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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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functioned as the ‘official’ and 
e ‘social 

contract’ (Bhugra, Malik & Ikkos 2011) . To answer this question, 

Plan of the chapter 
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7.2 Historical and philosophical perspectives on science and psychiatry 

7.2.1. Science and the formation of the profession of psychiatry  
In the early nineteenth century, before the term ‘psychiatry’ had been coined, care 

meant for the insane. Asylum doctors drew up a ‘medical declaration’ attesting to 

, the ‘Charitable Decree’ (Menschlievend 
Besluit
‘unfortunates’ and of supervision b

’s

Feith, ‘referendaris’, i.e. head, of the Department for Poverty Affairs

Utrecht, pushed for change. Schroeder van der Kolk later became known as ‘the 
Dutch Pinel’, both for his persistent efforts on behalf of humane treatment for t

or the actual inspiration he drew from Pinel’s ‘traîtement morale’ 

                                                             
16 In this section, an effort has been made to use terminology suitable to the period described. 
Berrios has published extensively on the caveats relating to anachronistic use of psychiatric terms, 
see for example Berrios and Porter (1995). 
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the separation of patients according to gender, class and ‘excitability’, was taken 

ually practice ‘psychiatry’, but were 

‘father of Dutch psychiatry’. He was First Physician

                                                             
17 Dutch physicians of the time were divided into three classes (‘standen’), depending on their 
education. First class physicians had graduated from university and obtained a Ph.D. in medicine, 
obstetrics or surgery. The second class consisted of surgeons, apothecaries, country physicians and 
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Nederlandsche Maatschappij tot bevordering der Geneeskunst

“Collective practice and development of psychiatry on the one hand, cultivation of 
psychiatric knowledge amongst Dutch physicians on the other, therein lies the aim of 
our Association. But thereby she envisions but one goal! That is the welfare of those 
to whom our branch of science is devoted, by ensuring an effective treatment, both at 
the commencement of their illness, and throughout its course… Her devotion to the 

                                                             
ship’s doctors. These physicians had served apprenticeships or had followed one of the seven Clinical 
Schools founded in 1928. Finally, army physicians had their own specialized training. 
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welfare of others however need not make it forget the interests of its own members.” 
 

“Idealism and self mutually exclusive.” The pro
that what is good for psychiatrists, is good for patients, evoked by Ramaer’s words, 

commencement of the DAP, psychiatry was not included in universities’ medical 

Griesinger’s approach in Germany in roughly the sam

century generally (Engstrom 2004). Vos (2011) states: “Academic recognition was 
st profession.” The 

the ‘Dutch Association for Psychiatry and Neurology’ (DAPN). The period that 
followed was marked by the broadening of the profession’s interests beyond the 

nfines of the asylum and towards the domain of the ‘nervous diseases’. 
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conflict with (local) governments’ concerns with the costs of funding such 
judiciary’s attention 

to citizens’ legal rights in relation to involuntary treatment, which at the time 

, 

d in its Committee Report: “Are the physicians of our Asylums deserving 

of a layperson?” The free access of the public prosecutor to the asylums was 
rejected because “it 
an unscientific contrarian.” (ibid.)

natural
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being integrated into medicine on scientific merit. Psychiatry did not ‘graduate’ 

ambitions

7.2.2. The science model of early psychiatry  

of ‘psychiatric’ science of the mid teenth century Netherlands. It wasn’t until 

Kolk’s students Ramaer and Donders would later occupy highly influential 

latter as successor to van der Kolk as professor of physiology. It wasn’t until 1921, 

saw previously, the position of the asylum doctors in the actual ‘care’ for the insane 
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“Our science is in a highly extraordinary state, approximately that, in which a society 
finds itself after a revolution. At that point all emotions are in flux, one does not know 
what will become of the matter, the organizing hand is yet absent and from all 
directions people come running with plans to save the fatherland. Such is also the 
case with our science, it too has experienced a great revolution; the Psyche, which has 
dominated it throughout all ages, has been lifted from its throne and it is unlikely that 
its authority will ever be recognized again in science. It will be long, however, before 
its last traces are erased, and the names, which it has imprinted on our concepts, will 
retain civil rights within science for a long time; we cannot even accurately imagine 
what names will take the place of those, that are derived from her, mental 
phenomena, psychology, psychoses, psychiatry and so on. 

