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Psychiatric diagnosis using the Diagnostic and Statistical
Manual of Mental Disorders (DSM-1V) is a method of
assessment that we belicve is incompatible with a humanistic
approach to George Kelly's Personal Construct Theory (PCT).
Kelly’s approach views mental iliness as one among many
possible subjective constructions by which deviant behaviors
are understood. This counters the DSM-IV view, which sces
mental illnesses as objectively observable entitics that arc usually
biological. Kelly, himself, argued that personal construct
psychology offers a way to understand deviant behavior that 1s
preferable to a mental illness approach. Thomas Szasz also
rejects mental illness. His critique focuses on the faulty use of
metaphor; the mind, argucs Szasz, cannot be physically sick.
The critiques of DSM-1V methodology outlined by Kelly and
Szasz are presented with a humanistic psychology framcwork
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late this to the needs of humanistic psychologists dissatisfied
with DSM-IV. We also outline an alternative diagnostic meth-
odology called Transitive Diagnosis (Faidley & Leitner, 1993;
Kelly, 1991b; Landfield & Epting, 1987), which we see as more
consistent with the tenets of humanistic psychology.

BRIEF SUMMARY OF A HUMANISTIC APPROACH
When people use the term “humanistic” to describe a theo-
retical approach to psychology, many ideas are implied. How-
ever, when we refer to humanistic psychology in this paper, we
are talking about an approach to persons that emphasizes six
points. First, we believe that humanistic psychology empha-
sizes choice; from our humanistic perspective, people have
choices and are capable of making life changes—even though
doing so is often difficult. This contrasts with what we see as
the medical model approach of DSM-IV—an approach which
contends that “dysfunctional” behaviors are caused by mental
disorders and that, in order to change “dysfunctional” bchav-
jors, the disorders must be eradicated through treatment. While
conceptualizing interpersonal problems using the language of
disorder and treatment need not always imply that people lack
choices, it certainly encourages us 1o see clients as victims of
disorders and therefore less capable of making choices.
Second, we see the humanistic approach as emphasizing a
collaborative form of psychotherapy. Clients are seen as the
best experts on their feelings, thoughts, strengths, and weak-
nesses. This conflicts with a DSM approach, which secs the
diagnostician as the expert on such matters. After all, when us-
ing DSM-1V it is the diagnostician who assesses and decides
what the client’s problem is and which disorders afflict the cli-
ent. This relates to the third point that we feel is critical to hu-
manistic psychology: humanistic psychotherapy trics to avoid
making pejorative judgments about clients. This does not mean
the humanistic psychologist lacks opinions about clients, but
simply that he or she maintains awareness that such opinions
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both constructions (our “‘coping strategies” conceptualization and
DSM-1V’s disorder conceptualization) are viable altemnative
constructions of the same events, we do not construe a DSM-1V
conceptualization as helpful to humanistic psychologists trying t0
understand the meaning behind a client’s behavior. While concep-
tualizing clients as disordered may be effective in some instances,
it seems inconsistent with humanistic psychology ’s emphasis on
the person’s self-actualizing, meaning creating tendencies.

KELLY AND Sz45z; UPHOLDING THE HUMANISTIC PERSPECTIVE
Mental illness rejected. Both Kelly (1969, 1969b, 1991b)
and Szasz (1960, 1963, 1987, 1991) reject traditional
conceptualizations of mental illness and, therefore, also reject
traditional methods for diagnosing psychological problems.
Szasz's objection to DSM-style diagnosis stems from its accep-
tance of the very phrase “mental illness.” Szasz (1974) argues
that the term “mental illness™ is a metaphor that has been taken
literally. For Szasz, a mind—which has no organic correlate in
the human body—cannot be sick in a physical sense; when we
speak of “sick minds” we are speaking metaphorically. Be-
cause Szasz (1974, 1987) believes that “mental illness” does
not exist, all attempts to catalogue mental illncsses are mean-
ingless. Diagnosing mental disorders becomes a futile exercise
in which categories arc added or discarded based on political
mancuvers and social values rather than claims of scientific
validity. While its authors (American Psychiatric Association
[APA1, 1980, 1987, 1994) maintain that DSM diagnosis is
“atheoretical,”’ Szasz’s criticism of mental illness convinces us
that this is not so. The authors of the DSM-1V may not take
specific theoretical positions re garding the etiology or best treat-
ment for DSM-1V disorders. However, they do describe men-
tal disorders as truly cxisting within the objective world. Inour
view, DSM-IV cannot be atheoretical when therc are people
who do not accept its most basic assumption that mental disor-

