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5.6 Main points from Chapter 5: 

 

  

• The discrepancy between the public professional allegiance to 
scientific realism/naturalism and the values-infused pragmatic and 
pluralist practice identified in this study creates a legitimacy 
problem for psychiatrists. 

• Explanatory pragmatism conflicts epistemically with EBM. 
• The ‘hidden curriculum’ is influential in the epistemic development of 

medical students and residents, including personally and practically 
transmitted knowledge (e.g. through role modeling). 

• The dominant philosophy of science in (basic) medical training and 
theory is realist, empiricist, and naturalist. 

• The research on personal epistemology points to a challenging 
epistemic transition in the move from general medicine to psychiatry. 

• Residents’ choice of theory is partially and differentially determined 
by their own personality and philosophical world views, and by their 
training experiences, in which there is evidence of a degree of 
alignment between the values and worldviews inherent in theory, 
and those of the resident. 

• There are widespread sources available on the epistemological and 
ontological assumptions embedded in medical and psychiatric 
theory, including nosology. Influential current epistemic values 
include empiricism, individualism, naturalism, technical rationality, 
and pragmatism. 
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6.1.1. Philosophy of Science 

Pluralism/Monism
Most psychiatrists term themselves ‘eclectic’, and apply mostly partial theories to 

. Only rarely was there a ‘single theory’ approach taken 

having ‘affinity with’ a certain theory or thera
‘suits them’. This corresponds with the literature 

scientific
and theoretical

taxonomic

Stronger affinity to a single approach increases the ‘import’ of relat

I: … So you’re a bit of a Jack of all trades.  
Psy 1: Yes. I’ve never felt at home in a small enclosed space with boundaries. That’s 
one of my characteristics.

Psy 2: Of course, I have a background in the analytical developmental model. That’s 
a background from the situation in ‘City C’ with X (well-known psychiatrist). That’s a 
background which sometimes, consciously or unconsciously, comes sailing through. 
On the other hand, there is the behavioral background which was also hammered in 
about complaints etc.

 
197 

I: Sometimes it’s portrayed as a battle, perhaps back then, there was the period of 
antipsychiatry, but, previous to that there was the dominance of psychoanalysis. 
Which was a kind of dichotomy. Maybe more in the US than here, but a battle between 
the two, that biological psychiatry has won, to put it very briefly.  
Psy 3: Yes, the funny thing is that on the one hand I’m all for integrating different 
faiths but on the other I find biological psychiatry fascinating. I’m a big supporter of 
it. Very fascinating. So, my approach is very diverse!  
I: Can you integrate them, those different perspectives?  
Psy 3: Absolutely. I see no opposition between them.  
I: You might say, on boundaries, that there are differences. The biological psychiatrist 
might say: The psychiatrist should do the medical bit, he’s not there to make people 
happier. That’s one remark that has been made in this regard. What do you think? 
Psy 3: I think that’s nonsense. Getting well has everything to do with well-being. You 
should hear people who’ve gotten better! They can hardly believe their eyes and ears. 
Isn’t that great? Working on people’s well-being?  
I: My question is, what’s your perspective against the background of being a doctor, 
a medic, a biological psychiatrist etc. How do you integrate those roles? You have 
psychiatrists who say: Yes, I’m for biology – you can ask yourself: what is that, 
biology? And they take it to mean that they focus on the medical part, doing 
psychiatric examination. And then there’s the psychotherapist who does his or her 
thing and he focuses on the rest.  
Psy 3: No, no. I’ve trained in both. Because there is good scientific research that 
combining pills and psychotherapy gives good results. So I have the diary method, a 
book on cognitive therapy I use. From my time in addiction care I was already very 
familiar with CBT. Behavioral modification. All those sectors I carry with me.

I: What are the things that for example point you towards the frame of one 
theoretical direction over the other?  
Psy 4: Well, maybe it’s my own background. I followed a Rogerian training. But when 
I did that training, the really pure Rogerian view wasn’t around anymore. Since they 
called it eclectic even then. So it was a little of everything, a mish-mash, and in that 
training I veered a little more, you read a bit about behavioral therapy stuff, about 
relationship things, about psychodynamic things, well after the training I continued 
with the psychodynamic advanced training so that gained a lot more emphasis in my 
way of working, I think, than the behavioral approach.

Psy 5: I think I’m very practical. I’ve never been a ‘School’ type myself [referring to 
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the psychotherapeutic schools] You can also say, I’m pragmatic. I think that if 
someone should be treated with psychoanalytical psychotherapy, we should do that. 
It should be carefully considered, but that’s true of all treatments you give. That goes 
for all therapeutic perspectives. So what I’m saying is: I’m not principled. I can live 
with a lot of different solutions. Good idea, why not! I tend to see the positive side of 
things.

Psy 6: I trained as a psychoanalytical psychotherapist and have been one since 2010. 
I have a private practice in which I try to work psychodynamically as much as 
possible. Unfortunately, that isn’t always possible, but it is what I aim for.

I: So you could say you had a number of qualities as a person and a certain way of 
working that appealed to you. But there is also a certain step to say, Okay, I want to 
practice this profession, to specialize. What prompted that choice?  
Psy 6: Quite simple. I ran into problems myself and underwent psychotherapy, 
without knowing what it entailed. Before then I had little affinity with psychiatry. I 
was interested in it and did well at it, but I still thought very mechanically, like a 
doctor, someone in internal medicine. I’m from a family of doctors, so you take some 
of that along naturally.  
I: You describe it as mechanical thinking?  
Psy 6: Yeah, you know: disease, causal, like that. When I did my psychiatry rotation I 
was mainly occupied with how the brain works, how medication works, the receptors 
etc. I was well schooled in the hardware and got an 8 out of 10, while the resident 
that supervised me thought I wasn’t too good with patients, ha ha! He thought that 
was a laugh too. Anyway, later I got some problems. I went into therapy with a 
psychoanalytically schooled psychiatrist. I kind of identified throughout the therapy. 
With the person and with the therapy. Maybe more with the image of the person 
sitting there. I internalized it in this way, and specialized in it besides my psychiatric 
training.

I: So you went into [residency] training and you were already very interested in 
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analysis. In this period, you encounter all those other theories. What does that mean 
if you put it into the perspective of your personal development previously and you 
view it from the perspective of theories that you use in practice. Rogers, CBT, systems 
therapy, all theories on how things work. How did that develop in that period? Did 
you make choices, or not?  
Psy 6: No, I didn’t make choices. You are presented with very many different theories 
and backgrounds. What you do then naturally is… I was interested analytically but 
wasn’t in training to be an analyst, then. So you’re trained eclectically, at least in 
various directions. I still have, in my work… my framework is, in principle, dynamic, 
especially when I’m thinking diagnostically. But in my work, in treatment, I also do 
CBT bits. I also work systemically if I think it’s necessary. In fact, I’m sometimes 
working eclectically because pure analytical processes can only be applied to a 
limited number of patients. So, I’m someone who works pragmatically and sees how 
things go. Also, within analysis there are also many schools of thought….. So there 
isn’t one frame of thinking. It’s important to realize that. The point is to be aware of 
what’s out there and to know very well when a patient will benefit from a certain 
approach. That requires a certain sensitivity and experience.

‘right approach’ to the problem.

Reductionism/antireductionism
y tend to reduce ‘surface features’ 

‘surface diagnosis’, assuming the disorder under examination is ontologically 
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I: Do you have a causal theory of ADHD? General thoughts on its causes and where 
they lie?  
Psy: Yes, on ADHD I can be brief. I think it is primarily genetically determined. You 
can see that. I’ve been working with ADHD for eight years now. Ten to one that a 
patient has someone in their family tree who has it too. So yes, of course it is 
exacerbated if it is present in statu nascendi, by the effects of upbringing or by 
another sibling, or by parents who can’t cope with it.

I: That’s clear. So you’re saying it’s a disorder that can be localized within the 
individual. Let’s take the example of a relationship problem. That, we could say, is an 
interactional phenomenon. And a depression that is heavily determined by social 
circumstances, you might localize somewhere between the individual and society, in 
where you locate what is making someone ill. But with ADHD you say it is strongly 
within the person.  
Psy: Yes, whilst it is never, it’s always both. Ten to one the children have been bullied 
at school because of their ADHD and were marginalized. I think that this also 
exacerbates the ADHD.

