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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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dysfunction to include behavior which might better be understood as ‘unwise’ 

 

TR that ‘no definition 
pt “mental disorder”’ and 

that ‘the definition of mental disorder that was included in DSM
is presented here because it is as useful as any other available definition’ (APA 
1994: xxi). Since Cooper’s criticism, however, efforts have been 
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“…each of the mental disorders is conceptualized as a clinically significant behavioral 
or psychological syndrome or pattern that occurs in an individual and that is 
associated with present distress (e.g., a painful symptom) or disability (i.e., 
impairment in one or more important areas of functioning) or with significantly 
increased risk of suffering death, pain, disability, or an important loss of freedom… 
Whatever its original cause, it must currently be considered a manifestation of a 
behavioral, psychological, or biological dysfunction in the individual. Neither deviant 
behavior (e.g., political, religious, or sexual) nor conflicts that are primarily between 
the individual and society are mental disorders unless the deviance or conflict is a 
symptom of a dysfunction in the individual, as described above.”  

"A mental disorder is a syndrome characterized by clinically significant disturbance 
in an individual's cognition, emotion regulation, or behavior that reflects a 
dysfunction in the psychological, biological, or developmental processes underlying 
mental functioning. Mental disorders are usually associated with significant distress 
in social, occupational, or other important activities. An expectable or culturally 
approved response to a common stressor or loss, such as the death of a loved one, is 
not a mental disorder. Socially deviant behavior (e.g., political, religious, or sexual) 
and conflicts that are primarily between the individual and society are not mental 
disorders unless the deviance or conflict results from a dysfunction in the individual, 
as described above."  

to dysfunction, a hint of Cartesianism (‘underlying mental functioning’), less 
experienced

different kinds of validators in categorization, and specifies a priority: “Until 
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diagnostic criteria.” The manual also establishes the priority of clinical judgment
over

al. 2010), though it perhaps more informative to notice which suggestions weren’t 

normative value on demarcation: “When considering 

rticular individuals, be subject to misuse).” This suggestion was not 

part of the DSM Task Forces’ considerations. A deeper analysis of these 

the status of ‘dysfunction’, the role of ‘suffering’, ‘expectable’ 

8.1.1. The disease model 

(sometimes referred to as the ‘lesion’ model or Virchowian model, after the 
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out of the DSM that, its professed ‘etiological neutrality’ notwithstanding, it 

T. pallidum

8.1.2. Statistical deviation 
A definition less reliant on the identification of specific causes is Boorse’s concept 

‘read 
off the biological facts of nature’. Deviance from a statistical norm of functioning, 

reference group is chosen to determine ‘normal functioning’.

8.1.3. Harmful dysfunction 

of disorder is Jerome Wakefield’
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oncept of dysfunction to evolutionary function (a variation on Boorse’s 

because

conceptualization of mental disorder of historical importance is Menninger’s 

disorganization because of a failure to adapt to one’s environment in the present. 

8.1.4. Pragmatic and clinical concepts 
efining disease as ‘that 

which health professionals treat’ does have an attraction to it, not in the least 

– –
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8.1.5. Social construct 

the disease model of illness, and his main argument against the ‘reality’ of mental 

8.1.6. Breakdown of meaningful connections 

ective, the definition evokes a distinction between ‘non meaningful’ disorder 
versus ‘meaningful’ normality which has been challenged throughout history. The 
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uals’ experiences, but is a result of diachronic 

8.1.7. Action failure 

or ‘action failure’ as an account of illness. The purposeful action 

diversity

ibid.). Fulford’s account has 

8.1.8. Failure to flourish 
Megone (2000) refers to Aristotle’s ideas on the good life. Aristotle first explained 

vival and reproduction, hence ‘flourishing’. In his 
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8.1.9. Family resemblance 
stein’s concept of family 

ord’s claim that “...if there is a lesson from twentieth

others) foundations are not to be had” (Fulford 2013)? If so, 
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impairment are therefore emphasized. Understanding of ‘insanity’ (cf. Kusters 

8.2. Results from qualitative study 
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however, no such distinction exists, and the term ‘ziekte’ is applied. The experience 
of feeling ill or sick is denoted by ‘ziek voelen’, and the causal process with ‘ziekte’ 
or ‘aandoening’ (affliction). Whether the term ‘ziekte’ is r

he term is being used. In psychiatry, where the term disorder (‘stoornis’) is 
available as an alternative, speaking of ‘ziekte’ in relation to a ment
does imply the connotation of ‘medical disease’ and the related ontological 

Sometimes, the adjective ‘real’ is added for further clarification 

Therefore, in the excerpts, where ‘illness’ or ‘disease’ are being used, these may 
erm ‘ziekte’, where the distinction has been made by the 

Fig. 8.1. Mental Disorder framework 
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iatrists’ task at hand, they were capable of 

backdrop
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8.2.1. Concepts of disorder 
content

s is the ‘classic’, Virchowian model of mental disorder as residing ontologically 
rial. The term ‘biological’, which in general use does not equal ‘material’, 

I: Can you tell me something about your own views on mental disorders, the nature 
thereof, how you see that generally.  
Psy: Yes, yes. That has developed of course in the past twenty years that I’ve been in 
the profession, and I think that in recent years I tend to think and act more and more 
towards biological psychiatry.  
I: And when you say biological psychiatry, can you explain to me what you mean by 
that? 
Psy: Well, quite simply, trying to help people as adequately and carefully as possible 
with medication.  
I: Just then you said that you…  
Psy: (interrupts) Not that I’m not interested, I am actually, but I’m not clever enough 
to understand the brain; if you go to conferences and hear what’s known about it 
these days, I’m not someone who has steeped himself in that, you know? The biology 
and neurobiology, and the microchemical level, being occupied with that.
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This criterion, which follows the traditional one of ‘rationality’ on the part of the 

e ‘biological’ but also more 
se to ‘disease’, and also, more severe. Interestingly, the ubiquity of 

er under the heading of ‘Interplay of ontology and practice’. For 

ting) uses in judging whether a patient’s probl

I: In involuntary admission assessments, there is a legal concept of disorder that is 
noted, and you could say, in principle, this should be the same concept, but equally, 
there might be some room depending on context. Is it the same?  
Psy: I would call it the same, I think. Mental disorder should be defined, like that. 
Maybe the term ‘dysregulations’ fits better. I don’t think I really principally apply that 
disease or no disease… Recently we had an interesting case discussion about a man 
who is different from what he was and is full of religious and grandiose ideas but he 
can talk very convincingly about them. I’ve simply undergone a change… I’ve received 
a religious insight and I’m going to change the way I live my life, I feel chosen by God, 
etc. Everyone says… really sick! But I really wonder. A few colleagues in the circle said: 
really sick. But, I don’t know. Sick? Sick? Sick?  
I: And what was the reasoning. You said he spoke convincingly...  
Psy: He’s sitting there explaining clearly and coherently that it is a development in 
his life. It is different than before but the question is if you should interpret that in 
itself psychiatrically.  
I: So for you the distinction of disease and disorder, thinking more of disorder, is 
related to a coherent, and at least partially plausible explanation. That you can follow 
how someone has arrived there. That is in this example. This person can explain very 
clearly how he came to this experience. You can understand him, the way he tells it. 
Psy: It’s not decisive but if this man had been incoherent in his story, or had lowered 
consciousness and bad attention, then for me it would have been much more a case 
of disease.

example, the doubt in the psychiatrist’s mind was borne of the coherence in 
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rationality was sometimes equated with speaking ‘realistically’ about oneself or 
one’s context, connected with the concept of ‘reality testing’

I: Normally speaking you would see disease as something that is non-free?  
Psy: Yes, in principle. If you look at drug addiction or alcohol you see that people who 
are under the influence are less capable of describing themselves and their 
circumstances than when they talk about it a day later. Then you see they are able to 
talk about what happened in a more sober and realistic way.

Psy: I have a concept of that (mental disorder) of course, and fundamentally it’s a 
disorder of reality testing. That’s what I pay attention to. All else, if someone’s 
depressed then he can be depressed, even suicidal, but that doesn’t automatically 
mean that there is a requirement to intervene, in my opinion. As soon as there is a 
disorder of reality testing, then there is.  
I: That’s what you find fundamental about mental disorder pertaining to involuntary 
admissions? 
Psy: Yes. It’s a long discussion. Mental competency etc. My opinion is that we 
psychiatrists are not experts on competency of will. But we are with respect to 
disorders of reality testing. That is a concept we can work with, and competency, that 
is not our expertise. No-one really knows what the will is and therefore, no-one knows 
what lack of competency is. So in my view that is a legal concept. Judges can see that 
as they will, but we should limit ourselves to disorders of reality testing. 