I do not wish to look down upon theory, but if she is to carry some import, she will 
have to be grounded in actual facts and not leave from naked thought concepts, she 
must, to quote Napoleon, ‘crown the building’, though he, as a theorist, in fact gave 
his building one crown, and as you are aware of, but one powerful swipe was sufficient 
to collapse it. 

Therefore, psychiatric science has no need for theories, but what can serve it, is the 
accurate knowledge of the workings of the different parts of the brain upon one 
another (Italics in the original). Previously Flourens, Longet and others have brought 
remarkable facts on this matter to light, but a new phase in this knowledge has begun 
through the studies of Hitzig, Ferrier, Nothagel and Fournié, and it is notable, that 
the pathological observations of recent times (Charcot, Vulpian, Pitres, Westphal, 
Samt, Bernhardt, Kuhn etc.) so thoroughly confirm the physiological studies, that we 
may expect to arrive at a complete knowledge of the relationship of different parts of 
the brain to one another. Then we shall, helped by a better analysis of the psychic 
phenomena than we currently possess, be able to think of a theory, which will be the 
crown of our scientific building.”  

                                                             
18 Translation by the author. Representing differences in the flavor of late nineteenth-century Dutch 
compared to present-day Dutch has not been attempted, instead an as literal as possible a 
translation has been made. 
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profession’s legitimacy.

7.2.3. Current developments in the profession of psychiatry 

quickly move forward to examine the same questions regarding Dutch psychiatry’s 

development, through the ‘consultation bureaus’ and the ‘Medical Educational 
Bureaus’, of social medicine, aimed at prevent

In the early twentieth century, a number of factors served to promote the ‘mental 
sciences’ (generally referred to as the human sciences): disillusionment with the 
results of the natural science project, Freud’s theories, and rs’ works on the 
Natur- and Geisteswissenshaften
Freud’s ideas and willing to give them a try. There was an ecumenical and 

Methodenstreit
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‘antipsychiatric’ movement and, allegedly, threats to psychiatry’s professional 

The history of ‘antipsychiatry’ in the Netherlands has been excellen

with the times, ‘ope the doors’ of both psychiatric institutions and the 

most influential ‘antipsychiatrists’ were themselves psychiatrists, including 

‘movement’. He lambasted the, in his view, dehumanizing and stigmatizing 

of ‘meeting with’ patients as opposed to the classical ‘medica el’. His book, 
“Who’s made of wood?” (1971) became a bestseller and was widely read by mental 

try (e.g. the protests against ‘electroshock treatment’) and ‘reductive 
biomedicine’. As the argument ran, the reduction from the mental to the physical 
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‘antipsychiatry’ as treatments for serious mental disorder. The psychotherapeutic 
ideals of the ‘younger generation’ of psychiatrists and psychologists chimed with 

the bolstering of investment in psychotherapeutic treatments. The ‘anti
authoritarian’ aspects of ‘antipsychiatry’ were more a manifestation of a wider 

of the profession’s reduced societal power.

. Postwar government’s creation of the welfare state was

“Policy documents in mental health care follow one after the other, 

government.” (ibid.) Where a century earlier, the asylum doctors had fought to 
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DAP remained ‘inward looking and 
environment’. He comments, with some astonishment, on the apparent passivity 

‘movement’, to the highly heterogeneous composition of the DAP at the time, a 

mans noted: “The Association lacks a consistent policy vision 
supported by its members. Outwardly, the Association’s policy leaves a fragmented 
impression.” Steps were taken to reorganize the DAP itself, including increasing 

ission was installed to develop a ‘Profile Sketch’, 
with the intention of “clarifying the image of the psychiatrist externally.” (ibid., p 

Kahn, characterized antipsychiatry as “optimistic, naïve, self
and overinvolved”, leading to “Dutch psychiatry falling year

research…”

coming neurosciences, embodied, amongst others, by the ‘Decade of 
the Brain’ initiative in the nineties o
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both the public (external) image of psychiatrists and their ‘market 
position’ were in fact favorable at the time, implying that the Profile Sketches 

internal

mental health care, in which the profession’s traditional position of power and 

profession’s formally professed scientific legitimacy.

