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3.1 Introduction. 

applied. Psychiatrists’ implicit and explicit philosophical beliefs are described 

category

1. Descriptive: a diagnostic label provides a summary description of a patient’s 
symptoms, essential for communication, and the key to all other medically relevant 
decisions about the patient. 

2. Etiological: diagnoses, particularly in specialized areas of bodily medicine, are 
often based on information about etiology or causation. 

3. Therapeutic: knowledge of symptoms and of etiology is the basis for decisions 
about treatment and other aspects of clinical management. 

4. Prognostic: symptoms and etiology, together with the likely response to treatment, 
give an estimate of the prognosis. (Fulford et al. 2006) 

 
41 

epistemologies, and implying different conceptual domains: the ‘space of reasons’ 
and the ‘realm of law’ (Sellars 1956). One main challenge wit

at the ‘chaos of phenomena’ present in a psychiatric case should not be 
‘buried under a diagnostic label’. The tension between reductionism and anti

Practitioners’ views on the nature of diagnosis and their professional objectives 
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3.2 Empirical studies of clinical practice 

 
Clinical Reasoning  

‘hypothetico-
deductive’ method

related to practitioners’ familiarity with the content
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memory: “a matter of acquiring a large set of representative cases which 
problem situation.” (ibid.) Studies failed to back 

quantity

developmental

‘thinking aloud’ protocols, intermediate
ient’s complaints

encapsulated knowledge

knowledge is organized into ‘illness scripts’:

enabling conditions of disease

absence of such contextual circumstances. Such ‘enabling s’

The translation of such knowledge into ‘illness scripts’ occurs at varying levels of 

’ knowledge is organized not just as 

partially 
unconscious manner, and took place in the early ‘hypothetico deductive’ phase of 
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“Although this research agenda began with the objective of revealing a reasoning 
process used by experts so that it could be taught to students, no reasoning process 
that accumulated with expertise emerged. Instead, all the research we have reviewed 
suggests that expert clinical reasoning is a consequence of an extensive and 
multidimensional knowledge base….an expert possesses superior knowledge of many 
kinds, both formal and informal, and any or all may be brought to bear on the solution 
of a particular problem.” (Norman 2000).

remarked in a footnote to his study on clinical reasoning: “I quickly realized that 

book.” It seems psychiatry poses an added challenge to researchers in clinical 

 
Cognitive Research  

use of the DSM. The DSM famously aims to be ‘theoretically neutral’ with reg
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hn & Kim 2008). In other words: clinicians’ 

theory-like structures

clinicians’ reports of causal relations among the symptoms or conditions included 

aypersons’ commonsense 
 

tive to the extent that it “changes the causal system underlying 
the client’s problems such that the problems diminish”, and therefore they expect 

ns’ client interpretation and choice of 
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intervention at group level, the authors were able to predict clinicians’ ranking of 

 
Clinical Intuition  

relying on ‘knowledge structures acquired by different kinds of 
learning’. They distinguish four types of intuition: 
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Anthropological and qualitative research  

‘monoliths’ (cf. Fancher 1995). As noted in Chapter One however, the relatio
 

has examined “explanatory models” of mental illness both in the general 

traced back to Kleinman, who defined explanatory models as: “the notions about 

the clinical process” (Kleinman 19
somewhat (‘health beliefs’, ‘folk explanations’, ‘language of distress’), this concept 

the presence or absence of ‘explanatory models’, seen as a set of coherent beliefs 
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‘exploratory maps’ than as ‘explanatory models’. 

models maps
illness narratives

depression with themselves, and used the “I” form when describing the associated 
of expression, using “it” 

models (e.g. ‘medical’, ‘biopsychosocial’) were 

to Bhugra et al., these findings are consistent with current ‘dual process’ models of 
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Summary 

 

rather than ‘naked’ description with respect to diagnosis in psychiatry, 
consequences for treatment choice. Unconscious ‘information processing’, 
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with the patient is the expression of psychiatrists’ 
reasoning

the category of ‘reasoning’, as expressions thereof. 

3.3 Results 

resulted in a final framework organized in three ‘levels’: clinical reasoning, 
interaction, and methodical reflection. The term ‘levels’ was chosen as the
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Fig 3.1. Framework of Diagnosis.

at we will use the term ‘phenomena’ in a 

medical use of the term ‘clinical phenomena’ which tends to refer to single 
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3.3.1 Level one: clinical reasoning modes 

the various ‘modes’ of questioning and reasoning

 

Descriptive reasoning 

questions often being asked in a closed, dichotomous fashion (e.g. “have you 
perienced any hallucinations”), and more likely to be of a quantit

temporal nature (“how often?” “When did this start? How long?”) whereby the 

Psy: Your mood is okay, generally?  
P: Yes.  
Psy: If a 10 is super happy and a 0 is deeply depressed, where is your average over 
the past two weeks?  
P: A 7.  
Psy: Mood swings. Are you troubled by those? Very happy or very sad or angry? 
P: Not in the last 2 weeks. Before that I did have more problems with that.  
Psy: And were you feeling depressed before that?  
P: Yes.  
Psy. So before that you were troubled by sadness and mood swings. Mostly towards 
the negative? 
P: Yes. I didn’t have much to do just some finals. So I hardly got out of bed.  
Psy: And how’s it going now with sleeping?  
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P: I’m trying to get back into a rhythm. I kept going to bed late and sleeping badly 
back then. Tossing and turning, staying awake and sleeping during the day.  
Psy: And how has that been the past two weeks?  
P: Still there a bit.  
Psy: What time do you go to bed? 
P: On average... about 2 ‘o clock.  
Psy: And how long do you sleep for?

Meaningful reasoning 

use is made of open ended and ‘following’ forms of 

hard in order to appease her boss, and not to ‘listen to her body’. The psychiatrist 

Psy: When did it begin? The disappointment?  
P: It started, I think about 1 ½ years ago. I was really sick at home and very 
disappointed about it. But I still kept going.  
Psy: Why were you disappointed?  
P: Because I’d really done my best for them and before I fell ill they always said ‘Good 
Morning’ and especially if they needed me bad, and suddenly I was a bad employee. 
Just because I was ill. And especially when I was back at work the last 4 or 5 months, 
my supervisor said: why don’t you quit. I said: I’ve done my best, because I’m ill I have 
to quit? I love my work, I love my job and I’ve built up my career for so long and then 
I have to give up suddenly?  
Psy: Why is it you try so hard, that you overtax yourself, where does that come from? 
P: I was very deep; my thoughts were very deep towards the future. Only I was only 
looking in one direction: my career, my future. I didn’t see what was happening 
around me.  
Psy: And why is that?  
P: Because I love my job so much. And I really didn’t see their bad sides. While I did 
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hear my colleagues and my manager say you have to give up, you really have to leave 
here. You don’t fit in. You are not accepted. I just wanted to prove myself.  
Psy: And what is it you want to prove? 

Actuarial reasoning 

Psy: Do you find it difficult to begin things by yourself because you don’t have enough 
confidence or you don’t think you can manage it?  
P: I often think that I can’t do something.  
Psy: Do you go far to get support and do things you maybe really don’t want to do 
just to get approval?  
P: No.  
Psy: Have you always had an uncomfortable feeling when you were alone? Not being 
able to take care of yourself?  
P: Alone at home? No. Taking care of myself in the administrative sense, I’m not good 
at. I’ve never been alone. I lived at home until I was 23 and was in a relationship from 
my 21st. I stepped into a relationship from home. I did go to England for 9 months by 
myself. That went well but that was all organized by the university. I lived on my own 
as a student and that went well. I made contact (I tried) with others. I was using 
Fluoxetine back then. It really went reasonably well then.  
Psy: Imagine if you didn’t have a relationship. Would you really do your best to get 
one again? From anxiety or fear?  
P: No, this is my first relationship. Hard to say. I’d be really sorry if I didn’t have a 
relationship. A partner is more than a relationship. We’ve been together for 10 years 
and we’ve been through a lot together. 
Psy: Of course, that’s logical. That’s always so. You’re not constantly worrying about 
being abandoned?  
P: No. (starts to cry)  
Psy: Why are you crying?  
P: If I think about it (if I didn’t have him) then I can’t go on… sometimes I get scared... 
I’m so unstable... He has so much more to offer…find another mother for our child... 
because I’m such a problem child.  
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Psy: What I’m doing now is a kind of questionnaire, to check whether there’s a 
personality disorder. 

Collaborative reasoning

rapport, a ‘working alliance’, or an empathic connection with the patient. It also 

uncomfortable, ‘macho types’ as he put it. The patient recounted similar 

Psy: So you felt very vulnerable?  
P: Yes, on the one hand you’re above it, but on the other you want to act normal 
towards someone and not like him, but still normal. That results in a tension in your 
head, a conflict and you notice you’re not at ease anymore.  
Psy: I can imagine. Is that what your faith tells you, that you mustn’t fight?  
P: Mmm... yes, that too. But absolutely, now I think it’s complete nonsense. But back 
then, I grew up with it, that was part of our faith, that you mustn’t fight. So I was 
brought up that way.  
Psy: Yes, me too.  
P: In the meantime, it’s also my own conviction, that it’s out of order to fight with 
people. Though sometimes I do think come on... But more in an educative way. Not in 
an aggressive way.   
Psy: That’s to your credit. But it requires a strong stance. That you aren’t scared of 
them.

Medical reasoning
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Psy: What I’m filling in now is the front page of the file, and that’s where I always, I 
call it medically necessary data, put things, like if you have diabetes, or if you’ve had 
a serious disease, or if you’re allergic, then I want to know that, and I put that on the 
front of the file, because sometimes that’s a life or death issue. You have any of those 
things? Do you take any medicine currently?  
P: No, none at all.  
Psy: Nothing at all?  
P: No. I recently had a sinus infection and I got a nose spray for it, and that was..  
Psy: Otrivin or something.  
P: Yeah I think that’s what it was.  
Psy: No, that’s all peanuts. Any hypersensitivity or allergies? Have you ever suffered 
any serious disease?  
Psy: Appendicitis, were you ever operated on for that?  
P: Yes.  
Psy: Well you can count yourself lucky, but you’re young, most people collect all kinds 
of problems throughout their lives. 