I: I’ve spoken to a lot of psychiatrists who do this kind of assessment (for involuntary 
admission). What kinds of ideas and practices help you with this?  
Psy: Firstly, the stories people tell, whether you can empathize with them. If someone 
says he’s going to end his life, too bad for my kids, my wife, my employer, well, then I 
think, that’s hard to empathize with. How are your wife and children going to 
continue, your work? You have everything and you want to end everything. Someone 
else who had little social skills and no work, you can empathize with that more easily. 
Then you can say: you should seek help but these are not grounds for an involuntary 
admission. 
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In the initial framework, ‘harmful dysfunction’ was one of the sensitizing concepts 
in relation to mental disorder. Indeed, ‘functioning’ and ‘dysfunction’ frequently 
featured in participants’ responses to the conceptualizat
However, participants were almost entirely unaware of Wakefield’s ‘harmful 
dysfunction’ proposal, did not ubiquitously connect ‘harm’ to dysfunction, and no 

adaptation
to one’s actual current environment. The concept of function was applied at 

I: We were talking about domains. At what level the client presents the problem… 
adaptation… you said that currently, complaints-oriented thinking is dominant.  
Psy: Yes. Someone has a complaint, DSM type thinking… the classification. And those 
complaints can be remedied, you have to work in a complaints-oriented manner. 
While, naturally, someone’s functioning is also tied up in the classification. That’s 
important. I find complaints much less interesting than someone’s functioning. The 
adaptation concept, how’s your grip on the world around you, on yourself. That’s 
where it begins. And from that situation, getting a grip on the world. I think that’s 
much more meaningful, when thinking of individuals, than the complaints and 
symptoms themselves. Degree of suffering is sometimes involved, sometimes. But 
adaptation… How can someone create what he wants in concert with the 
environment. That’s what you want to improve with someone. 

I: The question was: what is, from your own perspective, your own idea or concept of 
mental disorder?  
Psy: Oh yes. Mental disorder is present if the mental apparatus is dysfunctioning in 
one way or another. Or is underdeveloped, has too few mental representations or is 
overwhelmed, for example by trauma. Then it doesn’t function, either. So then it isn’t 
fit for purpose or it doesn’t function as a processing system for coping with daily 
experiences. I realize this is very broad but…

I: Could you tell me what a mental disorder is?  
Psy: Generally speaking? Then I would follow what we were just talking about: a 
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disorder that limits people’s functioning. That causes people to be different from how 
they were before.  
I: So, a discontinuity, dysfunction is important and you mention disorder. Functioning 
is a kind of general term, and you were specifying it earlier in their state of being. So 
what do you mean by functioning, is it a social norm?  
P: Essentially. Does someone have work? Is he or she still running the household well? 
How’s the family doing? Is someone maintaining the role as father or mother well? 
The role of partner, social integration in the environment. If we go back to this intake, 
this person has a very restricted life. She is functioning, but here role as a partner is 
limited, her role in the community is limited.  
….. [a discussion follows on Wakefield’s harmful dysfunction proposal]  
I: At what level do you define the disorder? To put it simply, if you compare theories, 
and say define behavioral theory at the behavior level. Pathophysiological theories at 
the material level. So for different theories there then is a different ontology, the 
thing-like character is at deeper levels. Related to Wakefield, making disorder value-
free, what if we could define disorder at an exclusively material level: there it is, that 
there. Then we free ourselves from a lot of arguing. Should this or shouldn’t it be a 
disorder. It could be an ambition, to do that. What would you think of that, is that 
desirable?  
Psy: I don’t think that’s feasible. The examples you give are opportunities to influence 
a process that is going on there. There are different ways to influence that process. 
You can attend to a person’s conflicts with a psychodynamic perspective, and then 
you influence the whole too. You will see changes in the dorsal prefrontal cortex. Give 
someone medicine or ECT, then you see changes at a different level in the brain. Keep 
going and at a certain point an integration occurs which via prefrontal influences the 
executive functions. So, you have a process, and you can intervene in this process at 
different levels. In my area, the treatment of mood problems, CBT is highly effective. 
I: But this is on how you intervene.  
Psy: That’s what the theories are based on.  
I: Still, you can still say you’re conceptualizing this process at a singular level, in this 
case, material. So the question is whether it is worth doing, localizing it at one level. 
Scientifically it is also important since I want to elucidate the cause and be able to 
demarcate it. You could also say, it’s not that important, or it’s not feasible.  
Psy: It is very important, but I don’t think you’ll get a final answer. You can never get 
out of the argument. There will always be cultural norms involved whatever substrate 
or deviation you find. I see it simply as a manifestation of dysfunction at multiple 
levels.  
I: So there will always be multi-level dysfunctioning. Going back to the discussion on 
the biopsychosocial model, then you cannot separate these levels. And since 
adaptation to the environment is involved, then you get to cultural and social norms, 
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and those norms become unavoidable. So that’s a philosophical position, that you 
can’t get the cultural norms out or reduce it to a value-free process.  
Psy: Yes. 

 

the more a disorder or phenomenon is taken to be ‘psychological’, the more the 

I: What does mental illness actually mean? What’s the foundation, can that be put 
into words, and if so, how would you do that?  
Psy1: Illness to me is associated with the aspect of responsibility. Illness belongs to a 
very medical causal disease model, something that happens to you and that you have 
little influence on. I’d rather speak of disorders. It’s called a personality disorder and 
I don’t view personality disorder as a disease or an illness. And then, to what degree 
can people stake a claim to collective resources to do something about it? That’s a 
quandary.

I: Okay, an easy one next. What are your thoughts on the nature of mental disorders? 
Psy2: You’ve got to be kidding. What is a mental disorder? What an incredibly 
difficult question! Complaints that are so disruptive, being depressed, psychotic… that 
disrupt the cognitive or the emotional state... that it disrupts the own will, the own 
motivation, the own person. Am I boss over my own life or am I led, my control, 
autonomy, freedom, or am I led by something called a disorder?

I: There are people, to but it colloquially, who protest against the medicalization of 
life problems. Someone may need help, fine, but they need not get it from mental 
health care. A kind of antipsychiatric criticism. You would need, then, a motivation 
and especially in this domain, in which we speak of disorder. So the question behind 
this is: what exactly is mental disorder, what is the foundation, can it be put into 
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words and how would you put it into words? 
Psy3: Being ill for me is associated with the aspect of responsibility. Disease is part of 
a very medical causal disease model, something that happens to you that you can’t 
influence very much. I prefer the term disorder. Something like a personality disorder 
I don’t really see as a disease.

disorder, was suffering. It was noteworthy that the term ‘suffering’ was used very 
frequently, whilst the direct Dutch translation of ‘harm’ (schade
expect from the perspective of the ‘harmful dysfunction’ model, was hardly 

I: Well, you might say this person is an outlier. This happens in biology. You don’t have 
to be sick for that.  
Psy1: True. That is the case. You can still ask the question: is this person disordered 
in the psychiatric sense? But well, you look at the surroundings she’s from. That small 
village, in that community, raised restrictively, restricted by her parents. But the 
problem is that there is suffering and a help request. If the woman wasn’t suffering 
or didn’t have a help request, then fine. But there is a problem and the man also had 
a problem with his wife, so how can we help this person function better in one way or 
another.

I: A problem is something else. You have an etiology that hasn’t been elucidated, so 
neither physical nor mental, but there is suffering. What makes that valid as a 
disorder?  
Psy2: Then you’re talking about an affliction. You want to see something. An affliction 
if someone has a pain problem. The complaint like pain.  
I: You said, people have…  
Psy2: Subjectively they feel bad. They are suffering from something. In that case, you 
could say: there is an affliction.

I: Back to a different subject. What is a mental disorder then?  
Psy3: It’s a brain disease. A brain disease is an affliction which (maybe a bit DSM-like 
but oh well) that is accompanied by suffering and by dysfunction, just like a lot of 
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other diseases. It’s characterized by a lot of interrelated symptoms that trouble 
people and which can trouble others as well. Also by a certain course, that does go a 
bit far but I think it is often accurate. Yes, I’d call that mental disorder.

Psy4: I object to the concept of disease, as a unit of disease. In psychiatry we don’t 
have, I think, diseases. We have syndromes. Symptoms, complexes that we have raked 
together which can serve as pragmatic units. But a disease like TBC or 
hypothyroidism? We don’t have it.  
I: I’ve talked to people who conceptualize some disorders, for themselves, and use the 
word ‘sick’.  
Psy4: That’s something else. In English, you have these distinctions: illness, disease, 
disorder. I sometimes judge people to be sick. But that doesn’t mean they have a 
disease. Certainly not a psychiatric disease. In practice, sometimes you talk like that. 
I try to teach students and residents that we don’t know disease entities like the rest 
of medicine, as pathophysiological units. We only have the concept of syndrome.
I: If you find someone is very sick, you said, ‘it does prompt me to think like that’, how 
would you describe your thinking then? What does that mean to you?  
Psy4: If someone is very sick then he is suffering badly and is highly impeded in 
functioning.  
I: Badly suffering. That sounds pretty central. Impediment, suggests lack of freedom. 
Psy4: Yes, what someone is suffering from and is not under his control. It is not 
voluntary. He can’t say: now I’m depressed and now I’m not. It happens to people.

I: You might say: the mental disorder concept isn’t that important. I just look at the 
degree of suffering and how someone’s functioning. If someone isn’t functioning well 
there is much suffering so… 
Psy5: No, that’s not enough. I don’t think so. 
I: How then would you put it? 
Psy5: In the end, I can discover a psychiatric disorder in this. So it isn’t just suffering. 
There is much suffering that is neither psychiatric nor somatic disease. And for me 
there must be a psychiatric disorder and what that is, can be found in our textbooks. 
Beyond that, I have no answer.



