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ORIGINAL ARTICLE

The medical model and its application in mental health

Ahmed Samei Huda

Tameside and Glossop EIT, Pennine Care NHS Foundation Trust, Pennine Care Trust HQ, Ashton-under-Lyne, UK

ABSTRACT
This article provides a conceptual overview of the medical model and its application to psych-
iatry, understanding the medical model in psychiatry as a biopsychosocial model. The article dis-
cusses basic concepts relevant to the medical model (illness, disease, disorder, condition, etc.),
the nature of medical knowledge and diagnostic construct, medical classifications in psychiatry,
and the medical model within multidisciplinary practice. Salient criticisms of the medical model
are discussed and addressed at relevant points. It is recognized that concepts such as disease
and illness lack uncontested definitions and are not free from value judgements even in general
medicine. Diagnostic constructs used in psychiatry are often descriptive heterogenous categories
which can nonetheless offer clinical utility. The medical model co-exists with non-medical
approaches and perspectives, and psychiatrists work in an interdisciplinary context with other
models and professionals. Criticism of the medical model in psychiatry often fail to recognize
the continuities between psychiatry and the rest of medicine, and the persistence of these con-
troversies may be a result of fundamental disagreement over values.
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Introduction

It has been argued that physicians were put in charge
of the asylums in 18th and 19th century by virtue of
the fact that they were the only major professional
alternative to religious healers (Burns, 2006; Bynum
2008).If psychologists or social workers had existed as
highly developed professions with professional
authority during the asylum era, then perhaps they
would have become asylum superintendents instead
of doctors (Burns, 2006; Bynum, 2008). To the extent
that contemporary psychiatry is a child of alienism,
the primary involvement of medical professionals
with what we consider to be psychiatric conditions,
and therefore the application of medical model to
mental health, may arguably be a product of historical
contingency.

The medical model dominates healthcare provision
including mental health. Given the scarcity of trained
psychiatric professionals, the bulk of psychiatric care
around the world is provided by primary care physi-
cians. In specialized secondary and tertiary care set-
tings, psychiatric professionals have to provide care to
a large volume of patients and tend to have larger
caseloads than their other professional colleagues
(Tyrer et al., 2001). Provision of medical services typ-
ically relies on health-related remuneration, whether

through private health insurance or through govern-
ment programs. These aspects of our systems of prac-
tice are not inherent to the medical model but shape
the provision of medical care in a profound manner.

The medical model conceptualizes problematic
thoughts, feelings and behaviours as mental health
problems or as mental disorders. Such a conceptual-
ization has many critics both within psychiatry (Szasz,
1960) and as well as allied professions (Bentall, 2009).
This leads some to argue that the medical model
could, in principle, be eliminated. However, even if
primary psychiatric conditions were to be excluded
from the medical model, many psychiatric disorders
are undisputedly caused by medical conditions such
as hypothyroidism and stroke (Lishman, 1997). This
means that medical professionals have an essential
role in the assessment and management of at least
some psychiatric conditions, and therefore the
involvement of the medical model remains unavoid-
able even from a radically eliminative position.

What is the medical model?

From a pragmatic perspective, ‘medical model’ refers
to any system that medical professionals (referred to
as ‘physicians’) use in clinical work and research. This
system comprises two mutually influencing models of
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practice and explanation. Models of practice involve
how physicians interact with their patients – how
they assess and classify their presenting problems and
what interventions they offer to help with them.
Models of explanation are used to describe the nature
of these problems and how these problems came
about. This definition can broadly also include psy-
chodynamic and CBT models (both developed by
physicians) but this article will restrict itself to the
medical model as it exists in general medicine and its
extension into the realm of mental health.

The biomedical model vs the
biopsychosocial model

The ‘biomedical’ model frequently serves as a target
of philosophical criticisms and the term largely has
negative connotations within a philosophical context.
However, there are few contemporary physicians who
are avowedly ‘biomedical’ in orientation, leading to
some confusion as to what the term exactly refers to.
The traditional understanding of the biomedical
model is along reductionist and physicalist lines, such
that biological processes are seen as underlying causes
of psychiatric disorders and to the extent that social
and psychological factors have a role to play, they do
so via biological means (Guze, 1992). Along historical
lines, this is equivalent to Griesinger’s view that men-
tal illnesses are brain diseases.