I: Okay. On this topic I’d like to ask you a few questions. You started by expressing 
your interest in the brain and neurosciences. Can you tell me wherein the attraction 
in these fields lies or lay?  
Psy: The creative part on the one hand, the analytical side that you need to use and 
that is always fulfilling. Also, it’s one of the great mysteries that are still around: ‘How 
does the brain work?’ It’s very influential in daily life and it’s very interesting to 
understand more of it. Also because you can neutralize a lot of things this way, taboos, 
religion, that kind of thing. 
I: Can you explain that to me?  
Psy: For me, everything a person does, thinks or feels, has a biological substrate. So 
in this regard I have a physicalist approach. So it’s to understand more of all this 
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mystery that is going on out there, where there is a lot of religion and taboos, difficult 
things between people. They still exist but are more easily explainable. Do you 
understand what I mean?  
I: So in the material world norms and values don’t exist, and everything is neutral? 
Psy: Yes.

Psy: Not everything is based on an RCT. That’s impossible. How I respond to the 
patient in the intake, that’s personal of course. That hasn’t been proven by an RCT 
whether that is the most effective intervention she needs. You notice that as a 
therapist, due to the fuzzy scientific information on this kind of interactional subject, 
you make decisions based on your own experience and insights, at this micro-level. 
For one person, you make the judgment that a CGT-approach will be the best way to 
tackle a problem. For someone else, you will view it more from a 
psychodynamic/psychotherapeutic perspective, and for someone else, you might 
combine the two. You judge which approach gets the best response. You’re 
performing research in practice to ascertain what gets the best result. That’s what I 
define as the best.

Psy: I started working in practice and I worked for a year at a classic Riagg15 in 
Amsterdam. A neighborhood ambulatory service with people who’d worked there for 
decades. The team welcomed me and I seriously meant what I said, that I discussed 
with them, that I maybe didn’t think that talking was that important. I thought we 
should just influence the brains. Through medication, generally. They laughed 
heartily at that. That was an enjoyable, formative year! I learned then that talking is 
also important. And that was interesting. That psychotherapy is effective.

I: This idea you had at the Riagg, was it connected to an idea on mental disorder? You 

                                                             
15 Riagg: Regional Institutes for Ambulatory Mental Health Care, established in the Eighties in the 
Netherlands and now mostly extinct, having been swallowed up in institutional mergers.  
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said it was a kind of a biological psychiatric idea, was it connected to those major 
mental disorders.  
Psy: No, not really. It was mostly the biological perspective. Can you explain mild 
complaints with disruptions in neural networks or lack of activity here or there.  
I: So a causal explanation?  
Psy: Yes.  
I: So the thinking goes: mild complaints too have a physical causal base.  
Psy: yes.  
I: About that causality. Do you see that differently now?  
Psy: Yes. Sometimes I read those popular books and I find myself agreeing more and 
more with the criticisms thereof. It’s a bit of neurobabble. It’s always ‘well mirror 
neurons ensure we can do this and that’. I keep thinking: don’t separate these things. 
It’s just… we are all of this. It’s whole and cannot be separated. The complicated issue 
of ‘we’ve found where it is, it’s here and you can see it on a scan when you experience 
this and this’. That’s become more complete and more integrated in my head.

and responsibility for one’s actions.
I: For example, I can’t blame someone who’s highly psychotic for the wrongs he’s done 
caused by the psychosis, since his will is disrupted at the time.  
Psy: Yes. I’m thinking of autism too. One the one hand I’m against reification but on 
the other I do think there is something there. That there is something wrong with the 
connections in the brain.  
I: Would you, from this perspective, say too that that makes it a real disease? That the 
problem is fundamentally at that level?  
Psy: Whether that is by definition necessary?  
I: Yes.  
Psy: Then it’s about the question, does someone have real symptoms or real 
dysfunctional behavior. Your question then is, can that always be found at the level 
of neurobiology, if you can find out all you want to know about it?  
I: Well, I actually mean, in a related thing, since you said, you thought there was 
something wrong with the connections, that sounds like for the pathology, that is the 
most important level. That doesn’t mean to say there’s something wrong with other 
levels, just that at this level you say: “Yes, this is where the problem is!” 
Psy: No, it isn’t the most important level. I once heard the comparison: what is 
temperature? If you only describe it in terms of the speed of air molecules then you 
describe it in a basic, physical manner. But that doesn’t tell us what we experience as 
temperature. Warm or cold. That is temperature too. I don’t believe the one is more 
important than the other. I think you should pay attention to both. Those two levels. 
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And that both can be helpful to understand and to do something with it. So both 
meaning and the physical level.

I: There is a tension in the sense that it is very important to find the right level, that 
given by nature. There is a reality out there and we must attempt to approach it, to 
describe it. That is what science is. And that is what psychiatry should do. This is an 
argument to practice a certain form of science. An idea of science and progress. On 
the other hand, you might propose that psychiatry should stay very pluralist and 
shouldn’t be forced into singular or plural causal specifications. But this is based on 
the idea that it would be impossible to find a singular cause. For the spectrum of 
psychiatry that proposition would be unlikely. Some people say that that reduction is, 
in principle, possible, others that it is impossible. In principle. What’s your idea?  
Psy: Impossible. The reduction towards one area that you’re focusing on, where of 
course something’s going on and where you can find something concrete or 
pathological, to derive it from there. It’s one expression, that you can say. But if you 
reduce it to that then I think you’re not only letting down the patient but you’re letting 
down science too. If you limit yourself to that and lose sight of other things. As if an 
epidemiologist would only look at diseased cells and not at the way in which the virus 
is transmitted from one person to the other. From a pragmatic perspective too, it 
would be very bad.
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Psy: [In my practice] the people who come to me, if it’s not about diagnosis, then we’re 
in a pharmacotherapeutic perspective, always or nearly always according to the 
guidelines and if not, then we’re consciously deviating from the guideline and it’s 
always discussed. So the perspective is evidence based medicine whereby the second 
perspective is that the patient knows what we are doing. So he’s not just sitting there 
and leaving with a prescription in his pocket and then we’ll see what happens. He 
knows why we’re doing this or why we aren’t doing it. Why we are putting something 
up for discussion or why I want to know something. I also ask them to prepare things 
at home or find things out. You could call that a kind of activating behavioral therapy.
 

Empiricism  

I: What would the ideal form of science be for psychiatry?  
Psy: That’s a rather general question. What do you mean exactly?  
I: How should we best acquire more knowledge about mental disorder. How should 
we do that, ideally. Take it any way you want to, I’m purposely leaving this open for 
you.  
Psy: By continuing to study the questions that are there. That’s in the epidemiological 
research that points you to relationships. The whole area of genetics where there is 
much to study. Things like imaging studies. The effectiveness of treatments.  All kinds 
of psychodynamic and psychological explanations are harder to study, I think. But it’s 
very important still to keep studying the effectiveness of treatment methods. A form 
of psychotherapy or which factors in psychotherapy contribute to the result. I think 
it’s especially important to study all areas. Both psychotherapy, fundamental 
biological research and epidemiological studies. I think you have to do all of this.

 
Paradigmatic views/ Social  
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‘Alignment’ theme,  e.g. connecting ‘market values’ & materialism, and might take 

Psy: …Basically I was much influenced by X and Y. They were the heads of the 
department where I followed my residency training. This led to me taking a 
psychodynamic perspective and also being a supporter of the biopsychosocial model. 
I: Those two things you mention. Can you say what they mean for your daily work? 
Psy: The psychodynamic approach determines how I talk to patients, how I view 
them, which things I emphasize. It’s also a way to translate emotions to manageable 
concepts for treatment. It makes it understandable to me and places it in a framework 
enabling me to discuss it with the patient in such a way as to develop a rationale and 
whether that rationale is true or not doesn’t really matter. Whether patients can use 
it productively to me is the most important thing.  
I: Whether it’s true…. that doesn’t matter?  
Psy: Not on my account. The truth isn’t demonstrable, so far. We don’t know how it 
all works, yet. Currently, the biological approach has priority. But those are also 
models. Everyone seems to feel as if that is the truth or reality but in my view, that’s 
doomed to undergo the same fate as psychoanalysis.  
I: What fate is that?  
Psy: That people say, at a certain point: “it’s not actually like we thought it was,” and 
then a new insight occurs. When I was in training psychoanalysis was unassailable. 
It was the truth. That’s how you viewed patients and if you couldn’t you’d be excluded. 
And slowly that paradigm has shifted to biological psychiatry.  
I: Being excluded, do you mean this as a social process too?  
Psy: Yes. A psychiatrist was, where I was trained back then, a psychoanalyst. But that 
was limited to that city I think. At least, it was very clear there. And in [city Z] directive 
therapy was coming up, half way through the Seventies. Slowly, van Praag rose to 
attention, the whole biological psychiatry boom. That is now what is the truth and is 
where most scientific successes are claimed and that has to do with… I can say what 
I think right? The paradigm is not just determined biologically but epidemiologically. 
As long as we can count we have the idea we can approach the truth. I think that’s a 
mistake.