8

Mental disorder in practice

 
320 

words and how would you put it into words? 
Psy3: Being ill for me is associated with the aspect of responsibility. Disease is part of 
a very medical causal disease model, something that happens to you that you can’t 
influence very much. I prefer the term disorder. Something like a personality disorder 
I don’t really see as a disease.

disorder, was suffering. It was noteworthy that the term ‘suffering’ was used very 
frequently, whilst the direct Dutch translation of ‘harm’ (schade
expect from the perspective of the ‘harmful dysfunction’ model, was hardly 

I: Well, you might say this person is an outlier. This happens in biology. You don’t have 
to be sick for that.  
Psy1: True. That is the case. You can still ask the question: is this person disordered 
in the psychiatric sense? But well, you look at the surroundings she’s from. That small 
village, in that community, raised restrictively, restricted by her parents. But the 
problem is that there is suffering and a help request. If the woman wasn’t suffering 
or didn’t have a help request, then fine. But there is a problem and the man also had 
a problem with his wife, so how can we help this person function better in one way or 
another.

I: A problem is something else. You have an etiology that hasn’t been elucidated, so 
neither physical nor mental, but there is suffering. What makes that valid as a 
disorder?  
Psy2: Then you’re talking about an affliction. You want to see something. An affliction 
if someone has a pain problem. The complaint like pain.  
I: You said, people have…  
Psy2: Subjectively they feel bad. They are suffering from something. In that case, you 
could say: there is an affliction.

I: Back to a different subject. What is a mental disorder then?  
Psy3: It’s a brain disease. A brain disease is an affliction which (maybe a bit DSM-like 
but oh well) that is accompanied by suffering and by dysfunction, just like a lot of 

 
321 

other diseases. It’s characterized by a lot of interrelated symptoms that trouble 
people and which can trouble others as well. Also by a certain course, that does go a 
bit far but I think it is often accurate. Yes, I’d call that mental disorder.

Psy4: I object to the concept of disease, as a unit of disease. In psychiatry we don’t 
have, I think, diseases. We have syndromes. Symptoms, complexes that we have raked 
together which can serve as pragmatic units. But a disease like TBC or 
hypothyroidism? We don’t have it.  
I: I’ve talked to people who conceptualize some disorders, for themselves, and use the 
word ‘sick’.  
Psy4: That’s something else. In English, you have these distinctions: illness, disease, 
disorder. I sometimes judge people to be sick. But that doesn’t mean they have a 
disease. Certainly not a psychiatric disease. In practice, sometimes you talk like that. 
I try to teach students and residents that we don’t know disease entities like the rest 
of medicine, as pathophysiological units. We only have the concept of syndrome.
I: If you find someone is very sick, you said, ‘it does prompt me to think like that’, how 
would you describe your thinking then? What does that mean to you?  
Psy4: If someone is very sick then he is suffering badly and is highly impeded in 
functioning.  
I: Badly suffering. That sounds pretty central. Impediment, suggests lack of freedom. 
Psy4: Yes, what someone is suffering from and is not under his control. It is not 
voluntary. He can’t say: now I’m depressed and now I’m not. It happens to people.

I: You might say: the mental disorder concept isn’t that important. I just look at the 
degree of suffering and how someone’s functioning. If someone isn’t functioning well 
there is much suffering so… 
Psy5: No, that’s not enough. I don’t think so. 
I: How then would you put it? 
Psy5: In the end, I can discover a psychiatric disorder in this. So it isn’t just suffering. 
There is much suffering that is neither psychiatric nor somatic disease. And for me 
there must be a psychiatric disorder and what that is, can be found in our textbooks. 
Beyond that, I have no answer.



Chapter 8

 
322 

disorder ‘because this is what we have agreed upon’, being neutral to its either 

criterion of degree of ‘dysfunction’, harm, and/or suffering is added. In this 

e some which are more associated with ‘disease’ or ‘real 
sickness’, prompting the resulting identified MD concept more towards a 

clinician. This manner of determining ‘mental disorder’ based on lik

Psy: If someone in Suriname believes in Winti and behaves according to cultural 
norms, then that is no disorder. But if someone shows behavior that is unacceptable 
and more extreme within that culture, and is hindered by it, is more bizarre than fits 
the culture, well, not everyone is hindered themselves, like in mania, they don’t suffer 
themselves, but others do, socially someone is dysfunctioning rather strongly based 
on bizarre behavior, then I see that as a disorder.  
I: If you explain it like that, it sounds like a very social criterion.  
Psy: Amongst other things.  
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I: If we look at the questionnaire, then you disagree with sociocultural definitions of 
mental disorder. And you disagree strongly with antipsychiatric approaches, which 
emphasized the social elements. So if you emphasize the discrepancy between 
someone’s functioning and the local culture as a criterion, then you might take that 
as a sociocultural definition of disorder.  
Psy: But that is too limited since a sect, in which everyone is incited towards suicide, 
again within a certain local culture, I don’t think that’s normal.  
I: Okay, so what should be added in your view? Being socially extreme isn’t enough. 
Psy: No. It’s a combination, a combination of the behavior someone displays, the 
psychiatric color it has, in the sense of, is someone depressed, suicidal, then it isn’t 
normal, and it fits a psychiatric disorder.  
I: So an important criterion for the presence of disorder is pattern recognition and 
conforming to recognized psychiatric categories?  
Psy: Yes. 

I: Back to the general questions: If you look at this person, would you say it’s valid 
and good that this person is receiving treatment in a mental health care setting, that 
this belongs to psychiatry?  
Psy: Yes. Because, as far as I remember, there was severe disorder here. The 
complaints were long periods of depersonalization, negative thoughts about others 
and strangers, that they wished him dead, thought he was worthless, and he couldn’t 
distance himself from these thoughts. Put briefly, I have the impression that he’s 
suffering, and that this can be traced back to a mental disorder. That certainly 
belongs in mental health care. 

 

I: How do you distinguish what should and shouldn’t fall within the domain of 
psychiatry and help here? 
Psy: Especially if I have the feeling that a patient will benefit from it. If I have 
something to offer. I have a limited therapeutic arsenal. That is: medication, talk 
sessions (insight-oriented, cognitive-behavioral therapy, light therapy, clinical and 
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day-clinical treatment and of course progressive relaxation therapy). 
I: PRT! I must remember that. 
Psy: Spread the word. Anyway… If I have the feeling that I can do something about 
the problem and I have something to offer, then it’s psychiatry. If I don’t have that 
feeling and I think – this is a patient who has a lot of complaints but I won’t be able 
to address them, it can be psychiatry but just not psychiatry I can do something about. 
Say it concerns a person with an intellectual disability and behavioral problems, 
slightly, ADHD-like, then I don’t really know how to handle that. 
I: What would you say about a kind of Szaszian criticism, saying, what is this 
nonsense, you’re going to treat everyone you think you have something to offer. 
You’re medicalizing social problems. People trying to dupe the system looking for a 
disability benefit, you’ll treat because you think you can help them, while us taxpayers 
cough up the money. Or, more seriously: recent criticisms from Wakefield, and from 
Szasz, say psychiatry has overextended its domain. Szasz made an absolutist claim: 
Mental disorders don’t exist. It’s social normative things going wrong and that’s the 
input. He pressured psychiatry into furnishing a demarcation. Psychiatry then 
proceeded to do that, to a degree, by way of biology. That could lead to a criticism of 
a kind of pragmatic beneficence principle like you stated just there. 
Psy: Szasz’ criticism is like the criticism you could have of the way we divide time into 
night and day. Everyone knows what it is, everyone knows there is a day and night 
period. If you ask: where is the distinction, where is the border? Then it is a border we 
devised. 
I: Yes, but Szasz is saying night therefore does not exist. 
Psy: I think he says: the distinction we make between night and day is hypothetical. 
So everything is the same. 
I: Yes, everything is day.  
Psy: That’s where I think the nonsense lies. There is a day and night period. There is 
insanity and non-insanity and the border between the two is very hypothetical and it 
can change per culture and epoch. But, you have to work with it!  
I: So actually you’d say: Listen, Szasz, social realism. We’ve agreed to these things, 
that’s a fact! It’s a fact you can’t deny.  
Psy: What I think is important: it’s a set of agreements that were made. If you don’t 
have those you get a mess. Then everyone who sees a profit, or a handy investment, 
can come into the market and say: “I have aromatherapy and I have foot-reflex 
therapy.” There are of course many kinds of treatment that could be propagated. At 
least the money side is well-protected now. Some doctors too do wrong things, but at 
least the risk of patients being fleeced is low, and that does happen with some 
alternative therapies. 

 
325 

Psy: I think we aren’t actually entirely certain of what psychiatry is, exactly. 
Psychiatry... does it actually exist in and of itself? Is it an entity or something? Should 
you call it a something, or is it more of a collection of various activities and shifting 
ideas about what we are doing. It isn’t something constant. From that perspective, 
input from all corners and laws in all kinds of domains are applicable, I think. 
I: So let me translate that: because psychiatry and psychiatric disorders are 
constructed, that I believe accords with your beliefs on paradigms, it’s a view of the 
world and at least human input and how that is conceptualized, is quite substantial. 
Could I put it like that? And because of this, it being culture-bound, time-bound, and 
if something is changeable in this way, it’s very difficult for natural science to capture 
it? 
Psy: Yes. 
I: I can put it like that? 
Psy: Yes, human influence is indeed that big so we simply have to make do.