For several decades psychiatry – as well as other
specialties such as public health and primary care –
have explicitly adopted the biopsychosocial model
(Engel, 1981) as their guiding framework in which
psychological and social factors are recognized as
important and independent causal factors in their
own right. An example of a biopsychosocial conceptu-
alization or formulation of a case is given in Table 1
in a format that is commonly used in UK psychiatric
training; such a formulation is combined with a sum-
mary of relevant clinical findings, preferred and dif-
ferential diagnosis and further investigations. The

whole is combined to inform the suggested manage-
ment plan of interventions.

A biomedical formulation of this case would focus
on a person being vulnerable to depression at times
of social stress, in the example above because of a
genetic vulnerability and biological changes in the
brain caused by prior depressive episodes. The biop-
sychosocial model would regard these various bio-
logical, psychological and social factors interacting to
produce problematic thoughts, feelings and behav-
iours not necessarily via final common pathway of
brain disease.

This model has been criticized for theoretical steril-
ity by providing no explanation for how biological,
psychological and social factors interact to effect
health problems (Ghaemi, 2007). In response to such
criticisms, there have been philosophical attempts to
bolster the biopsychosocial model with an inbuilt the-
ory of causal interactions(Bolton & Gillett, 2019),
however the impact of such philosophical develop-
ments with regards to the practice of medical model
remain to be seen. Some psychiatry critics claim the
biopsychosocial is really ‘bio-bio-bio’ in practice
(Read, 2005) but such critics often have a mistaken
understanding of how psychiatry understands illness
and disease, and ignore the multidisciplinary nature
of psychiatric practice where physicians can and do
refer for psychotherapy, even if they do not provide
formal psychotherapy themselves, and can and do
offer social interventions such as support for housing
or welfare benefits in collaboration with social work-
ers (Huda, 2019).

Concepts related to the medical model

Terms like health, disease and illness are problematic
to define but easily recognized in obvious examples.
The problems with definitions will be briefly
described as relevant to the problem of deciding what
suitable problems for psychiatrists to be involved with
are. Arthur Kleinman in his seminal work proposed
that illness refers to the innately human experience of

Table 1. Example biopsychosocial formulation.
Biological Psychological Social

Predisposing factors Family History of depression
(genetic factors)

Low self-esteem; Anxieties around
social interaction – other people
are dangerous

Previous history of depression

Bullying in childhood

Precipitating factors Rejection Separation from partner; having to
leave house

Perpetuating factors Heavy drinking Single with continued rejection Lack of housing
Protective factors Antidepressants Previous CBT with notes on how to

prevent and manage
negative mood

Supportive family
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symptoms and suffering, and contrasted it with dis-
ease, which refers to the practitioner’s concern with
biological structure and functioning (Kleinman, 1978).
When individuals experience ‘illness’, they interpret
their experiences through the lens of folk notions of
health and disease, and through sociocultural ideas of
what conditions are thought to be suitable for help
from healthcare professionals (Pendleton et al., 1984).

The disease perspective relies on the initial identifi-
cation of disvalued illness states suitable for medical
attention followed by discovery of associated changes
in structure and/or processes that lead to these illness
states. Illness can occur in the absence of identified dis-
ease. There have been naturalist attempts to define dis-
ease in value-free terms such as changes in structure
processes likely to reduce lifespan or reproductive cap-
ability (Boorse, 1975; Kendell, 1975). It has been
argued that these definitions still rely on implicit values
(Fulford, 1989). There is variation in agreement in
people and health professionals as to which health
states should be regarded as medical problems. This
disagreement is greater for mental health problems
than general medical conditions especially addictions
(Tikkinen et al., 2012) and such disagreement has been
reported in studies in many different Western coun-
tries (Aftab et al., 2020; Tikkinen et al., 2019).

Jerome Wakefield has proposed the harmful dys-
function concept according to which disorder is a
hybrid state with a factual and normative component.
According to Wakefield, ‘dysfunction’ is to be under-
stood objectively and scientifically as failure of a
mechanism to perform the function which it was nat-
urally selected to perform in evolution, and ‘harm’ is
to be understood as a value judgement of dysfunction
causing harm within a particular social context
(Wakefield, 1992). However, Wakefield’s proposal has
been subject to considerable critique and its applica-
tion to psychiatry remains highly contested. Our lack
of scientific knowledge with regards to the evolution-
ary history of brain aside, the validity of the philo-
sophical distinction between dysfunction and harm
has been questioned (Bolton, 2008). Furthermore, for
many psychiatric conditions, relational and enactive
perspectives challenge the notion that a ‘dysfunction’
can be said to be present inside the individuals given
that many psychiatric conditions emerge at least
partly in response to external contextual factors
(Huda, 2019).