ders exist and can be catalogued.
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The objective, atheoretical, cataloguing-of-reality stance
espoused in DSM-IV (APA, 1994) appcars inconsistent with
our conceptualization of personal construct theory. Kelly (1969a,
1969b, 1991b) rejects the concept of mental iliness because it
does not fit with the tenets of personal construct psychology.
From a constructivist point of view, DSM-style diagnosis is a
construct system. Like any construct System, it is built upon
underlying beliefs about human natu re—specifically, in this in-
stance, about what constitutes abnormality. Given that DSM-
IV, like any system, springs from particular personal and social
constructions, it cannot simply describe objectively true enti-
ties that mental health professionals have “discovered.” Rather,
it functions as does any construct system—as onc among many
ways to understand events and give them meaning. In other
words, DSM-1V is a complex construct system used by mental
health professionals in order to make sensc of deviant human
behaviors. Acknowledging that DSM is a construct system does
not mean that the DSM-IV serves no useful purposes. In fact,
once its theoretical assumptions arc openly acknowledged DSM-
IV can be used, just like any other construct system, to orga-
nize, comprehend, and predictevents. The problem for human-
istic psychologists is that DSM-1V—with its static, reduction-
istic, deterministic approach (deterministic in that DSM-IV en-
courages sceing client behaviors as symptoms caused by their
disorders rather than as strate gies chosen to cope with difficult
circumstances)—is a construct sysiem in conflict with basic con-
structions underlying humanistic psychology. Ofien these con-
flicts are resolved in ways that result in humanistic psycholo-
gists feeling pressured to compromise their theoretical beliefs,
Biological model criticized. Both Kelly and Szasz firmly
reject biological models for explaining psychological problems.
Szasz argues that even though physiological bases for most
mental disorders have not been identified, many people still
insist that all or most abnormal bchavior is primarily caused by
biological malfunctions (Szasz, 1960, 1974). Szasz does not
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edness to have biological underpinnings necessitate that we treat
this client’s concern as a medical problem? Perhaps we can
develop a drug that “cures” the “discase” of left-handedness.
While treating the client’s problem biologically is a viable pos-
sibility, it seems obvious in this case that such an approach is
not the only reasonable one. We could just as easily take a more
psychological approach, helping this client explore her feelings
about le fi-handedness while encouraging exploration of the con-
struct system that leads her to experience such dissatisfaction.
We might even help her learn to write with her right hand, and
still not treat her left-handedness as a disease. This example
generalizes to all interpersonal problems. While there may in-
deed be biological factors at play in psychological processes,
we need not abandon our humanistic counseling techniques in
favor of biological treatments. Most importantly, our humanis-
tic point of view encourages giving clients choice in how they
address their problems. Sometimes they may choose medical
treatments, and other times they may choose psychological ap-
proaches. Because neither approach is “wrong” when freely
chosen by a client, humanistic psychologists do not necd to be
ashamed or embarrassed by what they offer. Biological treat-
ment of deviant behaviors may differ from humanistic psycho-
therapy, but it is not necessarily betier.