Unclassified, following reasoning 

Following

 

 

3.3.2. Level two: interaction 

dynamic

 
57 

 
A: Structure and dynamics 

The Developing Explanatory Framework 

–

Psy1: This seems to be your main problem: can you feel safe, have faith in good 
intentions, can you trust people to be faithful to you, that they won’t abandon you, 
trust them to think you’re good enough, nice enough. That, I understand, is a difficult 
area. 
P: It’s because I myself, I think, those kids will think I’m stupid. I’m very scared of that, 
extremely scared, of being found out and such. That feeling. I always have the idea 
that people think ‘Oh she’s quite smart, and she’s talented’, and then the truth turns 
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out to be totally different.  
Psy2: That base eh, the ground seems to have been blown away it seems. 
 
Psy3: You clearly have some problems in this area, that’s clear. They’ve existed for 
some time. It isn’t the way you were born but more what you experienced in different 
periods in your life. That influences your character, how you are put together. Not 
like a hard or clear personality disorder. I don’t really believe that, for now. So in that 
sense I think a psychotherapy or cognitive behavioral therapy is best suited to you. I 
think. 

 
Psy4: Good. Well you’ve noticed we’re not there yet. But to finish up for now, this 
interview, my impressions and ideas, is that okay? You came here because you’ve 
stopped taking Prozac. Which you were taking for twenty years. And since stopping 
you’ve noticed you are more unsure, anxious, down, depression. You feel less like 
having fun. Exhausted, tired feeling. I think you’re question actually is, I’ll translate it 
here, what should I do with the Prozac, or something else. Should I start it again, 
what’s that about? So that’s the actual question, what about the medication. I can’t 
just answer that, except this. That in the next few appointments, you get an answer 
to that question. That you make a decision. By us discussing it. Because you also have 
acquired various thoughts about yourself and others which result in fear and 
insecurity. So is it possible to handle such thoughts differently. Or is it the case that 
the sadness and fear are so much in the way, that you cannot change. That worrying 
and obsessing. There are other aspects, in your life and existence. You’re actually a 
very bright, happy, expressive woman, who experiences a lot. And therefore I can 
understand why the Prozac was restrictive for you. You lost a piece of yourself. That 
enjoyment, the intensity. But that also has disadvantages. Sometimes it’s too much. 
So we could also look, is it possible to retain that experience, but not let it come in so 
strongly, so you can find your way better in that. Handling feelings and emotion. 
Which I want to develop further, in order to understand you better. Because if I 
understand you better, then you understand you better. It’s difficult to do that 
yourself. Because you have blind spots, of course. What’s important there, is that I 
hear something from you from the past. How things went when you were growing up. 
What happened. That’s the way I want to go with you. Is it clear like that? 
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the intake, the DEF has encompassed descriptions and impressions of the patient’s 

“The idea was that something had been taken away from her by the Prozac. I was 
interested to see what she would say if I stated it like that. Maybe it would put set her 
to think “Hey, now you mention it, what is this thing called ‘self’, how should I see this 
in using pills.” Because that’s what it’s really about, that’s what I need.” 

identification

disorder), whilst noting they also ‘wanted to get to know the person’ or 
‘wanted to understand the problem’. ‘Diagnosis’ was thereby conceptually 
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out to be totally different.  
Psy2: That base eh, the ground seems to have been blown away it seems. 
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as a whole

Psy1: I see time’s up. I want to make a bridge to the next appointment, if you agree, 
to make one. 
P: “You too, if you agree.  
Psy1: Oh yes, it’s my job to talk to people and look at the problems and how to tackle 
them. That whole practical side, we need to talk about that. I can give you hints, but 
I can’t do anything myself, that’s my limitation you could say, but the first phase of 
therapy, the journey, I can certainly walk with you. 
Psy2: Okay, it looks like we’ve come to the end of the questions. Of course, there’s still 
a lot to ask and explore. I think we should look practically at what needs to be done. 
I’ll study the papers later and see whether what I think about it corresponds to what’s 
in those. But, do you have any ideas yourself? 
P: No.  
Psy2: I do!  
P: Oh!  
Psy2: You’re the one who has to do it in the end. I can say well if I were Mrs. B. I’d do 
this or that, but you’re the one who has to do it and has the last word in this. Okay?  
P: Mhm.  
Psy2: And indecision on your part might  result in me procrastinating. I’d like to see 
you follow our day-care treatment. It’s quite intense….

developing framework. The psychiatrist also mentions going over the ‘papers’, 

as the ostensive set of phenomena consisting of the ‘problem at hand’ in the intake, 
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a convention for this study, we distinguished the ‘internal’ and 
‘external’ aspects of the DEF, where ‘internal’ denotes the DEF that is internal to 
the intake itself.  The external DEF consists of the patient’s conceptualizati

the intake, and there are two individual DEF’s, belonging to the psychiatrist and 
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Fig 3.2. Schematic representation of individual and shared DEF’s. The temporal 
progress of the intake is denoted through the timeline. When the intake starts (dotted 
line), patient and psychiatrist communicate (blue arrows), in which level one 
reasoning modes are observable. Both participants possess or acquire an explanatory 
framework, a way of understanding and naming the phenomena. The patient enters 
the intake already in the possession of a view to the phenomena (individual, external 
DEF), and this may be modified throughout the intake. In this example, the patient’s 
initial DEF (blue) is altered (yellow) based on initial exchanges. This different 
explanation is accepted by the psychiatrist (red to yellow) and becomes the revised 
DEF. Later in the intake, the psychiatrist proposes a partial explanation for a subset 
of the phenomena (light blue). This explanation is accepted by the patient and 
integrated into the shared DEF. 
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relative contributions from the private DEF’s to the shared DEF will vary too. This 

Agreement ↓

Table 3.1. Agreement and dominance in the DEF. 

I: We’ve talked about various theoretical backgrounds. And what your personal 
influences have been. What is notable is that throughout the intake, gradually an 
explanation starts to form. We often see, also in your example, that if we look at the 
codes they are small and tentative remarks: ‘Could it be possible that…?’ In this intake, 
the first remark you made that could be construed as going towards an explanation 
was: “You actually really want to be special.” She was a woman who on the one hand 
was quite socially reclusive, and on the other seemed to set the bar high for herself. 
Searching for an explanation, together with the patient. This comes back in your 
report [to the GP]. At the same time there is room for psychiatric examination. You, 
and others, have indicated that this is a kind of separate activity within the intake. 
I’m interested in the relationship between these two sources of information. What 
happens with them. You said that doing a psychiatric examination is something that 
kind of stands apart from the rest of the intake, and that you briefly perform your 
work in a different manner. Do you recognize this, if I put it this way?



3

Diagnosis in practice

 
62 

Fig 3.2. Schematic representation of individual and shared DEF’s. The temporal 
progress of the intake is denoted through the timeline. When the intake starts (dotted 
line), patient and psychiatrist communicate (blue arrows), in which level one 
reasoning modes are observable. Both participants possess or acquire an explanatory 
framework, a way of understanding and naming the phenomena. The patient enters 
the intake already in the possession of a view to the phenomena (individual, external 
DEF), and this may be modified throughout the intake. In this example, the patient’s 
initial DEF (blue) is altered (yellow) based on initial exchanges. This different 
explanation is accepted by the psychiatrist (red to yellow) and becomes the revised 
DEF. Later in the intake, the psychiatrist proposes a partial explanation for a subset 
of the phenomena (light blue). This explanation is accepted by the patient and 
integrated into the shared DEF. 

Psych DEF  

 

Timeline

Psychiatrist

Patient

 

DEF

DEF

 
63 

relative contributions from the private DEF’s to the shared DEF will vary too. This 

Agreement ↓

Table 3.1. Agreement and dominance in the DEF. 

I: We’ve talked about various theoretical backgrounds. And what your personal 
influences have been. What is notable is that throughout the intake, gradually an 
explanation starts to form. We often see, also in your example, that if we look at the 
codes they are small and tentative remarks: ‘Could it be possible that…?’ In this intake, 
the first remark you made that could be construed as going towards an explanation 
was: “You actually really want to be special.” She was a woman who on the one hand 
was quite socially reclusive, and on the other seemed to set the bar high for herself. 
Searching for an explanation, together with the patient. This comes back in your 
report [to the GP]. At the same time there is room for psychiatric examination. You, 
and others, have indicated that this is a kind of separate activity within the intake. 
I’m interested in the relationship between these two sources of information. What 
happens with them. You said that doing a psychiatric examination is something that 
kind of stands apart from the rest of the intake, and that you briefly perform your 
work in a different manner. Do you recognize this, if I put it this way?



Chapter 3

 
64 

Psy: Yes. You have, of course, the personal life story and the personal idiosyncrasies 
of someone and also the psychiatric examination which has more to do with 
symptoms, the psychiatric qualities of the person. It’s striking that you should bring 
this up… I had quite a conflict recently with a patient who was telling a story. At her 
request I’d increased the dose of the SSRI’s and at a certain moment, I asked: “Have 
you noticed recently becoming very busy and overactive?” Since she originally had 
come to me with the question: Am I suffering from bipolar disorder? Later she told 
me she had been neglected as a child and that were a great many other things that 
she wanted to talk about. So then she said: “Well, I can’t accept this… you’re looking 
at me as if I’m a patient!!” I should note she’s a psychologist herself. But I wanted to 
know since if I increase the fluoxetine then it’s possible you provoke a manic episode. 
If you yourself already suspected that you’re bipolar… so as a psychiatrist I have to 
keep an eye out for complaints and whether the psychiatric condition stays well. So 
it’s not just in the intake, but throughout treatment. Always checking how people are 
functioning, whether they’re getting depressed or manic, whether something’s going 
wrong with eating, sleeping etc. You’re playing doctor all the time. 
Besides that there’s the psychotherapeutic way in. Seeing how it’s going with conflicts 
old and new, relationships etc. It’s difficult. Sometimes these things get mixed up. This 
patient was troubled by the fact that she felt she was in a trusted relationship but at 
the same time I distanced myself slightly from her and viewed her as a psychiatric 
patient. 

described as a life story perspective versus the ‘psychiatric’ perspective. Note also 

a doctor. This will return under ‘alignment’ below. The sequence also 
illustrates the sensitivity on the part of the ‘patient’ to the connotations of 

Hacking’s looping effects in practice (Hacking 2000). The schema of fig. 3
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Societal Political Professio
nal 

