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The Growth Industry

Postwar psychological healers were aggressive, upbeat,
and emphatically dedicated to the proposition that preventive tech-
niques and treatment should be vigorously applied to normal people
and their normal problems in normal communities. World War 11, as
we saw in chapter 4, had given clinicians an ominous glimpse of what
could happen when healthy individual personalities were overwhelmed
by unhealthy environmental stresses. Painfully aware that cures for dras-
tic mental disturbances were flawed, if not altogether futile, they were
relieved that war had presented an alternative. The agony of the desper-
ately ill need no longer be their sole preoccupation. They could set
their sights on the normal anxieties of ordinary people. And they did.
In the name of prevention and mental health, clinicians pledged them-
selves to careers as architects of social as well as personal change.

World war ended in 1945, but the challenge of psychological adjust-
ment endured. Combat anxieties no longer precipitated breakdown,
but new social strains multiplied and spread, threatening to generate
waves of civilian casualties at a moment when a country burdened by
postwar reconstruction could least afford the financial and symbolic sac-
rifice. As if to acknowledge that unemployment, housing shortages, ra-
cial conflict, and the dawn of the nuclear age all tested the mental and
emotional stamina of soldiers and citizens fatigued by years of war, the
legislation that became known as the GI Bill was formally titled the
Servicemen’s Readjustment Act of 1944
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Because adjustment seemed to have such positive civic, as well as
personal, overtones, maladjustment was considered a national hazard.
It was this specter of incomplete or failed adjustment, and the realiza-
tion that psychological and social fitness were inextricably linked in any
measure of social well-being, that prompted a new mood of re-
ceptiveness to the psychological duties of national government. “Not
many personalities,” cautioned William Menninger in 1948, “can still
be in there adjusting after a full speed head-on collision with as solid a
piece of Environment as a ten-ton truck.”!

This chapter describes how clinical experts devoted themselves to
the job of keeping personality and environment in stable balance, con-
tinuing the process of normalization that began between 1941 and
1945. It shows how smoothly postwar trends paralleled clinicians’ pre-
ventive credo and how quickly institutional and legislative changes
helped to realize clinicians’ vision of an expanded jurisdiction for psy-
chological expertise, initially facilitated by an expanding federal govern-
ment. The major outlines of clinicians’ historical chronology after 1945
are quite similar to those of their colleagues in the behavioral sciences.
Chapter 5, for example, described the career of policy-oriented psycho-
logical experts during the early Cold War, when grave new military
priorities facilitated a flow of defense dollars to experts who promised
that psychological science and technology would help manage political
change in a dangerous world in exchange for continued state support
and a part in determining the direction of U.S. foreign and military
policy.

This convergence demonstrates, yet again, the theme that divergent
types of psychological experts shared important common ground.
Some worked in national security occupations trying to manage revolu-
tionary upheaval in the Third World while others worked in local clinics
trying to steer individuals toward a happier existence. Some thought
they were developing social and behavioral science; others considered
themselves neutral technologists; still others made unwavering commit-
ments to professional lives delivering social service and personal aid.
The particulars of their stories were distinctive. The general outlines of
their histories were not. CONSB140

For clinicians, the lessons of World War II were also beacons illumi-
nating their future path, but the characteristic features of postwar U.S.
society, as they emerged, were equally prominent in heightening the
visibility of clinical experts and increasing the popular demand for their
services. Economic affluence and an ethic of avid consumption allowed
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people to think of empathy and warmth as items to be purchased with-
out recoiling from the commercialization of human connection. While
the pervasive techniques of industrial psychologists contributed some-
thing to the alienation of “the organization man” (the famous William
H. Whyte book by that title included an appendix on “How to Cheat
on Personality Tests”), experts’ promise of supportive understanding
also nourished the ongoing quest for existential meaning, just as new
levels of geographic mobility did by placing more people than ever out
of reach of the kin and community ties with which they had grown up.

Fmally, an insistent ideology of patriarchal domesticity simultancously
returned civilian jobs to male veterans and sequestered women and chil-

dren in a familial bubble that made private ordeals a matter of great
public curiosity and untiring investigation.

It was in this context of affluence, alienation, and sharp gender dis-
tinctions that the postwar trends discussed in this chapter unfolded.
Three developments in particular are described below because they il-
lustrate the growing public influence of clinical expertise, as well as the
basis of that influence in the World War II experience and the incessant

militarism of the postwar years.

CD First, the swift acceptance by federal government of an unprece-
dented responsibility for the mental and emotional well-being of the
ertire U.S. populan011 With passage of the National Mental Health
Act of 1946, it was apparent that the mental health of ordinary citizens
would become a consequential public policy issue in its own right and
the result was that more and more responsibility for its pursuit and
maintenance rested with the state. Federal legislation, in turn, provided
the infrastructure necessary to support a community-oriented psychol-
ogy and psychiatry during the 1950s and 1960s. One of the first and
most important results was the growing conviction that psychological
and social change were inseparable. Political activism was as much of a
social responsibility for clinical experts as personal helpfulness was.

theLapy for “the normal.” Spurred in part by veterans’ requests for on-
gomgmnce and built on the infrastructure of new federal initia-
tives, this development sharply altered the geographic location,
professional interests, and daily responsibilities of clinical experts. The
enormous new market for psychotherapy at first caused some bewilder-
ment among clinical professionals, who were not always as confident
about the services they offered the public as they would have liked to
be. But for the most part, it fostered their desires for a larger territory
in which to work and added the blessings of consumer demand to their
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arguments that psychological knowledge would increase in direct pro-
portion to the normalization of its research, theory, and technologies.
Experts allied with psychoanalysis and behaviorism alike agreed that
“the study of psychotherapy, in distinction from the isolated study of
abnormal behavior, is a descnptlon of the process by which nozfmalzty
is created.”?

Third, the emergence of humanistic perspectives within the psycho-
logical professions is examined. Presenting itself as an alternative to psy-
choanalysis and behaviorism, this innovative trend took wartime nor-
malization and the postwar popularization of psychotherapy to their
logical extremes. It personified the belief that an optimistic, normal
psychology could provide two desperately needed prerequisites for a
nation seeking renewal and revitalization—mental health and demo-
cratic behavior—neither of which had been much in evidence during
World War I1. Practitioners like Carl Rogers and theorists like Abraham
Maslow, whose work is briefly reviewed below, advanced ideas about
the inherent goodness of motivation and the primacy of subjectivity in
psychology, in science, and in all human affairs. They boldly insisted on
clinicians’ ability to generate positive insight and mature behavior and
they tirelessly popularized their own work. Humanistic approaches
eventually contributed to a fundamental shift in the 1dcas of 15603 S0-
cial movements, where “the political” was feconceptu
pé?s%msonal” and notions of social responsibility were saturated
in the vocabulary of sub)ectlvc experlencc

The State as Healer: Mental Health
as Public Policy

Taking charge of unpredictable emotions and reactions
in persons and populations had not been merely, or even mainly, a hu-
manitarian effort during the war years, nor would it be one after 1945.
If at times it was presented as a matter of sheer altruism, it really was
not. The job of maintaining mass emotional control was decisively
taken up by the federal government in the postwar decades because it
was understood that mental health was necessary to the efficacy of the
armed forces in the short run and national security, domestic tranquil-
lity, and economic competitiveness in the long run. Who could forget
the shocking epidemic of emotional disorder and disability exposed
during World War II? Ensuring a sufficient threshold of mental stabil-
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ity, because that threshold undergirded the integrity of social institu-
tions, became a new and important sphere of federal action in the post-
war decades.?

Prior to the war, public accountability for disturbed psychological
life had rested largely with individual states, which provided an uneven
patchwork of custodial services to the mentally ill in segregated institu-
tions. After the war, federal policy-makers absorbed the lesson that it
was more efficient, forward-looking, and quite possibly cheaper to take
preventive action on behalf of mental health than face the demoralizing,
long-term prospect of treating the chronically sick. Asylums would con-
tinue to exist, of course, and states would have to sustain and even
improve them. The federal government, however, would design its new

e

role on the basis of what clinicians believed they had learned during
World War II: that mental health and illness were relative, rather than
fixed states; that mental illness could be prevented with early, assertive
clinical intervention; that normal adjustment to internal and external
strains was a lifelong project, never permanently accomplished and al-
ways in need of vigilance.

Above all, federal mental health policy after 1945 was built on and
furthered the integration of clinical and social-scientific insights, help-
ing to merge the concerns of emotional guides and social engineers, so
that by the late 1960s, movements for community mental health had
effectively undermined the legitimacy of distinctions between private
emotions and public policy, between clinical work and the business of
politics and government.

THE ROLE OF THE VETERANS
ADMINISTRATION

Even before the end of World War 11, the record of the
Veterans Administration (VA) clearly indicated that some federal agen-
dies were prepared, even eager, to support vast new programs in the
mental health field. The VA, of course, had little choice in the matter;
next to the armed forces themselves, it was the agency whose primary
job was to care for war casualties. Since huge numbers of those casual-
ties had suffered psychiatric breakdown, the VA found itself in charge
of binding more mental than physical wounds and picking up the emo-
tional pieces of military conflict.
The number of psychiatric cases in VA hospitals almost doubled be-
tween 1940 and 1948.* Right after the war, in April 1946, around 60
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percent of all VA patients were neuropsychiatric cases of one sort or
another: forty-four thousand out of a total of seventy-four thousand.’
Fifty percent of all disability pensions were being paid to psychiatric
casualties and, by June 1947, the monthly cost of such psychiatric pen-
sions was $20 million, with each case running the government some-
thing more than $40,000.° The VA’s fifty-seven outpatient clinics
served over one hundred thousand additional people. By the mid-
1950s, half of all the hospital beds in the country were being occupied
by persons with mental illness, a fact called the “greatest single problem
in the nation’s health picture” by the March 1955 Hoover Commission
study of federal medical services.” The VA, alone responsible for 10
percent of the inpatient total and providing ongoing treatment to thou-
sands upon thousands of outpatients, was making ambitious plans for
new construction of hospitals and clinics.® Waiting lists for clinical ser-
vices were long and growing rapidly.