Humanistic psychologists uncomfortable with pressure to
unconditionally accept the medical model need only remember
that psychological constructions of client behaviors may sim-
ply be different from, not inferior to, physiological construc-
tions of client behaviors. Our goal is not to ¢liminate a medical
model approach to abnormality; while we personally may not
endorse such an approach to interpersonal problems, we do not
want to imply that our perspective is the one “true’’ perspective.
Likewise, we do not want to be forced to abandon our humanis-
tic orientation. We certainly are not arguing that biological ap-

proaches are never preferable to psychological approaches. For
example, psychotherapy alone will not repair a brain injury suf-
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behavior is caused by internal drives and the distribution of psy-
chic energy throughout one’s system. Cognitive approaches as-
sume that ali dysfunctional behavior is the result of illogical
thinking. If the specific deterministic assumptions of these theo-
retical approaches are accepted, then cach of these approaches
yields worthy information. Personal construct psychology makes
assumptions as well. From our point of vicw, construct theory
assumes that people are active agents who construe events within
the environmental and biological constraints imposed on them.
While people are influenced by environmental and biological
factors, their behaviors, feelings, and attitudes are not entirely
the products of these factors. Personal construct theory (Kelly,
1991a) assumes that people actively create internal representa-
tions of the world. 1t is not biology or the environment that
directly causes behavior, but rather the way in which one ac-
tively imbues meaning in environmental and biological occur-
rences that influences behavior.

Because Kelly sees persons as active agents capable of con-
struing, we see his approach to client assessment as more con-
sistent with humanistic psychology than is a DSM-IV approach.
The active construing process that people engage in is not taken
into consideration in DSM-style diagnosis. DSM-style diagno-
sis, it seems to us, encourages seeing client problems as en-
tirely determined and client responses as symptoms of the dis-
orders with which they are diagnosed. This makes little sense
to us. Could not two people who receive the same DSM-1V
diagnosis be entering therapy for entircly different reasons and
with utterly different constructions of events?

While a DSM perspective does not rule out viewing clients
as complex, active agents struggling to find meaning in diffi-
cult events, it also does not encourage it. This is why we feel
that attempts at integrating a humanistic, person centered as-
sessment with a DSM-1V diagnosis ultimatcly fail. As previ-
ously mentioned, we acknowledge that DSM-1V and humanis-
tic conceptualizations constitute different constructions of the



N methods

same events. Further, Kelly was the first to admit that we need
not be slaves to our construct systems; that is, we should feel
free to vacillate between apparently contradictory constructions
of the same events if we feel that doing so helps us to better
cope with our surroundings. While we respect humanistic psy-
chologists who choose to integrate DSM and humanistic as-
sessments, we believe the drawbacks of using DSM-1V that we
have outlined above outweigh the advantages.

An additional and quite practical drawback involves health
insurance reimbursements. Many of the arguments in favor of
encouraging humanistic psychologists to accept DSM diagno-
sis seem to be motivated less by a theoretical appreciation of
DSM-1V than by a desire to collect health insurance reimburse-
ments. Collecting health insurance reimbursements is a politi-
cal issue that requires the attention of all mental health profes-
sionals. However, it is a poor theoretical rationale for humanis-
tic psychologists to adopt DSM diagnostic methodology. Out-
side of insurance reimbursements, DSM-IV seems to offer little
that enhances the humanistic psychologist’s efforts to under-
stand the individual client at hand. In our view, it actually of-
fers much to harm the humanistic psychologist, especially as
insurance companies and health management organizations
increasingly use a client’s DSM diagnosis to determine how
many sessions will be covered and what modes of treatment are
acceptable. In a professional climate that we feel al ready is not
highly responsive to humanistic psychology, the use of DSM-
IV diagnosis as a way to dictate type and length of treatment
does not bode especially well for humanistic psychotherapies.