Family Institutional Scientific 

 
Table 3.2. Examples of contextual influences on the DEF

initiative

would be following the patient’s lead, possibly paraphrasing elements, 
summarizing them and checking whether the summary accords with the patient’s 

binding

the initiative in ‘naming’ the complaint:
Psy: What you’re describing and has been mentioned before is that you really suffer 
from depressive complaints and one of the characteristics thereof is that people 
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withdraw socially or find it very scary to interact with others. Is that what you mean? 
P:  Yes.  
Psy: I want to talk about that stage fright. Even though you’re not up on stage now 
but if you have that then what does it look like?  
P: It’s actually more fear of exams.  
Psy: Yes, but I call that stage fright too.  
P: (hesitates and thinks)…

uiesced through silence and from that point, ‘stage fright’ was taken 

Dynamic elements: prompting, partitioning, binding, and perspective 

where ‘hallucinations’ as a concept were seen as more related to a set of onto
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The related feature of ‘alignment’ is 

was termed the ‘ontological potential’ of the phenomenon, and the process itself 
was termed ‘prompting’. It is important to note here that the term ‘phenomenon’ 

questions in meaningful mode pertaining to the patient’s

Psy: So you quit three schools?  
P: Yes, and basically for the same reason, that I couldn’t take it, and I would start to 
procrastinate or avoid things and then I’d fail it. Somewhere I know that I did that on 
purpose, because the grades I had were always good, but not enough.  
Psy: And you had a bad time, you didn’t feel at ease in class, right?  
P: Yes, that was a bit mixed, since I also had good times and I got to know a lot of 
people, made some good friends even, but…  
Psy: So why did you quit?  
P: I don’t really know.  
Psy: Was it that you couldn’t handle the stress or something?  
P: I don’t know; I really wish I knew.  
Psy: Are you worried it doesn’t look good or something?  
P: Well for example the choices I’d make or that I make say something about me, and 
then I’d like to know that other people think about that, and that sounds a bit weird 
saying that, but that’s..  
Psy: You could ask them, right?  
P: Yes, but you can’t constantly go around asking people and go round the whole 
school asking people well what do you think of this. And it makes me anxious, and it 
sounds really stupid saying it out loud but in practice this is what makes me anxious. 
Psy: You want to be certain all the time, or to be reassured, like, you’re okay, we like 
you.  
P: Even if it were bad, but I want to know something, it’s just that I can’t control.  
Psy: Yes, but you can’t control my thoughts either.  
P: Yes but it’s a hundred times better now, because the fact that I actually started 
that school four years ago, says something about how far I’d changed then. I can 
actually remember from kindergarten when this was going on. At primary school I 
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couldn’t choose between subjects, for example we used to have to make small reports 
on a subject and I can remember standing for hours in the library, looking over all 
the books and being unable to choose a subject, just because that if I were to choose 
one, I’d be scared of what my friends would think about it. And that only got worse. 
The last years of high school and the years after were a real low point. 
Psy: So you had a bad time? Were you bullied?  
P:No I actually did some bullying myself.  
Psy: You bullied?  
P: Yes, I tagged along.  
Psy: You tagged along?  
P: So no opinion of my own, like.  
Psy: And does it occur now that you have difficulty deciding? I’m delving into that 
deciding now”  
P: Not much…  
Psy: Decisive?  
P: No, not at all. A lot better though, but still, very deliberative. I can really get caught 
op weighing the positives and the negatives, what should I do, with some things 
there’s really nothing to decide, so it doesn’t really matter and that’s there is just as 
much for as against and then, even then, though actually it’s better now since I 
recognize those situations and I think ‘OK, so it really doesn’t matter’, so then I just 
pick a choice and often, at the moment you’ve made a choice you see, oh, that was a 
good choice, or it doesn’t really matter. And then the pressure’s off.  
Psy: The pressure’s off, yes, sometimes we call that chewing it over, that you’re 
constantly preoccupied by something, and you postpone the decision on it. That 
belongs to obsessive behavior a bit, that’s what we call that”  
P: Yeah, that could be it.  
Psy: But I mean, has it taken on serious consequences, that you check whether doors 
are closed, the gas is off, that kind of thing, or with dirt, that you think: Oh dear, a 
doorknob?

In this sequence initiated in a narrative on the patient’s educational history, the 

marks verbally (“I’m delving into that deciding now.”) and there is a mode switch 
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t she would be putting on her ‘doctor’s hat’, a Dutch expression de

Binding
makes an effort to ensure that a ‘Shared DEF’ remains intact. This is generally done 

P: My nose, I used to hate it. I hate looking in the mirror. I think… worthless.  
Psy:Your body, it bothers you, doesn’t it? I mean, it hurts, your body is tired. Are you 
angry with your body?  
P: Yes, quite often. Yesterday I knitted a scarf and you have to stitch up the edges and 
I made such a mess of it! I was always good at handiworks and such and did it all the 
time. But now, just opening a parcel… a plastic bag… I’m just fumbling, and I think: 
‘Blast!’ I can get really angry at myself.  
Psy: There’s a lot of anger in you?  
P: Yes.

is also being checked with the patient. The concept of ‘stored anger’ in this exampl
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Psy: So when’s your term date?  
P: 30th of July.  
Psy: So it’s moving along then. Because of the holidays, I won’t be here until early 
August. So I want to make that clear, there will be someone filling in of course, but I’ll 
check to see what’s best. Since where you live you have no contacts, is that right? 
P: No, no. But I know – just a second now – I get the feeling… what kind of scenario 
are you thinking of?  
Psy: Well, for example, a post-partum depression, that’s possible. That doesn’t 
necessarily occur right after delivery and it’s usually not immediate but about 6 
weeks of being very depressed. Or possibly a post-partum psychosis. But that’s a risk 
at any birth. And you know, you do carry a vulnerability in you.  
P: Yes, yes. But I don’t know whether after the delivery, that vulnerability I have, I 
assume, it comes back, and then… I don’t know if…. it to such a degree… so it can come 
back twice as badly or something?  
Psy:“That’s a possibility. But it’s always difficult, you don’t know in advance. That’s 
why I need to look at the medication you’re taking.

An interlude follows in which they discuss dosage and the psychiatrist suggests 
increasing the dose post-partum of the mood stabilizer the patient is using.  The 
patient then changes tack: 

P: But, so I, yes, psychoses, if you say all that then that really scares me. We aren’t 
psychotic in our family…. so I don’t expect…  
Psy: No, but I didn’t suggest… so there is nothing in the family? Mother was fine after 
labour? 
P: No, no problems.  
Psy: No, so we shouldn’t be exaggerating any problems.  
P: No, but it’s scary.” (sound very anxious.)  
Psy: No, precisely. But I take that back now. I do think… it’s my responsibility to 
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inform you and what I hear and see is that you’re hypersensitive. But okay, that 
doesn’t have to be a risk factor and to go off the rails immediately. 

psychosis with an ‘inherent vulnerability’ in the patient. ‘Vulnerability’ 

changes the conceptualization from ‘vulnerability’ to ‘hypersensitive’. This may 

Psy: Okay, I’m going to wrap this up. We’ve discussed your complaints. And that a 
number of things from your childhood still play an important role, being unwanted 
and the tension and that kind of thing. Secondly that there is vulnerability in the 
family. That’s bad luck of course. There’s not much you can do about that, that 
vulnerability, as a manner of speaking. Right now we’re looking for what, given all 
this, you possibly could do. Maybe with medication, sessions, or more generally. You 
have medication for depression and mood changes. That combination has given you, 
in your view, little benefit and the disadvantages seem to be increasing. So that in any 
case is something we should assess, whether we should think of a different 
combination or whether there’s something better. I want to save that for next time. 
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Psy: So when’s your term date?  
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Psy: No, so we shouldn’t be exaggerating any problems.  
P: No, but it’s scary.” (sound very anxious.)  
Psy: No, precisely. But I take that back now. I do think… it’s my responsibility to 
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But I am going to look into it, the medication. 
Diagnostically, again, I’ve already said, there are some character things involved, 
some hereditary things, character things, mood things, so it can belong to different 
things. I want to give you two pamphlets, and ask you to give them a look. One’s about 
borderline problems. I don’t want to say that….there’s a lot of overlap between manic 
depression, borderline and other things, but you should take a look. Just cross through 
stuff you don’t recognize, what’s nonsense and such, fine. We can use that maybe next 
time to uhh, it can help us, and well, if it doesn’t, forget it.

Note in this excerpt the use of terms such as ‘vulnerability’, ‘character things’, 
‘mood things’ and ‘hereditary things’, all quite far removed from either clinical 

“I don’t want to suggest that…” closely following the use of ‘borderline 
problems’ suggests a strategic move to soften the suggestion of a diagnosis 

explanation given here (the shared DEF) and the psychiatrist’s personal DEF is 

Descriptive conclusion:  
The patient is a 44-year old man with long existing mood problems and periodical 
cannabis abuse/dependence which he has stopped now three weeks ago with help 
from Addiction Care. Patient has a desire for treatment or support for his complaints 
and a pharmacotherapeutic evaluation. 