Because personnel shortages had been so severe during the war, and
psychiatrists, psychologists, and other clinicians were so scarce, profes-
sional training soon became “the most pressing medical problem” fac-
ing the agency, according to Dr. Daniel Blain, chief of psychiatry in the
VA.? Indeed, more open positions existed in the VA at war’s end for
clinical psychologists than there were clinical psychologists in the entire
country. In order to cope with the prospect of drastic, long-term per-
sonnel shortages, programs of professional education were swiftly put
into place.

An ambitious four-year training program in clinical psychology, for
example, was launched in 1946 to train two hundred individuals in
twenty-two different universities.’® Under the terms of the program,
students were given free educations and prorated salaries in exchange
for half-time work in a VA facility while they pursued their doctoral
degrees. This instantly made the VA the single largest employer of these
professionals in the entire country. In 1946, the VA’s chief of clinical
psychology wrote, “The significant and inevitable consequence of this
development is that a large portion of the whole profession of clinical
psychology will come under Governmental control. . . . The field is rap-
idly expanding and the opportunities for service and research are almost
limitless.” 11 The VA continued to produce hundreds of new clinicians
each year, all of whom could expect interesting work and substantial
pay in a job market where their skills were in high demand. Just three
years into the clinical psychology program, it had expanded to seven
hundred students in forty-one universities.** This pattern of steady
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growth, which lasted for decades, ensured that the VA would remain
the source of plentiful, exciting professional opportunities and contrib-
uted to a massive shift in employment patterns within psychology away
from academia and toward clinical work. The year 1962 was, R. C.
Tryon noted, “a real turning point” because psychologists employed
outside of universities outnumbered their academic colleagues for the
first time.'® Opportunities were not limited to clinical psychology. By
the mid-1950s, the VA was employing 10 percent of all psychiatrists in
its 35 psychiatric hospitals, 75 general hospitals with psychiatric ser-
vices, and 62 mental health clinics; another 10 percent of psychiatrists
worked as VA consultants.!*

The VA proved a bonanza not only for clinical professionals. It was
also the site of increased consumer demand. Veterans and members of
veterans’ families, most exposed to clinical expertise for the first time
during the war, were the first to come looking for assistance with the
ordinary—if still extremely difficult—problems of postwar living. Tt
must be recalled that the vast majority of veterans who received dis-
charges for psychiatric reasons were classified as suffering from the
lower orders of mental disturbance: psychoneurosis rather than psycho-
sis. These veterans and others tended to bring “normal” problems to
the attention of VA clinicians: marital tensions and parenting difficulties
were especially common. 15

Some veterans undoubtedly remained skeptical that professional
helpers could be of any practical use. If the statistics on skyrocketing
numbers of VA outpatients are any indication, however, many others
had received the message that had been directed at them repeatedly as
soldiers: nothing was wrong with seeking psychological help; in fact, to
do so was a sign of unusual strength and maturity. Quite a few clinicians
who worried about the logistical headaches of servicing millions of re-
turning soldiers reminded themselves that offering clinical assistance to
the civilian masses was the logical follow-up to their carlier patriotic
contributions in the military. Dispensing psychotherapy to veterans was
the link connecting clinicians’ past to their future.

Psychotherapy could also advance the process of social readjustment
to peacetime democracy. Carl Rogers, for example, was a clinician who
would become a well-known advocate of humanistic psychology in the
postwar decades. In 1946 he coauthored a counseling manual, Counsel-
ing With Returned Servicemen, that he hoped would put simple, do-
it-yourself therapeutic techniques into the hands of thousands of new
clinicians so that they might ease the adjustment traumas of returning
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servicemen whose subjection to strict military authority had temporarily
unfitted them for their postwar roles as free-thinking, independent citi-
zens. He spelled out the social relevance of their collective task as fol-
lows: “No longer is he just another G. I. Joe. Instead he again becomes
Bill Hanks or Harry Williams. In contrast to marching troops who are
‘men without faces,” the client begins to resume selfhood as a specific,
unique individual.” ¢ Not only did Rogers promise that his particular
brand of sensitive, nonjudgmental clinical help could facilitate the re-
sumption of selthood and individuality. It could also help to recapture
any democratic impulses that had been lost in the crush of wartime
regimentation, and perhaps even generate attractive new styles of dem-
ocratic conduct and decision making in individuals who had never pre-
viously possessed them. “All the characteristics of this type of counsel-
ing,” Rogers contended, “are also tenets of democracy.”!” Surely a
voluntary therapeutic relationship consciously imbued with tolerance
and respect, based on confidence in individual maturity, freedom, and
responsibility, might succeed in communicating some of these virtues
to veterans.

THE NATIONAL MENTAL HEALTH
ACT OF 1946

The most tangible evidence that citizens’ mental health
had been elevated to a major priority of federal government came with
passage of the National Mental Health Act (NMHA) of 1946.'® This
landmark piece of legislation was inspired in large part by the dismal
record of military mental health during World War II, the performance
of such agencies as the VA, and vocal demands by veterans and their
families for therapeutic services. Clinicians too mounted persistent ad-
vocacy efforts on their own behalf, convinced that gains in professional
visibility and prestige would result from increased federal funding. For
them, as for their ambitious colleagues who wished to influence post-
war foreign and military policy, military experiences and mandates were
both genuinely transforming and politically expedient. War had been,
and would continue to be, a great persuader.

Called the National Neuropsychiatric Institute Act when it was first
introduced in Congress in March 1945, the legislation’s final title in-
corporated\tﬁ”eﬂ{erm “mental healthj an alteration that captured the
pivotal role of World War II and its marked clinical drift toward normal-
ization. Indeed, leading figures in wartime clinical work were conspicu-

¥
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ous in the lobbying effort for the NMHA, and the lessons they had
learned on the job, maintaining military mental health, were the most
frequently heard arguments in favor of government action in this area.

Robert Felix, a psychiatrist who had been appointed director of the
Public Health Service’s (PHS) Division of Mental Hygiene in 1944,
put most of his own energy, and his bureaucracy’s muscle, into passing
the bill. William Menninger, Lawrence Kubie, and others testified
about how shortages of trained clinicians had sometimes thwarted mili-
tary morale and how ecarly therapeutic intervention had eventually
helped the war effort by conserving personnel. They promised that fed-
eral support for professional training, rescarch, and preventive services
to the public would ease the postwar transition, humanize the face of
government, and save lots of tax dollars. General Lewis Hershey, direc-
tor of the Selective Service System, trotted out statistics on rejection
and discharge rates from the armed services.!® These numbers became
something of a mantra during the congressional deliberations on the
NMHA. It was a fact that mental illness cost a lot of money. It was
simply presumed that mental health would not. The chief of Bellevue
Hospital’s Psychiatric Division, S. Bernard Wortis, put it as follows:
“Health, sir, is a purchasable commodity, and it seems to me that if
more money were put into services and brains, rather than into bricks

. much misery and much mental illness could be saved in this
country.”20

centerpiece ce of federal pohcy also embodled chmcnns cruS’tde for a
larger ]urlsdxctlon for_psychological expemse That clinical insights

ning in the postwar era—from employment and housmg to race rela-
tions—was assumed to be self-evident. Rarely did advocates offer con-
crete reasons why clinicians should be granted standing in such matters,
but then, they were hardly ever asked to do so. A solitary dissenting
voice at the congressional hearings on the NMHA illustrated the extent
of expert consensus on the importance of expanding clinicians’ social
authority.?! Lee Steiner, a member of the American Association of Psy-
chiatric Social Workers, cautioned, “If we include these [diverse social
policy] problems as ‘preventive psychiatry,” then all problems of life
and living fall into the province of the practice of medicine.”?? Her
reservations, although they stand out to the contemporary reader, were
buried at the time in the avalanche of certainty that clinicians could be
trusted to discover the solutions to “all problems of life and living.”
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Almost as rare as dissenting expert testimony was nonexpert opinion.
One consumer, a Marine Corps aviator, added the drama of personal
witness to the congressional proceedings. Captain Robert Nystrom,
who had recently recovered from manic depression, described what he
had learned during his five-month hospitalization at St. Elizabeth’s. He
contrasted the worthless “loafer’s delight” treatment he received ini-
tially with the “sort of streamlined psychoanalysis” that eventually
helped him develop insight and recover function during two weekly
sessions with a therapist.?® If the NMHA were not passed, he warned,
do-nothing remedies would be the awful fate of all Americans afflicted
with debilitating mental troubles, and the country would be the worse
for it. His story made a deep impression.?*

The message that decisive federal action on mental health was both
imperative and intelligent got through to policy-makers and politicians.
According to Senator Claude Pepper (D-Fla.), the main sponsor of the
legislation in the Senate, “the enormous pressures of the times, the
catastrophic world war which ended in victory a few months ago, and
the difficult period of reorientation and reconstruction, in which we
have as yet achieved no victory, have resulted in an alarming increase in
the incidence of mental disease and neuropsychiatric maladjustments
among our people.”2® With “the improvement of the mental health of
the people of the United States” as its stated goal, the NMHA was
signed into law by President Truman on 3 July 1946. It provided fi-
nancial support for research into psychological disorders, profcsswnal
training, and grants to states for mental health centers and clinics. Ac-
cording to William Menninger, the salutary results of fcderal largesse
were felt almost immediately. Within one year, every state had desig-
nated a state mental health authority, 42 states had submitted compre-
hensive mental health plans to the federal government, 59 training and
32 research grants had been awarded, and 212 students were on their
way to becoming clinical professionals thanks to federal stipends.?®