QUALITIES IMPORTANT FOR UNDERSTANDING CLIENT MEANING

Both Szasz and Kelly reject the underlying constructions
which the DSM uses to understand deviant behavior. Kelly
(1969a) contends that a categorical approach to psychological
difficulties—wherein persons are assigned a disorder which then
dictates treatment—discourages psychotherapists from fully
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might be helpful in assessing a client’s meaning system. These
qualities are summarized below,
Useful and rich. A constructivist approach to counseling
encourages psychotherapists to think about the ways they
conceptualize client problems, and to evaluate how useful these
conceptualizations are. Does one'’s conceptualization allow for
aricher understanding of a client’s “hopes, struggles, fears?”
(Faidley & Leitner, 1993, p. 50). Further, are conceptualizations
tied not only to empirical data, but to theoretical underpinnings?
A humanistically inclined constructivist approach emphasizes
that both theory and data are critical factors in the process of
constructing systems for understanding behavior, Finally, does
one’s conceptualization allow for multiple understandings of a
client’s concerns? Getting locked into one wa y of thinking about
a client can limit creativity brought into counseling sessions,
and can lead to all client behaviors being construed using a re-
stricted number of constructs. A current example of this in-
volves conceptualizing clients as “borderlines.” It scems that
many therapists, once they have construed a client to ke “bor-
derline,” see all client behaviors as a function of the “border-
line” diagnesis. This circular and one dimensional kind of think-
ing can be quite dangerous, especially if no alternative
conceptualizations are entertained, and is precisely the reason
why a constructivist approach encourages multiple
conceptualizations of client issues that do not rely on assigning
clients to broad categories.

Adequately permeable. A pcrmeable system is one that
can be generalized to new people and events. Of course, an
overly permeable system doesn't allow for much discrimina-
tion between different kinds of client problems. Like wise, an
impermeable system allows for no gencralization whatsoever.
In thinking about clients, it is imponant to be capable of making
hypotheses based on generalizing from past client ex pericnces, but
without necessarily assuming that these hypotheses will be entirely
(or, sometimes, even partially) correct in the curren; Situation.
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TRANSITIVE Diacnosis anp H YPOTHESIS FORMaTION:
A METHODOLOGICA], FRAMEWORK
Kelly (1991b) identified several stages in the process of
Transitive Diagnosis: fonnulating the problem, understanding
the client’s construction of the problem, evaluating the client’s
construct system, Mmanagement and treatment. More detailed
overviews of thege Steps are available elsewhere (Kel Y, 1991b;
Raskin & Epting, 1993). Herein, we wish 1o focus briefly on
methods used to evaluate constructs i Transitive Diagnosis.
Construct dimensions defined. Essential ¥y, Transitive Dj-
agnosis involyeg assessing clients solely according to their con-
Structions of events, Kelly ( 1991a) felt that people organize
their experience by creating constructs, which are bipolar di-
mensions describing events and their perceived Opposites. Ac-
cording to Kelly, in order 10 have a conceptualization of what
something is, one must also have a tonceptualization of what

to imbue events ang relationships with meaning. People invent
constructs to account for and comprehend their experiences in
the world. When funcu'cning optimally, people continue 1o em-
ploy those constructs which have been predictive in the past,
allowing for the anticipation, prediction, and Comprehension of
experiences; likewise, they discard or revise constructs that do
not allow for anticipation, prediction, and Comprehension of
events. Many methods for eliciting personal Constructs have heen

developed, with Kelly’s (1991a, 1991 b) Repertory Grid perhaps

the most wel} known. While a discussion of construct elicita-

tion techniques is beyond the Scope of this paper, a recent re-
view by Leitner (1995) outlines a wide array of construct elicj-
tation methodologics,