 
Causal dualism   
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‘biological’, or psychological/social. The

I: Is my impression correct that you’re saying: “I’m eclectic but I do think that I make 
a different mix for different disorders”?  
Psy: Yes.  
I: What determines this?  
Psy: A disease concept. I think of schizophrenia as so clearly biologically determined. 
And then I don’t think, sixties-like, that’s it’s all due to society. Whereas ADHD, well 
that’s one narrow example, but I think there’s a large social factor involved there.  
I: So for different mental disorders…  
Psy: Yes, they’re very different in their genetic or biological substrate.  
I: So you’re saying, that I should replace the term ‘biological’ by ‘physical’?  
Psy: No. I mean: less determined by social and environmental causes.  
I: What then is the biological other than environmentally determined?  
Psy: You can’t cure schizophrenia with psychotherapy. You can improve it, but not 
cure it. You can cure a depression with psychotherapy.  
I: So things you can’t treat with psychotherapy are biological?  
Psy: No, but it does play a role in the treatments you choose. If someone has a 
Pervasive Developmental Disorder or Schizophrenia I’ll much sooner start with a 
biological treatment. I’ll have much more faith in a biological treatment in these 
cases.  
I: And this has to do with a biological cause. So you connect cause and treatment to 
each other?  
Psy: Yes.

Because you can’t cure it with psychotherapy. This is consistent with alignment of 
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Realism/antirealism 

I: In the end you make a diagnosis both for autism and for depression. But you also 
kind of play it down, right at the end when you talk about your view of the problems. 
You say: “I distinguish two things. The situation has lasted 7 years in which the 
concentration has gone and is very low, a feeling of uselessness, failure, and fatigue. 
That is something that fulfills the depressive features and a serious burnout and 
depression are not always easy to distinguish from each other.” The patient then says: 
“Someone said to me, I think you’re depressed, I said yes but I don’t experience it as 
depressed in the sense of negative but as passive.” You say: “A kind of anesthesia of 
your emotional life. Could very well be a depressive trait.” You gave an extensive 
explanation. But just now you said you’d do things differently in hindsight?  
Psy: I’m glad to see I put things in perspective. I do downplay those classifications a 
lot. Which actually makes it (offering a diagnosis) easier. With ADHD that is of course 
the case. What we too often do is that something is really SOMETHING. That’s when 
a description becomes an explanation. Conjuring a rabbit out of a hat that you put in 
there earlier. If you see a classification as a description of something your patient is 
telling you without saying that it is already ̈ something¨ that has been explained, then 
you can classify more easily. Then you’re putting the classification much more into 
perspective. That’s how I see ADHD too.  
I: Right. That’s interesting. That’s in the questionnaire too. There are different 
directions there. One is a kind of a constructionism and corresponds to what you’re 
saying: diagnosis, that’s a way of organizing things, a way of organizing our 
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observations. Without talking about ‘things’. 
Psy: I usually make a diagnosis because it is a working hypothesis that has utility, not 
because it is The Truth. If I think that someone will be aided by the diagnosis as a 
means to a treatment plan, then I make the diagnosis.

being defined as ‘brain disease’. This was explored further.
I: What’s your reason for prioritizing the brain?  
Psy: And…not…something else?  
I: The whole body, for example..  
Psy: Ah, that’s very clear, I think. The brain of course is connected to the whole body 
through the autonomic nervous system and the hormones. Of course, people feel their 
mental complaints in the body, by definition. They’re not carrying on, it’s really there! 
But it is generated centrally.

I: There are people who say that a dysfunction is not something we can define at a 
material level. In the end it’s a normative thing.  
Psy: But surely there is a lot more research that seems to prove the biological 
substrate? 
I: The argument goes that the deviation from biological statistics is dependent on a 
previous normative judgment.  
Psy: Which brings you back to the question of boundary setting. That quantitative 
area, right?  
I: Yes, that’s related, it’s about the essence of disorder.  
Psy: But if you quantify it, you can stay very neutral, can’t you?
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Idiopathic vs. Nomothetic  

I: How do you choose between scientific theories? Do you say one is better than the 
other, or?  
Psy: During residency, you do have this tendency. You search and have periods when 
you think, nonsense, all this overcomplicating, medication has a clear effect… and 
then you backtrack… to get into a different perspective. But it remains a difficult 
search. I have never succeeded in writing off one of those perspectives or theories. But 
I also think they’re insufficient, the theories. I tend to look for common factors. 
Attention, patience, seeing the person, the delusions, the delusions of the person, 
paying attention to the movement. These are all aspects that I think are all important 
and effective, but not specific to one theory. But I force myself to not be more assured 
than I am entitled to. I could make things easy for myself…but I wouldn’t be doing 
justice to reality.  
I: So if you want to do justice to reality, you say, you don’t have a good foundation on 
which to write off a theory.  
Psy: Yes. It´s a struggle. It doesn’t make the profession meaningless though. These 
people have burdensome complaints, and I think, to put it simply, that people are 
most helped… maybe that’s a kind of theory, a view of my profession… that you do 
your best with your best reasoning, the best application of different theories… Our 
profession then is bit of pulling and pushing. And you often find a way through. You 
needed be ashamed of that. It often works. Pulling, pushing, a little of this, a little of 
that. I think that’s the best you can do.  
I: So it’s a very practical profession, grounded in pragmatic practice.  
Psy: Yes. But I also have a kind of ideological idea that I… The interplay between 
experience and values I think is very important, very essential. The person-centred 
approach, whatever complaints someone has, I think is very essential. Maybe more 
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than others. Keeping an eye on what is troubling someone, has in himself, how he as 
a person is going about things, that is often much more important than trying to 
change the person. 

Psy: In somatic medicine, it’s sooner clear whether someone needs a certain 
operation, I think. Though it’s not all cut and dry there either. But see, you have 
certain basic data. Your antipsychotics for psychosis, though that also isn’t that clear 
by the way! (Laughs) Because they’re given for different things now. But let’s say: we 
have a fairly clear system for pharmacotherapy, and its indications. It’s wise to 
adhere to those recommendations. And if you do your work with reason and a warm 
heart, then you generally do it better than if you follow the rules to the word.

Psy: The first thing that springs to mind, I’m not sure whether it’s a value, it’s very 
guiding for me… that you see a person as he is. At least, you try. That you don’t judge 
someone, categorize someone, that you don’t project your own hypothesis over 
someone. That’s very difficult, by the way! But that you really try to hear what 
someone is saying and you try to understand that in their context. And that you 
assume that the patient is speaking the truth, and that what they say demands 
respect. I’m very focused on the patient as the center of things. As information, 
information of the truth which you have to work with.

6.1.2. Legitimacy  

Therapeutic outcome and pragmatism   
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as an agent towards improvement. Most participants’ highest value, 

of pragmatism over truth value: ‘if a rationale works, it need not necessarily be 
true’). The professional charge or remit may demarcate/limit Level 1 (e.g. ‘help 

e incompatible with patients’ or professionals’ views of good 

shown above under the ‘paradigm’ theme. 

‘good outcome’ for the p

I: Your practice. Do you see what you do as a scientifically guided activity?  
Psy 1: Can you specify that question a little?  
I: It’s about the foundation of what you do, why you do what you do. So how you treat 
people, pharmacotherapy, intakes, everything that may be grounded in science.  
Psy 1: I think it’s a hard question to answer. From a very technical perspective I’d say 
yes. But my interaction with patients is a result of who I’ve become. How scientific am 
I then? So I don’t know.  
I: Let me put it differently: “Not all my actions are a result of scientific analysis.”  
Psy 1: Not everything springs from an RCT, that’s impossible. How I respond to a 
person in an intake, that’s very personal of course. That is not something that has 
been proven in an RCT or may be the most effective intervention that he or she needs. 
I: What are your views on the perspectives in psychiatry, as a therapist who is 
involved in personal contact? If I say that at least part of what you’re doing can be 
captured in an RCT, in a more general way, not at the micro level.  
Psy 1: Not at the psychodynamic level we were discussing. Of course, it would be very 
nice if that could be the subject of scientific research. But if we must prioritize there 
are other areas, like neural networks and substrate conditions… I think are more 
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important. A lot of that interaction will prove itself in practice or be rejected in 
practice.  
I: Does that imply that you could conclude: the strictness with which you ground your 
practice in science should be mitigated based not only is reasonable, but also 
measurable? 
Psy 1: Can you give me an example?  
I: Let’s say you apply psychodynamic theory. Then I could suggest that 
psychodynamic theory is unfalsifiable. There may be some research supporting the 
effectiveness of psychodynamic therapy but at the level of micro-interventions or 
understanding I could advise against its use. The theory is unsustainable: it uses 
unproven and unprovable concepts. Now you might say such criticism is radical… 
Psy 1: What’s the alternative then?  
I: Don’t do it. Talk to people, but don’t use the theory. Use something else. 
Psy 1: So you’re implying it could be harmful? 
I: Yes. I’m taking a strong scientific position and saying: you’re paid by the 
community, you’re a scientific professional so you’re obliged to use concepts that have 
proven themselves. CGT, for example. No more talking of transference, talk about 
cognitive schema’s.  
Psy 1: Yes, you notice that as a therapist, given the fuzzy nature of the scientific 
information on this kind of interaction subject, you make decisions primarily based 
on your own experience and insights, at this microlevel.  
I: Yes, but are you saying that…  
Psy 1: In one case it’s your personal judgment that a CBT-like approach will have a 
better effect for a certain problem. In the other you might view a situation more from 
the psychodynamic/psychotherapeutic perspective. And in another you’ll combine 
the two, maybe. You see what approach gets the best response. You’re doing research 
in practice by observing what gives the best response. The latter I define as the best.