DSM-IV diagnosis:  
I Dysthymia (300.4), Depression NOS (311), diff. diagnosis Bipolar Disorder (296.89)
II Personality Disorder with cluster B features 
III Hypertension 
IV Dissatisfaction with previous treatment 
V: GAF 70 

the report occurred regularly, and participants’ main explanations for this were 
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theoretical/therapeutic perspective (e.g. “I see myself pri
sychiatrist”), and this perspective is recognizable within the intake, or where the 

phenomenon from the phenomena upwards towards psychiatrists’ 

identified as ‘ps
psychotherapist’. The patient was looking for a psychotherapist, having recently 

Psy: It’s best to start with your question. What you’re looking for. And other things, 
because you said you have a long history in psychiatry.  
P: Yes, I’ve written it down and it’s probably handy to read that. Or I might repeat 
myself. But yes, three years ago it went wrong. I haven’t worked for three years, I’m 
on benefit, I’m 36 and yes, it all has to do with my mental state, so to speak.  
Psy: As you’re telling me this, you’re getting emotional.  
P: Yes, very. I just notice how vulnerable I am. I’ve thought up of all sorts of ways to 
fight it. And for some reason I can’t seem to return to society. And that’s very hard. I 
can have two faces. Someone who’s really sharp and easily handles things, but now, 
recently, I feel so insecure and I’m scared to do anything. And I feel worthless. I feel 
really bad. I just don’t know how to handle this. I recently moved back in with my 
parents, for the second time in the past three years. I just don’t know any more.  
Psy: You’ve lost your way?  
P: I don’t know, I don’t feel my identity, I don’t know who I am. I feel worthless and 
feel like I, I’m very angry with myself that I’m screwing up my life like this, I’m 
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ashamed that I have no partner and no kids, no job. That kind of thing.  
Psy: You’re ashamed.

l and relationship codes fit with the psychiatrist’s theoretical and 

the psychiatrist repeatedly emphasized the value of taking time to explore one’s

I: A number of times certain phrases return such as ‘allowing room for’ or ‘taking the 
time to’, pertaining to therapy, when you’re explaining therapy, for example. And 
when you’re explaining about symptoms you stress that there’s ‘more than that’. This 
person spoke of depression, the symptoms and the treatment. And you responded 
with, okay, but I think there’s more to it, and you then talk about this kind of thing. 
The meaningful aspects. We code that as more narrative-meaningful as opposed to 
more medical terminology. Would you say that this is a conscious thing for you in the 
contacts with people you see here?  
Psy: All the time. Not only with patient but especially with colleagues. GP’s have that 
especially. That scientification syndrome, you see it especially in GPs who have to 
work quickly. Ten minutes for the patients and then refer. And the idea that they refer 
to someone with no waiting list, that’s where it starts. But that’s also someone who 
makes them better quickly. And that often means, you see it in the referrals, that they 
want a cognitive-behavioral treatment because they work symptom-oriented or 
symptomatic and want to get rid of symptoms as soon as possible. And that’s 
something that, well, it irks me. I know how symptoms shift. I see people here who 
have come back for the umpteenth time because the symptoms have gone temporarily 
but resurface somewhere else. So there is something there feeding the symptoms, and 
which isn’t being treated.

perspective
guiding the psychiatrist’s thinking and actions throughout the session, of which the 
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perceived as psychosocially ‘unexplained’. Causal dualism then 

understanding which participants can’t always put into words.

I: So, someone with schizophrenia, is that person sick2? Is that a disease?  
Psy: Yes.  
I: And ADHD?  
Psy: Yes.  
I: Depression?  
Psy: Hmm...(hesitates). Them too.  
I: All depressions?  
Psy: No.  
I: Where are the differences?  
Psy: Well, in the influence of the environmental context. Like this patient who is 
clearly depressed due to contextual factors and not like suddenly –boom!- everything 
was fine and suddenly she becomes depressed. So clearly material.

I: But let’s say, due to circumstances for example, let’s say she suffered a number of 
serious losses and she developed a serious depression with all vital symptoms3. What 
would you say then? Sick or not sick?  
Psy: Yes, sick.  
                                                             
2 In the Dutch language sense of suffering from a disease. 
3 ‘Vital symptoms’, a historical concept stretching back to the 19th century, refers to bodily alterations 
as core features of depressive states. They might include headaches, heaviness of the chest or 
abdomen, unpleasant sensations of weight, tension, or heaviness. Kurt Schneider viewed such vital 
feelings to be the core of depression, equivalent to first-rank symptoms in schizophrenia.  

 
77 

I: Then she’s sick?  
Psy: Yes.  
I: Why?  
Psy: Because, well, my concept thereof is that there is something wrong at 
neurotransmitter level and that may be caused by the environment, but finally there 
is so much going on in the brain that I call it a disease.

he discussion is focused on the participant’s views 

I: One point of discussion on this kind of thing is, for example, to what degree are 
mental disorders given by nature as opposed to determined by us humans, or by 
society? When is something a disorder? What are your thoughts on this? 
Psy: Real psychiatry is to a large degree biologically determined and if you’re talking 
about slightly deficient coping combined with life problems on that continuum, it 
becomes gradually less determined biologically and more psychologically-socially.

I: Okay. Let’s talk about the manner of diagnosis. That’s right up your alley. It seems 
you make a kind of a distinction. That’s the question, your way of doing diagnosis. 
Wat is happening psychologically and what you’re going to do as a psychiatrist. 
Leaving the point behind of not addressing the psychotherapeutic process, the 
question is, does this imply that in relation to your diagnostic activities you might do 
it differently. Do you assess someone fully if he/she hasn’t been to a psychologist yet, 
for example? Or is this way of doing diagnosis, for you, always the best way to do it? 
Psy: It depends a bit on the kind of problem. Is it a more biologically-related clinical 
picture or does it have some dynamic aspects. It’ll depend on that. In this example, I 
think, it’s a kind of anxiety disorder, and that the latter certainly plays a role. I think 
it is a case of hereditary disposition, a kind of endogenous aspect in her tendency 
towards anxiety but on top of that a lot of secondary dynamic has been added. So that 
is very relevant for the psychological diagnosis. Not so much for the DSM and not so 
relevant for the medication. That’s why I the question is, what is the diagnosis, I think 
in terms of classification and the choice of medication. I limited myself in that case.
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psychological and ‘DSM classification’

‘alignment’ will be explored further below.

 

Fig. 3.3. Schematic overview of the dynamics of ontological potential, scope, and 
causal dualism. 
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Perspective
singular theoretical model operative and determinative of all the psychiatrists’ 

being explained biologically, and hence more ‘biological’ (generally understood as 

dysthymia, and a ‘cluster 
C’ personality disorder. The interviewer had noted that these diagnoses are 

I: … In your final conclusion, you state that it is comorbid. Dysthymia, depression and 
a personality disorder with cluster C features. Those are three complex concepts, 
diagnostically speaking because they can lie close together with respect to 
complaints and symptoms. We mainly wondered how you made a distinction between 
these three things. Depression and dysthymia you can distinguish temporally pretty 
well. Cluster C is pretty difficult. Maybe if you can affix a causal, psychodynamic story 
to the cluster C. An idea we had was, that if were to go back 20 years in time when 
everyone was still under the influence of psychoanalysis then this lady might have had 
far less chance of getting a diagnosis of depression. Then those periods might have 
been construed as passivity, introjection of aggression, or suchlike.  
Psy: That too. But those are mechanisms. So that’s the psychopathological hypothesis 
you attach. So that’s right.  
I: You think she would just as well have gotten the diagnosis of depression? 
Psy: Yes, neurotic depression. That’s also what’s on the page. Dysthymia is, in my view, 
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the current pendant of neurotic depression. That’s what it was called, in DSM-II, 
neurotic depression. The combination of a mood disorder and a personality disorder 
is, in my view, a modern variant of the neurotic depression. That’s the distinction that 
is made. A depressive disorder then is mostly a biological cause or etiology and a 
neurotic depression or dysthymia, that is much more determined by someone’s 
character structure and by psychological factors. And that’s where the distinction 
lies.  
I: What consequences does this distinction have for treatment?  
Psy: Psychotherapeutically. Whether you decide that insight-oriented psychotherapy 
is indicated.  
I: And that chance is greater in a neurotic depression? 
Psy: Yes.  
I: And why not in a biological depression?  
Psy: Then the question is whether those mechanisms play a role. Because I think that 
neurotic mechanisms determine someone’s vulnerability. If the mood disorder is 
determined by a neurotic vulnerability, you should treat that.  
I: So you attach different causal stories to those concepts?  
Psy: Yes…. If I notice that many neurotic or personality factors play a role in the 
patient’s experience and it’s reactive, then I think it’s more related to dysthymia and 
neurotic depression. If you have a depressive disorder, then it’s kind of an autonomous 
lowering of mood.

of the concept of ‘neurotic depression’, derived from psychodynamic theory, of 

of the term ‘dysthymia’, a DSM concept, is a commensur

I: So that is what’s often referred to as ‘it came out of the blue’. This woman couldn’t 
offer an explanation, it was … boom! I collapsed. And maybe with the same symptoms, 
but the distinction seems to be in the explanation you can give. Not the phenomena 
themselves, they can be the same, the way it looks, the way its experienced. You say: 
that’s not the distinction, it’s the explanation. If you think it’s based on 
psychological/social grounds, the emphasis is on the psychological, then you tend to 
see the phenomenon as such.  
Psy: Yes.  
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I: And others have said it’s not all absolute. You can have hybrid forms. Are there 
symptoms that prompt you to think: “I see that as physical.” Since biological is 
physical. Or are you saying that you can’t put it like that? Depression as physical?
  
Psy: No. It’s the feeling that it elicits in me. A depression that prompts me to feel ‘I 
don’t understand this’, almost analogous to the precox feeling4, there is a lowering of 
mood but I have no foothold at all to understand where it has originated, from 
psychological or social perspective. If I can walk along a little and it resonates, so to 
speak, with my emotional life, then I think it’s more neurotic.

I: Are there other things that influence you in your work?  
Psy: My training in Z. What we were taught there, the existential… The Rogerian 
approach, we also did Rogerian therapy. That was in the late Eighties. I did a lot of 
psychoanalysis but also the level of meaning… how do I put it? A patient with a 
depression is, a depression is also descriptive DSM, but okay, that was not the most 
important, by a long shot. Het was much more who the person was behind that 
depression. Much more what is the existential meaning of this disease for this person. 
People like X and Y were our heads of residency training. They had more the German 
psychiatric background. That was my framework. That’s how we were trained in Z. 
We did get some DSM, you had to know it, but it was also your enemy, a bit. That was 
the atmosphere. 
I: If we’re talking of German psychiatry, meaning, existential, descriptive, then you 
can say that’s back to Jaspers and his distinction between meaningful and causal 
connections. With the causal connections, DSM is based a little on that physical model, 
at least, that was the idea. You could say, I’m interested in your experience, that a 
general hospital might have more of a basis in the natural scientific approach than 
in the existential perspective, in its general attitude. That’s pretty obvious.  
Psy: Yes, absolutely. 
I: My question is, that if you think about this, that this is a guiding approach for you, 

                                                             
4 A term originating in the first half of the twentieth century, referring to an experience felt by the 
clinician whilst examining a person with schizophrenia, seen then to be specific and possibly 
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can you say what that means for how you work in the hospital, or here at the 
polyclinic? 
Psy: Yes, it’s difficult. I think that when I’m in the hospital I wear the hat of the theory 
of the model from Z. I have had to depart from that a bit. Because the other, the 
natural science – biological model, is so central. If you look at residency training now, 
after 2000, it seems to be only DSM. It’s become so descriptive. In the polyclinic I still 
try to perform the older model. That’s my reference framework. Just listing depressive 
complaints etc., I think that’s very reductionist. In your polyclinical work you can do 
more to give a more analytical description. I do notice the frustration I feel when I 
work with residents. Just being descriptive and then they’re done, but the background 
often… I run into this sometimes. Difficult. I do try to impart some of this to them but 
there doesn’t seem to be a lot of interest. It isn’t nurtured by the training climate. Our 
head is a really DSM person, so…

the ‘natural science biological’ model. DSM is clearly associated with the latter (in 
spite of its purported ‘theory neutrality’). Also, a way of working is attached: 

attention to ‘the person behind the
symptoms’. This is the sense of alignment that was seen frequently in participants: 

approaches, ‘climates’ bound to institutes such as hospitals and residency training, 

I: Here’s another part of client experience: “There’s a lot of anger in you.” Another bit 
of experience and psychology. Here there is a deeper explanation: “A bit like mother 
was..” which draws a line between past and present, her social situation, how old they 
are. Most of this is directed at her personal experiences and here is the first 
psychiatric examination code. Around the middle of the intake. There you see the 
most serious signs, maybe self-harm.  
Psy: It’s interesting and I think I usually do it like that. I first see what kind of a person 
is in front of me and after that I look to see what the complaints are exactly.  
I: So this order is representative of your way of working?  