The NMHA also laid the groundwork for the National Institute of
Mental Health (NIMHY and authorized finds for its construction. The
NIMH, when it was formally established in 1949, replaced the Public
Health Service Division of Mental Hygiene and was placed under the
administrative umbrella of the National Institutes of Health. Robert
Felix was named its first director. Publicly allied with reformers like
Menninger and reform organizations like the Group for the Advance-
ment of Psychiatry, Felix faithfully steered the new agency on the
course that World War II and professional ambitions had specified. At
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the outset, he summed up his purpose as follows: “The guiding philos-
ophy which permeates the activities of the National Institute of Mental
Health is that prevention of mental illness, and the production of posi-
tive mental health, is an attainable goal.”?” This optimistic, preventive
vision inspired Felix “to help the individual by helping the commu-
nity”—an apt slogan for the community mental health movements that
would shortly materialize on the cutting edge of clinical work.?® By the
time he retired in 1964, Felix had been widely credited with prodding
the federal government out of the dark ages of indifference toward
mental illness and health.

As a result of its preventive, community-sensitive orientation, the
NIMH became the key institutional patron of an expansive (and expen-
sive) mental health program during the postwar decades, one that con-
sciously mingled the insights of clinical expertise and behavioral science.
Felix appointed a panel of social science consultants as soon as the
NIMH was founded and charged members with recommending ways
that interdisciplinary social research could further the goal of national
mental health. He named several individuals to the panel who had
played key wartime roles, championing the utilization of clinical theo-
ries to achieve practical policy aims. Margaret Mead, Ronald Lippitt,
and Lawrence K. Frank were among them.?®

The abundant and ever-increasing funds that the NIMH offered to
psychological professionals were an important reason for the healthy
economy in mental health fields in the 1950s and 1960s. During 1950,
its first year of operation, the NIMH budget was $8.7 million. Ten
years later, it was over $100 million, and by 1967, it was $315 mil-
lion.?° In 1947 total federal expenditures for health-related research of
all kinds had been around $27 million.3! As the government’s research
program expanded in the years after World War II, far outstripping
private sources of funding, the proportion devoted to mental health
increased dramatically. In 1947 it was allotted a mere 1.5 percent of
federal medical research dollars; just four years later, in 1951, its share
had risen to almost 6.5 percent.?? Only four other areas of medical
research were granted more money than mental health in the five years
after the war: general medical problems, heart disease, infectious dis-
ease, and cancer.3® By the early 1960s, mental health had outpaced
heart disease, but the precipitous rise in available dollars did little to
silence critics of government spending priorities, who continued to in-
sist that the public research investment in mental health was short-
sighted and stingy when compared to the costs of mental illness.3*

Although hardly in a position to be as generous as the Department
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of Defense, the NIMH was nevertheless a major benefactor of funda-
mental research in the social and behavioral sciences by the late 1960s.
On the theory that any and all research related to mental health de-
served support, the NIMH financed everything from anthropological
fieldwork abroad to quantitative sociological “reports on happiness” at
home.?® Its impact was felt on research concerned with racial identity,
conflict, and violence and it gave staff and other resources to the Kerner
Commission investigations, as we have already seen.

By the early 1960s, NIMH was spending significantly more on psy-
chological and cultural studies of behavior than it was on conventional
medical inquiries into the biological basis of mental disease.?® In 1964,
60 percent of NIMH research funds were given to psychologists, soci-
ologists, anthropologists, and epidemiologists; only 15 percent of the
budget went to psychiatry, with an additional 21 percent going to other
biologically oriented sciences.?” Such conspicuously social priorities
were compatible with the community emphasis of mental health re-
search and practice, the enhanced status of behavioral science, and the
dominance of psychodynamic perspectives among clinicians during the
1950s and early 1960s.

COMMUNITY MENTAL HEALTH AS AN
EXPRESSION OF CLINICAL SOCIAL
RESPONSIBILITY

In the years after the passage of the NMHA, several other
developments within the professions and on the federal level sustained
the forward motion of clinical experts by further institutionalizing op-
portunities for professional training and fostering clinicians’ social in-
fluence through a process of integration with the social and behavioral
sciences. The formation of the Group for the Advancement of Psychia-
try (GAP) in the spring of 1946 embodied the reforming zeal of
“young Turks” with a background in military mental health.?® Led by
William Menninger, GAP was initially conceived as a pressure group
within the American Psychiatric Association. During the next couple of
years, GAP members captured most of the top posts in the American
Psychiatric Association, including the presidency. But GAP soon blos-
somed into an autonomous organization whose influential working
groups and published reports championed social conscience and liberal
political activism and whose professional campaigns carried the banner
of community mental health.

In July 1950 GAP’s Committee on Social Issues published a mani-

e
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festo, titled “The Social Responsibility of Psychiatry,” which made
GAP’s political proclivities explicit. In draft form, the committee
pledged itself to social reform: “We feel not only justified, but ethically
compelled to advocate those changes in social organization which have
a positive relevance to a program of mental health.”3® The final docu-
ment was somewhat more moderate in tone, but its activist commit-
ment was indisputable.

The Committee on Social Issues has the conviction that social action . . . im-
plies a conscious and deliberate wish to foster those social developments which
could promote mental health on a community-wide scale. . . . We favor the
application of psychiatric principles to all those problems which have to do with
family welfare, child rearing, child and adult education, social and economic
factors which influence the community status of individuals and families, inter-
group tensions, civil rights and personal liberty. The social crisis which con-
fronts us today is menacing; we would surely be guilty of dereliction of duty
did we not make a conscientious effort to apply whatever partial knowledge
Wwe now possess in the interests of counteracting social danger and promoting
healthier being, both for individuals and groups. This, in a true sense, carries
psychiatry out of the hospitals and into the community.4®

Although there was some resistance to GAP’s emphatically social inter-
pretation of psychiatric responsibility within the profession at large,
which had a long history of concern for the somatic causes of mental
disorder as well as for severely ill individuals, no such resistance existed
within the surging ranks of psychology.

Clinical psychology, after all, was practically a brand-new profession
after World War I1. It was searching for a fresh identity within a newly
reorganized American Psychological Association (APA) that had de-
fined its general purposes in unmistakably visionary terms from the very
first. As Robert Yerkes put it, at the APA’s Intersociety Constitutional
Convention in 1943,

The world crisis, with its clash of cultures and ideologies, has created for us
psychologists unique opportunity for promotive endeavor. What may be
achieved through wiscly-planned and well-directed professional activity will be
limited only by our knowledge, faith, disinterestedness, and prophetic fore-
sight. It is for us, primarily, to prepare the way for scientific advances and the
development of welfare services which from birth to death shall guide and min-
ister to the development and social usefulness of the individual. For beyond
even our wildest dreams, knowledge of human nature may now be made to
serve human needs and to multiply and increase the satisfactions of living.*!

Clinical psychologists found that the “birth to death” ideology of the

welfare state corresponded perfectly with their own aim to normalize
®
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clinical practice and expand their sphere of social authority, even when
those aims—the autonomous practice of psychotherapy was perhaps the
most striking—conflicted directly with the interests of organized psy-
chiatry.

GAP’s record illustrated that advocating social change in the name
of improved mental health could produce both very rewarding profes-
sional and very unpredictable political results. By insisting that mental
balance involved a constant state of adjustment and exchange between
self and society, clinical experts could, and did, lay claim to defining
what was normal in environments as well as in people. “This view of
the fluidity of the interaction of the individual with society,” GAP
pointed out, “tends inevitably to broaden the concepts of mental illness
and mental health.” 42

They did not add that it inevitably broadened the authority of psy-
chological experts as well by giving them power to designate exactly
how social institutions—economic, familial, educational, and so on—
might prevent mental trouble and nourish emotional well-being. Doing
so, needless to say, was extremely controversial. GAP’s impeccable lib-
eral credentials led members to endorse a social program of racial har-
mony, literacy, economic security, and family happiness, among other
things—all founded on an expanded role for psychologically enlight-
ened federal government. One of the best known and most widely cir-
culated GAP reports, for example, was issued in 1957. Titled “Psychiat-
ric Aspects of School Desegregation,” there was no mistaking its
immediate relevance, and support for school integration, in the face of
the fierce white resistance that followed Brown v. Board of Education.*

Yet even more disagreelne11t accompanied any definition of “nor-
mal” social structure than did the definition of “normal” individual psy-
chology. (Whether or not racial integration qualified as one component
of a normal environment was just the tip of the iceberg.) The climate
of domestic anticommunism in the late 1940s and early 1950s also em-
boldened GAP’s critics. At various points, the organization was accused
of being a “radical sectarian group” full of Communist sympathizers
intent on seizing control of the psychiatric profession.** GAP members
responded to McCarthyism by dashing off a report, “Considerations
Regarding the Loyalty Oath as a Manifestation of Current Social Ten-
sion and Anxiety,” but political name-calling caused barely a momen-
tary interruption in their crusade to have clinical experts act on their
social responsibilities, as GAP saw them.*®