I: The idea of isolating part of the disorder concept and analyzing it in a value-free 
manner, to arrive at a certain norm of what a disorder is, do you see that as a viable 
perspective or not? 
Psy: I don’t know. See, this is how it manifests in the first instance in an intake or in 
contact with people. That will never, I think, be value-free. Because there is always 
culture, context, the zeitgeist. They’re always involved. But that’s a beginning, to 
seeing what’s beyond that. What disorder is present and what’s behind the disorder? 
Can you find a biological substrate for it?

 
8.2.2. Philosophy of mind  
As a whole, participants’ familiarity with philosophy of mind was very limited. 
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culture, context, the zeitgeist. They’re always involved. But that’s a beginning, to 
seeing what’s beyond that. What disorder is present and what’s behind the disorder? 
Can you find a biological substrate for it?

 
8.2.2. Philosophy of mind  
As a whole, participants’ familiarity with philosophy of mind was very limited. 
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materialism. ‘Disease’ as a concept was more strongly linked to materialism, but a 

disorders were seen as equally materially determined. A higher ‘material load’ 

and the ‘medical’ category both as object and as professional role. 

I: What is a mental disorder? 
Psy: I’d say it corresponds to psychiatric illness and then I do go to the medical model. 
A disease that expresses itself, not so much with physical complaints as with 
psychopathology. The mental functions are disrupted. The cognitive, the affective. 
These can go wrong at all levels. One form distinguishes itself more by cognitive 
dysfunction, the other more in affective dysfunction. 
I: At what level do these dysfunctions exist? 
Psy: You mean? At brain level, I think…biological level mostly... hmm. 
I: You’re talking about functions, right? I’m not going to elaborate, you know. 
Psy: Well I do think of biological disruption. In the brain. 
I: Biological disruption lies in the brain? 
Psy: Yes, primarily determined by the brain. I think. 
I: So when there is a mental disorder, there is a disease. A disease that is associated 
with dysfunctions at different levels, in different categories of cognitive/affective and 
perhaps social functioning. But the core is located at the level of the brain? I could 
ask: do you see functions as something material or immaterial? 
Psy: I’d sooner say material. 
I: How do you find out whether a material function is dysfunctioning? 
Psy: Well, at various levels. Perhaps in your clinical or psychiatric examination. You 
have some reference framework of what it should be. How the function should be, how 
it should manifest itself. That is your first diagnosis. After that you might have 
others… but that’s not what I’ll derive my first diagnosis from. You can examine it 
further of course but…
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he following example, Wakefield’s harmful dysfunction model was being 

I: Wakefield connects it to evolutionary theory. Functioning and dysfunction can be 
embedded in an evolutionary perspective. Related to context, adaptation. If you look 
at it that way, you could find a foundation for mental disorder that is less 
controversial. In the Seventies it was controversial, a phenomenon that keeps 
returning. Now you have the ADHD discussion. Do you see his suggestion as 
promising? 
Psy: I don’t know. See, this is how this presents itself in an intake and in contact with 
people. That will never be value-free, I think. Because culture and context, the 
Zeitgeist, these always are involved. But this is a beginning, a beginning of looking 
what’s behind this. What disorder is involved and what is beyond the disorder? To 
what degree can you find a biological substrate for it? 
I: Biological substrate... you mean something material? 
Psy: Yes, something that you can determine with neuroimaging or can image in a 
different way.

I: There is a kind of tension in the sense that it is important to find the right level, the 
level as given in nature. There is a reality out there and we should try to get as close 
to it as possible, to describe it. That’s what science is. And that will have to happen in 
psychiatry too. One argument to perform a certain kind of science. An idea on science 
and progress. On the other hand, you could say that psychiatry should stay very 
pluralist and expressly should not let itself be forced into singular causal 
specifications. But that leaves from the premise that it would be principally 
impossible to find one of those. For the palette of psychiatry, it would be difficult to 
do so. Some people say that reduction is possible in principle, others that it’s 
impossible. What’s your idea? 
Psy: Impossible. The reduction to that one area you’re focusing on, where of course 
there’s something going on, and where you can find something material or deviant, 
to trace it back there. It is an expression, you could say. A manifestation. But it is not 
the essence of the disease. If you reduce it to that then I think you’re not only doing 
people a disservice but science too. That you’re using a limited perspective and losing 
sight of other things. Like an epidemiologist who only looks at infected cells, and not 
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how a virus is transmitted. From a pragmatic perspective, this would be very bad, as 
well.

I: What is a mental disorder?  
Psy: A brain disease. A brain disease is an affliction (a little DSM-like but oh well) 
which is accompanied by suffering and dysfunction, just like many other diseases. It 
is characterized by a number of interconnected symptoms that people, or their 
environment, suffer from. Characterized by a certain course (that goes a little far) 
but I do often think this is true. Yes, that’s what I’d call a psychiatric disease.  
I: Okay, so the connection is between symptoms and course. And the central 
characteristics are suffering and dysfunction. Are you familiar with Wakefield’s 
concept of harmful dysfunction?  
Psy: No.  
I: In philosophy and psychiatry there has been discussion on the foundation of the 
concept of mental disorder. You say: brain disease. If you say: it's suffering, 
dysfunction, connection, symptoms, characteristic, course, then I do not yet see the 
brain disease there.  
Psy: Why not?  
I: If you elaborate in thus way it still is descriptive. In the sense… everything you say… 
suffering, dysfunction (which becomes apparent in the environmental context), 
connected symptoms, are all descriptive. Characteristics and course are descriptive. 
They don’t necessarily make it a brain disease.  
Psy: No, but what would it be otherwise?  
I: Of the person, of the mind, for example.  
Psy: Yes, but what is the mind? Hmm, okay. No, I think you can really say the disorder 
is generated. Take van Praag’s model. It’s not the dysfunction of the brain, the 
dysfunction of the brain runs parallel to it. It’s something else.  
I: The brain is the carrier and the substrate is there?  
Psy: Yes.  
I: But why prioritize the brain in this way?   
Psy: And not… something…else?  
I: Like, say, your whole body.  
Psy: Oh, that’s very clear. The brain is connected to the whole body via the autonomic 
nerve system and via hormones. Of course, people experience their mental complaints 
in their body, per definition. It isn’t them carrying on, it’s real! But they are generated 
centrally. At least interpreted in such a way that people get frightened or worried. 
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They don’t feel comfortable. I really think the brain fulfills a central function in this 
process. If there are certain influences, which we are unaware of that lead to 
dysfunction then symptoms can arise of varied nature and recognizable as 
psychiatric states. 

Psy: Experiences can be of such a nature that damage occurs and you come to speak 
of medication, so that biological side is there too.  
I: You see that as a biological side. 
Psy: Yes, but biological damage caused by interactional damage, like in a rat that you 
separate from its mother after birth, you see that happening and that’s the case in 
humans too, but what someone carries with him of his history, explicitly and 
implicitly, his history, plays a very important role in this, so it’s also relevant with 
medication. If only because, you can treat a depression with antidepressants, but 
there is always something that has happened, and you only find out if you establish a 
relationship with them. And then you see the whole interaction between the patient, 
his environment and the biological side, it’s both.

and disorders between more or less ‘biological’, implying material, and 
‘mental/psychological’ and ‘social’, implying immaterial

I: Is there a distinction you make between sick or not? So you have mental disorders 
of which we’d say these are afflictions where, you said yourself, you make a distinction 
between schizophrenia, ADHD, depressions, and so on. Adjustment disorders. 
Someone with schizophrenia is sick? That’s a disease? 
Psy: Yes. 
I: And ADHD? 
Psy: Yes.  
I: And depression? 
Psy: That too… 
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psychiatric states. 

