century, 
people who we would now see as having intellectual impairments 
were widely viewed as the bearers of tainted hereditary bloodlines; 
the supposedly useless and ineducable objects of state supervision 
or private charity, they were consigned to grim institutions in their 
thousands, graded into categories according to the degree of their 
supposed pathology by means of newly minted scientific terms 
such as ‘moron’ and ‘imbecile’ – words that have since passed 
into common language as forms of personal insult. Together with 
the similar warehousing, sorting and maltreatment of the mad, 
the theories and practices that helped define people with learning 
disabilities and that deemed non-white ‘races’ to be inferior, laid 
the blueprint for the eugenic and racial extermination policies of 
the Nazis, in the 1930s and ’40s.9
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