3

Diagnosis in practice

 

82 

I: And others have said it’s not all absolute. You can have hybrid forms. Are there 
symptoms that prompt you to think: “I see that as physical.” Since biological is 
physical. Or are you saying that you can’t put it like that? Depression as physical?
  
Psy: No. It’s the feeling that it elicits in me. A depression that prompts me to feel ‘I 
don’t understand this’, almost analogous to the precox feeling4, there is a lowering of 
mood but I have no foothold at all to understand where it has originated, from 
psychological or social perspective. If I can walk along a little and it resonates, so to 
speak, with my emotional life, then I think it’s more neurotic.

I: Are there other things that influence you in your work?  
Psy: My training in Z. What we were taught there, the existential… The Rogerian 
approach, we also did Rogerian therapy. That was in the late Eighties. I did a lot of 
psychoanalysis but also the level of meaning… how do I put it? A patient with a 
depression is, a depression is also descriptive DSM, but okay, that was not the most 
important, by a long shot. Het was much more who the person was behind that 
depression. Much more what is the existential meaning of this disease for this person. 
People like X and Y were our heads of residency training. They had more the German 
psychiatric background. That was my framework. That’s how we were trained in Z. 
We did get some DSM, you had to know it, but it was also your enemy, a bit. That was 
the atmosphere. 
I: If we’re talking of German psychiatry, meaning, existential, descriptive, then you 
can say that’s back to Jaspers and his distinction between meaningful and causal 
connections. With the causal connections, DSM is based a little on that physical model, 
at least, that was the idea. You could say, I’m interested in your experience, that a 
general hospital might have more of a basis in the natural scientific approach than 
in the existential perspective, in its general attitude. That’s pretty obvious.  
Psy: Yes, absolutely. 
I: My question is, that if you think about this, that this is a guiding approach for you, 

                                                             
4 A term originating in the first half of the twentieth century, referring to an experience felt by the 
clinician whilst examining a person with schizophrenia, seen then to be specific and possibly 
pathognomic for the diagnosis. The concept was popularized in the Netherlands by Rümke and was 
associated with phenomenological thought in psychiatry. 

 
83 

can you say what that means for how you work in the hospital, or here at the 
polyclinic? 
Psy: Yes, it’s difficult. I think that when I’m in the hospital I wear the hat of the theory 
of the model from Z. I have had to depart from that a bit. Because the other, the 
natural science – biological model, is so central. If you look at residency training now, 
after 2000, it seems to be only DSM. It’s become so descriptive. In the polyclinic I still 
try to perform the older model. That’s my reference framework. Just listing depressive 
complaints etc., I think that’s very reductionist. In your polyclinical work you can do 
more to give a more analytical description. I do notice the frustration I feel when I 
work with residents. Just being descriptive and then they’re done, but the background 
often… I run into this sometimes. Difficult. I do try to impart some of this to them but 
there doesn’t seem to be a lot of interest. It isn’t nurtured by the training climate. Our 
head is a really DSM person, so…

the ‘natural science biological’ model. DSM is clearly associated with the latter (in 
spite of its purported ‘theory neutrality’). Also, a way of working is attached: 

attention to ‘the person behind the
symptoms’. This is the sense of alignment that was seen frequently in participants: 

approaches, ‘climates’ bound to institutes such as hospitals and residency training, 

I: Here’s another part of client experience: “There’s a lot of anger in you.” Another bit 
of experience and psychology. Here there is a deeper explanation: “A bit like mother 
was..” which draws a line between past and present, her social situation, how old they 
are. Most of this is directed at her personal experiences and here is the first 
psychiatric examination code. Around the middle of the intake. There you see the 
most serious signs, maybe self-harm.  
Psy: It’s interesting and I think I usually do it like that. I first see what kind of a person 
is in front of me and after that I look to see what the complaints are exactly.  
I: So this order is representative of your way of working?  



Chapter 3

 
84 

Psy: Yes, but if I think about it… Imagine if I were to examine the complaints very 
technically, I’d assume that it would be much more difficult to get contact. I want to 
get contact with this person, if you work the other way around then I’m in a kind of 
technical mode and it becomes a lot harder to get the experiential side into view. 
I: Yes, and if you see it like that…you first need contact with the person, a kind of a 
feeling for his or her experience… I know you think that experience is important but 
would it be actually possible for you to perform this technical approach without the 
experiential contact? Imagine if you skipped it and…  
Psy: I think that would be very difficult for me. Just like prescribing medication. In the 
experience, the dynamics, to get the patient to take a more active stance to life. The 
same is that if I make a purely biological assessment, then I have an irresistible urge 
to see what the medication will do with the person. I think I’m unable to do it.  
I: OK. You said: “Even if I make a purely biological assessment.” The word biological 
there is very interesting to me. What does the word biological mean there?  
Psy: Sometimes I use it for a biological treatment method, medication, whilst, biology 
you can understand differently.  
I: What I’m interested in… most psychiatrists use the word but what does it mean in 
this context?  
Psy: Yes, that’s a good one! In this context I mean, I think, if a treatment directly 
influences brain function.  
I: Right. May I say that it’s associated with ‘material’? 
Psy: Yes. Broadly speaking. In biology you also have behavior, some kind of 
experience, but that’s not how I mean, my sense is that in psychiatry, if you’re talking 
about biology, you’re talking about material, brain, body, molecules.  
I: Exactly. We’ve heard that in the research. But you said that you make a kind of 
distinction that makes the psychiatric examination ‘complaints-oriented’ and a broad 
categorization you apply between the experience of the person and a complaints-
oriented bit that falls under psychiatric examination. Maybe the ‘special anamnesis’, 
at least more complaints-oriented. And that’s in the same complex as complaints-
oriented, medication, biological, material.  
Psy: Yes.

Psy: It depends on the practical options there are to offer one or another treatment. 
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And the intellectual and perspective possibilities of the patient. It also depends on the 
clinical picture. If I get a very vital depression, with bad concentration for example, 
then I can imagine that I decide a biological treatment is more apt.  
I: So it depends on what you can offer, a person’s basic capabilities and the severity 
of the picture. And the more serious the clinical picture, the more incapacitated 
someone is by the disorder, then you say you have more reason to work with 
medication, for example, the material, biological approach.  
Psy: Yes.

Here we see that ‘severity’ is associated with biology, hence with material 

prompting by ‘vital symptoms’ such as bad concentration.

Pluralism

without 
necessarily leading

symptoms (“I added an antipsychotic since he seemed a bit paranoid”) or through 
nderstandings (“This person’s main problem was that she 

keeps falling into the same trap and keeps using the same survival strategies, that’s 
her personality side and she needs to develop some insight into that, so that’s why 
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erapy.”)

Psy 1: I don’t know what you think yourself but it’s quite possible that you’re in a kind 
of a depression now. Though there is a lot of anxiety in your person and as a person 
you also think very negatively. Altogether more black than it should be.

Psy 2: I distinguish 2 things. That have emerged since 2001. What you might call a 
burn-out: very serious fatigue and problems with concentration. The feeling of ‘I’m 
not living my own life.’ It’s about someone else. That’s one. And the second is that sleep 
apnea. The third is that you have always been someone with certain characteristics 
that I want to get in focus better. That’s important in order to give you optimal advice. 

Psy 3: You have a burn-out, eh? Things don’t interest you, it’s not like you have a huge 
depression. It’s in that area, so to speak, but it isn’t… I think it’s very much due to the 
fact that you’ve got wrapped up in family problems, and that’s where the most 
important solution lies. 

Psy 4: Well, I’m wondering whether there might be a depression. That’s always pretty 
hard to say. But if you have a lot of anxiety then it can occur that you become 
exhausted. That your brains become so exhausted that you can’t enjoy things and you 
have little energy. I think that is the case. Having less appetite fits that. 

Psy 5: So you have quite a lot of overdue repairs, that we need to address. But you 
still tend to laugh over it a little. We’ll be encountering that a lot here too. 

Psy6: You have a wish to be really special, eh? 
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Psy6: It’s all in your head, right? There is, apparently, a destructive side in your head 
and the desire to develop a lot of knowledge and skills. 
Psy6: I think there are a number of things that are a bit askew. I think at a certain 
point you’ll trip yourself up since you have a lot of energy to make something of it but 
also a lot of energy to break things.

Psy7: It’s interesting to note that you do become active when you’re with friends, in 
a kind of a structure with people but that when it has to come from you yourself, you 
fall silent.
Psy7: If you help others you get a thank you, some kind of validation. But if you do it 
for yourself you don’t get that. 
Psy7: I read the diagnosis ADHD was made, do you recognize yourself in that?
Psy: You say you’re very lively in company, you talk a lot. You could say, so what? Is 
that a problem or a disease? 
Psy7: It’s interesting what you say. If you’re in a structure, the passivity isn’t there.
Psy7: If we do it here in the outpatient clinic 3 days a week then the question is what 
will you do the other 4 days? If you just wait around until you’re back here… you’ll 
learn nothing. 
Psy7: I’d say the 3-day Outpatient Treatment would be advisable.

search. The term ‘actuarial’ was derived from Meehl’s 
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Psy: My impression is that you’re suffering from psychosis. You also suffer from 
depressive complaints that actually never last longer than one week. In the past too, 
never longer than one week?  
P: Yes, before I started the antidepressant, I was pretty depressed for half a year. Quite 
a difference to now.  
Psy: You can also have psychotic symptoms when you’re not depressed?  
P: Yes.  
Psy: Can that also last two weeks? In two weeks now and then psychotic complaints, 
not all day but a few times per week. That you weren’t depressed for two weeks but 
that you were bothered by those thoughts and such now and then?  
P: Yes, that’s very possible.