Psy: Experiences can be of such a nature that damage occurs and you come to speak 
of medication, so that biological side is there too.  
I: You see that as a biological side. 
Psy: Yes, but biological damage caused by interactional damage, like in a rat that you 
separate from its mother after birth, you see that happening and that’s the case in 
humans too, but what someone carries with him of his history, explicitly and 
implicitly, his history, plays a very important role in this, so it’s also relevant with 
medication. If only because, you can treat a depression with antidepressants, but 
there is always something that has happened, and you only find out if you establish a 
relationship with them. And then you see the whole interaction between the patient, 
his environment and the biological side, it’s both.

and disorders between more or less ‘biological’, implying material, and 
‘mental/psychological’ and ‘social’, implying immaterial

I: Is there a distinction you make between sick or not? So you have mental disorders 
of which we’d say these are afflictions where, you said yourself, you make a distinction 
between schizophrenia, ADHD, depressions, and so on. Adjustment disorders. 
Someone with schizophrenia is sick? That’s a disease? 
Psy: Yes. 
I: And ADHD? 
Psy: Yes.  
I: And depression? 
Psy: That too… 
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I: All depressions? 
Psy: No. 
I: Where are the differences? 
Psy: Well, the influence of the environment, the context. Like this woman who is 
clearly depressed by contextual factors and not simply and suddenly, boom, 
everything was fine and suddenly she’s depressed. So clearly matter-like. 
I: But suppose, she’s experienced significant loss, let’s say, and has developed serious 
depression with all vital symptoms. What would you say then? Sick or not?  
Psy: Yes, sick.  
I: Then, you would? Why?  
Psy: Because my concept of that is that there is so much wrong at neurotransmitter 
level and that might be caused by the outside world, but in the end there is so much 
wrong at brain level that I’d call it a disease.

concept of MD, but it is couched in terms of ‘outside world’, whereas the disease 

I: Are there areas of psychiatry you find philosophically interesting or problematic? 
Psy: It’s hard to put it in philosophical terms but I am attracted to the discussion on 
pure biology or human functioning and I don’t just mean psychology since that 
implies such an opposition between psychology and biology. Human relationships I 
think are very essential. I’m not sure whether that’s philosophical.  
I: But is it interesting or sometimes problematic?  
Psy: Certainly interesting. Problematic, I don’t know.  
I: Okay, we’ll come back to it, but maybe you can elaborate a little. Biological and 
human. You don’t put them in opposition but you do make a distinction.  
Psy: No, I don’t put them in opposition. I see this as much more integrated. I cannot 
imagine the one without the other. I think it’s very reductionist to explain human 
behavior, human psychology solely from biological processes. On the other hand, I’m 
not esoteric like a human soul or spirituality. Not of that ilk.
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Psy: I view psychiatry as a medical profession in which natural science is clearly 
central. This means that I think, when I’m talking to people, of functions, functions of 
an organ, the central nervous system. If that isn’t functioning properly, as in 
depressed individuals, due to stress and prolonged exposure to external difficult 
circumstances, flow circuits develop in which certain brain areas are less active or 
overactive…. that’s my view. That is the medical approach to my profession. The 
function of the brain. 
I: So brain, medical, functions, natural science, they all fit together? 
Psy: Yes. 
I: I see. But just now you said, you can’t reduce the cultural-social. … You also said it 
troubled you that currently, people only seem to think in a technical manner. You 
could say, that in psychiatry, a medical profession, an organ-based approach in which 
the brain is central, that’s the way it should be, a consequence of the fact you’re a 
doctor and that’s how you’ve been trained. A critic might say that’s a weak defense: 
the subject isn’t amenable to one perspective and I apply both the natural and human 
sciences. That gives me more valid knowledge on the subject. Simply referring to a 
role is a weak argument. 
Psy: If through a human sciences approach, say by psychodynamics, I can help 
someone, I certainly will. 
I: But equally you see natural science as more central. 
Psy: Yes, that’s central in my thinking on my profession. 
I: Why is that? 
Psy: I think it’s primary, basic. The whole… I don’t see it all as separate from each 
other but I think it advances our thinking. A psychiatrist is a doctor pur sang. He takes 
man into account, his functioning in his environment, bringing existence back to… is 
the body healthy yes or no, what’s going on in the brain? 
I: But a critic could say: if you look at it only from the natural science perspective, 
then values have no place, and you’d miss a lot. 
Psy: That’s true, you would. 
…
I: To apply only natural science requires ignoring values or reducing values to facts.
Psy: Yes, but really, I don’t see the divide. Not as sharply as you put it. Just look at 
what happens. As van Praag used to say: “The mind does not float over the water.” 
You can see materially what happens if you give someone a placebo.
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Psy: I think in autism too. On the one hand, I’m against reification, but on the other, I 
do think there is something there. That there’s something wrong with the connections 
and wiring in the brain. 
I: Would you, from your perspective, say that you have a real disease by the tail here? 
That it manifests itself fundamentally at this level? 
Psy: Whether that is true as a rule? 
I: Yes. 
Psy: Then the question is, has someone got real symptoms or real deviant behavior. 
Your question then is, can you always find that, if you want to know everything there 
is of neurobiology, whether I could always find something? 
I: Well, I mean, it’s a lot like that, but it’s more like, since you say, you think there’s 
something wrong with the connections. It sounds like that is the most important level 
for determining pathology. That doesn’t mean to say there’s nothing wrong at other 
levels but that this is the level you’d say: “Yes, that’s where the problem is.” 
Psy: No, that isn’t the most important level. I once heard the comparison: what is 
temperature? If you describe that only from the perspective of the speed of air 
molecules then you’re doing it in a basic, physical manner. But that doesn’t tell you 
what we experience as temperature. I don’t think one is more important than the 
other. I think you should take notice of both. Those two levels. And that both can be 
helpful in understanding and doing something. So meaning and the physical level. 
… 
I: So there is something essentially immaterial?  
Psy: Yes, that has to do with meaning. What it means for someone to run into 
something like that. It has consequences and emotions in everyday life. It naturally 
becomes more complicated. If you describe the speed of molecules you do not yet 
understand what temperature is. You miss something. 

I: Okay, you say you need different perspectives. In other areas of medicine things may 
be clearer… you might be able to follow one perspective? 
Psy: Maybe more than one. If so then you can take a more relativist stance, and 
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psychiatry is also….it can’t go without the whole-person approach. You don’t treat a 
toe, or a liver, you don’t treat a brain, you treat a person. That’s related to the same 
thing. There is a complexity to that which requires creativity to always see the whole 
person…. I don’t want to imply others aren’t doing good things but I know 
psychiatrists who work very biologically and spoke to people for three minutes, 
practiced in a very technical way. I don’t want to work like that, I don’t enjoy it.

The discussion has been on the participant’s general approach to intakes. He has 

I: What are you looking for?  
Psy: I need to get a picture of people that I can work with, provisionally. How the 
matters lie, how things will probably go. I get a kind of a concept of what the 
interaction is like, this person’s place in the world, what kind of person he is. Once I’ve 
got that, I then view the disorder from this background and see what else pops up.

I: Yes, the first part is all experiential, then there is a medical part, and some 
background. You see she sets things up and you follow. That does differ. Some 
psychiatrists might pass that, but you follow. So psychiatrists handle that impact 
differently. Here, some more client experience: “There’s a lot of anger inside you.” 
Some more experience/psychology. You see a deeper explanation here too: “A little 
like mother used to be…” That seems to concert drawing lines between the past and 
the present. Her social situation, how old is she? A large part is directed towards the 
person and HERE is the first place the psychiatric examination starts. Around the 
middle of the first intake.  
Psy: That’s interesting and I think that’s how I do it. I usually ascertain what kind of 
person is before me and after that I see what the complaints are.  
I: So this sequence is representative of how you work? 
Psy: Yes, but now that I think about it, imagine if I was to explore the complaints very 
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psychiatry is also….it can’t go without the whole-person approach. You don’t treat a 
toe, or a liver, you don’t treat a brain, you treat a person. That’s related to the same 
thing. There is a complexity to that which requires creativity to always see the whole 
person…. I don’t want to imply others aren’t doing good things but I know 
psychiatrists who work very biologically and spoke to people for three minutes, 
practiced in a very technical way. I don’t want to work like that, I don’t enjoy it.

The discussion has been on the participant’s general approach to intakes. He has 

I: What are you looking for?  
Psy: I need to get a picture of people that I can work with, provisionally. How the 
matters lie, how things will probably go. I get a kind of a concept of what the 
interaction is like, this person’s place in the world, what kind of person he is. Once I’ve 
got that, I then view the disorder from this background and see what else pops up.

I: Yes, the first part is all experiential, then there is a medical part, and some 
background. You see she sets things up and you follow. That does differ. Some 
psychiatrists might pass that, but you follow. So psychiatrists handle that impact 
differently. Here, some more client experience: “There’s a lot of anger inside you.” 
Some more experience/psychology. You see a deeper explanation here too: “A little 
like mother used to be…” That seems to concert drawing lines between the past and 
the present. Her social situation, how old is she? A large part is directed towards the 
person and HERE is the first place the psychiatric examination starts. Around the 
middle of the first intake.  
Psy: That’s interesting and I think that’s how I do it. I usually ascertain what kind of 
person is before me and after that I see what the complaints are.  
I: So this sequence is representative of how you work? 
Psy: Yes, but now that I think about it, imagine if I was to explore the complaints very 
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technically, I assume it would be much more difficult to gain contact. I want to gain 
contact first, because if you do it the other way around then I’m in a kind of a 
technological mode and it becomes much more difficult to get the experiential side 
clear. 