I: Do theoretical ‘schools of thought’ play a role in your practice? 
.. (discussion on what is meant by schools of thought) 
Psy 2:  Hmm, what would have inspired me? I think I use things from diverse schools. 
Sometimes I make a dynamic interpretation if I notice it helps. I use, I think, 
behavioral approaches pragmatically. I think I try to integrate a lot of things. I don’t 
think that a biological perspective alone is fruitful.  
I: But are these conscious choices or has this been more of a gradual development? 
Psy 2: I’ve become acquainted with different things and have formed my opinion of 
them. I’ve formed my own totality.  
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I: And your guiding concept is what is ‘effective’.  
Psy 2: Yes. What helps, what in the end helps your client to move further.

I: Psychodynamic theory, and its assumptions, what’s your opinion of it, as a theory? 
Psy 3: I don’t know. I don’t have a fully-formed opinion on the matter.  
I: Is it important to have an opinion on this question?  
Psy 3: I don’t think so. I can do my work fine without it.  
I: Well, it’s about an explanatory theory, it’s one example. If psychiatry is an applied 
science, then it should develop scientific theories, test them and their etiological 
theories. So a psychiatrist should have an opinion on these theories, whether they are 
good or bad. But you haven’t got an opinion.  
Psy 3: It’s not my aim to test theories. My aim is to understand the patient.  
I: Explain the difference to me.  
Psy 3: You’re asking me whether I have an opinion, as a scientist, on psychoanalysis. 
As a scientist, I have no opinion on the subject, and I haven’t delved into it. But if you 
were to ask me for an off-the-cuff opinion I’d say it can’t be based on evidence (at 
least, the psychoanalytic theory). Being involved in psychoanalysis hasn’t actually 
established a theory in my mind. It’s established a way of working. The curiosity of 
exploring together with the patient how it’s all put together. 
I: But do you think psychiatry should be accountable for the scientific standard of its 
causal theories? Evidence, for example. Applying theories in practice that are 
supported by facts? Or, if I understand you correctly, the theory you apply, you might 
apply some aspects of psychoanalysis, that helps me to understand the patient. If that 
works well, then that becomes apparent in practice, and that’s good enough. A 
different way of legitimizing oneself to society is through the effectiveness of one’s 
treatment.  
Psy 3: That’s certainly the most important…  
I: Yes, but there are people who say that’s all fine that you want an effective 
treatment, but they don’t think it’s enough because the medical profession should use 
the scientific method, and that includes testing the theories you use. So not doing that 
is too relativistic and that raises the question: how scientific is psychiatry. People 
might as well go to a quack selling snake oil and making them feel better. So, what 
kind of science should psychiatry be?  
Psy 3: Medicine exists to treat patients. That is the final arbiter. I think a well-proven 
theory can be very useful to practice medicine but it is not absolutely necessary. If you 
have a method that demonstrably (through scientific research) works but you don’t 
know how it works, I wouldn’t care. Of course I’ll remain interested in how it works, 
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but in the end I’m applying it already. What the theory is, is not necessary in order to 
treat the patient. It is handy to have and to improve your therapies and to understand 
why it helps one person and not the other. But a theory is not a necessary condition. 
If it were, then we wouldn’t be allowed to practice psychopharmacology since we 
don’t really understand why antidepressants work. If we weren’t allowed to practice 
things we don’t understand fully then a lot of what works in medicine would be 
forbidden. And especially in psychiatry!

RCT’s, biology, evidence.

 
Scientific Legitimacy  

I: Can you say what you base your practice on as far as scientific theories go? 
Psy: I feel the urge to say: NOT, but that’s not entirely possible. But if you ask me 
whether there is one… If I look at how I filled in the questionnaire, probably not. I 
think I’m very eclectic…. (expands on residency training and experiences with 
different psychotherapeutic approaches).  
I: How does this relate to science, your development, and that of other psychiatrists. 
It’s a very different image than that of a classic natural science training, like 
chemistry or physics, where you learn laws. Like relativity theory. Every physicist 
knows it as should know it. But that doesn’t go for psychiatry.  
Psy: Thankfully not.  
I: Thankfully not? But what is the case then? Can you say something about theory 
development in psychiatry. Is it scientific or not? How should we see this?  
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Psy:  Thankfully not, because that’s the biggest challenge there is. I’m sure that’s the 
best there is.  
I: What does it yield for you… that you can discover?  
Psy: It gives me a palette of possibilities. No corset, no structure I’m stuck to, I can 
switch where necessary. The disadvantages: opponents might say: “Yes, but then you 
can’t fully exploit the resources of one theory.” That is certainly true because I don’t 
know myself. Switching between theories, including biological theory, is part of this. 
I think the patient, and myself, we both feel most comfortable with this.  
I: Could you say, instead, that you do apply some corset of theory, in the sense that 
you base yourself on knowledge, but from different domains? Biology, psychological 
theory, but different forms of knowledge, not leading to one single theory being so 
dominant in practice that it becomes a corset?  
Psy: In fact I only have one theory, and that’s all directions together, that is the 
theoretical foundation I use.  
I: Kind of a foundation for eclecticism?  
Psy: Yes.

hasn’t actually, so far, delivered many fi

says “Thankfully not,” indicating his satisfaction with the ‘palette of 
possibilities’ the lack of scientific evidence pointing towards one s
affords him. This ‘deficit legitimacy’ was echoed by a substantial number of 

comes up short from the natural science perspective or is a ‘young science in a
highly complex domain’. The main domain in practice where scientific research is 

above ‘deficit 
legitimacy’ succinctly.
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I: What role does science play in your practice?   
Psy 1: As in practice and as legitimation you mean? I’m tempted to say that science 
is of substantial importance. If something has been well-researched then that is very 
helpful. And I also believe that evidence-based medicine tries to ground itself in that 
science. Besides that there is a lot that science has no answer for so you’ll have to 
improvise. A very large part of our practice is improvisation or intuition or feeling 
things or doing things. There are also a lot of specific factors going on and something 
can be said about these from a scientific perspective. From a different domain, I think 
that you have to make sure the therapeutic relationship with your patient is good, 
even if it’s about pharmacotherapy, that’s a scientifically grounded strong factor. 
Which is sometimes overseen in scientific discussion I think. In academic centers, I 
sometimes have the idea that there is a strict focus on this is it and what it should be 
with regard to medication, so quite strict, a protocol that becomes a bit narrow. So 
my idea of science is as helpful from many angles…

I. Okay. A different subject. Science. Can you tell me how you use science in your 
practice? 
Psy 2: I use what I read. Professional literature. That’s where I read about the state 
of science and I take my things from that.  
I: And does that work well for you, with this psychiatric science?  
Psy 2:  Hmm, tough question. If you look at the way I’ve been describing my views of 
the profession then I think regarding science, it doesn’t help me.  
I: What doesn’t help you?  
Psy 2:  Scientific information, or maybe I read the wrong books or magazines, but I 
read what on average everyone reads which is articles on imaging studies, pills and 
biology. What helps me most, but what I in fact don’t read enough, is magazines on 
forms of therapy or psychotherapeutic practices. I do read them, but not enough 
psychotherapeutic magazines.  
I: But how do you explain this discrepancy then? You literally said that what you read 
isn’t helpful. Why read it then?  
Psy 2: Well, I read the magazine Psyfar (journal focused on pharmacotherapy). I 
prescribe quite a lot of pills so I feel I should stay up to date, and it also gives me points 
[this refers to re-licensing, AR] so I don’t have to go to symposia. I hate symposia. 
I. Why do you hate symposia?  
Psy 2:  On this kind of subject, pharmacotherapy, it’s all about trial this and trial that, 
that’s unappealing to me, and hardly informative. I’m reading an old book now about 
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difficult clients. I really like reading that. I also read a lot about Acceptance and 
Commitment Therapy. You might call this science. Contemplative works.

them, pragmatic pluralism was not a ‘deficit’ position, but philosophically 

Psy 3: The science on etiology has produced much less. That’s why I think I scored 
lower on the biological side (MAQ). I view it still as of very little relevance to clinical 
practice. I don’t mean medication but more the neurobiological processes or the HPA 
axis etc. It is still the case, and that’s very unfortunate, that you don’t need the 
pathophysiology of our disorders to understand a disorder and to understand and 
treat the patient. In the other medical professions that’s different. Much more directly 
linked.