One of the most humanistic aspects of personal construct
psychology is that jt readily acknowledges that there are many
effective Ways to construe the Same e¢vents. Undersianding the
idiographic constructions of each person is imporant i under-
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rically. Forexample, one pcrson’§
Smndriir;i(tzzitrﬁ? gr;l(zrifasg ;rilr(:llotil;zlg the construct ‘C‘lh;:pplyolsliléll.:j
How noth ’ icnces might lead her to h
HOWGVC{’ a?to‘[‘hhz;g(y:;\s;zrlly.s”e?:tnanomcr person’i expﬂen’enccs
m'e bt lo r;to construing the opposite of “happy” as rf:Spor}
H_llgh[”lca aning of “happy” for each of Lhcse.pcrsons is
some hTthcflcifTeiem' constructs are idiographic inventions. Trfn;
Sqm'e»:)‘z nosis inv,olves using various person§1 construct meth-
f)](;lc:lzo;esgto elicit personal constructs from cllc{lts. L’tflhe‘iea C,sr,ln
S hen evaluated in an effort to un@erstanq e f} :
Stﬁgs Slr:; both assist and detract from client efforts to func
w
o effec{ivel}(,i llilc[iltﬁcvrv(olrégé) and Landficld and Epting (1987)
U'I:a]dlsi}:i:rllines used in evaluating constr}!ct Systems. S?;e:
erol oF uidelines are presented below in ordcr.to prov
9 Ofﬂ:’esik%e kinds of inquiries a humanisticalliy oriented per-
:ofrlli\llc;mz{ruc( psychotherapist might make during the process
OfT;ar:istsil\;:n;e)lﬁoégx'n?lfés;noment that the poles oft:a cons:(r)lljlc:i
sent ntrasting aspects of a person’s
:i?r[z;?s:;:)tx;: zfs ;T:nﬁzznit(’ei;)y {19914, 1991b) cmpha?lﬁi ;Té
cllient meanings are idiosyncratic §nd pcrsor;al.c‘z]hiij:dihmm
the logical and meaningful opposxge pole (.)(Y atoxar;omen e
ion for one person might seem quite forc!cn nother. How:
v ing a credulous approach to client mcamrTc,
ever: 2 tSkmligcm’s construct dimensions as rcprcsent-mg so_mej
tcsiitcl!nriclarii(r:lgful {however incomprehe nsibl;‘:i lhcsifiirglmrcon;lr(])r:(:
a api allow themselves
initia'”)" Seer‘n)': rgig’;}g(l)s\e;jlp:\i(;?e:clq about client mcani.ngs.’
Cre'a(wdy gbl?:/'t;ucr(1993) provide an excellent cxamplc. T”‘C)
F?Idlc}" anfilic;; for whom the dimension “depressed/irrespon-
Siltilt;'szsassliem, observing that a therapist might

(1lbllllS§ “llb S“a“gc (llla“[> a. Sll”ll’“g UIC ])Clb()“ had [Cm])()‘
T y ! ) T . q. ‘ t ]y we COu]d
ra ..1 lOS[ himselfl 1some inner COnflLl()n. Ah.cma cly,
arl h
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citing the construct dimension of “passi
o e . passive/murderoyg *
oo th;a[ggrt;zis;[:onslm'ctmay indeed behave pass(i)\tl;iy ?I(F)):vr
iy e poss,‘gjin work{ng with this clien might wish t
_ y of violent, and
101 from thjg client should he or sh
less passive (Faidley & Leitner, 1993)
,'me,:-;. Observe the sixthlicity and abstr
inte fp;a:';:n@ co.nstrumg Does the cli
sy oﬁ;ilrr;;‘r’nfngc, toncrete ways or in complex, abstract
ays Sopmmcate:jd stracF construing is viewed as implyin

S Capacity to comp e

actness of the person’s

Cigl interactions?