In 1955 Congress passed the National Mental Health Study Act,
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paving the way for the Joint Commission on Mental Illness and Health
(JCMIH). GAP members and others who shared an activist clinical phi-
losophy believed the government had taken another decisive and en-
lightened step toward broadening its jurisdiction over mental health,
superseding the decentralized tradition that had left policies in the
hands of bungling and backward state politicians.*® The purpose of the
JCMIH (which, although a nongovernmental body, was almost en-
tirely funded by the NIMH) was to conduct an encyclopedic survey of
mental illness and health in preparation for innovative new national pol-
icy initiatives. Thirty-six participating organizations (which included
the Department of Defense, the American Legion, and the American
Psychiatric Association) spent several years and $1.5 million on this
project and published ten scholarly monographs in addition to its final
report, Action for Mental Health. The final report reiterated at the out-
set the fundamental equation between democracy and mental health
that had been a constant refrain during and after World War II. Their
assigned task of developing mental health policy, wrote the authors, “is
our responsibility as citizens of a democratic nation founded out of faith
in the uniqueness, integrity, and dignity of human life. . . . Good men-
tal health . . . is consistent with this higher responsibility and with our
professional and political ideals. It is also consistent with what the
American people should want—not simply peace of mind but strength
of mind.”*”

During its tenure, the JCMIH compiled a mass of data with numer-
ous possible interpretations, but its staff and major constituencies all
wished to promote the delivery of community-based services geared to
prevention. According to the JCMIH studies, new, milder forms of
psychotherapeutic intervention in communities across the country were
worth a real try, even though intensive custodial care was in dire need
of improvement. Several of its core recommendations were used by the
Kennedy and Johnson administrations in the years that followed to
move the federal government toward the next policy phase: establishing
community mental health centers throughout the country. In this re-
gard, an especially significant suggestion was that funding more outpa-
tient services through community centers would result in cutting hospi-
talization rates (i.c., prevent at least some cases of incapacitating mental
illness). The JCMIH proposed one center for every fifty thousand
people. 48

In 1963 President Kennedy (whose younger sister Rosemary had
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undergone psychosurgery after being diagnosed with mild retardation)
became the first U.S. president to make mental illness and retardation
th?ga-bjects of a special address to Congress (fig. 16). Surcly this was
conclusive proof thaf the mental and emotional status of U.S. citizens
had become a pressing government concern. Kennedy’s speech elated
the boosters of a socially active and expansive federal policy because
the president highlighted the criticisms and proposals that advocates of
preventive and community mental health had been repeating for years:
during World War 11, in the course of passing the NMHA, and in orga-
nizations like GAP.

First, Kennedy disparaged a decentralized policy approach and ac-
cused states of neglectful reliance on “shamefully understaffed, over-
crowded, unpleasant institutions from which death too often provided
the only firm hope of release.”*? Then he proclaimed that “an ounce of
prevention is worth more than a pound of cure.”>® Only a new federal
campaign to fund research, professional training, and community-based
services would replace “the cold mercy of custodial isolation” with “the
open warmth of community concern and capability” and, Kennedy op-
timistically projected, reduce the number of institutionalized patients
by 50 percent in “a decade or two.”%! Shortly afterwards, the Mental
Retardation Facilities and Community Mental Health Centers Con-
struction Act of 1963 was passed. Federal grants for the construction
of community mental health centers were its main feature; a total of
$150 million was appropriated for this purpose during the following
three fiscal years.5? The long-term goal (never to be realized) was to
establish a national network of two thousand centers, one for each geo-
graphically defined community of 75,000 to 200,000 people. Even ob-
servers who worried that care for the most severely ill might suffer en-
dorsed the expanded sphere of authority that the act gave to clinical
professionals and pronounced it “the most significant development in
recent history in the provision of services for the mentally ill.” 53

The combined efforts of policy-makers and professional advocates,
and the tenor of national mental health legislation in the decades after
1945, turned the ideology of community mental health into an expres-
sion of clinical experts’ social responsibility. Based on the sunny suppo-
sition that mental health could be manufactured (and illness prevented)
if only the environmental conditions were favorable, clinicians marched
boldly into a variety of fields—from criminal justice to education—to
guarantee that they would be.?*
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Figure 16. President Kennedy ad&essing Congress on 5 Féi)maly 1963
on the subject of mental illness and retardation. Photo: No. AR
7698A in the John F. Kennedy Library.

Claiming that all aspects of community life potentially affected indi-
vidual mental health, psychiatrists redefined their clinical mission as fol-
lows: “Within our definition, all social, psychological, and biological
activity affecting the mental health of the populace is of interest to the
community psychiatrist, including programs for fostering social change,
resolution of social problems, political involvement, community orga-
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nization planning, and clinical psychiatric practice.”® A typical formu-
lation of community psychology simply identified it with the “optimal
realization of human potential through planned social action.” %

That something as undeniably positive as mental health could justify
a process of social reform had obvious appeal during a period of dy-
namic grassroots and governmental activism. During the late 1950s and
1960s, an array of progressive social movements repeatedly called for
equalizing changes in the distribution of political power and material
resources, and the federal government responded with nothing less
than the War on Poverty and the Great Society. The impetus for com-
munity mental health had, after all, come from clinicians with liberal
political sympathies in thé'19403 and 1950s. When the political climate
shifted further to the left in the 1960s, clinicians moved a bit further to
the left as well, but they continued to advance a vision that merged
psychological change with social activism and responsibility. Commu-
nity mental health, they were convinced, was intimately bound up with
campaigns to eliminate racism, poverty, and oppression and forge a bet-
ter, more humane, society. Mental health was all but synonymous with
equality, prosperity, and social welfare.

It was not long, however, before radicals began to question these
happy political assumptions, a process we have already scen at work in
the case of psychological approaches to the problems of rioting and
revolution confronted by police forces and militaries. “Sick” social envi-
ronments stubbornly resisted clinicians’ most well intentioned cures;
ghettos remained poor and schools impoverished. How could adjust-
ment between self and society be accomplished, or even advocated,
when so many people led such wretched lives? Perhaps psychological
adjustment only adjusted people to habits of powerlessness, inequality,
and anguish?

By the late 1960s, the frustrating slowness of change had generated
the beginmrof a skeptical, even cynical, countermovement that
turned the heady idealism of the postwar years on its head. SlJ:ST)iCiOIlS
that psychological expertise might have oppressive consequences dia-
metrically opposed to stated intentions spread, sometimes as a result
of organizing by former ment: paﬁﬁﬁvho bluntly denounced the
treatment they had received at the hands of the mental health profes-
sionals, sometimes as a result of the advocates of “radical therapy,” who
aimed to merge therapeutic insight and leftist politics. Under the harsh
light of this new criticism, the community mental health movement no
longer appeared as an enlightening crusade, but rather as one element
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of a multifaceted scheme to subvert genuine democracy through a dis-
guised program of social control. One writer, Chaim Shatan, speculated
in 1969 that “the clinicians will provide emotional first aid, while the
government-subsidized conveyor belt feeds manpower directly into
federally sponsored operations—from the space race to community
mental health itself. . .. In 1984, Big Brother may be a community
psychiatrist.” 57

In March 1969 L1ncoln Hospital Mental Health Services, located in
the South BF6Hx ¢fi over by it§ nonproféssional staff members,
m&st of them black and Puerto Rican.’® The center cpitomized the
ideals of the community mental health movement; there was a walk-
in clinic for neighborhood residents, a program of consultation with
community organizations, and so forth. But the protesters were fed up
with the paternalism of well-intentioned white psychiatrists, as the text

from their flyer made clear.

We’re gonna sec what you do with what you think is your center. You honkies
complain that we don’t respect authority and we don’t want any compromise.
Damn right. Your authority is no good and we’ve been compromising too
damn long. So now you listen to what working people are saying loud and
clear. And you better listen: Cause now we’re not working for the center any-
more. We and the community are the center.5?

After fifteen days of occupation, during which the protesting workers
appointed new department heads and issued a lengthy list of demands,
the administration caved in. The center promptly changed its name,
hired a new director, and severed its ties to the hospital (and the depart-
ment of psychiatry at Albert Einstein College of Medicine, with which
it was affiliated).

This episode, now famous as a turning point in the history of the
community mental health movement, propelled forward the new spirit
of negativity about the political function of clinicians and strengthened
the view that community mental health was so much rhetoric plastered
over an unattractive reality of domination by elites. Significantly, how-
ever, the target of the most withering criticism was the inequality be-
tween professionals and nonprofessionals. Even the Bronx protest re-
emphasized the liberating potential of psychological knowledge in the
hands of disenfranchised people. As long as it was not monopolized by
experts, community psychology “gave a voice to people who had been
kept outside of history.” % For a number of years after the 1969 take-
over, the Lincoln Community Mental Health Center offered a range of
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alternative, largely nonprofessional mental health services to residents
in the South Bronx.

(

Psychotherapy for the Normal
as a Postwar Growth Industry

The doubts that began to cramp clinicians’ high spirits
by the late 1960s were somewhat removed from the concerns of the
general public. During the years after 1945, ordinary people sought
therapeutic attention more insistently than ever before and for more
reasons than ever before. While the direction of federal policy may have
helped to push clinicians out of asylums, the explosion in public interest
was at least as pivotal in pulling clinicians into the lives of ordinary
citizens. Gushing demand for psychotherapy was much discussed by
clinicians. Even dissenters like C. C. Burlingame, the director of the
Hartford, Connecticut, Institute for Living and a staunch advocate of
psychosurgery, who denounced the prevalent mood of therapeutic op-
timism as “psychiatric nonsense,” admitted that “it has come to be
quite the fashion to have a psychoneurosis!”® Unlike Burlingame,
most experts welcomed the surge in popular demand as evidence of a
sort of public enlightenment “peculiar to the United States.”%? They
were quick to herald it as “one of the remarkable features of our cul-
ture,” whether they understood it or not.®?