7.2.4. The science model of the current psychiatric profession: the Profile Sketch 

psychiatry as ‘the medical specialty that occupies itself with behavioral disorders 
which are typified as “sick” .’ The definition of sickness was not limited to the 

                                                             
19 A linguistic note is necessary here: the Dutch language’s terminology for illness and disease differs 
from English and does not convey the same meaning. The term ‘ziek’ may apply to illness, and is also 
used as ‘feeling ill’ (‘zich ziek voelen’), but is also used for the English concept ‘disease’, therefore the 
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commission, best be described as ‘mental illness’. Psychiatrists’ methods were 
‘clinical descriptive’, and medical in the sense of ‘leaving from complaints and/or 

treatment’. The first PS, therefore, relates the professional identity of the 

role for the psychiatrist, reclaiming a position as the ‘playing captain’ amongst 

primus inter pares

in a ‘narrower’ definition as a medical specialist (ibid.). Kahn publicly 
argued for this change based on the idea that ‘psychiatrists have been viewing 

more as ordinary medical specialists’ (Maassen 2005). In the 

- 
escribe ‘specific expertise’, obtained 

- The report ‘Care for Many’ (Zorg van Velen

regard to psychiatry’s domain.
- 

reimbursement in mental health care, necessitating a ‘further description of 
the psychiatrist’s services’.

                                                             
Dutch do not convey the difference between ‘illness’ and ‘disease’ in the way English speakers do. 
The alternative ‘aandoening’ is closest to ‘affliction’. 
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- specific

- 

- 

“Professions on the move” (Beroepen in beweging

- 
Raamplan Artsopleiding

sociopolitical

system (hence the introduction of DRG’s), increasing the 
both one’s professional role and one’s ‘products’, here conceptualized as 
‘competencies’, in order to retain professional jurisdiction (Abbot
broad ‘bio social’ identity was seen as too broad, too vague, and, crucially
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“The work of every physician rests on medicine as science. This means in the first 
place that the diagnostic and curative acts of the physician must be based on 
testable assumptions. Such assumptions are, in principle, offered by the basic sciences: 
medicine in this context is applied science. Besides this, medicine is grounded in 
numerous sciences, such as physiology, genetics, pharmacology, but also 
psychology, sociology or philosophy. What is important is that diagnostic and 
therapeutic actions can be substantiated with testable findings from relevant 
scientific areas. The state of science therefore defines, to a high degree, the domain of 
both physician and specialist. This fully applies to the psychiatrist. 

A second aspect of science is related to the status of diagnosis and treatment 
itself. As an independent science medicine determines the validity of diagnoses and the 
effectiveness of treatment. For the individual physician this means, that for all his 
diagnostic and therapeutic actions he should be able to indicate at which level of 
scientific knowledge this is based. In this context ‘evidence based medicine’ is applied. 
EBM defines levels of scientific knowledge. Most certainty can be derived from 
knowledge which is based on repeated experiments which themselves conform to 
quality standards of reliability and validity. A weaker but not unimportant base for 
knowledge is, for example, expert experience. EBM demands that the physician lets 
his professional actions be guided by the highest level of evidence from research 
that is available combined with systematic experiential knowledge, whilst 
taking patient’s wishes into account. It goes without saying that in many 
complex medical problems, the highest rung of this ladder cannot be reached. 
The physician’s duty of accountability entails that he can indicate at which, 
highest attainable, level he has oriented himself. In choosing between two forms 
of diagnosis or treatment he in principle shall choose the form that is supported 
by the highest level of evidence, provided this is applicable to the individual 
patient. 