interactions as op .
: Posed to in termy of :
ents, task S OF physical aitrip .
and I,eiznséro(r If;;;alaroles (Landficld & Epting, 198;)9111&22;521),
. rgue that by “studyi ’
social descri .. Udying the ¢
oo at;i()c;:gptors, the clinician may be able to gcn:riltcen}: e
P 1¢ characteristic ways the clien g N ypoth-
nships she does haye” (p. 63) Pproaches the re-
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5. Observe the overuse of a construct dimension. Over-
use is defined by Landfield and Epting (1987) as the appcar-
ance of a construct dimension as often as twenty percent of the
time. Faidley and Leitner (1993) give the example of someone
for whom the dimension “attractive/unattractive” was central,
and how reliance on this construct impacted her own self-per-
ceptions and her perceptions of relationships. Often when a con-
struct dimension is identified as one that a client uses often,
client and counselor can discuss the potential advantages and
disadvantages of relying so heavily on such a dimension. This
is often followed by the client and counsclor formulating alter-
native construct dimensions that the client might employ, and
encouragement that the client test these constructs out in real
world situations in order to decide whether the client finds them
useful and helpful in reaching his or her therapeutic goals.

6. Does the person show a tendency toward self-refer-
ential description? Does the client see others as self-centered
and self-absorbed? Further, does the client repeatedly make
references to him or herself? If so, how does this impact the
client’s relationships with other people? Again, discussing the
advantages and disadvantages of self-referential construing with
a client can often be helpful. The client gains understanding
into his or her way of viewing relationships, and then becomes
better able to decide whether to continue construing relation-
ships in such a manner or whether to experiment with new con-
structions of interpersonal relationships.

7. Does the person tend to employ language and con-
structs that seem strange, peculiar, and obscure? Faidley
and Leitmer (1993) emphasize the importance of common mean-
ings for successful interpersonal relationships. Afterall, if each
of us had construct systems so utterly different from everyone
else’s, successful and rewarding interpersonal relationships
would be difficult, if not impossible. The argument that even
incomprehensible behavior has underlying meaning behind it
is a powerful one from a humanistically constructivist view-
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point, and is Vvery consistent with the ideas of Szasz (1974). The
question that psychotherapists must ask themselves is what is
the best way to work with persons whose interpersonal construc-
tions are so “eccentric” that they seem incomprehensible?

8. Has the person used at least one construct dimension
that implies opennessto experience at one pole and closedness
to experience at the other? Put simply, a person who is able to
construe the possibility of change is likely to more effectively
and more quickly make changes in his or her life than someone
lacking a construct involving change.
goal of counseling might actually be to help a client experiment
with and elaborate a construct dimension involving change.
Perhaps helping a client elaborate a construct dimension involving
change is precisely what occurs when a client (in his or her initial
counseling sessions) is educated about the process of psychotherapy

and, therefore, becomes more “psychologically minded.”

9. Do several poles suggest death, destruction, depres-

sion, confusion, and withdrawal? Clients whose constructs
involve death, depression, and withdrawal may indeed be strug-
gling with these concerns. Of course, many themes may be seen
running throughout a client’s constructs. Special awareness and
attention to themes involving death, destruction, confusion, de-
pression, and withdrawal is important simply because clients
experiencing such concerng may be experiencing their circum-

stances as more desperate than those whose constructs suggest
patience, forgiveness, independence, em pathy, an ability to tol-
erate stress, and hopefulness (Landfield & Epting, 1993).

10. Note descriptive modifiers that are either extreme or
moderating. Constructs employing modifiers like “always,”
“never,” “very,” “absolutely,” or “perfectly” may “represent more
significant and core understandings” (Faidley & Leitner, 1993,
p. 66). Aclient who uses these modifiers a great deal may expe-
rience most of their construct dirensions as highly significant
and central to self. This may make flexibility and compromise
difficult for such a client (Faidley & Leitner, 1993). On the other

Of course, an important
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i ike * imes,” “a bit,” *‘somewhat,” and_“p(?s-
h?nd,"momﬁ'flr;ilcl:;: jczg:ilal?vi approach that allows ﬂQXIblll‘ty
Slbl}' mayll, itner, 1993). Use of such modifiers also may pqmt
(Faldle}'l ‘(‘gil'f;lculty’ making decisions or 1o readily ac.qmescmg
:0"(“’)‘;‘2; as1 a way of keeping central valucs from being on the