Most participants’ views of science are of natural empirical science. When thinking 

the view that the science of psychiatry hasn’t provided many clinically relevant 

especially its ‘turn’ to

I: I’m interested in your views on the development of science in psychiatry. How has 
it gone and where are we now?  
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Psy 1: Well, where are we now? Firstly, we have made a tremendous step forward (I 
always compare it to the time when I was in training [this was in the early Seventies]), 
it’s unprecedented. There is fantastic scientific research being done, we know a lot 
more about which treatments are effective and which aren’t. Less – more. Of course, 
there is still much that we don’t know but if you look at the bright side then I think 
we have made a large step forwards. On the side of diagnosis, I think we now have 
structured diagnosis which may have gotten a lot flatter (the DSM, the classification) 
but is has supplied unicity. And that’s very valuable. But you have to move further.

Psy 2: I see psychiatry as a medical discipline in which natural science clearly is at 
the forefront. So when I talk to people I think in terms of functions, functions of an 
organ, the central nervous system. If that doesn’t function well, as with depressed 
people which can develop due to stress and prolonged exposure to external difficult 
circumstances, circular flows develop in which certain areas of the brain are less 
active or overactive…that’s how I view it. That’s the medical approach to my 
profession. The functions of the brain.

I: How do you use science in your practice?  
Psy: Define ‘science’.  
I: Okay, start with that question then! (laughter)  
Psy: Well, measuring is knowing. But knowing is also experiencing of course. There 
are different degrees of knowing. Some say that the highest form of knowing is that 
coming from randomized controlled trials but the problem is that those are always 
about patients that aren’t your patients. They’re never the same kind of patients, 
they’re a selected group. I mean, what person or family lets himself be treated with a 
placebo antidepressant if he’s really depressed? There’s something strange about that 
in the first place. 
…
I: So what’s the current state of science in psychiatry? 
Psy: To a large extent it’s a human science. It’s not just natural science. And the state 
of it today? I think that it’s pretty good that we, together, not on an island, generate 
questions and that you study these as well as possible, you publish and discuss these. 
That’s of value. But what then also becomes apparent, and I think that’s typical, is 
that non-specific factors in encounters are the most important. What method you 
apply, that’s far less important. I think that’s a very important finding. That kind of 
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puts me…If you practice with a warm heart and a cool head, you won’t mess up too 
quickly! Then science will not be able to prove you’re doing it wrong!

 
Professionalism and professional expertise  

(evident in the view: it’s more important for something to work than whether it’s 

relationship between professionalism and science: either through ‘deficit 
y’ or through philosophical pragmatism/pluralism, it was the 

physician

I: So my question to you is: How should a psychiatrist legitimize himself to society? 
Psy: Yes, he should. But he shouldn’t do that at the expense of everything and at the 
expense of his own identity. If so, you lose yourself. What I do see is the other side. The 
‘scientification’ of psychiatry. In my view, it has highly deleterious effects. I see the 
young people I encounter, especially emphasize this. And they’re always going on 
about results and spin-off and diagnosis has a prominent role and attached to that 
without a doubt there has to be one direction, one line and a maximum number of 
sessions connected. That’s how it goes. It’s almost a calculation, a scientific 
calculation that is done. I know the managers sitting there have that even more. They 
share that with the people entering there. They didn’t do it to me since it’s apparently 
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pretty hard to find psychiatrists these days. You’re a scarce commodity and then you 
have more freedom. I know the oppositions. I avoid confrontations. What I actually 
do is the idea that is the most important in therapy, that you meet people and you 
talk to them. If I see with others there’s a discussion like, how should this be done? I 
tend to say: “Well, go talk to them and see where that leaves you and don’t focus too 
much on the result.”  
I: Can you tell me what the negative consequences of this development towards 
science are in your opinion?  
Psy: The main thing is that symptoms, that people present with and are troubled by, 
have to be removed as soon as possible and that the meaning of those symptoms has 
hardly any value. It’s like a disease. You have to remove the disease as soon as possible 
to get the patient better. The whole mechanism of how the symptoms arose is skipped, 
so to speak. That’s of tertiary importance and should be gone as soon as possible. I 
notice this very strongly where I work. I always try to say the symptoms aren’t there 
for nothing. If you take them away I don’t know what has happened. Because, 
someone has produced them with a kind of logic behind them which has brought 
forward this symptom, which you must respect. You can look into this and examine 
what has happened. See whether or not there is a different way to express the conflict 
or the trauma underlying it. Other than simply removing it with medicine or with 
behavioral treatment.

I: We saw this intake was aimed at performing a personality examination/diagnosis 
and we have two questions here. Firstly, what does that entail for your approach? 
And secondly, is this representative of your daily work or do you get different 
questions and follow a different approach?  
Psy: This is representative of what I like to do. Not of what I’m always able to do. It 
depends on the kind of question, what kind of diagnosis. Because sometimes that can 
be a lot more psychiatric. I note that in this intake I miss that aspect. Since the 
question also involves bipolar disorder and my conclusion is that I don’t have 
indications for that. Probably not but that isn’t apparent from the report. Since I 
didn’t ask a lot about facts. Are you sleeping badly, are you busy… So it kind of 
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depends on the question involved and the time I get for it. That is a tension these days. 
That you don’t get as much time any more to perform a psychodynamic investigation 
like I learned and the way I would like to do. Which is much more about biography 
but taken in a certain way, namely more towards an adult attachment interview, in 
which language again is very important, and in which you try to interpret what a 
patient says and how he says it.  
…
I: So you began to say that this is an example of how you like to practice. It was 
demarcated by the kind of question you receive but also by the amount of time given 
by the organization, which has said you get a maximum of so much time for this 
question, and so much time for that question.  
Psy: Yes. It’s not as if it was said aloud, that you can’t take more time, it’s more of a 
vague pressure you feel. About how much production you’re making, and this can’t 
be done, psychiatric examination what is that exactly? My impression is that these 
are two different things, psychiatric examination or what I’m doing. But in my 
experience, they’re not that different.

I: You have incorporated knowledge from many areas. But when you then go to work 
as a psychiatrist, what knowledge do you need and use then? 
Psy: It starts primarily with making contact, with conversation skills. That is the basis 
for everything. Making contact with people, mastering your conversation technique, 
having a repertoire at your disposal with which you van be succinct and to the point, 
or receptive and patiently attentive. That’s how you build things. That’s the basis of 
our profession. Mastering as many of these things of the palette as possible. Also, the 
dynamic that develops between you and the person or the system opposite you, 
mapping that. Once you’ve mapped that, you build towards the condition. You have 
techniques for that. Besides that you assess very well whether someone is clear of 
mind, whether there aren’t any strange cognitions. Once you’ve done all that you see 
whether someone’s ill of healthy. And if you think someone’s ill, what do you find 
there? Are there neurological diseases, or endocrine diseases? That’s how I build my 
story.
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therefore, from residents’ perspectives, is evaluated from a practically engaged

An emerging theme within this theme was ‘affinity’

‘liking’ a therapy was used by a number of participants. This sense of liking can be 