We have already seen that, in the wake of world war, new federal
laws, bureaucracies, and funding embraced the changing emphasis from
mental illness to health, spurred along by reenergized old and new pro-
fessional pressure groups. By generating a new, publicly supported in-
frastructure for training, research, and service delivery in mental health
fields, the federal government contributed to the migration of clinical
experts out of isolated institutions devoted to insanity and into the
héart of U.S. communities. A 1948 survey conducted by the American
Pfféﬁi??f&mﬁ?adation found that 35 percent of its members were al-

the first psychoactive drug, chlorpromazmc (known by the trade name
Thorazine), accelerated the trend, already under way, toward emptying
traditional institutions. In 1956 the total number of patients residing in
public mental hospitals declined for the first time since the nineteenth
century, and the deinstitutionalization process picked up speed in the
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mid-1960s.%% In 1957 only 17 percent of all American Psychiatric Asso-
ciation members were still charged with supervising custodial care to
severely and chronically ill individuals in state or VA hospitals, the sort
of institutions where virtually all psychiatrists had been located prior to
1940.5¢

The new policy emphasis on deinstitutionalization was conveniently
compatible with the case for normalization, delivery of preventive clini-
cal services, and expansion of experts’ authority ad"&"}’ﬁ}i&’fi&{& In-
deed, Atfl‘eis)é factors were re mutually reinforcing. The standard argument
was that outmoded and ineffective institutional care would be replaced
by more efficient and enlightened services delivered in a community
setting. The community mental health movement, as it turned out, did
not cause the numbers of institutionalized mental patients to drop.%”
Rather, changes in federal programs during the 1960s—especially the
creation of Medicare and Medicaid in the 1965 amendments to the
Social Security Act—shifted elderly and chronic patients out of state
hospitals and into nontraditional institutions as states quickly took ad-
vantage of new funding sources.

Advocates’ rhetoric notwithstanding, the movement into the com-
munity neither replaced the old system of public mental institutions,
nor adequately cared for severely and chronically mentally ill individu-
als, most of whom were simply moved from a publicly funded custodial
sctting to one in the private sector, typically a nursing home. In retro-
spect, it appears ironic that the expansion of the welfare sta?; with
which Tiberal clinical reformers identified so strongly, undermined pub-
lic’commitments to the mentally sick and ushered in an era during
which the logic of cost containment superseded the ethic of care. Ar-
dent critics of the policy have consequently accused reformers of “ideo-
logical camouflage” and deinstitutionalization of “allowing economy
to masquerade as benevolence and neglect as tolerance.” %8 Historians
more sympathetic to policy reformers after World War II point to the
fact of human fallibility, the impossibility of determining all conse-
quences in advance, and the dangers of retrospective judgment and ar-
rogance.%?

If it failed to achieve its stated goals, community mental health did
succeed in providing new services—far more psychotherapeutic in
emphasis—to a new clientele—far larger, better educated, and more
middle-class. This accomplishment reflected a sharp reorientation of
professional interests and a decided expansion in the market for thera-
peutic services among normal individuals. Increases in the sheer num-
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bers of psychiatrists were startling in the postwar decades—professional
association membership grew from 3,634 in 1945, at the end of World
War I1, to 18,407 in 1970—and the percentage of medical school grad-
uates choosing to specialize in psychiatry ranged from a high of 7.1
percent right after the war to 6.4 percent at the end of the 1960s,
numbers two to three times greater than the 1925-1940 period.”® In-
stitutional care faded as the center of professional gravity it had once
been. Psychiatric staff positions in public mental facilities were notori-
ously difficult to fill, with openings running around 25 percent nation-
ally in the mid-1960s.”*

By the late 1950s and 1960s, most psychiatrists were either self-
employed in private office practice or worked in educational institu-
tions, government agencies, or the growing number of community
clinics that catered to a “normally neurotic” clientele. In order to help
veterans adjust to student life, the VA sponsored programs that ex-
panded counseling on the university level and in 1958, the National
Defense Education.Act created sixty thousand jobs for an ennrely new
tslpe of professional—the school guidance counselor—making individ-
ual testing and deliberate self-inspection an ever more routine feature
of young students’ lives.”? In outpatient clinics exclusively devoted to
adult mental health, according to one 1955 estimate, at least 233,000
people annually were already receiving outpatient psychotherapy.”?

Clinical psychology underwent an especially rapid process of profes-
sionalization after World War II, spurred by the popularization of psy-
chotherapy as well as by government generosity. In 1947 the American
Psychological Association gave its institutional stamp of approval to the
mushrooming practice of psychotherapy when it made clinical training
a mandatory element of graduate education in psychology.”* The first
effort to take stock of feverish postwar efforts to establish new training
programs in clinical psychology came in August 1949 in Bgulfjer Colo-
rado. Thanks to an NIMH grant, seventy-one psycholaggég “from
around the United States met to consider the future of clinical training
on the graduate level. There was great excitement about future oppor-
tunities in the field, a feeling reflected in NIMH Director Robert Felix’s
opening comments. “The mental health program is going forward, and
neither you nor I nor all of us can stop it now because the public is
aware of the potentialities.” 75

Problems were nevertheless immediately apparent. Although no one
present at the conference seemed to know exactly what a clinical psy-
chologist was or what a clinical psychologist did, they quickly agreed




260 THE GROWTH INDUSTRY

that a doctoral degree was necessary to do it. The Ph.D. was necessary
“to protect the public and to create some order out of the present con-
fusion” because “in the public mind there is considerable confusion of
the professionally trained clinical psychologist with the outright
quack.”7”6

What to do about the practice of psychotherapy in particular was
equally baffling but probably more pressing and definitely more contro-
versial. Conference attendees were aware of the need to balance the
huge market for this service against the many unresolved questions sur-
rounding its practice and outcomes. “Social needs, demands for service,
and our own desire to serve effectively have compelled us to engage
in programs of action before their validity could be adequately dem-
onstrated.””” Pressured to respond to public demand, they were still
at a loss to describe psychotherapy or list its benefits with even
minimal precision. The only definition of psychotherapy generating
consensus was so general that it was of negligible use in planning train-
ing programs. According to the conference record, “psychotherapy
is defined as a process involving interpersonal relationships between
a therapist and one or more patients or clients by which the former
employs psychological methods based on systematic knowledge of
the personality in attempting to improve the mental health of the
latter.” 78

Because the practice of psychotherapy was evidently as vague as it
was popular, little agreement existed about the type of educational
preparation required to make a good therapist, but much agreement
existed that more good therapists were needed. Should therapists-in-
training be required to be in psychotherapy themselves? Did students
aspiring to careers as therapists really need rigorous training in scientific
research methods? No one was certain. One sarcastic, unidentified con-
ference participant summarized the muddled thinking on this question.
“Psychotherapy is an undefined technique applied to unspecified prob-
lems with unpredictable outcome. For this technique we recommend
rigorous training.””?

The details governing psychotherapy and its practice remained con-
tentious matters among the experts long after the Boulder conference.
The first really damaging critique, in fact, came more than three years
later from Hans Eysenck. Eysenck was a British psychologist with a
reputation as a hard-nosed experimentalist whose career had taken a
sharp turn toward clinical work during World War II; he eventually
taught the first British course on clinical psychology. In 1952 Eysenck
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suggested not only that no evidence of psychotherapy’s tangible bene-
fits existed but that there was “an inverse correlation between recovery
and psychotherapy.”®® Ironically, Eysenck’s heresy provided psycho-
therapy’s defenders with years” worth of work. Throughout the 1950s
and 1960s, they assiduously devised ever more creative ways to define
and measure psychotherapeutic outcomes and this new field of scientific
research evolved into a small industry.8!

Then there was the very delicate question of how clinicians in psy-
chology or other professions should negotiate with psyclnatnsts who
Iiad always monopolized psychotherapy and umformly opposed  its
practice by other professionals.32 The forces of organized medicine re-
peatedly asserted that “psychotherapy is a form of medical treatment
and does not form the basis for a separate profession.” 33 According to
many physicians, the psychologist should have been grateful to play a
limited and subordinate role similar to that played by the nurse in gen-
eral medicine, who, they pointed out with some annoyance, was far
more likely to understand “her” place.?4

None of this did much to slow experts outside of psychiatry, who
grew ever bolder in their claims to autonomous practice as the defini-
tion of psychotherapy stretched. To them, it was a nonmedical service
“sought by people who do not think of themselves as ill but who wish
to avail themselves of something they believe to be good for them, and
it is offered by people who consider not that they are treating disease
but that they are aiding in the realization of certain ethical values.” 35
The struggle over whether psychotherapy treated the health of the body
or the existential status of the soul and social welfare of humanity re-
sulted in an ongoing professional “cold war.” 86

Outside the professions, these turf battles hardly mattmed The pop-
ularization of psychotherapy proceeded rapidly during the postwar de-
cades, becoming a staple in drama, films, and on television.8” Most of
the cultural images were highly exaggerated. Psychological interpreta-
tion, as often as not, appeared to involve pat formulas, and portrayals
of mental health professionals included malevolent abusers and incom-
petent fools alongside caring father figures and magical healers.®®
Aware that their talents were being put to cultural tests at least as rigor-
ous as the scientific proofs prized within the professions, organizations
like the American Psychiatric Association actively lobbied in Hollywood
and elsewhere to safeguard good public relations and avert unflattering
stereotypes.?” Whatever damage the professionals feared to their collec-
tive reputation was clearly outdistanced by the almost insatiable public
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demand for accessible, entertaining information about who mental
health experts were and what they did.