: i i . 66). .
e’ (F?)ldliytli I;;[;)e;’gliizinﬁyﬁon)e pole of his constructll\n
11r;seoto the construct-elicitation question'? Per}?a? tatz
ot le of a construct is being avoided. This may indic
oot the plo nt feels threatened by the contrast pole. Of course,
e [h'e X le‘ ly may not be able to effectively e]aporate the
o Cher’lt Slmrlljstyruct verbally. Finding ways to help clleqts better
cborate s C(? understand their own constructed assurppuons and
elabofate s a critical element in successful counseling. -
mearlnzn%iri:gine that the subject’s personal colx.lstr'uct dr:?::;t
, adopt the client’s co
o YO‘:I; Ot:vtr;.osv peerrcccyi?rl; :EC wopr)ld? From our pcr§pc?c-
S'ysmm, ho'w asiessmem, as well as effective counseling, .15 in-
lf‘/e effecnlvied to how well the counsclor is able to cmpathlcallg
sy redathe client’s constructions. Trying to place (?ncsc;,
UndCFSt;lln apist. in the shoes of the client in order 10 view t e%
i?o‘r?g ztas (:liepcliém docs, is perhaps the most important aspect 0

the therapeutic process.
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le encounter new experienges, rans ‘ s ves

gg‘lfir?ually attempting to monitor and undersftz[i}?:r :gl);e.m“([:hen

structions as they change during the cours? 0 Y N h

nal constructs to understand chcnts,.o b

come o pe(l:ls Orstand the client and also begin helping the clt '

oo 'une:t with alternative constructions of events that mn ;i]y

. expcr::r]e useful than current constructions. Further, "rF:gcss:
El;oevf)iagnosis is not separate from the psychotherapy P
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the two are intimately related and overlap in most respects. The
point being made is that we feel Transitive Diagnosis is a begin-
ning for humanistic psychologists because it posits a thoroughly
new and innovative way to approach client asscssment and
therapy than that found in DSM-IV. Hopefully, Transitive Di-
agnosis encourages therapists to explore altematives to the DSM
that are more theoretically consistent with a humanistic stance.
We have employed the phrase “Transitive Diagnosis™ thus
far, partly in order to maintain consistency with the terminol-
ogy George Kelly used, and partly in order to present Transitive
Diagnosis as an alternative assessment method to DSM-IV.
However, because Transitive Diagnosis is so different from
DSM-1V diagnosis, we actually prefer the term “Transitive Un-
derstanding” to “Transitive Diagnosis.” Our reasons for this
preference rest on our belief that the former term is more in
keeping with the spirit of personal construct psychology, and
better describes what therapists employing this approach are
actually doing. Therapists are trying to understand the client’s
constructions of the world, realizing that this is an ever-con-
tinuing process. Diagnosis, as a term, has become reified in many
ways. For us, it implies coming to a preemptive conclusion
about a client, and then relying on that conclusion throughout
the course of therapy. While the term “diagnosis” need not nec-
essarily have this preemptive connotation, in today’s diagnostic
climate it usually does. Therefore, we believe that the using the
term “Transitive Understanding” allows us to move away from
the unequal power relationship that is inferred whenever an ex-
pert professional is asked to diagnose a patient’s problem, and
to move towards a more equal power relationship in which both
client and therapist attempt to understand each other and work
towards mutual therapeutic goals.

HUMANISTIC ASSESSMENT METHODOLOGY AND THE FUTURE
The writings of George Kelly and Thomas Szasz relate 1o
the dilemmas that today’s humanistic psychotherapists face.

Those who sharc our dis§0m
client assessment may wxsh.t.
modalities, including Transitiv
psychothcrapists nced not mere
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fort with a DSM-TV approach to
o explore alternative assessrpept
¢ Understanding. Human.tsllc
1y accept DSM-1V diagnosis a(s1
evil in the practical world of health insprance arid
: T}CCCSSM)’ (. Instcad, humanistic psychomcraplsts §h0u
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Author Note
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