Empirical or experimental knowledge generally applies to research on groups of 
patients. Such knowledge, combined with practical knowledge, can be summarized in 
guidelines. In medical practice many situations occur in individual cases, which 
can be insufficiently represented in protocols or guidelines. This implies that the 
physician must be capable of acquiring ‘evidence based’ knowledge himself and 
translating this to the individual situation whilst thereby weighing the many 
factors, which may be relevant in this individual situation. The translation from 
pre-clinical knowledge or knowledge at group level to the individual 
circumstances is denoted as ‘the art of medicine’. The capability of applying the 
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factors, which may be relevant in this individual situation. The translation from 
pre-clinical knowledge or knowledge at group level to the individual 
circumstances is denoted as ‘the art of medicine’. The capability of applying the 
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skill contained in that concept to practice in a testable manner, requires 
intensive and prolonged practical experience, which can be tested through 
supervision and peer-to-peer coaching. In the practice of medicine EBM and ‘the 
art of medicine’ coincide. 

Every psychiatric treatment should be scientifically accountable. This implies that for 
such a treatment it should be indicated at which level of ‘evidence based 
medicine’ it is based. In so far as there are guidelines available, compiled or 
accepted by the professional association, the psychiatrist takes these guidelines 
as a starting point. The psychiatrist thereby explicitly takes into account the 
particularities of the individual patient, such as follow from his age and 
development, personality, life and illness history, future perspectives and life 
circumstances. Based on this the psychiatrist adapts the available guidelines to 
individual cases in such a way, that this adaptation is transparent and accountable. 
Reasons for deviating from the guidelines in individual cases are documented. 

This means that when instigating treatment for the diagnosed psychiatric 
disease, the psychiatrist makes use of clinical-epidemiological knowledge and 
knowledge in the field of psychopathology/nosology. In treatment the psychiatrist 
applies techniques, which are well-described, the balance of which between 
advantages and disadvantages is determinable, the effect or effectiveness of 
which has been tested in scientific research and which is accepted within the 
profession. The psychiatrist informs the patient on the indicated treatment, 
including besides the expected effect also possible disadvantages or side-effects. 
If for a certain psychiatric disease more than one treatment is possible, the 
psychiatrist not only lets himself be guided by his own expertise and experience, 
but explicitly by the patient’s wishes with whom the different options are 
discussed. If necessary the psychiatrist refers to a colleague, who is more 
proficient in the specified technique. 

As is the case for all of medicine, in psychiatry techniques are used which have 
been developed outside its own discipline. This goes for technical utilities, for 
medication, but also for psychotherapeutic techniques. Specific to a specialism is 
that such techniques are applied to patients with those kinds of afflictions, that the 
specialism aims to treat. The expertise of the specialist implies, that to this end 
the correct indication can be made based on clinical-epidemiological data and 
the analysis of pathogenetic factors in an individual case. This expertise also 
relates to the weighing of advantages and disadvantages of the indicated 
treatment, equally based on general clinical-epidemiological knowledge and 
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deliberations in an individual case. Because psychiatric diseases can interfere 
with the capacity for judgment of the patient and his ability to communicate, 
the balancing of the indicated treatment with the specific wishes of the patient 
requires special expertise in psychiatry. 

Some therapeutic techniques the psychiatrist can apply independently of 
cooperation with others. Other techniques however are too complex or require 
such knowledge or skill in a specified area, that the specialist cannot possess 
this fully. In such a situation cooperation with others is necessary. Such 
cooperation can follow a stable pattern and be incorporated into a 
multidisciplinary guideline or protocol, but can, in individual cases, also be 
determined ad hoc. Also, a situation may arise in which a certain therapeutic 
technique also belongs to the therapeutic arsenal of another profession. In the 
interests of the patient the psychiatrist makes clear arrangements regarding 
coordination. For some techniques there are official registrations. This applies 
to prescription medication but also for electronic equipment. The psychiatrist in 
principle limits himself to registered methods and indications. Applying a 
registered agent outside its indicated area (‘off label’) is discussed with the 
patient and accounted for in the report.  Applying methods that have not been 
registered and for which there is no evidence of effectiveness in a certain 
indication, in principle only occurs within the context of scientific research, for 
which the patient has given informed consent and for which permission has 
been granted by a medical-ethical committee. 