In his questioning, it’s clear the psychiatrist is aiming to differentiate a number of 

Psy: So, and now the question, what to do? … One medicine that could be considered, 
and all the things I’ll be saying now haven’t been studied well enough for us to say 
that this is definitely what should be done, because otherwise your own psychiatrist 
would certainly have done it already. These are all things where there are small clues 
that it might help….. You might consider using lamotrigine. That is, originally, an 
anti-epileptic, and there are indications that it might be beneficial for people with 
delusions together with negative symptoms.
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Level three: methodological reflection  

two forms of reasoning. The content of this framework refers to a ‘meta’

reasoning, which we have termed ‘reflection’ to emphasize its slightly ‘decentered’ 
character (Dutch professionals are fond of using the term ‘helicopter view’ to 

 

 
Intuition

response ‘generated without effort and 
consciousness’ (Hogarth 2005). At first glance this feature seems at odds with the 

tudy we allow for a concept of ‘intuitive 
reflection’. Psychiatrists recognize that intuitive reasoning forms 

I: It was interesting that at a certain point in the conversation you do that [attempt 
an integration]  in my opinion. At a certain point you’ve asked a number of medical 
questions and the client has let some of those things go, so to speak [the client had 
declined to seek out medical help for a number of afflictions, repeatedly]. And you 
then summarized that by saying: there’s a lot of overdue maintenance there. The 
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interesting thing was that that phrase applied both to her physical and her mental 
life, because she’d neglected herself mentally, but also physically. And the way you 
wrote it and suggested it in the treatment plan was the concept of overdue 
maintenance, connected to how she treated herself, namely that she neglected her 
own maintenance.

Psy: I never use a strategy. I just mess around.  
I: Okay. You work mostly intuitively, I guess.  
Psy: You could put it more flippantly as: I mess around. But yes, I work primarily 
intuitively, I really believe that.

 
Pragmatism

ubiquitous in participants, in identifying the ‘help request’ of the patient, in 

‘therapeutic pragmatism’. Reflections on which course of exploration and 

I: “We noted that you, more than the average participant, were open about personal 
aspects about yourself. Talking about school, behavioral problems. A couple of those 
things. Other therapists might say, especially analyticals: ‘Not done!’ It’s noteworthy 
that you do these things. Is this representative of your practice? Is there a way of 
thinking behind this?”  
Psy: “With this boy I did it because he did something I hardly ever come across. He 
missed three appointments. What I do then is simply try to create a connection.”  
I: “So it was a conscious attempt to…”  
Psy: “Absolutely!”  
I: “That does fit the codings we found. We already noted that you spoke a number of 
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times about safety. So we kind of suspected it.”  
Psy: “Yes, it’s very wondrous. He did it again after. So I mailed him and wrote that 
that cost me 50 euros which I couldn’t bill, and that he could only come back if he 
paid. And he did! He’s a bit of a biter, but after that… it happened again. So four times 
all in all. He lost a total of 200 euros on me! I never saw that before! So this is quite 
an exception.”  
I: “Right.”  
Psy: “What I did was to ensure a cooperative alliance to make him come. Before you 
know it I’d lose him!”

conceptual

I: At a certain point, you perform a psychiatric examination and ask detailed 
questions on the complaints. Then comes this bit:   
“Hmm, I’m wondering whether there is a depression. It’s always hard to say but if you 
have a lot of anxiety then your brains can become exhausted. That your brains 
become so exhausted that you can’t enjoy things and you have little energy. And that 
does seem to be the case. Having less appetite fits this too…”  
Psy: Yeah, I said this… that’s the dilemma there… that I put to her I mean.  
I: Exactly. You’re expressing your doubts: “It’s hard to say.” Does that go for only 
depression or for all disorders?  
Psy: Well with this patient it was hard to say in any case. But I very often find it very 
difficult. From the point of view of the theory and therapy I adhere to depression has 
to do with coping… how someone copes with his complaints, if they run into 
difficulties and tend to retreat… Tend not to confront things that are important but 
instead assuage their feelings by ruminating... then you’re already some way into a 
depression. Many many facts…things that are defined as depression you can see as 
behavior. Very closely knit together with the personality. So, the longer I’m a 
psychiatrist the harder I find it to say that something is a depression. At the beginning 
I looked it up in the DSM book. Easy as pie, this is a depression and that’s a psychosis 
and you give these medications and you’re done! The distinction… I find it hard to say 
whether it has something to do with what you’ve experienced and how you cope with 
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to do with coping… how someone copes with his complaints, if they run into 
difficulties and tend to retreat… Tend not to confront things that are important but 
instead assuage their feelings by ruminating... then you’re already some way into a 
depression. Many many facts…things that are defined as depression you can see as 
behavior. Very closely knit together with the personality. So, the longer I’m a 
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it and what actually is a depression? I find it really difficult.  
I: Yes, the way you put it is that one of the things the difficulty comes from is this 
application of different perspectives, the complaints-focused descriptive approach, 
describing what someone’s complaints are. But you can also see things from a 
different perspective. In the sense of coping mechanisms or a different psychological 
explanation. Those are two perspectives. So hard to say one perspective is better than 
the other. They just stand next to one another.  
Psy:  The evidence, we should weigh too. We estimate that the less severe forms of 
depression, then evidence says, it’s unclear how helpful antidepressants are, and 
because of my doubts I chose in this case to let them do their interventions first, the 
psychosocial intervention, before we continue with medication. Well, it’s a hard 
judgment.  
I: If I understand you correctly it could even be… you’re weighing the whole context, 
on the one hand you look at the severity of the mental state... above a certain severity 
or dysfunctioning you see an indication to prescribe medication since that is part of 
the guidelines, but if we limit ourselves to the level under this severity… you look at 
the person’s context and what the person wants. What I hear I want to put to you: 
How you explain to the person that it may have something to do with that (the 
context). Like you give it a title: ‘You have a depression’, that it also has something to 
do with your person…  
Psy: Yes, this is also a person who tends towards dependence… having the feeling, 
that what happens to her is fate… balance... People are fate and deed. This lady tends 
to feel herself subject to fate and is less oriented to deed. If I say: “You have a 
depression”, that could have a negative impact on her personality which already 
tends to wait for good things to come from without.  
I: So the idea then is that a depression... it entails that it is not something own, it 
happens to you...am I putting it right?  
Psy: I think that’s the way it often works in the dynamic. Put simply: “Waiting for the 
pill.” It becomes a thing outside of you. It does not invite people to get to grips with 
themselves. 

conceptualizing depression in a reified way (as in “You have a depression”), a ‘third 
level’ reflection. In the intake he relates his 

depression, with a view to moving the patient towards “getting to grips with 
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herself”. A partial diagnostic impression (the lady tends

explanatory conceptualization of “depression” at the first level expressed in the 

that he is ‘fed up’ of these complaints and is so disheartened by his situation he’d 
like the doctor to ‘stuff him full of pills’ to get some change in his

part, as the psychiatrist noted in our interview, influenced by the patient’s wishes 
and ‘pragmatic considerations’: she said this decision had been based primarily on 

Psy: “What I try to do is, to see what will help the individual patient. Would it help 
him if I call it a depression? Sometimes you call it depression but in one patient you 
might sooner explain that with a kind of disease model and in another you won’t. It’s 
a very complicated process to describe. It’s more of a judgment: what will help this 
patient at this moment?” 
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Psy: You make the connection between smoking strong weed and the paranoia, and 
now the next step I want to put to you, mark you, the next step I want to put to you, 
and one you certainly don’t have to accept, but can you imagine that you produce a 
substance in your own brain that can cause such phenomena without smoking weed? 
For example, if you’re in a very stressful situation. Can you imagine that this is the 
case?  
P: Well, what can I say, that it could be a possibility or that I don’t suffer from that. 
Psy: What you should do, by my reckoning, is react like you did just there, by thinking 
about it for a minute. Because I thought I saw a penny drop there.  
P: Well, I understand what you mean, but I really don’t have any problems with 
anxiety or paranoia anymore, so how should I respond? Or should I say, yes, there is 
a substance that does do that sometimes with me and that’s what I take medicine for. 
Should I have said that?  
Psy: But you would be jumping to conclusions if you did.  
P: I don’t know how to respond.  
Psy: Exactly, the point is that I’m saying it is imaginable, it is imaginable, it is possible 
that a substance that I inhale from the outside, that I’m sensitive to, it is possible that 
there are substances in the heads of people, which can cause certain phenomena too.