The term ‘condition’ may be preferable for states
associated with distress, impaired functioning and/or
increased risk and regarded as appropriate for health-
care staff attention (Huda, 2019) but this normativist

concept lacks value-free boundaries to delineate
appropriate medical problems (Kendell, 1975) and
may apply even if intervention is unhelpful. Notions
of health are even more nebulous. The WHO defin-
ition of ‘a complete state of physical, mental and
social well-being, and not merely the absence of dis-
ease or infirmity’ has been criticized as nothing could
be ‘comprehensive than that or more meaningless’
(Lewis, 1953). This definition of health does not apply
to many people. A syndrome is a collection of clinical
features that are associated with each other and are
distinct from other syndromes and from healthy
states. A syndrome can have many causes and a con-
dition can be associated with different syndromes.

An essentialist view of medical practice (Szasz,
1960) is that physicians identify and treat ‘diseases’
with clearly identifiable lesions or biological abnor-
malities (pathological states clearly separate from
health and from each other). However, it is well-rec-
ognized now that such a view is not reflective of the
medical model even in general medicine. Many com-
mon general medical conditions such as hypertension
lie on a spectrum with healthy states and may or may
not be considered diseases depending on how strin-
gently one defines disease. Pregnancy is neither dis-
ease nor illness. Conditions such as hypertension and
pregnancy are nonetheless suitable for medical atten-
tion because of associated risks of developing prob-
lems including diseases that can benefit from
healthcare attention.

Not all illnesses have identified disease mechanisms
or lesions and are described as ‘functional’ (such as
irritable bowel syndrome). These ‘functional’ medical
conditions demonstrate that the complexities of
assessing and treating medical conditions in the
absence of knowledge of biological aetiology are not
just limited to psychiatry. Indeed at some point most
illnesses had unclear disease mechanisms so current
illness states with unclear mechanisms may have these
mechanisms discovered in future (but no guarantee
that they will be). This may be especially the case
with conditions involving highly complex systems
such as the mind/brain. There is an element of ritual
to healthcare which was the main therapeutic effect of
physicians for millennia. This social role of healers is
not the major explanation of current medical effect-
iveness as therapeutic ‘placebo’ effects are often over-
estimated (Kienle & Kiene, 1997).

Over medicalization is an issue that concerns all of
medicine (Sackett et al., 1991) not least because of the
risk of iatrogenic harm for little chance of benefit
(Treadwell & McCartney, 2016) and some critics of
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psychiatry have highlighted this as a particular issue
in psychiatry due to lack of clear differentiators
between health and purported mental disorder
(Kinderman et al., 2013). If clear rules for defining
medical disorders existed this would help focus med-
ical care on appropriate problems avoiding over-med-
icalization, but naturalist models so far have not been
able to successfully carve out notions of dysfunctions
in a value-free manner. Normativist models also do
not provide any clear boundary with regards to the
domain of medicalization (Bortolotti, 2020). In the
absence of such a philosophical boundary,
‘medicalization’ often ends up as a rhetorical or polit-
ical manoeuvre rather than as a useful scientific con-
cept (Pies, 2013).

In both psychiatry and medicine the concepts of
illness and disease are hard to define but can be
applied easily in obvious cases especially where the
values of doctor and patient are in agreement. In
psychiatry disagreement in values is more frequently
encountered leading to controversies regarding what
should be an appropriate target for medical attention.
An approach using multiple stakeholders (including
patients) informed by both values and empirical evi-
dence is the best way to resolve these issues
(Cooper, 2018).

The nature of medical knowledge

Much of medical knowledge – including psychiatric
knowledge – is based on degrees of confidence based
on evidence that ranges from clinical experience to
the randomized, controlled trials (Greenhalgh, 2010;
Sackett et al., 1991).

Dividing health problems into categorical diagnos-
tic constructs aids acquiring knowledge of health
problems through research, learning this information
and recalling it in clinical practice and communicat-
ing information to other professionals. Physicians
often work under a variety of pressures such as lim-
ited time or in emergencies. For this reason a simpli-
fied categorical system supplemented by additional
information is preferred by many physicians for its
clinical utility (Graber et al., 2002; Croskerry, 2009).
Other professionals working under different circum-
stances may prefer more exact and time consuming
classifications.

Diagnostic constructs carry probabilistic informa-
tion. These include associated range of clinical pic-
tures (symptoms, signs, typical course or lab test
results), likely prognostic outcomes, treatments and
their chances of success, potential causes, likely co-

occurring conditions, complications and differential
diagnosis to be aware of (Huda, 2019). Diagnosis is
best viewed as an opinion on the optimum informa-
tion set for the patient’s predicament, is always provi-
sional and should be changed in the light of
disconfirmatory information. Diagnosis also has add-
itional societal functions (such as supporting access to
welfare benefits) and organizational/administrative/
statistical functions (Rose, 2013).