Where possible the psychiatrist contributes to the development of psychiatry by 
promoting scientific research, for example by initiating it himself or by 
participating in it.” 

 identity: ‘medicine as science’. This is later w

testable (empiricism), EBM should be applied, and EBM’s 
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7.3.1. Critique of the epistemology of the Profile Sketch 

Table 7.1. Overview of differences between the science views of the Profile Sketch 
and those found in our qualitative study.
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‘error’ argument, states that given the ‘endemic uncertainty’ i

“For example, if one is testing a new treatment for a disease, the level of evidential 
sufficiency will vary depending on whether the disease has an alternative, mostly 
successful treatment or whether there is no existing treatment, as well as on how 
deadly or harmful the disease is. If the disease is highly fatal and there is no treatment, 
a lower threshold of evidential sufficiency is often warranted before we claim the 
treatment has enough evidence to support its implementation. If the disease is mild 
and/or we have successful treatments, we can legitimately demand a stricter 
standard of safety and efficacy before releasing it on the market.” (Douglas 2016). 

following Dooyeweerd’s notions of spheres of responsibility (Chaplin 2011), 
interacting with each other, in which the sphere of science is made to ‘open up’ 
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illustrated by Polanyi’s phrase: “We know more than we can tell.” (Polanyi 1966). 

not ‘tellable’. Examples include: recognizing someone’s face, riding a bicycle, 
‘reading’ a patient, or excising a brain 

‘phronesis’: perceiving the moral demands of a particular situation. 

 
According to Philips, technical rationality states that “for 
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2008). Zachar and Bartlett (2008) add: “Technological rationality refers to 
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procedures are rules for action.” This phenomenon is also 

practice conforms to Philips’ definition of technical rationality: psychiatry as 

thereof to practice (“testable, accountable, transparent”) are mentioned. Such rules 

‘gold standard’ status of evidence

mentioned in this regard, in brief: the ‘understanding’ side of Jaspers’ 

“Until I learned about the concept of recovery as a journey, I was my disorder. I was 
provided with only one truth about my psychotic vulnerability and this was presented 
as the only truth. I was this devastating brain disease that could not be cured, and I 
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would be limited more and more in my functioning in daily life. Never -- during the 
years of my life that I was this ignorant, obedient patient -- was I given alternative 
options for what happened to me. Neither did professionals, psychiatrists, around me 
know about alternatives. For them, their (medical) truth was the only truth…. 

The largest part of my recovery journey so far took place outside and in fact despite 
the psychiatric system. The professionals in mental health care who ‘took care’ of me 
had never heard of a recovery perspective nor of the possibility of me changing from 
a patient position to citizenship. They worked within the medical framework that was 
disorder centered, not patient centered, and definitely not person centered. I had to 
fight for every step in my process. I wanted to come off medication, but didn’t find a 
psychiatrist to take up that challenge together with me. I wanted to talk about the 
contents of my psychoses, because they had been very traumatic, but this was 
considered too risky. What if it would trigger the next psychosis? And moreover, I 
wanted to revise the official story of my life of me being diagnosed with 
schizophrenia.”  

subjectivism relegating the clinician’s judgment to mere intuition, and ob

necessity of reduction (from meanings to causes), thereby ‘squeezing all the 
g out of patient’s experiences’. Slade sees this as dehumanizing: “By 

of humanity.” Other criticisms in this vein include the ‘voice of medicine’ versus the 
‘voice of the lifeworld’ studies, and ‘postpsychiatry’ critiques (Mishler 1984, 

‘being a patient’, less visible.
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the transaction beyond the maintenance of ‘contractual’ trust. 

of ‘contractual violation’, and the fact that e

 

ipants against ‘DSM psychiatry’, a concept 

‘external’, societal value with an ‘internal’, epistemic value. As we saw above, the 

of alignment of purportedly social and scientific values. Gupta’s analysis of the 
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psychiatrists’ awareness of this requirement of translation as a two

concepts as ‘blackboxing’ (1987).

network analysis to examine the ‘stabilization’ of the diagnosis of Dangerous 
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“stability” through efforts of actors in a network traversing science
ndaries. ‘Actors’ in this network included (humans) the British Government, 

subsidized special DSPD units, and concepts such as ‘safety’, ‘risk management’ and 
‘stigma’. Manning describes a com

ion from the clinical and legal professions to the Government’s proposals, 

“The Government’s proposals masquerade as extensions of mental health services. 
They are in fact proposals for preventive detention … They are intended … to 
circumvent the European Convention on Human Rights, which prohibits preventive 
detention except in those of unsound mind. With their promises of new money and 
research funding, they hope to bribe doctors into complicity in the indefinite 
detention of certain selected offenders. Discussion of the ethical dilemmas that these 
proposals present for health professionals is absent, presumably because they are 
ethically and professionally indefensible”  