Psychotherapy was also an experience in which more and more peo-
ple participated directly (fig. 17). By 1970 approximately twenty thou-
sand psychiatrists were ministering to one million people on a purely
outpatient basis.”® Well over ten thousand psychologists were providing
some type of counseling service, more than were involved in any other
single area of work, and close to half of all doctoral degrees in psychol-
ogy were being granted in clinical and counseling fields.®! This was
truly an extraordinary feat considering that only a tiny handful of psy-
chologists (less than three hundred APA members) had even called
themselves “clinical” thirty years earlier.”?

In 1957, according to a major national study done for the JCMIH,
ordinary people were relying more heavily than ever on clinical experts
and formal help in order to deal with their routine personal problems:
14 percent of all those surveyed sought therapeutic assistance for a
problem they defined in psychological terms.”® In 1976, when the
study was repeated, the percentage had almost doubled, to 26 percent,
and approximately 30 percent reported consulting therapists in crisis
situations.”* More important, the highly conscious pursuit of personal
and interpersonal meaning that the authors termed a “psychological
revolution” had spread.®® Activated first among better-off and better-
educated sectors of the population during the 1950s, the revolution
radiated outward and downward to become “common coin” by the
1970s.%¢ Further, the reasons why people entered psychotherapy were
changing. By the 1970s, “many people use a relationship with a profes-
sional as a $ém%m§(§Tére and expand their personalities rather than as
a way to undo painful or thoroughly negative feelings about them-
selves.”®” Using psychotherapy to cope with a “normal” dose of emo-
tional anguish was no longer considered a prelude to psychiatric hospi-
talization or even a mark of mental abnormality.

The surge in psychotherapy’s popularity was much more than a fad,
and its consequences were much more than merely professional. The
availability of new, government-supported services and opportunities
for professional education and research did not, in themselves, generate
a mass market for psychotherapy, though they helped immeasurably to
do so. Psychotherapy for the normal gained momentum not only be-
cause of the formal expansion of government services but because it
meshed easily with cultural trends that made therapeutic help appear
acceptable, even inviting, to ordinary people at midcentury: the contin-
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Figure 17. Group psychotherapy. Photo: Archives of the American
Psychiatric Association.

ued thinning of community ties; a vehement emphasis on the patriar-

chal nuclear family that put that institution under great pressure to sat-
isfy the emotional needs of children and adults after World War 11 and
had “gonie 5o far to challenge women’s conventional gender roles; a
sense of depersonalization and loss of self in huge corporate workplaces
and other mass institutions. -

Clinicians, for their part, encouraged people to think of psychother-
apy as a perfectly appropriate way to cope with the ups and downs of
modern existence. Because the logic of psychological development
guaranteed each and every individual the potential for neurosis, so-
called normal individuals were just as deeply affected by mental symp-
toms and disturbances; they were simply better at hiding them.®® And
they went further. Just as clinicians had trumpeted psychotherapy’s po-
tential to systematically aid in postwar social adjustment, so too did
they (and their clients) proclaim in later years that the trend toward
psychotherapy for the normal illustrated promising moves toward cul-
tural change and development. Psychotherapy, according to one sym-

[RY
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pathetic observer in the late 1960s, was a noble effort to map “the
country of the soul [so that] the meaning of the long-sought civiliza-
tion comes into sight and may be occupied.”®” By the carly 1970s,
Lawrence Kubie, a psychiatrist who had opposed the involvement of
nonphysicians in diagnosis and treatment prior to World War 1I, and
who had been involved in touchy postwar discussions about clinical
psychologists practicing psychotherapy independently, was offering
glowing accolades to psychotherapy’s popularization.

As we make therapy more widely available, an understanding in depth of the
role of the neurotic process in human development will begin to permeate our
culture. In fact, this is essential for the maturation of any society. . . . Insofar as
the development of the new discipline [psychotherapy] will bring insight to
more people than was previously possible and infuse the work of more and
more of our institutions with self-knowledge in depth, we can look to this to
increase each individual’s freedom to change, and his freedom to use his poten-
tial skills creatively. Ultimately this state of affairs can bring the freedom to
change to an entire culture.®°

The Humanistic Tide

During the 1950s and 1960s, humanistic experts
emerged as probably the most avid proponents of a psychological the-
ory based on normality and a therapeutic practice designed to offer
liberating encounters to masses of ordinary people as well as progress
to U.S. culture at large. Although the majority of individuals who iden-
tified with humanistic psychology were immersed in theoretical and
clinical tasks, they viewed their work as both politically and philosophi-
cally significant. In a lecture at Yale in 1954, humanistic personality
theorist Gordon Allport outlined the political challenge confronting
psychological professionals: “Up to now the ‘behavioral sciences,” in-
cluding psychology, have not provided us with a picture of man capable
of creating or living in a democracy. . . . What psychology can do is to
discover whether the democratic ideal is possible.” 101

By the 1960s, humanists had moved beyond trying to prove the
feasibility of democracy to pointing out the congruence between a con-
stantly evolving democratic system and their theories of psychothera-
peutic change and personality development. I’Cf:‘ﬁs_qniood, the goal of
psychotherapy and the subject of much psychological theory, was a pro-
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cess, a fluid state of change, exchange, and ongoing renewal. The core
imperatives of humanistic theory—to grow, to become, and to realize
full human potential—were nothing less than democratic blueprints
grafted onto the map of human subjectivity.

Although existentialism in its European version was too gloomy and
tormented for the humanists’ taste (Maslow, for one, called it “high-
I.Q. whimpering on a cosmic scale”), the humanists eagerly assimilated
the existentialist conviction in “the total collapse of all sources of values
outside the individual.” 19 Refusing to surrender to European styles
of unbelief, the humanists redoubled their strenuous cfforts to weave
inexorable democratic promise into the fabric of normal human devel-
opment. “There is no place else to turn but inward, to the self, as the
locus of values.” 103

The humanists called themselves a “third force,” by which they
meant that they were forging a path distinct from both psychoanalysis
and behaviorism.'%* Although they were scattered throughout the
country and institutions devoted to perpetuating their ideas were not
established until the 1960s, they operated as a self-conscious tendency
within the psychological professions throughout the period after 1940.
For a group accustomed to describing itself, and being described by oth-
ers, as a band of rebels pounding on the walls of the psychological estab-
lishment, the humanists were unusually successful in winning conven-
tional professional rewards as well as spreading their gospel to the
popular culture in the twenty-five years after 1945. Carl Rogers and
Abraham Maslow, two psychologists whose work is discussed briefly be-
low, were each elected to the presidency of the APA, in 1947 and 1968,
respectively, and both became gurulike celebrities (to Rogers’s delight
and Maslow’s disgust) among fans of encounter, human potential, “new
consciousness,” and other variants of the 1960s counterculture.

Revolutionary bravado was a staple in the humanists’ writing. Mas-
low, for example, compared the movement to the momentous work
of Galileo, Darwin, Einstein, Freud, and Marx and called humanistic
psychology “a new general comprehensive philosophy of life.” 195 While
some of their ideas were certainly original, others were borrowed from
the very two “forces” against which humanistic psychology defined it-
self. Both Maslow and Rogers were quick to trace their own intellectual
pedigrees to a variety of sources, including the neo-Freudianism of
Karen Horney, Harry Stack Sullivan, and Erich Fromm, the Gestalt
psychology of Kurt Goldstein, the philosophy of John Dewey and Mar-
tin Buber, and the scientific method so exalted by behaviorists.
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The most important common ground between the humanists and
other psychological experts was the ambition to carve out “a larger ju-
risdiction for psychology,” an expanding sphere of social authority and
influence.'% In fact, the humanists went about the task of exploring
psychology’s political implications rather explicitly. In the end they pro-
posed severely narrowing democracy’s subject to “the self” and pledged
that practices like psychotherapy could help make that self both autono-
mous and mature, capable of living up to ideals of democratic thought
and action.

Proving that people were capable of reasoned behavior—and not
merely victims at the mercy of strong emotional currents—was a con-
scious, if sometimes implicit, goal for the humanists, including Rogers
and Maslow. Yet they did not think of themselves as political theor-
ists, and certainly not as political activists. Their preferred environ-
ments were academic and clinical psychology and their professional
and personal identities were shaped by desires to generate scientific
personality theory and help people cope with the problems of life and
living.