Physicians identify the diagnosis by several meth-
ods. These include prototype matching (recognizing a
clinical picture as fitting a diagnostic construct), fol-
lowing decision trees/protocols, exhaustively gathering
all the information including test results before decid-
ing on the diagnosis or hypothetico-deductive method
of thinking of the most likely diagnosis then looking
for confirmatory information (Sackett et al., 1991). In
clinical practice a combination of prototype matching
and hypothetico-deductive methods are commonly
used. Exhaustive methods are commoner in research
(such as standardized interview followed by diagnostic
algorithm).

This system converts the patient’s own descriptions
and physical and mental characteristics into standar-
dized medical terminology such as symptoms and
diagnosis (of course this terminology may have influ-
enced the patient). This assumes that there are com-
mon elements between such disparate patient
experiences, descriptions and characteristics. This
assumption allows the use of natural science methods
to gather useful and reliable nomothetic information
(i.e. information based on a similarity between differ-
ent people such as a common disease process) to
guide clinical care. Critical psychiatrists have doubted
this is possible for mental health and some have sug-
gested instead using qualitative research or the appli-
cation of hermeneutic methods (Middleton &
Moncrieff, 2019). Whilst these can provide useful
information they cannot replace natural science meth-
ods for providing necessary information such as prog-
nosis or treatment effectiveness. The medical model
in practice combines nomothetic information with
idiographic information (information that is unique
to that individual) – such as patient values or life
experiences – into a broader diagnostic formulation
used to guide clinical decision making.

Classification of medical conditions

Patients’ attributes are a mix of unique characteristics,
those shared with some other patients and those
shared with all patients (Kendell, 1983). Focussing on
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attributes shared with all patients means we cannot
differentiate outcomes or research causes and we offer
the same treatments to everyone (Keeley, 2015).
Focussing on unique attributes of patients means we
cannot learn from one patient to help other patients
(Hill, 1952). Medical classification therefore relies on
classifying similarities between some patients into
diagnostic constructs.

Medical practice – whether it is psychiatry or
another specialty such as cardiology – is not a
‘disease-based model’ identifying diseases clearly sep-
arate from each other and healthy states. It is instead
a ‘pattern recognition model’ for diagnostic constructs
that may be nominalist or essentialist (Zachar &
Kendler, 2007). An essentialist diagnostic construct is
where every individual with that diagnosis shares
underlying properties that explains the features associ-
ated with the diagnosis and which differentiates them
from other diagnostic constructs and healthy states.
Nominalist diagnostic constructs are practical catego-
ries that serve useful purposes for clinical practice.
Conditions are classified into categories with key
identifying features even though many health prob-
lems exist on spectrums (or dimensions) with health
and/or with other medical conditions. This is because
people try to match what they encounter to proto-
types of likely categories (Keeley, 2015; Rosch &
Mervis, 1975).

Diagnostic constructs based only on external
‘manifestations’ such as symptoms, course or lab test
results are often nominalist by attaching unitary labels
to often heterogenous conditions. These are descrip-
tive constructs based on a family resemblance of a
clinical picture with many biopsychosocial causes and
processes involved but may have clinical utility by
carrying useful attached information (Kendell &
Jablensky, 2003). Diagnostic constructs based on com-
mon mechanisms (such as changes in structure or
processes) or causes are more likely to be useful in

acquiring useful information than nominalist con-
structs. This information includes more accurate
prognosis, more targeted treatments (so potentially
more effective) and perhaps even effective prevention.
There are many definitions of validity for diagnostic
constructs. One commonly used definition is a diag-
nostic construct with clear cut boundaries with other
diagnostic constructs (Kendell & Jablensky, 2003).

It is an oft expressed concern that a categorical
diagnostic system such as the DSM encourages false
assumptions about the nature of mental health prob-
lems; for example that they exist in neat categories or
that these constructs carry more information than
they actually do (Hyman, 2010). Similar conceptual
problems occur in general medicine (see the debate
about the nature of hypertension in the 60 s).
Psychiatric diagnostic manuals often make explicit
statements that they do not assume mental health
problems exist in neat categories but use categories to
represent them for the practical reasons outlined in
this article (American Psychiatric Association, 1994;
World Health Organization, 1992). A solution to
improve conceptual clarity is to be explicit about how
the diagnostic construct is classified and the nature of
the condition being classified (Huda, 2019).