7

Science and Psychiatry

 
274 

psychiatrists’ awareness of this requirement of translation as a two

concepts as ‘blackboxing’ (1987).

network analysis to examine the ‘stabilization’ of the diagnosis of Dangerous 

 
275 

“stability” through efforts of actors in a network traversing science
ndaries. ‘Actors’ in this network included (humans) the British Government, 

subsidized special DSPD units, and concepts such as ‘safety’, ‘risk management’ and 
‘stigma’. Manning describes a com

ion from the clinical and legal professions to the Government’s proposals, 

“The Government’s proposals masquerade as extensions of mental health services. 
They are in fact proposals for preventive detention … They are intended … to 
circumvent the European Convention on Human Rights, which prohibits preventive 
detention except in those of unsound mind. With their promises of new money and 
research funding, they hope to bribe doctors into complicity in the indefinite 
detention of certain selected offenders. Discussion of the ethical dilemmas that these 
proposals present for health professionals is absent, presumably because they are 
ethically and professionally indefensible”  



Chapter 7

 
276 

a concept, the deliberation may be misdirected e.g. towards ‘how 
eally treat persons with DSPD?’ rather than ‘what are the social 

scientific term ‘DSPD’?’  

7.3.3. Alternative conceptions of science and practice  
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has been called the ‘deficit model’ of science (Fulford et al. 2006), in which the 

differences of emphasis might be made. First, we will examine Glas’ normative 

from the perspective of the individual professional by adding ‘values science’ 

 

7.3.4. Towards a normative account of professional practice: the normative practice 
model 

Influential in this account are MacIntyre’s (1981) elaboration of Aristotle’s virtue 
cs and Dooyeweerd’s philosophy of dynamic and layered social practices 

volunteer associations. Besides this ‘constitutive’ aspect of social practices he also 
distinguishes a ‘direction’, or directedness, in the process of ‘opening up’ or 
‘disclosure’ of practices. Professional an
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Fig 7.2. Essential components of the NPM (Glas, in press) 

Dooyeweerd’s distinction of three constitutive rules
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S participants’ prioritizing of outcome, even over truth or 
theoretical validity. This is an expression of its leading aspect. In Dooyeweerd’s 

other aspects should ideally ‘open up’ to this aspect: they should function in 

knowledge must be ‘molded’ to contribute to moral medical practice. This aspect 
is exemplified in the ‘translation’ of guidelines, evidence

individual context, and not only the ‘patient values and preferences’ but all 

perspectives of practice and science. Following Dooyeweerd’s philosophy of modal 

the telos of medicine that these different spheres should ‘open up’ i.e. be supportive 
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when operating in these spheres? Glas’ account is extensiv
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set up a petition to ‘Stop ROM as Benchmark’. This petition caught 

telos

ication. To a degree this argument corresponds to recent writings on ‘new 
professionalism’, howev

counter the ‘values blindness’ described above, a 
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sted “the DSM way of practicing.” This manner of phrasing 
recognizes the cultural and social agency of ‘the DSM’, where the DSM is not simply 

(Sadler’s Mental Health Medical

focusing on “
everyday organizational life” (Orlikowski 2007). Sociomaterial research, and 

7.3.5. Enhancing professionalism: values-sensitive approaches  
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s expanded skill set I will denote as ‘
professionalism’, to draw attention to the degree to which it is a departure from 
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ychiatric care. Fulford’s solution to the tension 
between society’s desire for legitimation (of knowledge, practice, etc.) from a 

ical gap is to move from ‘strong foundations’ towards 
‘good process’, analogous to the move, with