CARL ROGERS: INHERENT CAPACITY AS .
A SCIENTIFIC BASIS FOR DEMOCRACY

Carl Rogers was a clinical psychologist who became fa-
mous after World War II for his work in developing, and then scientifi-
cally studying, an approach to psychotherapy first termed “non-direc-
tive,” and later renamed “client-centered.”*%” Rogers’s terminology
was important; he was largely responsible for the widespread adoption
of the term “client” in the mental health field. “Client” gradually re-
placed patient ” at least outside of psychiatry, illustrating the democra-
tization of the therapeutic relationship and the retreat from (or some-
times even outright rejection of) the medical model in which a
depeirilhdentuaﬁaﬁéuffelmg individual relied on, the kindness of an omni-
doctor. 108
er twelve years of full-time work in a child guidance clinic (the
Rochester, New York, Society for the Prevention of Cruelty to Chil-
dren), Rogers switched to an academic career. In 1940 he moved to
Ohio State University and in later years he was affiliated with the Uni-
versity of Chicago, the University of Wisconsin, and the Western Be-
havioral Sciences Institute in La Jolla, California. Toward the end of his
life, Rogers founded the Center for Studies of the Person in La.Jolla.
Beginning in 1940, university employment facilitated Rogers’s system-
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atic investigation of what actually occurred during counseling and psy-
chotherapy. He and his colleagues were the first to use and publish
unedited transcriptions of audiorecorded therapeutic encounters and
they earned reputations as innovative pioneers in this new field of re-
search.1%? 7

The client-centered approach was based on.a.series.of. hypotheses,
the most fundamental of which was an almost religious belief in the
inherent human capacity for growth, psychological insight, and self-
legulamon Rogers, who grew up in a very religious family and studied
at"the Union Theological Seminary before transferring to Columbia
University Teachers College to study psychology, sometimes called it a
“divine spark.”*1% According to Rogers, “the individual has within
himself the capacity, latent if not evident, to understand those aspects
of himself and of his life which are causing him dissatisfaction, anxiety,
or pain and the capacity and the tendency to reorganize himself and his
relationship to life in the direction of self-actualization and maturity in
such a way as to bring a greater degree of internal comfort.” 11! If a
nurturing interpersonal environment were achieved, in psychotherapy
and elsewhere, “change and constructive personal development will ¢7-
varviably occur.” 112

The Rogerian conception of psychotherapy required a healthy self
equipped with healthy psychological potential. “Therapy is not a matter
of doing something o the individual, or of inducing him to do some-
thing about himself,” Rogers wrote in one early formulation. “It is in-
stead a matter of freeing him for normal growth and development, and
removing obstacles so that he can again move forward.” 113 No longer
was the therapeutic subject someone whose behavior and personality
were so disordered that they needed prescriptive assistance. The thera-
peutic subject may have been neurotic, but he (or she) remained a “per-
son who is competent to direct himself.” 114

The humanists’ concern with normality was consistent with the over-
all clinical lessons of World War II. Their psychotherapeutic techniques,
however, diverged sharply from those of the psychodynamic psycho-
therapists who dominated the clinical professions after 1945. Simpli-
fied, the theory underlying psychodynamic practice was that experts
helped individuals paralyzed and helpless in the face of unconscious
fears. The clinician acted simultancously as judge, interpreter, and
healer. In contrast, the Rogerian therapist was.a-suppertive-checrleader
watching the client engage in what amounted to something like delib-
erate self-help. If therapists were sufficiently “permissive” (i.e., ac-
cepting and empathetic), and if they made strenuous efforts never to

Lk
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interpret or even evaluate feelings or problems, then clients’ internal
capacity would inevitably move them toward self-understanding, and
from there on to greater satisfaction and maturity. Robert Morison, an
officer of the Rockefeller Foundation, was skeptical of Rogers’s ideas
about the therapeutic relatonship and thought his detour from the
medical model betrayed a “trace of fanaticism.”11®

Rogers frequently noted that the concept of internal capacity not
only confirmed the logic of democratic social arrangements, but re-
vealed the psychological roots of those arrangements. “If, as we think,
the locus of responsible evaluation may be left with the individual, then
we would have a psychology of personality and of therapy which leads
in the direction of democracy, a psychology which would gradually re-
define democracy in deeper and more basic terms.”11® Human nature
and democracy, in other words, could be allies rather than enemies. In
the following passage, Rogers approvingly quoted a student evaluation
in order to make this point.

1 have come to see that there may be a scientifically demonstrable basis for
belief in the democratic way of life. . . . T cannot honestly say that I am now
unalterably convinced of the infallibility of the democratic process, but I am
encouraged and inclined to align myself with those who hold that each individ-
ual has within himself the capacity for self-direction and self-responsibility, hop-
ing that the beginnings of research in areas such as client-centered therapy will
lead to the unquestionable conclusion that the democratic way of life is most
in harmony with the nature of man.!!”

The humanists were especially cognizant that their benign concep-
tion of human nature, and the fortuitous basis it provided for demo-
cratic ideas and behaviors, ran counter to much psychological theory
and rather a lot of psychological data (especially notable were studies
done under pressure of war). The bulk of twentieth-century psycholog-
ical thought hypothesized a malignant psychological interior, an awful
place where destructive instincts and monstrous terrors lurked, threat-
ening to rip through the thin veneer of Western civilization. “There is
no beast in man,” Rogers wrote defensively in 1953. “There is only

man in man. . . . We do not need to be afraid of being ‘merely’ homo
» 118

sapiens.

Rogers’s famous 1956 dialogue with B. F. Skinner, leading behav-
jorist and author of the utopian novel Walden Two, was evidence of
his deep concern not only about the political implications of various
psychological theories but about the political role and direction of clini-
cal experts and behavioral scientists themselves.!!” In his exchanges
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with Rogers and elsewherg, Skinner had proposed that democratic po-
litical ideology was a historical relic. He conceded that it had perhaps
been necessary and important for the political tasks facing the eigh-
teenth century (i.e., overthrowing monarchies), but Skinner believed
democratic ideology was obsolete in an era of modern science. “The
so-called ‘democratic philosophy”of iuman behavior . . . is increasingly
in conflict with the application of the methods of science to human
affairs.” 120 Science—psychological science in particular—had revealed
freedom to be mythological and social control to be both necessary and
inevitable. The real question, according to Skinner, was not whether
social control was good or bad, but what kinds of control would be
exercised, and by whom, 2!

Rogers countered with the concept of universal, inherent capacity.
He forthrightly criticized the idea that experts always knew best and
worried that “the growth of knowledge in the social sciences contains
within itself a powerful tendency toward social control, toward control
of the many by the few.”'*? Giving too much power to experts could
surely lead “to social dictatorship and individual loss of per-
sonhood.” 123 Rogers’s apprehensions, however, revolved around peo-
ple like Skinner, usually behaviorists, whose calls for power and control
were most candid.

Excluded from such analysis was his own brand of helping relation-
ship, which he claimed was based on cooperative, nonauthoritarian
partnerships between “equals” or “co-workers.”*2% (This failed, of
course, to explain why one of the “equals” was a “therapist” while the
other was a “client.”) Rogers thought of his politics as a logical exten-
sion of his psychology—both were intensely egalitarian projects de-
voted to realizing autonomy and freedom-—and regretted that more of
his colleagues were not aware of the intimacy of this relationship.
“There are really only a few psychologists who have contributed ideas
that help to set people free,” Rogers complained toward the end of his
life, because “it is not in fashion to believe anything.” 125

ABRAHAM MASLOW: DEMOCRACY FOR
THE SELF-ACTUALIZED FEW

Abraham Maslow was an academic psychologist best
known for his hierarchical theory of motivation, his description of “self-
actualization,” and his professional activism on behalf of humanistic
psychology.!?® Initially affiliated with Brooklyn College, Maslow
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moved on to Brandeis University, where he spent eighteen years begin-
ning in 1951. He lectured widely, served as a consultant to industry
and government, and was a founder of the Journal of Humanistic Psy-
chology in 1961 and the American Association for Humanistic Psychol-
ogy in 1962.

Like Rogers, Maslow was deeply concerned with the relationship
between psychology and politics. He was at least as explicit about his
own political views (which were not the same as Rogers’s) and wrestled
constantly with the political implications of his theoretical positions,
especially during the late 1960s, when he was seriously considering
writing a book about “B-politics,” a parallel to his “B-psychology” (B
stood for “being”). A heart attack cut his life short in 1970 when he
was only sixty-two, and Maslow never wrote the book. Consequently,
his journals are often far more revealing of his politics than is the body
of his published work. Begun in 1959, they were finally published nine
years after his death.!?”

During the 1950s, Maslow attempted to make liberal democratic
values integral to a definition of mental health and psychological matu-
rity.” 138 This was part of the general humanistic project to test the feasi-
blhty of democracy by wiring individual dignity, tolerance, freedom of
choice, and similar virtues into the unfolding process of normal human
development. In his explorations of self-actualizing people and their
“peak experiences” during the late 1950s and 1960s, Maslow refined
his understanding of the political arrangements most appropriate to
normal, even exemplary, psychological functioning.

Maslow’s motivational scheme consisted of a hierarchy with basic
needs at the bottom and higher needs at the top. The choice of a hierar-
chy was not arbitrary. Maslow intended to arrange human needs from
lowly to lofty, in “a series of increasing degrees of psychological health.”*2°
At the lowest level were physiological needs for food, clothing, and
shelter. A bit farther up were safety needs, then needs for “belong-
ingness” and love, and finally needs for esteem, achievement, and re-
spect. Higher needs emerged progressively as lower needs were satis-
fied. Self-actualization, the inherent tendency in people to move toward
becoming all they could potentially become, was located at the summit
of the motivational heap. “Very good conditions are needed to make
self-actualizing possible.” 130
" Self-actilization, in other words, rested self-consciously on the type
of environment that the postwar United States allegedly offered: a soci-
ety of abundance. The higher reaches of human psychological experi-
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ence were possible precisely because, it was assumed, poverty and mate-
rial deprivation had yielded to widespread prosperity in a middle-class
society. Mental health, the product of a psychic economy of plenty,
resulted from economic affluence. It could be bought and sold.

The most famous part of Maslow’s study was his description of indi-
viduals who had climbed the motivational heights and actualized them-
selves.'*! Maslow included historical figures as well as live subjects
(Thomas Jefferson, Abraham Lincoln, Albert Einstein, William James,
and Eleanor Roosevelt were among them) and his inventory of their
characteristics became a working definition of psychological well-being.
Across the board, Maslow summarized, they were perceptive, self-
accepting, spontaneous, autonomous, empathetic, and creative. They
always made up their own minds, displaying independence and free will,
and they reported mystical states that Maslow compared to orgasms
and termed “peak experiences.” Capable of feeling simultaneous power
and powerlessness, ecstacy, awe, and heightened awareness, Maslow’s
peakers were acutely self-conscious and invested in their own psycho-
logical growth and development. They exemplified psychological inte-
gration and exhibited the fullest and most admirable potential of hu-
man identity.