 

8.2.3. Interplay between ontology and practice 

ince science hasn’t yet shown us where 
nature’s joints lie).  

participants generally didn’t appear to possess pre

I: On mental disorder. Could you tell me, or explain to me, what that is?  
Psy: You mean a psychiatric disorder? “Mental” to me is such a difficult word. A 
psychiatric disorder, I think, is a very complicated question. If it was up to me I’d 
prefer to see them as a normal disease like diabetes or a thyroid problem. I think that 
in psychiatric disorders a lot of emphasis is put on the fact that you’re a result of 
disposition and environment. A disposition that is sensitive to developing that, in 
combination with stressful circumstances, leads to that disease. In somatic disease 
that is also the case of course (in coronary heart disease for example and maybe in 
diabetes too). In psychiatric disorders, it is so remarkably present. That to me is very 
characteristic, do you know what I mean?  
I: The emphasis on...  
Psy: (interrupts) ..the results of disposition and environment.  
I: What’s the difference then with your examples of diabetes and thyroid?  
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Psy: In coronary heart disease that holistic idea is a little neglected. Someone has a 
heart attack. Period. We of course see whether someone has a sensitivity to 
developing depression in his family, has someone recently passed away? Hocus 
pocus…depression! That complex aspect I think is characteristic of psychiatric 
disorder. But that’s not an answer to your question of what a psychiatric disorder is. 
The question to me is very difficult because I’m not sure how much scope I have for 
answering. What do you mean by “is”?  
I: Well, what you envisage it to be. If you can put into words what a psychiatric 
disorder is. As physicians, we are expected to determine whether someone is ill or not, 
and has a legitimate claim to health care or not. A right to days off work, or a benefit… 
So the question is, can we indicate whether something belongs in our domain or not. 
Psy: That brings you to a level in which you say, if you have a depression, you should 
conform to such and such criteria. Then you get to a very insipid definitional level. 
I: For example, that a psychiatric disorder is what is in the DSM?  
Psy: Yes, that’s how we work. You could also say that a psychiatric disorder maybe… 
everyone can be rendered somewhere under a Gaussian curve and people with 
psychiatric disorders have as a whole no significantly different behavior than those 
in the middle. They’re just a little more to the outside and that outside is, for another 
trait, the outside of another Gaussian curve.  
I: So less of a qualitative and more of a quantitative difference? A statistical 
approach? 
Psy: Yes. Quantitative and contextual difference. That is also important. Culture, the 
phase of someone’s life…
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‘dysfunction’ to describe a demarcation criterion for mental disorder. However, a 

I: What is psychiatric disorder?  
Psy: I haven’t given it much thought. The question is whether people, when they’re 
sitting opposite to me, have a right to something. I do get it more at the other 
institution where I work, and I see less serious problems. Then, with some clients, 
gradually, I think, a first-line psychologist could have done this. Or I think people 
could have showed a little more resilience and coped with it themselves. I get that 
sometimes. But if you ask me this, the following thought arises: this society is a 
reference point for me and for everyone living in it. You look around you, in your own 
environment. There are a lot of problems in a personality disorder that can be traced 
back to interaction and emotion regulation problems. And the suffering seems to me 
to be realistic. I can empathize with that. Relationships, work, all sort of failures, 
being left with bad feelings… But I’ve never got the idea to think they should just go 
ahead and work it out themselves. On the contrary, that seems very unpleasant! If I 
was in such a condition…

ind of ethical cognitive imperative: ‘If I 
were in such a condition…” Like other participants, this psychiatrist made a 

This perspective also serves to explain the popularity of the ‘dysfunction’ concept 

ce ‘dysfunction’, as we saw previously, can be applied to all 
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Psy: In essence I still don’t know what a mental disorder is. In the 15 or 20 years I’ve 
been working and working on my thesis… It’s certainly not the diagnosis. Diagnosis 
doesn’t help explain anything. I think there’s more of a hierarchy in my thinking. 
There’s a kind of dysfunctionality that is superimposed on the underlying suffering, 
the complaints, the problems. But the dysfunctionality in society, that’s more 
important than the complaints that people have and display.  
I: You’re saying dysfunction in society, that’s the first thing you think of.  
Psy: Yes, I think that if someone lives here then he’s already dysfunctioning socially, 
or he wouldn’t be living here. You see that in sheltered housing too... I mean, there’s 
all kinds of dimensions of social dysfunctioning. I have a lot of people in my caseload 
who show dysfunctioning in society but are still living at home or together with their 
partner. It doesn’t make much difference for my approach, just the degree of 
dysfunctioning and suffering is greater.

‘dysfunction’ is most li

plurality

I: On the demarcation of mental disorders themselves. When do you call something a 
mental disorder? This person [the patient seen in the intake] has been home off work 
for quite a while, but with a little structure seems to be able to function reasonably 
well. When he’s with friends he cooks, he can enjoy that. He has a personality disorder 
NOS (in your report) and ADHD (also there) on the DSM. But if you look at his level of 
functioning, our impression was: this could be on the fringes. So do you think this 
should be in the domain of mental disorder? This was something noteworthy for us.  
Yes? No? 
Psy: Yes, he’s a man who, well, he’s doing all sorts of stuff in it [this is a Dutch 
psychotherapeutic colloquialism denoting psychodynamic or systemic interplay 
between patient and therapist, e.g. transference reactions], and that’s often the case 
in mental disorder. He’s very unhappy, he has suicidal thoughts and is very panicky 
and he can be so unhappy because he’s alone and then sits on the couch all day. He 
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has serious debt, the rent, bills haven’t been paid. So, yeah, the question is, what is a 
mental disorder then? 
I: That’s one way of looking at it. You could also say: “What are the things in practice 
that drive you to say: this person should be taken into treatment, we let him through 
the gate?” 
Psy: In the first place, this has to do with the fact that there are psychiatric symptoms. 
That’s the beginning. Those can be voices, depressive complaints, passivity, but, to this 
is added that someone is suffering from them, can’t handle them and they hinder them 
in living a meaningful life. These are all involved. Then it is even more important 
whether you take someone into treatment. I think many people up to this point 
haven’t really been motivated or aren’t ready for psychiatric treatment. Whether 
that’s medication or a psychotherapeutic treatment. That. I think, is a very important 
criterion. If you say people have symptoms that trouble them… suffering, being 
troubled… that probably goes for 30% of the GP population. Then there is a further 
consideration: is someone ready to change, to relate to himself in a different manner, 
to try different behavior. Being ready to take medication… that is another factor.  
I: You might say this is a pragmatic criterion. 
Psy: Yes. People need to be in a place to do something with us.

I: Is it usually clear to you how you distinguish disorder from non-disorder? 
Psy: No. As soon as I see someone the first time, I still have an idea, but if I’ve spoken 
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to someone three or four times, then I’ve lost it. 
I: There are black and white situations, like evaluations for involuntary admission, do 
you have a model for those? 
Psy: Yes. You enter into such a situation, and then I think, intuitively: this isn’t going 
well, if someone continues to walk around, for himself or for others, then I have to say, 
and I have a certain skill in writing it down in such a way that everyone thinks: yes, 
that’s logical. I have a certain proficiency at that. 
I: So in fact you work from a very pragmatic principle. 
Psy: Yes. I find a language to do what is best. 
I: That does imply, if you want to remain consistent, that you don’t have a very hard 
naturalistic or essentialist model of mental disorder, in the sense of a broken leg is a 
broken leg, the way you put it is much more malleable. Depending on the goal it’s 
broken or not, I’ll focus on how I can relieve someone’s pain. If I have to give it some 
other name, fine. 
Psy: Yes. 
I: This kind of pragmatism is criticized on the point, that it isn’t objective, or scientific. 
You could medicalize social problems, for example. Paternalism. How do you defend 
it? 
Psy: It works!

Psy: It depends on how they handle their responsibility, and whether they come to me 
for a magical solution.  
I: And if they want it they can get it then?  
Psy: Yes, if they’re adamant, the more desperate they are and the less coping 
resources they have, the sooner I’ll give in. But their claim also plays a role. I can’t 
have big arguments all day.  
I: That’s understandable. Before you know it they’ll be calling you dr. No.  
Psy: The whole societal development is involved in this. There’s so much attention to 
the biological, to ADHD, to manufacturability of the self.  
I: What do you mean by the biological and ADHD, what’s the relation there?  
Psy: The manufacturability I think. People have gotten the idea in recent decades that 
quality of life can be manufactured by something outside themselves.  
I: But you use the term in relation to ADHD. What’s the association with that?  
Psy: Because I see it a lot there. A great many adults are completely convinced they 
have ADHD. While my idea is “No, unless...”, for them it’s often “Yes, why not?” Yes, 
unless…  



8

Mental disorder in practice

 
338 

has serious debt, the rent, bills haven’t been paid. So, yeah, the question is, what is a 
mental disorder then? 
I: That’s one way of looking at it. You could also say: “What are the things in practice 
that drive you to say: this person should be taken into treatment, we let him through 
the gate?” 
Psy: In the first place, this has to do with the fact that there are psychiatric symptoms. 
That’s the beginning. Those can be voices, depressive complaints, passivity, but, to this 
is added that someone is suffering from them, can’t handle them and they hinder them 
in living a meaningful life. These are all involved. Then it is even more important 
whether you take someone into treatment. I think many people up to this point 
haven’t really been motivated or aren’t ready for psychiatric treatment. Whether 
that’s medication or a psychotherapeutic treatment. That. I think, is a very important 
criterion. If you say people have symptoms that trouble them… suffering, being 
troubled… that probably goes for 30% of the GP population. Then there is a further 
consideration: is someone ready to change, to relate to himself in a different manner, 
to try different behavior. Being ready to take medication… that is another factor.  
I: You might say this is a pragmatic criterion. 
Psy: Yes. People need to be in a place to do something with us.