(Wittgenstein’s ‘grammatical illusions’, Fulford 2013). Linguistic analysis’ 

concepts in question are actually used. Performing such ‘philosophical field work’ 

of a complex concept. Fulford refers to Ryle’s ‘logical geography’ as a metaphor for 

relevant to the specific clinical situation are central ‘practice skills’. The impression 

itself apart from ‘rules based’ approaches towards th
practice, instead striving for ‘balanced’ judgments of the values present in any 
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‘mutual respect for 
differences of values’ (ibid. 2013). As a practice

2011), and for its basis in ‘good process’ rather than a substantive (e.g. principles

than opt for the ‘radical liberalism’ of VBP, Thornton argues, one could supplant 

conflicts of principle) with a ‘modest’ version of VBP, in which judgments of value 

seen as a weakness ready to be exploited, where VBP could be a ‘Trojan horse’, 
legitimizing the political views of the majority through ‘good process’. As Fulford 
recognizes therefore, part of this debate is centered on a ‘forced ce’ in moral 
philosophy between ‘top down’ moral authority derived from principles and 
‘bottom ’ authority from the perception of moral particulars as features of the 

‘nothing more’ than competing views 
genuinely being heard. As Fulford sees it, this approach is ‘radical’ in the sense that 

Fulford’s approach is attractive in a number of ways, not the least in the promise it 

health. The ‘tool box’ it supplies for identifying, reasoning and discussing values 

we should understand adequate identification and ‘balancing’ of related values. 
VBP’s ‘toolbox’ may contain way



7

Science and Psychiatry

 
286 

s expanded skill set I will denote as ‘
professionalism’, to draw attention to the degree to which it is a departure from 

 

us to the conclusion that ‘foundations are not to be had’ 

ychiatric care. Fulford’s solution to the tension 
between society’s desire for legitimation (of knowledge, practice, etc.) from a 

ical gap is to move from ‘strong foundations’ towards 
‘good process’, analogous to the move, with

(Wittgenstein’s ‘grammatical illusions’, Fulford 2013). Linguistic analysis’ 

concepts in question are actually used. Performing such ‘philosophical field work’ 

of a complex concept. Fulford refers to Ryle’s ‘logical geography’ as a metaphor for 

relevant to the specific clinical situation are central ‘practice skills’. The impression 

itself apart from ‘rules based’ approaches towards th
practice, instead striving for ‘balanced’ judgments of the values present in any 

 
287 

‘mutual respect for 
differences of values’ (ibid. 2013). As a practice

2011), and for its basis in ‘good process’ rather than a substantive (e.g. principles

than opt for the ‘radical liberalism’ of VBP, Thornton argues, one could supplant 

conflicts of principle) with a ‘modest’ version of VBP, in which judgments of value 

seen as a weakness ready to be exploited, where VBP could be a ‘Trojan horse’, 
legitimizing the political views of the majority through ‘good process’. As Fulford 
recognizes therefore, part of this debate is centered on a ‘forced ce’ in moral 
philosophy between ‘top down’ moral authority derived from principles and 
‘bottom ’ authority from the perception of moral particulars as features of the 

‘nothing more’ than competing views 
genuinely being heard. As Fulford sees it, this approach is ‘radical’ in the sense that 

Fulford’s approach is attractive in a number of ways, not the least in the promise it 

health. The ‘tool box’ it supplies for identifying, reasoning and discussing values 

we should understand adequate identification and ‘balancing’ of related values. 
VBP’s ‘toolbox’ may contain way



Chapter 7

 
288 

further question hangs over the way in which VBP is proposed to ‘complement’ 
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evidence bar’ for the DSM
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es’ moves, as chair of the DSM Force, to prevent ‘false epidemics’ by 
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This focus on ‘consciousness raising’ with regard to values in science and taxonomy 
is a main feature of Sadler’s tho

nd taxonomies). Two features of this tendency are ‘values subjectivism’ and the 
‘politics science dichotomy syndrome’. The former indicates the view that value 