For these very reasons, they were the perfect psychotherapeutic sub-
jects. Insight and the desire for personal exploration, already in place,
would grease the wheels of psychotherapy, making for less resistance
and more success. That self-actualizing people should be intensively
studied (and not only in psychotherapy) was one of Maslow’s recom-
mendatlons as well as a general tenet of humanistic psychology. “It
becomes more and more clear that the study of crippled, stunted, im-
mature, and unhealthy specimens can yield only a cripple psychology
and a cripple philosophy.” *32 Only healthy people could be the source
of a truly universal psychological knowledge with broad jurisdiction.

Because individual health and sickness were inseparable from societal
health and sickness, self-actualization was a relative, dependent, and
occasional goal, rather than something either present or lacking at all
times in particular individuals. Maslow’s vision of a good society was
consequcntly one where social and economic arrangements expedited
upward movement through the motivational hierarchy. facilitating
both pcrsonal growth and the production of good citizenship. 183 «et is
qmtc true,” he noted, “that man lives by bread alone—when there
is no bread.” 13* “Democracy of Western sort is OK for rich & well-
organized, educated society, & capitalism then can work fairly well. For
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people with lower basic needs satisfied, higher needs emerge & we can
talk about freedom for self-fulfillment, autonomy, encouragement of
growth, humanitarianism, justice, democracy, etc. . . . There is now a
hierarchy of socicties paralleling the hierarchy of basic needs.”13°

Maslow’s “hierarchy of societies” placed authoritarianism on the
bottom rung with laissez-faire capitalism higher and New Deal welfare
statism highest of all. Although Maslow felt that self-actualizing people
would thrive in almost any political environment, he tended to think
that an antisystem of anarchic individualism made the most sense for
them.!3 His portrait of Eupsychia—a utopia inhabited by psychologi-
cally healthy people—was of a society committed to democracy but op-
posed to laws or constitutions, united in community but devoid of any
traces of nationalist passion, abounding with permissiveness but lacking
such problems as crime and unemployment.*”

Self-actualizing individuals may have been the quintessence of all
that was best and most promising about human nature, but according
to Maslow, they were still only a tiny minority of the population, even
in the United States. Consequently, different political structures were
required even within a single society. Maslow, forever coining new
terms, distinguished between “jungle politics,” suitable for the majority
stuck on the lower end of the motivational ladder, and “specieshood
politics,” for the self-actualizing elite. He wrote bluntly in his journal

that there should be “one [political system] for winners & one for
» 138

losers.

Because Maslow was much more hard-boiled than Rogers in both
his political views and his political assessments, he did not shy away
from the conclusion that his hierarchical scheme might support a self-
actualizing ruling class and lead to a two-tiered society, a sort of psy-
chological apartheid. Because he accepted the inevitability of inequality
as ¢ sjcwi"éﬁnﬁrwﬁ??act, ﬁyet was unwilling to relinquish his commitment to
liberal democracy, Maslow opted for institutional arrangements that
would reward the “biological” superiority of a natural elite, rather than
one founded on aristocratic, racial, or religious prejudice.*® I quote at

some length from three separate journal entries.

I think there are innate superiors & inferiors. How could there not be?
Everything varies from more to less. Bus, on the other hand: (1) We must make
the world safe for superiors. The lower the culture & the lower people are the
more likely they are to resent & hate the superiors & so to kill them off and
drive them into hiding & camouflage. The more we educate the bulk of the
population, the better it will be for the elite, e.g., less danger, more audience,
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more disciples, protectors, financers, etc. Also the better the society & the insti-
Fumonal arrangements, the safer the world, the more synergic it is, the better it
is for eliteniks. . . .

It seems clear to me (I said) that the regime of freedom and self-choice
which is desirable for innovating-creative people (& which they desire) can
be ruinous for noncreative people who are too authoritarian, too passive, too
authority-ambivalent, too noncommitted, etc.—ruinous at least in the sense
that this regime permits them to fail, since it assumes resources which are not
there. . .. So I vote in favor of making life better for the ones I call “good
students,”—those who are autonomous, committed, dedicated, hard-working
ctc—& letting the others go hang. . . . ’

Also, the humanistic psychology absolutely needs a doctrine of an elite, de-
grees of humanness, health & sickness, winners & losers, aggridants (whc’ther
by heredity or by learning), good specimens, good choosers, no equal votes,
nonequal weighting. The taste or judgment of one superior can & should out-
weigh 1000 or a million blind ones.40

“ADJUSTED TO WHAT?”

Maslow was a self-proclaimed patriot, a supporter of the
Vietnam War, and an advocate of restrictive population and reproduc-
tive control politics whose reaction to the political mood of the 1960s
was to call his activist students and colleagues members of the “Spit-on-
Daddy Club.”!#! As far as he was concerned, they were overindulged,
underdisciplined, ungrateful, and impolite. According to Maslow, even
his own beloved daughter Ellen was a naive kid who had fallen under
the spell of the demagogic leaders and “hard-bitten revolutionaries” in
the Student Nonviolent Coordinating Committee and other civil rights
organizations,!*?
It is ironic indeed that Maslow should have helped to prod an unruly
new generation into the use of psychological theory for left-wing pur-
poses. But that is exactly what he did when he pointedly asked,

Adjusted to what? To a bad culture? To a dominating parent? What shall we
think of a well-adjusted slave? . . . Clearly what will be called personality prob-
lems depends on who is doing the calling. The slave owner? The dictator? The
patriarchal father? The husband who wants his wife to remain a child? It seems
quite clear that personality problems may sometimes be loud protests against
the crushing of one’s psychological bones, of one’s true inner nature. What is
sick then is not to protest while this crime is being committed. 143

To interrogate the wisdom of passive self-modification, disparage equa-
tions between maturity and conformity, and speak.out against injustice
in the name of one’s own psychological integrity became characteristic
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features of many 1960s social movements. Their inspiration came, in
part, from critiques of adjustment such as Maslow’s and from glowing
advertisements for self-actualization, which Maslow and the other hu-
manists had elevated to the very pinnacle of human development. Abbie
Hoffman was only the most notorious individual to suggest that “Mas-
lovian theory laid a solid foundation for launching the optimism of the
sixties.” 144 Hoffman, an eager student of Maslow’s in the late 1950s
and president of the Brandeis psychology club during his senior year,

insisted that “everything Maslow wrote [was] applicable to modern rev-
145

olutionary struggle in America.

To be sure, Maslow protested loudly and repeatedly that his thinking
had been misappropriated by Hoffiman (a “pathological” publicity
seeker) and other countercultural crusaders for human potential. 146 Yet
he also recognized a degree of kinship with the “nuts, fringe people,
and borderline characters” who were secking the “peak experiences” he
had publicized and celebrated.!*” In the end, Maslow could only clarify
his intentions for the record and grudgingly admit that he had no con-
trol over the political lessons others extracted from his life work.

In contrast, Rogers did not distance himself from liberal and left-
wing activists during the 1960s because he understood their-goals to
be identical to the goals of humanistic psychology and client-centered
psychotherapy: authenticity, intimacy, nonjudgmental empathy, and
trust in subjective experience, to name but a few. One of Rogers’s last
pieces of writing expressed his support for movements among black
Americans, students, hippies, and others. “I simply say with all my
heart: Power to the emerging person and the revolution he carries

within,” 148

During the twenty-five years after 1945, the federal government moved
toward methodically governing the mental health of ordinary U.S. citi-
zens, those ordinary citizens moved toward enthusiastically consuming
psychotherapeutic services, and psychological experts moved to solidify
their authority over every aspect of individual and social life implicated
in the manufacture of normality and psychological well-being. The
work of theorists and clinicians affiliated with humanistic psychology,
such as Rogers and Maslow, demonstrated that the durability of demo-
cratic ideas and institutions might even depend upon an intentional
quest for better-than-normal psychological development. The absence
of mental illness and presence_of mental health were no longer suffi-
cient. An ongoing process of conscious becoming, of self-actualization,
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in psychotherapy or elsewhere, was. necessary to_ cultural :

ell as to
pelsonql evolution.

“Fach of the developments deseribed in this chapter expanded psy-
chology’s jurisdiction by applying the theories and technologies of clin-
ical expertise to more people in more places for more reasons than be-
fore. In so doing, psychological experts helped to stretch the definition
of “the political” and alter the goals of political participation. Not only
had mental health been encompassed as a legitimate sphere of public
action, but subjectivity itself had been exposed as the key to main-
t'unmg social stablhty and 1tta1nmg prosperity in commumues md in

cation, stlugglmg to adjust, gain insight, and become fully human—
these were gradually transformed into important social goals as well as
widespread individual preoccupations during the postwar decades.

Not only did the history of clinical experts have public repercussions;
it wasa significant factor in blurring the lines between culture and poli-
tics; betweeh thie immediate experience of evcryday life and more ab-
stract dialogue on matters of public power and social conflict. Especially
during the 1960s, it is possible to see how p10foundly clinical vocabu-
lary influenced polmcal thought, political action, and political change.
As chapter 10" will “show, psychology’s cultural pr ogress energized
women’s collective action during the early years of the second wave of
feminism, making the public pursuit of psychological happiness more
political than ever.