I: Can you recall whether you had certain goals in this interview?  
Psy: Yes.  
I: Can you tell me what they were?  
Psy: It’s almost always about the fact that they disagree with the diagnosis and want 
to stop their medication. In my use of language, I choose an interview which is called 
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motivational conversation technique. And that’s what I feel comfortable with, 
Rogerian. It works sometimes, that’s the trick to help someone gain insight5 or to 
bring them to treatment. 
…
I. You make the connection to an endogenous vs. exogenous model. The main point is 
about the substances. The endogenous model. Do you attempt to bring people 
towards this model?  
Psy: Yes. That’s a very astute observation. That’s completely due to the background. 
How can you ensure that someone who has taken an entrenched position in resisting 
all those labels that have been stuck on him? Doesn’t think he’s sick and therefore 
doesn’t want to be treated. But how do you get someone to move towards some sense 
of “I”. I see myself in this regard as someone who is of course different from others but 
does use a certain way of talking (motivational technique). Attempting to create a 
certain working relationship in a relatively short time span. It’s doctor-like. You 
influence with an exogenous substance, that’s what you ask about. Does that produce 
phenomena that you recognize in yourself? No, that substance causes such and such 
phenomena but it has as a background: you use this substance and you can observe 
in yourself that these phenomena then occur. If people can understand that in the 
interview, then I see this as significant progress. It’s a kind of social-psychological 
model of: I’m me and you’re you. We’re sitting opposite each other in a different role. 
But the communication and the working alliance is an important model which you 
adopt. Cannabis, drugs, they have taught us most about psychopathology. I find that 
a very powerful statement! And now you want to present this to a patient.

before

external
internal

before
                                                             
5 Insight should be understood here in the professional psychiatric sense of the term as denoting 
awareness on the part of an individual that what he/she is experiencing is actually a mental disorder. 
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strategic 
conceptualization

the ‘help’ or ‘care’ request (‘hulpvraag’: 

I: What I understand is that you… there is a tension. On the one hand you’re saying 
you might have clients... the way the care request is presented.  
Psy: Of course, of course!  
I: Say, I don’t know if this approaches reality, you have clients who, in their 
presentation mostly stay at that descriptive level: I have this complaint and I want 
rid of it, and how you do that I don’t care. Then you would say, from what you said 
before on working eclectically, then you could manage fine with CGT, medication, 
exposure etc.  
Psy: Yes.  
I: So that means, the client’s presentation, his wishes, how he thinks about these 
matters, has a certain power over what happens next.  
Psy: Yes, but you still have to… the patient has the right to hear things that he doesn’t 
see but are relevant for his choice. But you do have to remain close to the patient’s 
care request.

Theoretical knowledge and affiliations 
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pants described varying levels of ‘authorship’ in applying such 

Psy: So you’re actually trained eclectically, at least in different directions. I still have, 
in my work… my framework is, in principle, a psychodynamic framework, especially 
when I’m thinking diagnostically. But, in my work I also do, in my therapies, cognitive-
behavioral bits. I also work systems-theoretically if I think it’s necessary. In fact, 
sometimes I work eclectically because pure analytical processes can only be applied 
to a limited number of patients. So, to that degree I’m someone who works and looks 
pragmatically. I’m only well versed in cognitive behavioral principles, at least the 
basic principles, and reasonably well in systems theoretical principles. But also 
Rogerian, especially conversation technique things, as well as theoretical… 
humanist… but these have an insufficient underlying theoretical framework.

I: One of the remarks you made during the last interview…it was about a fragment 
on asking into the patient’s background. That it was logical to ask about that, in view 
of what she had told you and how she presented herself. It was quite apparent that 
something was going on related to attachment and that suggested connections to 
psychodynamic theory. You also said: “If someone comes to me with exam anxiety, I 
don’t go this deep, I’ll stay more on the surface.” On reading that again, that last 
remark... could it be that certain complaints, certain presentations, that they suggest 
a certain perspective, maybe even a certain theory? It was in terms of background, 
attachment, dynamics. I wanted to check that with you. Can you envisage the thought 
that certain psychological theories are connected a little, in your mind, conceptually? 
If it goes this way with the story then I tend to go to this theory, and if it’s a different 
presentation, to that theory?  
Psy: For sure. See if someone tells me that he wasn’t well understood by his previous 
therapist and left due to a conflict… And someone then also has a story... I mean, that 
wasn’t the case with this patient… but of early childhood neglect and difficulty with 
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contact, attachment, the tendency to break off good contact, yeah then you start to 
search for borderline personality structures, that side. 

structure
disorder, derives from Otto Kernberg’s 

of mental disorder or Jaspers’ division between causal explanation and meaningful 

Psy: I think the two (material and immaterial) are inseparably connected.  
I: There is something essentially immaterial?  
Psy: Yes, it has to do with meaning too. What does it mean for someone to be 
confronted by these things? It has all sorts of consequences and emotions in daily life. 
It makes it more complicated. If you describe the speed of molecules, then you still 
don’t understand what temperature is. You miss a bit.  
I: Okay, that’s clear.  
Psy: But, it’s both. Both are important. I wouldn’t say the physical isn’t interesting 
because... 
I: You wouldn’t want to reduce to one or the other side?  
Psy: I think you gain a better understanding if you can work it out at a physical level 
but I wouldn’t then say: “I understand it now.” You understand one aspect. That gives 
you more insight and more possibilities to do something with this knowledge. Maybe 
you could think of a substance that would enhance the growth of neurons… or 
something! But that doesn’t mean that you understand it – the world around you.

peripheral
rring G.P.’s, or serving a simple legitimizing role with regard to 
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I: You made a remark about diagnosis: “Diagnosis for me has little explanatory 
power.” The question was on the DSM classification we use. What role does it play in 
your practice?  
Psy: Formally it’s obligatory, but its role…. Sometimes it’s a burden. The formal part: 
everyone has to have a DSM because of the financing. But for me the treatment 
doesn’t hang on that. The DRG6 can be get rid of in my view. It’s a non-issue. There is 
no relationship between the diagnosis and the treatment, even more so if there’s a 
combination. We have antipsychotics but no antischizophrenics. Maybe… I don’t 
know exactly what I should do with all those groupings…disorganized, paranoid. 
There are typologies of complaints of course. For me it’s more important that I see: 
well, descriptively I think he fits a psychotic state that is long-lasting. That fits the 
description of what the DSM in the classification system calls schizophrenia, but I do 
have to search further: what are the mechanisms that sustain this, what are the 
mechanisms that make this person dysfunction. Why is it all not working?  
I: Whilst care is organized around the DSM, I gather. Can you say something about 
what happens in practice… You might expect it to cause tensions in some way..  
Psy: Yes, does it conflict? I don’t know. If it does then I would have to offer a better 
alternative. I don’t have one.  
I: Well, you might notice that it’s in conflict in practice.  
Psy: Yes, of course. I said it’s a burden. And it is. I think that the DSM, that’s how it 
goes with anything you classify, it has a certain effect. That limitation comes into 
effect especially when… people with schizophrenia or bipolar disorder in my 
practice… I see them once a month at a house call. That goes great and stable. 
Theoretically you get the same amount for that as for the people that are admitted 
here. But you really should get more for the people who are admitted. I thin in a 
different dimension. The insurers however use it to steer the care. There it does cause 
friction. 
I: To put it briefly: the DSM itself isn’t the problem, but is has limitations as a 
classification system and effects, depending on what it’s used for.  
Psy: Yes. I think that dimension, it isn’t in it. You lose it. In reality you do need it. That 
is a big problem.  
I: Is the DSM classification something that, more or less, only arises in your thinking 
at the end of a session, when you start making notes?  
Psy: Yes.

                                                             
6 DRG: Diagnosis-Related Group, specific form of health care reimbursement of fee attached to 
diagnosis. 
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more interested in ‘mechanisms’ operating at individual level. The ‘naming’ 

Individual values (professional and patient) 

influences of more general world views, such as that of the ‘good life’.

Psy: Perhaps this is a funny question, but may I ask how long you have been taking 
the Prozac?  
P: Twenty years.  
Psy: Twenty years. And now you’ve stopped taking it. And now you feel like you just 
described (the patient had just spoken of feeling depressed, very tired, insecure, said 
everything was a chore, and her appetite had diminished. She had lost 8 kilograms in 
5 months.) When were you yourself? When you were taking Prozac, or without?  
P: Without the Prozac.  
Psy: But it isn’t a happy self.  
P: No.  
Psy: Some people say, for example, I had a patient once who was anxious and 
depressed. He got a pill and got better and said: but it’s still coming out of a box. 
Another patient, who’d also got better with medicine, said: I see it like this: because 
of what’s in that box I’m more myself.  
P: Well I’ve always had the feeling that if I took the Prozac, it lifted me over 
something. That the insecurity couldn’t become as strong.  
Psy: Exactly. Anxiety and insecurity can get in the way of how you want to be. And in 
that case you could say: the Prozac makes me more myself.  
P: You’re turning it around.
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tly relevant to ‘solving the problem’ of the intake), religious (where the 
therapist’s practice was transparently grounded in Christian values), 

practice and he therefore used a ‘following’ style of interviewing). In strategic 
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I: In this setting the intake consists of two separate appointments for the patient, one 
with a psychologist, and one with a psychiatrist. Can you tell me what this implies for 
your tasks and responsibilities in your session?  
Psy1: It means I’ll focus on the medication, because most of the patients at our 
polyclinic have a therapist and we just do the pills. So, what is the mental status7, 
would be the question. 

Psy2: Someone can have a certain predisposition to depression, or psychosis. That 
can be encapsulated in the heredity an once that has been explored then you can see 
what other factors play a causal role, like what a person’s life looks like. Has he 
shielded himself, protected himself from a relapse. Yeah those are points that I’ll go 
deeper into.  
I: If you put it like that it doesn’t sound like in your thinking you align yourself to one 
certain etiological view. You could say, for example, I’ll explore someone’s cognitive 
schema’s. Or I’ll focus on a pattern of defense mechanisms or his personality makeup. 
That’s not what you’re saying.  
Psy2: You can ask about these things.  
I: But what do you do?  
Psy: In a real psychotherapeutic setting I’d delve deeper into these things of course. 
How does someone handle his defenses, but the person involved would have to be able 
to cope with this. Cope with introspection, and with confrontations with the defenses. 
I: So in the setting you work in now, at this polyclinic, you’re saying this is not the kind 
of setting to ask about these things?  
Psy2: I look at them briefly, I search for them briefly, and then I leave it.  
I: And why is it that you leave it?  

                                                             
7 Translatory note: ‘mental status’ is the translation for the Dutch phrase ‘psychiatrisch 
toestandsbeeld’, which roughly corresponds to an axis-I diagnosis, and is sometimes also referred to 
as a ‘psychiatric diagnosis’, and whereby a distinction must be made both with a DSM-classification 
(which in the period of this study still consisted of multiple axes), and the psychiatric formulation of 
the case (which should generally include references to the patient’s personal makeup and the 
situational context). 
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Psy2: Because I’m only involved in medication. That’s how the arrangements are, 
that I can’t do real talks. 

institutional arrangements. Within this single polyclinic, both highly ‘descriptive’ 

I: This intake was at the polyclinic, and related to occupational rehabilitation. Could 
you tell me what this implies for your responsibilities and tasks in the intake?  
Psy3: I relinquish that framework. I try to understand what’s troubling the patient.

practice. The session was termed a ‘medication consultation’, and the interviewer 

I: The case in point is a medication consultation. What does that mean for the way 
you approach it?  
Psy4: I have a limited amount of time, and everything I’ve read in the biography I 
won’t repeat, so I skip part of what I would do in a full intake, I won’t go over that 
again. I think I’m more businesslike than I would be in a normal intake. People 
generally know why they’re visiting me, so I usually don’t explain that unless I get the 
impression that they don’t understand why they’re here. With this patient I got the 
impression he knew why he was there.