Psy 1: When I was 18, straight out of middle school, I started studying medicine. I 
finished it in the allotted time. After that I started on doctoral research, very briefly. 
That was in X. Biological markers for schizophrenia. I did a stress test. I thought this 
was just the thing for me when I was studying medicine. I thought: I’m gonna be a 
biological psychiatrist. All very interesting. First maybe a neurologist, and then go 
into psychiatry. But on my neurology rotation I thought it was a bit dull. I really 
wanted to be involved in the higher cortical functions and it turned out that that was 
more a psychiatrist’s work than a neurologist’s. That’s how I arrived at psychiatry. 
But after a few months of my research I found that there were a lot of questionable 
assumptions involved, and to cut a long story short we agreed that I would terminate 
my involvement. I went into practice and worked for a year at a classic Riagg in Z. 
This was an ambulatory neighborhood team. This team welcomed me and I seriously 
meant what I said, when I told them, that I maybe didn’t actually think that talking 
was that important. I thought: let’s just influence those brains. Medication, generally. 
Well, they all laughed heartily at that. It was a fun and formative year! I learned that 
talking is also important! And that was quite interesting. That psychotherapy is 
effective.
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of the ‘epistemic 
jolt’ described in the previous chapter: the participant, in the space of one year, and 

materialist view towards a pluralist (‘talking is also important’) perspe

I: You can say that he as a person had certain qualities and a certain way of working 
that appealed to you. But then there is a certain step to say for yourself: Okay, I want 
to do this profession, specialize in this. What made you make that choice?  
Psy 2: Quite simple. That has to do with the fact that I had some problems myself and 
went into psychotherapy, without knowing what it was exactly. Before that I had little 
affinity with psychiatry. I was interested in it and I was good at it, but I still thought 
very mechanistically like a doctor, an internist. I’m from a doctor’s family, so that kind 
of thinking you acquire naturally.  
I. You describe it as mechanistic thinking?  
Psy 2: Yes, just like disease, causal. Like that. When I did my psychiatry rotation I was 
mostly occupied with how the brain works, how medication works, etc. I had an 
examiner for my rotation, I was well versed in the hardware, and he was quite 
impressed so he gave me an 8, whilst the resident who was supervising me thought I 
wasn’t very empathic with patients. Ha ha ha! He thought it was really funny! I 
enjoyed that rotation. But anyway, after that I had some problems, that I won’t go 
into, but I started psychotherapy with a psychoanalytically schooled psychiatrist. And 
I kind of identified with him after a while. Both as a person and in the theory…these 
things overlap. Not the person himself, because he was there as a therapist, but more 
with the image, the figure sitting there. You create it of course. I met him later and I 
was a bit disappointed, when he was speaking normally. But that’s logical because 
you make something of it yourself in the dynamic. He worked from the analytical 
tradition. I integrated this in this way, and specialized in it besides my psychiatric 
training. Yes?  
I: Certainly. So you had a clearly meaningful personal experience in which a certain 
identification occurs. And also because of this you’ll have a certain affinity with the 
whole way of thinking and process of analysis  
Psy 2: Yes, I started to appreciate the body of thought of psychoanalysis. It also 
becomes part of yourself because of the long process.  
I: So in fact you could say, the formation of theory and the personal process can’t be 
separated from each other.  
Psy 2: In fact not, no.
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Personal and professional values  

Psy: In recent years I’ve been working with solution-focused therapy. Supervening 
above diagnosis, you could say. And partially inspired by this approach we have 
modeled our ‘front door’ and supported by management we really do perform 
stepped diagnosis, you could say. So, you don’t have to know more than is necessary. 
Necessary for the patient to be satisfied with his or her care. So for example you can 
start with the solution-focused approach and then you don’t know in advance what 
should come first. If people leave satisfied after three sessions then we’re happy too.
…
I. And what do you focus on in such an encounter?  
Psy: Can I find relevant things for treatment that help someone to advance? What 
can help? Always strongly focused on: is this of benefit to someone?  
I: How does this differ from other encounters? It sounds like a general pragmatic 
principle, very general. It would probably also go for other encounters?  
Psy: Yes. I try to make a broad assessment of what could be the problem. But really a 
kind of a scan of all areas… and in later encounters, that’s all been decided. Then I’ve 
looked at it and we’ve thought this and that and we’ll carry on further on this track 
for now.  
I: So in different encounters, I imagine, if I try to put myself in your solution-focused 
approach, you put less energy into exploration, then you much sooner move to 
pragmatically attempting to intervene and seeing what that delivers in the sense of 
progress?  
Psy: Yes. What helps or could help. The big difference is that in a classic psychiatric 
examination I’m the expert and in the solution-focused approach the patient is, in 
principle, the expert. What’s helped you before? Where are your strengths? What are 
your talents? What do you like doing and if you really think about it, what exactly 
helped you back then? Etcetera. So you’re putting the client in the center.

This participant’s pragmatism also extended to guidelines for pharmacotherapy:
I. On the subject of pharmacotherapy. Do you follow the guidelines which are linked 
to DSM-categories?  
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Psy: In principle I do. Sometimes I’m pragmatic in this to. Guidelines don’t entirely 
exclude pragmatism. If people remain depressed with a first SSRI then I sometimes 
tend – if there are sleep disorders and if a little weight gain isn’t an immediate 
disaster – to add mirtazapine because it has a quick effect and instead of switching 
the one for the other of which I suspect a bit: Well, is this actually the case? So I explore 
the boundaries a bit. And I’ve quite often seen that it helps. There is some evidence for 
it, and it’s not in the guidelines yet, but let’s do a combination treatment of 
antidepressants. I think it works better. There is some stubbornness there.

I: Can you tell me something about important influences on your perspective of the 
profession and your own professional practice?  
Psy: I think I have something in my character (already had) throughout my residency 
training which was more directive than in X [city where P was a psychiatry resident]. 
I still have that in my approach to work. I’m not a long-talking, chronic patient doctor 
and good at psychotherapy. The psychotherapies I do, they’re mostly quite short, 
directive and combined with hypnosis, strongly focused on symptoms, no more than 
6 or 7 sessions. Then people have to have recovered quite some bit. That’s different to 
my colleagues working at the day clinic. They think in months and years.  
I: You say it has something to do with your character and in part with your training. 
Values can be of importance there, choices you make. Can you say something about 
why this direction attracted you?  
Psy: I like it when people, where possible, quickly take responsibility or keep 
responsibility. I’ll seldom agree to taking over someone else’s responsibility. A little 
sweat never hurt anyone, not for me, nor for my patients. I tell them that too. “If you 
want to stay with me then you’ll  have to do stuff.” A little running otherwise it doesn’t 
take. So, a little touch of the resolute. I also don’t like moaning and whining and that’s 
a bit of a taboo in our profession. It works quite well for me, and if some people want 
a different doctor, that’s fine. Most of my patients are very thankful. Even the patients 
that struggle to improve would like to stay a bit longer, even if they do get a 
bollocking every so often.

Psy: I don’t accept patients dropping out. I really want people to come in and then 
we’ll talk about it. If they don’t want to come then I want to have talked about it. 
Maybe we’ll stop treatment or choose something else. But I want people to 
understand that I’m involved. That sounds very forceful and in some cases, it is. But I 
do it on purpose because I think it’s very important.  
I: In what sense important?  
Psy: That people don’t feel they’re a number. That it does concern me.  
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I: Is it important for their healing process or do you think it’s a general human value? 
Psy: I hope both. I think it’s important that it goes like this because I’d prefer to be 
treated this way too. 
…..
Psy: I see it more as something from myself. I think I’m a person that does that 
generally. People think I’m nosy too. You could call it that too. If I see something in 
the street that I think is funny, I’ll go over there and ask what’s going on. If something 
happens to someone on the street I’ll ask people for help. I don’t have to do that either. 
I: So your personal values and professional values correspond to your personal and 
professional style.  
Psy: Yes. And I try to teach my residents this too. I sometimes miss this in my 
colleagues.

manner. This leads to ‘import’ affecting the structure of the encounter 
hapter 3): e.g. high valuing of autonomy leads to a ‘following’ approach in the 

personal values and preferences, modulating the ubiquitous ‘role model’ influence:

Psy: My first supervisor had a very important influence on me. She was, in my opinion, 
a very engaged human person who had an eye for the person and was also very 
knowledgeable in many facets… A very capable and respectful, human psychiatrist. 
She gave me lots of motivation to do this. There have also been quite a few 
psychiatrists who gave me the motivation of: “Oh, right… that’s definitely NOT the 
way I want it.” My first supervisor certainly was the way I wanted it.  
I: And can you say what made you appreciate this, a kind of agreement, distinction in 
good things, or less or not at all in others?  
Psy: I don’t want to say others don’t do anything right but I also know psychiatrists 
who work very biologically and talked to patients for three minutes, didn’t talk to the 
people but just to the complaints… performed their practice in a very technical way. 
I don’t want to do that, I don’t like it.  
I: So treating the whole person and the person-centered approach, that was 
something that appealed to you, good and important?  
Psy: Yes. So things like patience, the calm attention in there, that appealed to me in 
my first supervisor. I strive for that too. I took that with me and hung onto it.
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She gave me lots of motivation to do this. There have also been quite a few 
psychiatrists who gave me the motivation of: “Oh, right… that’s definitely NOT the 
way I want it.” My first supervisor certainly was the way I wanted it.  
I: And can you say what made you appreciate this, a kind of agreement, distinction in 
good things, or less or not at all in others?  
Psy: I don’t want to say others don’t do anything right but I also know psychiatrists 
who work very biologically and talked to patients for three minutes, didn’t talk to the 
people but just to the complaints… performed their practice in a very technical way. 
I don’t want to do that, I don’t like it.  
I: So treating the whole person and the person-centered approach, that was 
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centered forms of therapy) is a feature of the category of ‘affinity’ 