I: Is it usually clear to you how you distinguish disorder from non-disorder? 
Psy: No. As soon as I see someone the first time, I still have an idea, but if I’ve spoken 

 
339 

to someone three or four times, then I’ve lost it. 
I: There are black and white situations, like evaluations for involuntary admission, do 
you have a model for those? 
Psy: Yes. You enter into such a situation, and then I think, intuitively: this isn’t going 
well, if someone continues to walk around, for himself or for others, then I have to say, 
and I have a certain skill in writing it down in such a way that everyone thinks: yes, 
that’s logical. I have a certain proficiency at that. 
I: So in fact you work from a very pragmatic principle. 
Psy: Yes. I find a language to do what is best. 
I: That does imply, if you want to remain consistent, that you don’t have a very hard 
naturalistic or essentialist model of mental disorder, in the sense of a broken leg is a 
broken leg, the way you put it is much more malleable. Depending on the goal it’s 
broken or not, I’ll focus on how I can relieve someone’s pain. If I have to give it some 
other name, fine. 
Psy: Yes. 
I: This kind of pragmatism is criticized on the point, that it isn’t objective, or scientific. 
You could medicalize social problems, for example. Paternalism. How do you defend 
it? 
Psy: It works!

Psy: It depends on how they handle their responsibility, and whether they come to me 
for a magical solution.  
I: And if they want it they can get it then?  
Psy: Yes, if they’re adamant, the more desperate they are and the less coping 
resources they have, the sooner I’ll give in. But their claim also plays a role. I can’t 
have big arguments all day.  
I: That’s understandable. Before you know it they’ll be calling you dr. No.  
Psy: The whole societal development is involved in this. There’s so much attention to 
the biological, to ADHD, to manufacturability of the self.  
I: What do you mean by the biological and ADHD, what’s the relation there?  
Psy: The manufacturability I think. People have gotten the idea in recent decades that 
quality of life can be manufactured by something outside themselves.  
I: But you use the term in relation to ADHD. What’s the association with that?  
Psy: Because I see it a lot there. A great many adults are completely convinced they 
have ADHD. While my idea is “No, unless...”, for them it’s often “Yes, why not?” Yes, 
unless…  



Chapter 8

 
340 

I: You connect the idea of having a certain affliction and there being something you 
can do about it, and that something is external.  
Psy: Yes, and in ADHD I think there is a lot of externalization.  
I: So someone who sees it like this doesn’t actually see it as something of their own? 
It’s part of them but not their own self?  
Psy: Yes, it’s part of themselves, but it alleviates them of the responsibility.

disorder conceptualization for demarcation and suits a dimensional, ‘grey area’ 

I: So you use a Stepped-Care Method. Now the question arises, how do we demarcate 
what does and doesn’t belong to the territory? You can view that pragmatically. But 
critics then say that anyone who might want something or thinks they might improve, 
would be welcome in psychiatry. It’s too weak of a border. It medicalizes and leads to 
overspending on psychiatry.  
Psy: Yes.  
I: It depends too on whether you say pragmatic thinking is just the pragmatism of the 
interests of the patient or whether you take pragmatism more widely, in the interests 
of society as a whole.  
Psy: Yes. Those are all factors that are involved I think. We’re pragmatic in the sense 
here that our ‘Front door team’ takes people into care but doesn’t immediately 
allocate them to ‘psychiatry’. Even if we are a mental health care institution. I’m 
convinced that a sharp boundary isn’t necessary to help people well. So keeping the 
stepped care approach in mind, where possible with light measures, more 
psychological/supportive and where necessary gradually scaling up to a more 
biological-psychiatric treatment.  
I: So in fact you’re conceptualizing in a dimensional manner and the ‘Front door 
team’ is a link somewhere on that scale, where it isn’t psychiatry, but it isn’t nothing 
either, it can still go either way, it’s in the grey area.  
Psy: Yes. Let’s just have a few sessions with this client. 

 

I: .. Psychiatry has to offer some rationale like: “No, this is really real.” Suffering is one 
component, but there is a lot of suffering in the world and only part of that should be 
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seen to by psychiatrists. What’s the rationale for that in your view? Something that 
motivates: “That’s why it’s my domain!” 
Psy: Yes. A mental disorder. I’ll do it like that. Relationship problems, is that a mental 
disorder? Doesn’t automatically follow. 
I: Is it good enough for you, to say: “If it’s in the DSM, fine!” 
Psy: Yes, I think so. 
I: Would you write out a section notice for involuntary admission for all disorders in 
the DSM, if they were causally linked to a danger? 
Psy: No, I don’t think so.

I: Have you ever had problems with the demarcation between mental disorder or not? 
That it troubled you? 
Psy: Like the example I just gave, the patient with putative ADHD. I told him: “You’re 
not sick, but you might benefit from talk therapy.” 
I: Wasn’t that a quandary for you? 
Psy: I didn’t see it as a quandary. Well, maybe a little, but not to the degree that it 
weighed on me. But it was a bit of a quandary. 
I: So it’s like: “I may be going slightly off-boundary, but if I don’t do that too often…”
 
Psy: Exactly.  
…
I: Another area people see as challenging, is that of involuntary admission and 
compulsory treatment in psychiatry. Which is legitimized on the basis of mental 
disorder. And as a psychiatrist you do such assessments. How have you handled the 
demarcation there?  
Psy: I can handle it in the sense, that it relates to someone with such a disruption in 
thinking and behavioral phenomena that he is incompetent, incapable of judging 
what is good for him or for others and is also a danger. I can handle that quite easily. 
Once I saw someone who was psychotic, had been arrested by the police for bothering 
people. I found out he’d been badgering people for money. It had nothing to do with 
his psychosis but with his antisocial personality disorder at that time. So I didn’t  
section him. 

‘mental disorder’ may differ in different therapeutic settings, e.g. between 

ral intake versus a ‘narrow’ psychiatric 
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demarcation there?  
Psy: I can handle it in the sense, that it relates to someone with such a disruption in 
thinking and behavioral phenomena that he is incompetent, incapable of judging 
what is good for him or for others and is also a danger. I can handle that quite easily. 
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I: Your intakes were different. One was a psychiatric examination, the other an 
assessment. If you, in your practice, get asked to do a psychiatric examination and 
you set that against a general intake, what are the differences between those 
situations? 
Psy: If I get someone for a general intake then I try to look very broadly, to take in 
different perspectives. To take in both biological and psychotherapeutic perspectives. 
What could benefit this person? This I try to take along. Once the intake is done, then 
I try to see from what perspective it has been viewed. Then I can narrow myself down 
again. Usually this means I’m seeing what can be done, whether medication is 
necessary. 
I: What does that perspective, whether medication is necessary, entail? 
Psy: The emphasis lies more on the axis I, on the psychiatric state. Whether the 
emphasis lies there or whether it’s a coping style or a personality problem. If it’s more 
psychiatric state, then to define it in such a way that you have an argument for 
pharmacotherapy.
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of ‘help’, which in Dutch 
language can convey a professional sense of ‘help’ as treatment or care. It equally 

 

f the transparently obvious nature of ‘help’. This refers to an 

I: When is there a mental disorder present, what are your views on that?  
Psy: How I see that. Well, firstly, I don’t have to see that because someone has already 
been referred to the clinic.  
I: Yes, but sometimes people are referred back. Think of the neurologist who writes: 
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‘no pathological findings in my domain21’.   
Psy: Yes, but the way I see it… if someone is severely psychotic then that doesn’t 
necessarily imply that they should be admitted. Because if there are enough carers 
around him and there’s no aggression then he can be treated at home. But how do I 
make out whether someone’s ill? I guess by common sense.  
I: I see. But how is that cashed out? Do you mean: I’ve seen so many sick people, I can 
recognize when someone’s ill?  
Psy: Yes, I think common sense and also, because I’m a specialist something extra 
because I’m there, not just to determine whether someone has a disease, but to treat 
this disease. And that’s what I want to do. Simply treat and protect if it’s necessary.

I: You can have degrees of severity or suffering in disorders, which might be relevant 
to issues of responsibility or protection. Can you say which things are there that tip 
the balance in the one or the other direction?  
Psy: Acting-out behavior, say with reference to a borderline personality disorder for 
example, if someone’s threatening to kill herself, then that’s something I can’t always 
judge correctly. Even if there is no psychiatric state I still have trouble with it.  
I: Trouble with what?  
Psy: Sending someone like that away.  
I: Okay, so if you were to say “I’m leaving from the premise that this is behavior that 
someone can control, let’s say that this to you implies that someone’s not 
psychiatrically ill to such a degree that there is a kind of lack of capacity, with that 
kind of behavior you still doubt whether someone has total capacity, and whether you 
can actually take someone to be fully responsible for their behavior.  
Psy: It touches my emotion there, as an individual citizen, not as a specialist. Because 
if a passer-by were involved he would say, this person, with this personality, is crazy. 
Because she wants to kill herself. She should be admitted and then afterwards you 
can discuss with your colleagues whether an admission is wise and helpful. That’s the 
kind of situation which I find very difficult. 