                                                             
20 Immanent critique: the philosophical or sociological method of analysis towards cultural forms by 
locating contradictions in the rules and systems necessary to the production of those forms. 
Contrasted with "transcendental" Kantian critical philosophy, this method aims to contextualize not 
only the object of its investigation, but also the ideological basis of that object; both the object and 
the category to which it belongs are shown to be products of a historical process. (Source: Wikipedia) 
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‘disciplined evaluatism’ is rooted in ‘relaxed naturalism’: the idea that values are 
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Thornton’s perspective may offer a bridge to those professionals wary of 
‘subjectivism’ and supportive of attempts to perform psychiatry in the scientific 
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‘real’ and ‘constructed’, are irrelevant. Once the fact
established as scientific fact it becomes ‘blackboxed’: the traces of its constructed
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‘diffusion model’ of power which holds that a successful command moves under

whom ‘translates’ it in accordance with his/her own projects (Latour 1984). This 

ughout the world. In Latour’s view this
(people, machines, black boxes) need to be ‘enrolled’, and their behavior needs to 

‘blackboxed’, it looks as if this spread has been accomplished by the “impetus” of 
the claim or the machine, its “inner strength”. By virtue of the strength of their 

effect hereof is the view of science and society as separate. Latour’s main 

‘inner strength’ of the machine or idea) a social determinism is added, but in 
Latour’s view both are artificial. Just as 

a ‘diffuse cloud of sensibilities than a theory given its

‘its lasting influences are a networked view of reality, and a radical treatment of 
human elements as equal contributors to the ‘networks’ that 

knowledge’.
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a “final word” on explaining just what has allowed this phenomenon to attain 

examine the ‘stabilization’ of the diagnosis of Dangerous Severe Personality 
Disorder (DSPD). Manning’s analysis, integrating factual and value

of research and institution, whilst professionals were found to ‘work within’
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“While participants lauded increased construct validity for their laboratory work, 

‘We’re creating some new categories, which I think is great for companies but not 
necessarily good for the overall management and treatment of patients. I think the 
DSM-5 is still an attempt to try and create very specific diagnoses that have a very 
specific epidemiology, very specific pattern and hopefully very specific treatment. But 
I think we’re still splitting hairs with what’s going on in DSM-5. And at the end of the 
day is it going to be helpful for patients? And is it really going to impact the way we 
treat these individuals? I don’t think so. . . . Moving some things from anxiety spectrum 
disorders to other things, is that going to make a difference? No. I think it’s 
conceptually not bad in some areas, but is it really going to alter the way that I 
practice? I don’t think so.’”  

the enactment of professionals’ work. work. Intra

and concludes: “Through the DSM, the financial interests of hospitals and insurance 

insurance providers.” Note how, from the sociomaterial perspective, intere

relate to such texts. The ‘working within DSM’ and negotiating 

in aid of his or her benefit
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7.5. Main points Chapter 7

• The natural science perspective was crucial in the social establishment of the 
profession of psychiatry in the Netherlands. This foundation was based more on 
the promise of natural science than its scientific standing and findings at the 
time. Related epistemic positions were: empiricism, material reductionism, and 
a trend towards eliminative materialism. 

• Throughout its history, the profession of psychiatry has aimed to emphasize its 
‘medical identity’ as a political effort to bolster its professional status. In the 
current document professing its identity, the Profile Sketch, epistemic values of 
empiricism, objectivity (taken as freedom from values) naturalism, technical 
rationality and the implied separation of theory/treatment and practitioner are 
apparent. This profile conflicts with the image of practice identified in this study. 

• The philosophy of science espoused in the PS offers insufficient resources for 
handling the values present in science. Also, the full codification of medical 
knowledge implied is untenable: some knowledge is inevitably context-
dependent and cannot be codified without loss. 

• There are resources available for handling values and science from a practical 
perspective, such as Values-Based Practice and immanent critique. Methods 
differ with respect to their views on the place and relative import of values in 
science. 

• Social studies of science aim to track the interplay of fact and value, social 
processes and scientific method. Actor-Network Theory is one example of a 
method enhancing the ability to trace interactions across domains. This 
approach suits the findings of the qualitative study as it may aid in identifying 
bottom-up and top-down epistemic and ontological alignments and resists a 
priori segregation of fact and value, nature and society. 

• The recognition of the presence and importance of values inherent in science 
and society and their intrinsic relationship with practice, requires frameworks 
ensuring good democratic process for handling them. Medical professionals 
require domain-specific knowledge and expertise in identifying and handling 
values.  Professional education should be based on an updated philosophy of 
science. 
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