Institutional influences  
‘Institute’ here refers to both educational institutes, the institute where one works, 

both the psychiatrists’ approaches and their way of thinking. Also include
content

I: Can you tell me about your views on mental disorders, their nature, how you 
generally see this. 
Psy1: Yes. This has obviously developed in the last twenty years that I’ve been in 
practice, and I think that in recent years I’ve tended to think but also practice more 
in the direction of biological psychiatry. And that practice mostly is due to the fact 
that we psychiatrists, I think, don’t have time anymore to do psychotherapies.

later date) performed a ‘psychiatric examination’.

I: This was a pharmacotherapy consultation as part of an intake. What does this 
imply for your approach?  
Psy2: I only have a limited time, and what I’ve read about the biography I won’t 
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repeat, so I skip a part of what I would do in an intake. I think I’m more businesslike 
than I would be in an intake. People generally know why they’re visiting me, so I 
usually don’t explain that unless I get the impression they don’t understand why 
they’re here.  
I: What do you yourself see as the main difference between an intake and a 
pharmacotherapy consultation?  
Psy2: Well, it’s more goal-directed.  
I: What goal?  
Psy: Well, checking whether the diagnosis is correct, judging whether I think there is 
an indication for medication, and if there is, giving information on the medication if 
there is still time left.

Institutional arrangements can also correspond with psychiatrists’ preferences:

I: I want to get back to the constraints in a medication consultation...  
Psy: I think it’s also me as a person, because I like to structure things, and I’m to the 
point, so it’s not just the setting and the client, but it’s also my own style.  
I: It’s a style you’re comfortable working with, but there could be a view on diagnosis 
behind it.  
Psy: I think it’s a combination.  
I: What’s your view then?  
Psy: That we have little time. But I think that if we did have more time, I would find 
it important to get a sense, quickly, of what’s going on and what has to be done. And 
yes, it also gives me something to go by.

taken from a discussion on ‘brain dysfunction’ in different disorders
I: Someone with an antisocial personality disorder could have a brain dysfunction… 
Psy: He does have a brain dysfunction, and maybe something happened at birth… 
I: But why then is this seen as a being less of a brain dysfunction than in 
schizophrenia? 
Psy: Well, then… it’s completely arbitrary. Completely.  
I: So how do we get ourselves out of this?  
Psy: We don’t. Ha ha ha. It also has to do with the pressure from science from outside. 
It used to be the case that your upbringing and society ruined you, but now it’s in the 
brain. You don’t make a good impression either, if you say that too much, that 
developmental idea, so I conform a little bit.  
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I: Is there a social pressure to think in a certain way with regard to causation?  
Psy: Yes. Yes, I do think so. Absolutely, especially in our profession, yes.  
I: And this influences you in actual practice?  
Psy: Yes. Certainly.  
I: And if there wasn’t this social pressure?  
Psy: Then I would treat the material and the immaterial equally.

I: Can you tell me what role your scientific views play in your practice?  
Psy: Hmm, difficult. I think that in the hospital I wear the hat of my residential 
training: meaningful, existential, descriptive, but I’ve had to depart from that. 
Because the other, the natural science – biological model, obviously is so central 
today. If you look at psychiatric training after the turn of the century, it seems to be 
only the DSM. It’s become so descriptive. At the polyclinic, I try to use my old model 
from my residency period [related to meaningful understanding and existential 
concerns]. That is my frame of reference. Just numbering depressive complaints, etc., 
I find very reductionist. At the polyclinic you can give a more analytical description. I 
do notice some frustration in working with residents. Just descriptive work and then 
they’re finished, but the background often is missing. That bothers me. It’s difficult. I 
try to give them some sense of it but sometimes there doesn’t seem to be much interest 
for it. And it isn’t fostered by the training climate. Our professor is a very DSM-minded 
person. So.  
I: So you could say that part of your practice is actually influenced by the view, and 
in fact the philosophical views, of a professor, who partially determines the training 
climate. 
Psy: Yes, that reductionist model is far more reductionist than I would prefer. On the 
other hand it’s a challenge to do something with it from my point of view.  
I: What do you mean exactly by reductionist?  
Psy: Maybe the natural scientific, the biological, the descriptive. Identifying 
psychiatry with a sort of description, and that’s it. But there is a person sitting there. 
It’s not just a depression, there is a person behind it and who is that person then? 

I: Okay, we’re going to take a step here, because one thing we noticed in our analysis 
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was that in the encounter itself, which was coded, by adding a qualitative label to 
your interventions. So, for example, if you ask a question related to the experiential 
world of the client, then we code experiential, and if your remark is simply aimed at 
having the client carry on with her story then it’ll be coded as narrative. And what 
was notable, if you compare the verbatim report of your encounter with your own 
report and the letter to the G.P., was the relative proportion of medical codes. In the 
encounter itself they’re about 50-50, between more experiential/narrative remarks 
and descriptive-medical ones, the letter to the G.P. contains mostly medical codes. So 
I’m wondering why that is. 
Psy: Because the G.P. expects that kind of letter.  
I: OK so you’re saying…  
Psy: He wants a brief, businesslike letter and a diagnosis.  
I: Okay, he just wants a diagnosis. A medical diagnosis and prognosis. So the letter is 
clearly written from a pragmatic perspective.  
Psy: Yes. Which doesn’t interest me at all. I’d just as easily leave them out, myself. 
I: Right, just as easily.  
Psy: Don’t care a jot.  
I: Okay, those things have a purely communicative function for you then.  
Psy: I do it because it’s expected of me.  
I: How do you know that’s expected of you?  
Psy: Because that’s the way health care works. They never asked me to.  
I: No. Okay. Because you know the way health care works.  
Psy: And everyone does this. And you’re asked for this all the time: DSM-codes and 
things.

Alignment 
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I: Sixty percent of the interview is about these things [narrative], after about three-
quarters of the encounter a chain of questions on illness, weight etc. follows [shows 
transcription]. Then there is a number of psychiatric examination questions, and then 
you focus on medication. It looks like a switch in the conversation.  
Psy1: Yes, yes.  
I: Like you’re changing tack. Is that something you recognize?  
Psy1: Yes, and I also put sexuality in there, because I think it’s an important subject, 
but because it’s a first encounter and it’s better in this phase, I put on my doctor’s hat.  
I: Why is that a ‘doctor’s hat’?  
Psy1: Because it’s very specifically the somatic side. And my legitimation towards the 
Inspection, attention to medication, that you really attend to the physical side, yes.

 
I: In your report of the intake you see the same mix of life story and medical facts. In 
your conclusion you offer an explanation that stays close to the patient’s explanation, 
namely immense sorrow for her father. You choose to emphasize that aspect. Besides 
that you list a number of psychodynamic causes. In the encounter itself your own 
therapeutic contribution is pharmacotherapy. Is that down to division of labor?  
Psy2: Yes, yes, that’s a very complex problem. I have to legitimize myself in order to 
be allowed to see her and that goes by way of medication (laughs). So if I don’t give 
her medicine then I can’t see her again (laughs). 

I: Can you say what your view is. That idea of paradigms that haven’t completely 
developed. Can you identify those in psychiatry? You just said: biological psychiatry 
and its assumptions, it says something about the relationship between mind and body, 
and according to you makes strong statements on where the cause lies or at least in 
prioritizing a causal level. Are there other rounded narratives in your opinion?  
Psy3: Most obvious is the psychologist who doesn’t want to know much about biology. 
That everything is explained psychologically. The brain is quite static and maybe 
there’s free will, influence, and.. I don’t know if this is relevant but I do often notice 
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when I’m working and trying to think in certain directions, inspired by books on 
solution-based theory, then I think that I should see something more as a doctor 
because it’s a bipolar pattern. Maybe it’s mild but it’s clear. Mood changes and such. 
Then I always feel a kind of a transition, a switch. Thinking: this is like a transition to 
a different story.  
I: What kind of story?  
Psy3: More biological.