Similarities used as basis of classification may be
one or more of the clinical picture (external manifes-
tations), changes in structure/processes (mechanisms)
and causes. Many psychiatric conditions (and also
general medical conditions) are based on similarities
of clinical picture. Medical conditions’ nature can dis-
play one or more of the following characteristics as
described in Table 2. Diagnostic constructs are cate-
gories but many medical conditions in general and
mental health do not exist as neat categories.

Criticisms of various aspects of psychiatric diag-
nostic constructs such as their reliability (agreement
between different observers as to the correct diagno-
sis) and validity (Kinderman et al., 2013) often do not

Table 2. Classifying medical conditions.
Basis of classification Examples

Clinical picture including polythetic symptoms/signs Depression, hypertension, chronic fatigue syndrome
Mechanisms – differences in structures/processes Alzheimer’s disease, type 1 diabetes,
Causes Drug induced psychosis, pneumococcal pneumonia
Nature of condition Examples
Disease/syndrome – clear evidence of pathological mechanisms or clear

clinical syndromes
Alzheimer’s disease, myocardial infarction,

Spectrum of health with no clear division between healthy states and
diagnostic constructs

Depression, hypertension

Spectrum of illness/condition subdivided into separate conditions without
discrete boundaries between them

Arguably psychosis; acute coronary syndrome

Spectrums of illnesses/conditions with different aspects of these
conditions being given different diagnostic labels

Internalizing disorders (depression, anxiety), metabolic syndrome

Injuries /trauma – events that adversely affect the individual Traumatic events causing PTSD, fractures
Other situations of interest to health professions Grief reaction, pregnancy, plastic surgery
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take into account that these same criticisms can also
be made of many general medical diagnostic con-
structs (Huda, 2019). There are more commonly no
biomarkers for many psychiatric conditions (Kapur
et al., 2012) with some exceptions such as the demen-
tias. Psychiatric diagnostic constructs are often
descriptive labels for heterogeneous conditions com-
bined with poor understanding of the biology of
mind/brain. Many general medical conditions such as
irritable bowel syndrome do not have diagnostic bio-
markers Biological abnormalities do not always cause
medical illness such as ‘incidentalomas’ discovered on
medical imaging or orthostatic proteinuria (Huda,
2019). Those who wish the use of diagnosis to be
eliminated from mental health for its imperfections
do not appear to realize that many general medical
diagnostic constructs would also be discarded.

Medical model within
multidisciplinary practice

For psychiatry both scientific explanation and psycho-
logical understanding is important for conceptualizing
people’s problems (Jaspers, 1963). ‘Promiscous real-
ism’ is the view that there are multiple ways of view-
ing problems (Dupr�e, 1993) such as mental health.
There are multiple models of conceptualizing mental
health problems (Tyrer & Steinberg, 2006). Given the
complexity of mental health a single model will not
be adequate to conceptualize all that is important
about every individual’s case. The varied needs of
patients mean that psychological models and inter-
ventions complement and enhance the medical
approach. In depression and anxiety for example, a
combination of antidepressants and psychotherapy is
more effective than just antidepressants (Cuijpers
et al., 2014). Psychotherapy’s treatment objectives can
expand beyond traditional medical objectives to more
personalized and existential issues including personal
growth (Grosse & Grawe, 2002).

Tensions exist within multidisciplinary teams as
mental health services like physical healthcare tend to
be organized around medical-dominated hierarchies
at clinical (but not managerial) level (Read, 2015).
These inter-professional conflicts are not unique to
mental health, for example occasional tensions exist
between obstetricians and independent midwives.

Conclusion

The medical model in psychiatry is best understood
as a biopsychosocial model which combines

nomothetic information (such as diagnosis) with idio-
graphic information to understand patients’ problems
and offer interventions, and utilizes both scientific
explanation as well as psychological understanding. It
is recognized that concepts such as disease and illness
lack uncontested definitions and are not free from
value judgements even in general medicine. Diagnostic
constructs used in psychiatry are often descriptive
heterogenous categories rather than identifying mecha-
nisms or causes but can still offer clinical utility. The
medical model co-exists with non-medical approaches
and perspectives, and psychiatrists work in an interdis-
ciplinary context with other models and professionals.
Criticism of the medical model in psychiatry often fails
to recognize the continuities between psychiatry and
the rest of medicine, and the persistence of these con-
troversies may be a result of fundamental disagreement
over values and assumptions.
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