                                                             
21 “Geen bevindingen op mijn terrein,” is a well-known and well-worn medical phrase in Dutch 
medicine denoting a lack of diagnostic findings specific to one speciality e.g. no neurological 
abnormalities, no dermatological pathology etc. 
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I: Do I understand correctly that you make a connection between functioning and a 
human norm of behavior, of what we can approximately expect of what is rational 
and reasonably adequate in certain circumstances? 
Psy: Yes. I can call an animal crazy too. If an animal isn’t doing what is normal given 
what is the normal range of behavior for an animal then I judge my cat to be crazy. 
I: So you define it at the level of behavior. Then there’s the two worlds we’ve been 
talking about, the client’s world and the more lawfully-driven world of nature, physics 
based on neurotransmitters, there are lawlike relationships in there. And functions 
then refer more to laws. So, an apparatus works in a certain way and you can expect 
it to have that function and if it doesn’t then there is dysfunction. 
Psy: Yes. 
I: And you say: well, my criterion for disorder is dysfunction. 
Psy: Yes. 
I: How would you place this dysfunction in a lawlike framework? Or let me put it this 
way, the framework of behavior, is more normative. It has to do with broad norms for 
behavior. The norms we have in our civil laws, for example, are not based on physical 
laws. It’s what we expect in a certain situation, a given context. 
Psy: Well I have a lot of troubles with that normative feature then. 
I: What kind of trouble? 
Psy: That I think, well yes, that’s just my own perspective. 
I: The relativity of your viewpoint. And what is your trouble with that? 
Psy: I have troubles with filling in very limiting scales by which you put someone in a 
small box. Whether someone has capacity, for instance. I tend to think: who am I to 
judge. It’s so normative. 
I: Yes. And to you this means that you have problems with applying your own norm 
to someone else. Which might have something to do with power. 
Psy: Whether you commit someone involuntarily, or whether they are put in 
seclusion. 
I: In those kinds of situations when it comes down to it, then it can be very difficult, 
because you have to make a very sharp, and very fraught decision on the presence or 
absence of dysfunction or disorder. How do you solve that? How do you handle it? 
Psy: Well, in practice I handle it by not doing that kind of work. 
I: But the work you’re doing here, you’ll have to make a choice of whether to treat 
someone or not. And you’re the psychiatrist. So the fact that you take someone into 
treatment implies they have a mental disorder, or am I mistaken? There’s a margin 
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there. How do you legitimize your action and your status as a professional delivering 
treatment? 
Psy: Well, sometimes I find that quite difficult. But it’s less fraught. In that case it’s 
the person’s own request which determines, together with my deliberations of course 
and the test of the group and the profession, so I think I have them behind me, but still 
I think I could just fool them easily. I could describe it in such and such a manner and 
they’d agree. That I do find difficult.

outside of their professional role, the first psychiatrist saying, “as a 
citizen” and the second saying such judgments are arbitrary (and therefore 

 

8.3. Discussion 
8.3.1. The three themes: concepts of disorder, philosophy of mind, and interplay. 

An interesting feature, for example, is the frequent mention of ‘suffering’ coupled 
with dysfunction, where based on the literature we might have expected ‘harm’, to 
conform to Wakefield’s influen
linguistic artefact, given that harm translates to Dutch as ‘schade’
denote stronger concepts such as ‘damage’. This is a concept more referenced from 

suffering. Together with the finding that ‘understanding’ in the participants was 

within
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ascribing ‘mental disorder’. With respect to Wakefield’s reference to evolutionary 
theory, this aspect was not mentioned, though adaptation to one’s social 

freedom to ‘biological causes’, ontologically seen as material. The mind, construed 

rather than functional processes: the material ‘underpinning’ or ‘substrate’ serves 

material, ontological legitimacy to the boundary question (‘mental
real diseases of the brain’). Of course, this leads to conceptual difficulties and 

ers’ generally (and understandably) only possess layman knowledge of 
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there. Fulford (1989) cites Austin (1956/1957), noting that ‘the negative concept 
ousers’, in other words, it is where problems and conflicts occur in 

level, but interestingly also at individual participants’ levels. Participants employ 
multiple multiple 
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exactly the same
phenomenal level. At face value, this ‘application’ of mental disorder concepts 

weight. However, the ‘Interplay’ category 

ontological scope, which affect their perception by the psychiatrist (‘bottom up’ 
effect or ‘prompting’). The scope and potential both imply limitations, engendering 

ized (‘top down’, ‘import’). The 

setting features such as the primary ‘help request’ on the p
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reaction to a loss would be an example of an ontologically ‘strong and narrow’ 
psychological 

weaker wider

commences, the ‘internal DEF’ starts developing. The participants note the 

descriptive
meaningful

(recall that a ‘phenomenon’ as described in Chapter 3 may also be a combination 

known to be addicted to alcohol and adds the explanation ‘alcohol withdrawal’ to 

material 

Five minutes later, the patient’s wife arrives, and the psychiatrist takes this 

ogether at point b by the psychiatrist as ‘possible 
PTSS and dissociative state’ and added to the DEF. For this psychiatrist,
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has a wider ontological scope than delirium, and this allows for more ‘to down’ 

explores a number of familial and work relationships and notes the patient’s 
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treatment. As the DEF develops, the psychiatrist explores the patient’s set beliefs, 

CBT content, which the patient rejects in favor of the ‘missing neurotransmitter’ 

same

action
both cause and consequence
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is capable of choosing the right words to ‘do what needs to be done’.

emphasis on a pragmatic understanding of disorder, along the lines of Bolton’s 

of the role of values in grounding the profession’s legitimacy.

professional legitimately reduce another’s autonomy? In an example 
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rd’s question: ‘Whose Values?’ (2004) 

phenomena may be ‘mental disorders’ in different ways, through purported 

f what we term ‘mental disorder’ are dim. This does not 

he practitioner has ‘got it right’ in her conceptualization of 

xts that makes the ‘concept of mental disorder’ resistant 
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8.3.3. Disorder, judgment, and expertise  

of their main aims was to ‘understand the patient, person, or problem’. Now our 

ng, all falling within Jaspers’ famous distinc
However, in my view this may not be the meaning of ‘understanding’ that is active 

individual validation
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clinical encounter, where the psychiatrist tries to ‘get a fix’ on the nat

‘understanding’ the psychiatrists are pointing to, in my opinion, is 
the singular and situationally embedded co-occurrence of factual, evaluative, and 
pragmatic elements. Psychiatrists repeatedly remark they wish to be ‘faithful’ to 

observe accurately, or judge correctly. This sense of ‘faith’ towards the phenomena 
applying multiple frames of reference

for what constitutes an ‘unfaithful’ description, it does provide some guidance, in 

e.g. professional ethical frameworks, the ‘stakeholders’ mentioned in Fulford’s 

communities can also constrain what is understood by ‘mental disorder’, 

practice espoused here and the dominant, dichotomized ‘fact/value’ model is the 

 

and treatment, could be termed ‘clinical judgment’. Howeve

far, has to a degree gone unacknowledged. As a suggestion, the term ‘attunement’ 
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‘psychosocial’ to ‘biological’, and the latter are the more ‘real’ disorders. As we saw 

professional role together: the ‘really real’ psychiatric disorders are material

physicians. The ‘lighter’ side of psychiatry comprises the 

in the form of ‘attunement’, set in a pragmatic perspective. From the perspective of 

affords: “Unfortunately but thankfully, we don’t know all that much about the 
brain.” Their 

echoing Fulford’

legitimate to alter diagnostic criteria in order to ward off ‘false epidemics’, here we 
wonder whether it is legitimate to perform an ‘ontological shift’ in 
(re)conceptualizing a patient’s mental disorder in order to reach a treatment goal. 
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8.5. Main points Chapter 8 

• The concept of mental disorder is central to debates in philosophy 
and psychiatry, being seen as highly socially and historically 
relevant. This debate is ongoing without a single proposal being 
dominant.  

• Many of these proposals were identifiable in practice, with slight 
variations. Different MD concepts are applied by individual 
practitioners in a context-dependent manner. 

• Participants applied plural disorder concepts both across and 
within different clinical situations. This accorded with their 
explanatory pluralism and pragmatism. 

• Causal (ontological) dualism, explanatory pluralism and 
pragmatism combine to produce ontological heterogeneity with 
respect to mental disorder. 

• As diagnosis is both identification and construction, in practice the 
ontology of the disorder is an emergent attribute, both cause and 
effect in the dynamics of the DEF. 

• Ontologies of mental disorder from society, science, profession, and 
institute impinge on these dynamics as ‘scene-setting’ with variable 
potency, setting limits on pragmatism. 

• The ontological scope of phenomena offers practitioners room for 
explanatory pluralism and pragmatism. This is an entry point for 
values. 

• The relevance of MD concepts for practice lies either in boundary-
setting conditions or in the abovementioned dynamic. 

• In morally-laden boundary issues such as involuntary admission, 
there is a variation as to the confidence with which practitioners 
make values-related decisions. 

• Philosophies of mind held by practitioners are mostly implicitly 
present, rarely being argued for. 

• The findings suggest mental disorders can be validly disordered in 
fundamentally different ways relative to local contexts. 
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ontologies in action. 
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understanding of ‘mental disorder’ is most suitable for mental health care 
 

ature of the concept of disorder ‘in action’ in 

‘clinical judgment’ affecting the demarcation problem raises the question what 

individually