Psy4: How can I make this clear… I think I keep more structure in it than I would in 
an intake. That, if people start to talk around it a lot, that I sort it out. 
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On further discussion, this participant also noted a personal preference: 

Psy4: I think that it also has to do with my person, because I like to structure things. 
I’m to the point, so it’s not just that, it’s not just this client, it’s also my style.  
I: It’s a style that suits you, but it can also contain a view on diagnosis.  
Psy4: I think it’s a combination.  
I: What view is that then?  
Psy4: That we have little time. But even if we had more time, I would still think it’s 
important to get, in a short time, an impression of what’s wrong and what needs to 
be done. And yes, it gives me something to go on.  
I: The word ‘complaints’ came up. Do you consciously ask questions directed at 
complaints? 
Psy4: Yes.  
I: Why?  
Psy4: Because it’s simply the case that we work at a time in which the classification 
system is important, you have to make a diagnosis in a short time, and the diagnosis 
leads to a treatment plan. A great amount of our treatment is aimed at that so it 
really is aimed at achieving a diagnosis as efficiently and quickly as possible and as 
far as possible, from an early stage here, a fitting treatment offer. 

This participant demonstrates a ‘middle position’ vis
constraints. She clearly mentions institutional pressures ‘It’s simply the case that…’ 

between ‘medication’, ‘complaints’, ‘DSM’ and ‘efficiency’). But she also notes t

‘dysfunction’ had been raised
I: How would you describe that dysfunctioning in a legal context? Let me put it like 
this, the behavioral frame, it’s more normative. It’s related to broad norms. That’s 
something else than scientific lawlike relations. Norms that we have put in to law for 
example, aren’t based on some physical law or other. It’s about what we expect in a 
certain situation and context.  
Psy: Well I have a lot of difficulty with that normative aspect then.  
I: What difficulty is that?  
Psy: That I think, yeah, that’s just my point of view.  
I: Relativity. What difficulty does that bring you?  
Psy: It troubles me when I have to fill in very limiting scales, that put people into 
boxes. Whether someone is legally competent, for example. I think, well, who am I to 

 
105 

determine that. It’s so normative.  
I: Yes. And that means for you that you have difficulty with it, because you feel you 
are forcing your norm onto someone else. Which might have something to do with 
power.  
Psy: Or whether or not to admit someone involuntarily, or seclude someone. 
I: In that kind of situation where things come to a head, it becomes very difficult, 
because you have to make a very sharp and very impactful decision on dysfunction 
and disorder or not. How do you handle that?  
Psy: Well, in practice I solve that problem by not doing that kind of work.

es local institutional influences with regard to the ‘division of labor’, 

participants as ‘looking through medical glasses’ or ‘putting on my doctor’s hat’. 

with concepts such as ‘real psychiatric disorders’, ‘brain disorders’, ‘biological 
disorders’, the DSM, and pharmacotherapy (cf. t

Import

trist’s convictions are afforded room in practice, 
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‘biological psychiatrist’ or ‘psychoanalyst’) were a small minority.

Example of resistance to ‘patient prompting’: an institutional encounter. The 
patient has been referred for a ‘medication consultation’
Psy: What is the reason that this examination was planned?  
P: I suffer a lot from mood swings to a degree that it’s bothering me a lot. I want to 
see if something can be done about them. It troubles me a lot.  
Psy: Mood changes are normal, I presume. 

This is an immediate ‘normalizing’ reaction, that resists accepting ‘mood swings 

Psy: You’re saying your problem is mood swings. They’re justifiable according to you. 
You’re angry because your mother suddenly gets angry and breaks off contact. You 
think it’s quite logical you get angry at that, but it’s about the degree of anger. You 
say it’s going too far, since you become irritable and combative.  
P: Yes.  
Psy: Clear. Well, I do understand your train of thought as such, but I do think you’re 
being overly critical of yourself, the way I understand it. Because the reason you’re 
getting angry, you don’t doubt that. You think it’s justifiable. But that you then get 
irritable, and angry quickly, well, what’s so bad about that? What is the issue there?

Psy: From what I’m hearing, honestly speaking, with the examples you’ve mentioned, 
I don’t get the impression that this is a serious problem. The question is whether it’s 
your problem or your mother’s problem. Maybe your mother is less reasonable than 
you, I don’t know, it’s possible. I don’t get the sense of a major problem in that. But if 
something could be done about that, what would that supposed to be?
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the patient’s prompt (‘mood swings’) and altered the DEF using his ow

 

3.4 Discussion 

distinction between three ‘levels’ follows this structural approach. Within these 
levels, it was possible to identify philosophical ideas ‘in action’, m

In characterizing ‘the philosophy of practice’, it also became clear that a distinction 
must be made between participants’ ontological and epistemological 

. whether or not ‘psychosis’ or 
‘depression’ are seen as in essence material/biological or otherwise, and their 

Philosophy in practice  



3

Diagnosis in practice

 
106 

‘biological psychiatrist’ or ‘psychoanalyst’) were a small minority.

Example of resistance to ‘patient prompting’: an institutional encounter. The 
patient has been referred for a ‘medication consultation’
Psy: What is the reason that this examination was planned?  
P: I suffer a lot from mood swings to a degree that it’s bothering me a lot. I want to 
see if something can be done about them. It troubles me a lot.  
Psy: Mood changes are normal, I presume. 

This is an immediate ‘normalizing’ reaction, that resists accepting ‘mood swings 

Psy: You’re saying your problem is mood swings. They’re justifiable according to you. 
You’re angry because your mother suddenly gets angry and breaks off contact. You 
think it’s quite logical you get angry at that, but it’s about the degree of anger. You 
say it’s going too far, since you become irritable and combative.  
P: Yes.  
Psy: Clear. Well, I do understand your train of thought as such, but I do think you’re 
being overly critical of yourself, the way I understand it. Because the reason you’re 
getting angry, you don’t doubt that. You think it’s justifiable. But that you then get 
irritable, and angry quickly, well, what’s so bad about that? What is the issue there?

Psy: From what I’m hearing, honestly speaking, with the examples you’ve mentioned, 
I don’t get the impression that this is a serious problem. The question is whether it’s 
your problem or your mother’s problem. Maybe your mother is less reasonable than 
you, I don’t know, it’s possible. I don’t get the sense of a major problem in that. But if 
something could be done about that, what would that supposed to be?

 
107 

the patient’s prompt (‘mood swings’) and altered the DEF using his ow

 

3.4 Discussion 

distinction between three ‘levels’ follows this structural approach. Within these 
levels, it was possible to identify philosophical ideas ‘in action’, m

In characterizing ‘the philosophy of practice’, it also became clear that a distinction 
must be made between participants’ ontological and epistemological 

. whether or not ‘psychosis’ or 
‘depression’ are seen as in essence material/biological or otherwise, and their 

Philosophy in practice  



Chapter 3

 
108 

–

taxonomic

clinical realism

 

 
Clinical Reasoning 

 
109 

realist position. An explanation of this fact may be derived from participants’ views 

upports. The importance participants place on ‘having understood the patient’ 

referred to as ‘rationale’ or ‘narrative’ in the literature) has been
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perspective, the taxon’s validity and universality would be undermined. The 

might be in danger of ‘spinning freely’ from the clinical realm. This is underlined 
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is told he ‘has a depression’, the psychiatrist could feasibly have associated the 

understanding of a patient’s phenomena to achieve this end? A simple example 
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conceptualization? Should possible ‘side effects’ of such conceptuali

could be the question of what is disciplining the psychiatrist’s ethical deliberations, 

example: “Well, we tried psychotherapy and it didn’t work. Maybe it’s biologic
Let’s try pills.”

sui generis

 
Cognitive Research 

                                                             
8 This brief scenario is less ironic than it seems: a number of psychiatrists working in institutional 
settings experienced exactly this scenario where if long-term psychotherapy was deemed to be 
insufficiently effective, patients were referred with the hope of providing medication to provide 
relief. Psychiatrists perceived this as having the cards already stacked before the session began. 
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With respect to the ‘models vs. maps vs. narrative’ framework described by 

scope

type

domains? In other words: if the psychiatric doctor tends to ‘put on her doctor’s hat’ 

profession, be the consequence? We might refer to Mishler’s (1984) work on the 
diminution of attending to the ‘voice of the lifeworld’ associated with progress 
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limited, and use it in an ‘isolated’ manner, connected to descriptive diagnosis, 
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3.5 Main points of Chapter 3:

  

• The diagnostic practice of psychiatrists can be modeled using the 
Developing Explanatory Framework (DEF). 

• Diagnostic practice can be characterized as combining identification 
and construction and is geared towards pragmatic goals, centered 
on the betterment of the patient. 

• Influences impacting on the DEF can be characterized as ‘bottom-up’ 
(from the phenomena) and ‘top-down’ (e.g. external, theoretical, 
institutional). 

• The effect of such influences is modulated by professionals’ 
philosophical and ethical beliefs and positions. 

• New descriptive terms have been suggested here allowing for 
identification of the interplay between phenomenal and contextual 
influences and practitioners’ philosophical beliefs, e.g. alignment, 
ontological scope, and explanatory pragmatism. 

• The most significant such philosophical positions described in the 
framework analysis are theoretical pluralism, causal dualism, values-
oriented pragmatism and clinical realism 

•  The role of the DSM in diagnostic practice is peripheral. 
• In clinical practice phenomena are not necessarily reduced to a 

singular causal explanation. 
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Chapter 4: History and Philosophy of psychiatric 
Classification. 

4.1 Introduction 
4.2 History of classification in psychiatry 
 4.2.1. Taxonomic transitions in psychiatric classification since the 
18th Century. 
  Transition one: from surface features to course 
 Transition two: towards a single national classification 
 Transition three: the success of psychoanalysis and the DSM-I

Transition four: rise of the DSM-III
Transition five: a challenge to the DSM hegemony 
4.2.2 Conclusions

4.3 Philosophy of classification 
 4.3.1. DSM epistemology 
 4.3.2. A hierarchy of classifications 
4.4. Main points from Chapter 4 
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