Psy4: Sometimes we think we know something about neurotransmitters and that 
psychotherapy can influence neurotransmitters and that should be our way of 
thinking [of psychiatrists], that we should examine and stay interested in, and follow, 
even if it doesn’t pan out. But still, it’s our way of thinking. In this way we differ from 
the theologian or the psychologist… otherwise I don’t see the difference.  
I: Yes. How we distinguish ourselves from other professions.  
Psy4: Yes, I thought it was very strange that we wrote a letter to the Ministry together 
with the psychotherapists. I thought: that’s stupid! Then you’re saying that in fact 
you’re doing the same thing! In fact you have to say that a psychiatric psychotherapy, 
that’s not the same as psychotherapy. A social worker or psychotherapist can do that, 
they’re the same. Anyway, those are relevant discussions. That’s where science is a 
governing mechanism, together with all the limitations of schools of thought and 
scientific criticism… 

encounter. Time and time again participants spoke in terms of ‘in DSM mode’, ‘the 
doctor’s hat’, ‘the biological, descriptive perspective’, connecting entities at 
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6.2. Summary 

psychiatrists’ psychological theoretical frameworks mostly consist of 
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practicing

affinity

jority of participants equated ‘science’ with

natural science as ‘real’ science. The aspiration to ground psychiatric practice in 

current
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affairs doesn’t imply a lack of legitimacy: where science is present, it should be 
applied, but where it isn’t, their recourse is good clinical practice, which involves 

causal/meaningful explanations in written reports to referring G.P.’s: these are 
descriptive

factors akin to those represented by the ‘hidden curriculum’ concept in 

strongly guided towards the ethical goal of ‘good outcome’.

 

6.3. Discussion 

6.3.1. Theory choice, development and practice 



6

Science and legitimacy in practice

 
234 

 

6.2. Summary 

psychiatrists’ psychological theoretical frameworks mostly consist of 
psychotherapeutic

practicing

affinity

jority of participants equated ‘science’ with

natural science as ‘real’ science. The aspiration to ground psychiatric practice in 

current

 
235 

affairs doesn’t imply a lack of legitimacy: where science is present, it should be 
applied, but where it isn’t, their recourse is good clinical practice, which involves 

causal/meaningful explanations in written reports to referring G.P.’s: these are 
descriptive

factors akin to those represented by the ‘hidden curriculum’ concept in 

strongly guided towards the ethical goal of ‘good outcome’.

 

6.3. Discussion 

6.3.1. Theory choice, development and practice 



Chapter 6

 
236 

participants this was grounded in a ‘deficit legitimacy’ related to the ‘traditional 
view’ (Fulford et al. 2006) of science. In this so called ‘received view’, facts and 

, and a ‘values out’ picture 

e, but see these as ‘second best’ foundations, hopefull

participants also supported a ‘commitment within pluralism’ epistemology fitting 

bing the academic climate of the center as ‘leaning towards 
the DSM’), suggesting a role for context dependence in the development of personal 

participants’ views of ‘real science’ and in 
the conceptual associations apparent in alignment: the ‘doctor’s hat’ is associated 
with description, RCT’s, EBM, DSM, biology, materialism. This accords w

al., 2004). We observed a tendency towards alignment of the scientific, ‘doctor’s 
perspective’ on the side of ‘real psychiatric diseases’ which were viewed as 

‘models’ based on the research here, the consistency of conceptual alignments in 
this area are suggestive of Marcum’s (2008) biomedical and humanistic models, 
mirroring Jaspers’ cla

ee judgment. Phenomena outside the ‘real psychiatric 
disease’ category could also be included within the domain, if connected to 
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‘clinical judgment domain’, legitimacy is derived from the expertise of applying the 
correct analysis to the phenomena, conducive to ‘good outcome’, and achieving 

science isn’t ready at hand. In fact, Cartesian science/clinical skill dichotomies may 
a view: if the facts aren’t available, there’s room for ‘mere’ 

(the ‘doctor’s hat’). The alignment between the role of the physician and the more 
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r and those present not only in the psychiatrist’s repository of relevant 

sychiatrists’ frequent referral to the DSM system as ‘mostly 
used for reimbursement purposes’. A methodological by
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’s welfare impl

accords with the ‘client fit’ model, and subscription 

With respect to pragmatism, the question of ‘whose values’ are in play is relevant 

determining ‘good outcome’? A

practice, of ways of causal thinking. If we hark back to Eraut’s statement (2005) on 
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‘theories relating to the professional ideology’, the conn
profession defines its ‘expert knowledge’ with regard to the social contract, and the 

the profession of psychiatry will find its way into the psychiatrist’s office through 
alignment and social channels, as a form of Eraut’s ‘cultural knowledge’.

 

6.3.2. The constitutional role of values 

understanding of ‘good outcome’. However, we saw in Chapters 3 and 4 that 

and the selection of explanatory theories conducive to the psychiatrists’ 
understanding of ‘good outcome’. This chapter adds to that description a 

experiences of ‘good’ and ‘bad’ pract
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241 

enjoyment

one’s task well, successfully, and in accordance with one’s own values. The concept 

the concept of ‘affinity’. The fact t

ny profession’s expertise 

naturalist and dichotomous



6

Science and legitimacy in practice

 
240 

‘theories relating to the professional ideology’, the conn
profession defines its ‘expert knowledge’ with regard to the social contract, and the 

the profession of psychiatry will find its way into the psychiatrist’s office through 
alignment and social channels, as a form of Eraut’s ‘cultural knowledge’.

 

6.3.2. The constitutional role of values 

understanding of ‘good outcome’. However, we saw in Chapters 3 and 4 that 

and the selection of explanatory theories conducive to the psychiatrists’ 
understanding of ‘good outcome’. This chapter adds to that description a 

experiences of ‘good’ and ‘bad’ pract

itional ‘values out’ view of science (Fulford et al 2006). If values are 

 
241 

enjoyment

one’s task well, successfully, and in accordance with one’s own values. The concept 

the concept of ‘affinity’. The fact t

ny profession’s expertise 

naturalist and dichotomous



Chapter 6

 
242 

‘fact plus value’ alternative, is that it comes into conflict with the 
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‘mindlines’ away from individual psychiatrists’ value judgments of what makes 
‘good treatment’, and towards a greater degree of implementation of t

‘theoretical ideology’ and politica
“providers of health care may attempt to disinvest in established services for which 
there is no clear RCT evidence”. Since the publication of this article, the role of the 

the Health Insurance Law states that treatment should proceed ‘according to the 
current state of science’. This was later specified to prioritize EBM (CVZ 2008). A 
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6.4 Main points Chapter 6 

• The dominant epistemic approach in this study is pluralist. Explanatory 
theories are matched to phenomena (Chapt. 3) and legitimized chiefly 
through pragmatism, both in relation to practice (good outcome) and 
science (successfully tracking world events). 

• Pragmatism is supported at the scientific level by empiricism (e.g. EBM) 
and at the practice level by clinical judgment and practical knowledge. 

• Psychiatrists tend to view causes of mental disorder in dualist terms, as 
either material (‘biological’) or immaterial (‘psychosocial’). There is 
ontological alignment between the nature of the cause and the nature of 
the suggested treatment. 

• On realism vs. antirealism, and reductionism vs. antireductionism, a 
diversity of opinion was noted. 

• There is a slight hierarchical preference for natural science as socially 
legitimizing for the profession as a whole, leading to a ‘deficit model’ 
legitimacy for clinical judgment. Therefore, there is a tension between 
privately espoused pluralist pragmatism and the centrality of professional 
expertise, and the sense that more monistic, materialist and scientistic 
views are more effective as socially legitimizing. 

• During training, residents evaluate psychiatric theory from a practically 
engaged position. A key concept in this process is ‘affinity’: the mutually 
influencing and reinforcing of personal/professional values, evaluation of 
validity of theory, and personal/professional experiences of applied theory 
in practice. 

• Such values affect the defining of the ‘medical good’ involved in 
pragmatism. 

• A second key emerging concept is ‘alignment’: correspondence of epistemic 
and other values and/or ontology across domains 
(practice/institutions/society; folk language/theory/institutional and 
political discourse) with a reinforcing effect. 

• Psychiatrists differ in their approaches to institutional influences and 
constraints. They are capable of identifying dominant epistemic 
preferences (e.g. ‘Our professor is very DSM’) and alignment (‘I put on my 
doctor’s hat’) and take up a position depending on personal/professional 
values. 
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Methodenstreit or the ‘two cultures’ of science (Allan 

function in the sense of ‘exclusive professional knowledge’, then the outcome of 


