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9.4. Main points Chapter 9 

  

• Actor-Network Analysis is a useful tool for tracking 
conceptualizations of mental disorder throughout history across 
health care, scientific, and social domains.

• Communities with shared views and interests interact to co-create 
mental disorder conceptualizations. Such concepts are molded both 
by the facts of the world, metaphysical and scientific views, and social 
forces.

• No one unified MD concept appears to be historically dominant.
• Specific MD accounts tied to specific disorders or phenomena are 

deployed in a context-dependent fashion wherein pragmatic 
sociopolitical goals are influential.

• The size in scope and values diversity of the mental health field 
should result in increasing heterogeneity of MD concepts in practice.

• As the formation of MD concepts is historically and culturally 
relative, attempting to validate a current MD through a likeness 
argument with historically similar phenomena is invalid.

• A minimal consensus philosophical position shared by both the 
practical kinds and natural kinds views of MD is that its judgment 
requires a local, contextual perspective.

• Secondly, there is a consensus on an evaluative element within the 
MD concept. This implies a local value context, and furthermore, 
democratic requirements with regard to patient values.

• The concept of clinical judgment should be taken to encompass the 
accurate recognition and understanding of the facts and values in 
play within the phenomenal field of the physician-patient encounter, 
including those embedded in language and theoretical concepts.

• The limits to such apperception are given in the physician’s 
normative charge: the betterment of the patient.
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Chapter 10: General discussion. 

10.1 Overview of the main findings 
  Diagnosis 
  Classification 
  Science 
  Professional legitimacy 
  Mental disorder 
  Disorder in action 
10.2 Limitations and further research 
10.3 Proposals derived from the study 
  1.  The legitimacy of the psychiatric profession should primarily be grounded 
in its normative assignment. 
  2. The phenomena of psychopathology comprise an ontologically 
heterogeneous category, comprising dynamically interacting factual and 
normative properties. 
  3. The relationships between the concepts of fact and value, science, society, 
and profession are not dichotomous but gradual, interacting, and dynamic. 
   4. In relation to privileged knowledge, medicine and psychiatry should adopt 
a pluralist stance. 
  5. Enriched clinical judgment and expertise form the bedrock of professional 
legitimacy. 
10.4 Conclusions: The profession of psychiatry 
 The professionalism movement in medicine and psychiatry 
 An open profession 
 Ensuring ethical expertise 
 Implications for medical & residency training and CME 
 Enriched Professionalism 
10.5 Conclusion 
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get them wrong. In the terms of this thesis: one can succeed and fail at ‘being 
faithful to the phenomena’,
‘getting the values right’ both in clinical practice a

‘micro’ level of practice, but at meso (e.g. institutional) and macro 
(society, political) levels, all the while exercising attunement to the ‘
direction’, or telos, of the profession. We recognized both the outcomes of this 

values ‘traveling’ across the boundaries of profession, society and science. The 
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on to advocate for patients’ interests and to promote democratic 



1 0

General discussion

 
412 

ANT gives us a bird’s eye view

 

10.3 Proposals derived from the study 

1. The legitimacy of the psychiatric profession should primarily be grounded 
in its normative assignment. 

it the ‘medical good’, where me
defined sense of the area of health care rather than the ‘medical model’. By setting 

effect of professional legitimacy being tied to the ‘reality’ of 

normative assignment

 
413 

scientific communities with ‘paradigmatic’ methods, these may be legitimately 

rds the aim of the ‘medical good’.

2. The phenomena of psychopathology comprise an ontologically 
heterogeneous category, comprising dynamically interacting factual and 
normative properties. 

on to advocate for patients’ interests and to promote democratic 



Chapter 10

 
414 
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and profession are not dichotomous but gradual, interacting, and dynamic. 
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with EBM, for example, it is the patient’s values that are the prime focus of 
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and texts, and also to be open to the historicity of ‘objects’ and the values embedded 

apparently porous nature of the clinical encounter to ‘outside’ influences on the 

to relate them to the patient’s 
epistemic injustice
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published an article in a national newspaper with the title: “Let’s forget 
the diagnosis of schizophrenia”. The first line of this article was: “Schizophrenia 
does not exist.” Their argument for replacing ‘schizophrenia’ with ‘sensitivity to 
psychosis’ (a 

This form of reasoning at the ‘macro’ level of public and 
parallel in this study at the ‘micro’ level in practice where practitioners reflect on 

‘schizophrenia’ as i
epistemic injustice would be to ensure service users’ voices are heard in th
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particular communities (ibid.). Manning’s analysis of Dangerous Severe 

eeded, we would now see persons carrying a ‘diagnosis’ of DSPD. 

The skill involved in managing the ‘mangle’ of values a

treatment, of patients, offer a sense of what is involved here. The ‘
shifting’ seen in this study, could be legitimate, but it could also be flawed; again: 

4. In relation to privileged knowledge, medicine and psychiatry should adopt 
a pluralist stance. 
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5. Enriched clinical judgment and expertise form the bedrock of professional 
legitimacy. 

professional’s legitimacy is dependent on the degree to which he or she is capable 

ion and advocacy procedures designed to safeguard the patient’s 

represented in societies’ conceptualizations and operationalizations of 
‘betterment’ within mental health care.

Enriched clinical judgment and expertise  
nvolving the skill of being ‘faithful to the 

phenomena’ stems from the consideration that the factual and normative elements 

in relation to
in relation to the pragmatic aim

laden, as it is related to the ‘medical good’ of 
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act social act

performative
aspect of ‘professing’ is enacting and embodying the ‘regulative direction’ of the 
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disturbed by these experiences, this may evoke a relationship to the ‘biological’ 

f ‘voices’ in each of these perspectives is slightly 
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The professionalism movement in medicine and psychiatry  

‘threaten the values of professionalism’. The Charter itself 
refers to an ‘explosion of technology, changing market forces, problems in health 
care delivery, bioterrorism and globalization’ as examples of such changes, 
requiring a professionalism ‘activ t in reforming health care systems’ (ABIM et al. 

psychiatry and other medical specialties being ‘under attack from a number of 
sources, including government and policy makers’ 

early Twentieth Century (Irby, Cooke and O’Brien 2010, Hafferty & Castellani 2010, 
Duffy 2011). In Flexner’s report, professionalism was a necessary countervailing 

as a ‘third force’ between those of state and market, perennially defined by its 
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remit: the profession’s gain should be the public’s benefit. This wording already 

of a set of ‘shared’ and/or ‘core’ values binding and defining professionals is a 

profess such common values. In his presidential address, Cohen (1998) cited ‘a 

meet societies’ legitimate expectations.’ These attributes included altruism, 

‘common themes’ expressed in three ‘fundamental principles’ and a set of 
‘definitive’ professional responsibilities: the primacy of patient welfare, the 

 

“Who is the psychiatrist? The care manager, the administrator. Thank heavens we 
have been granted directorship, we may sort things out, we’re the lucky people where 
the buck stops, we can fill in the administrative requirements and be accountable. 
We’re the symbol of a certain amount of DRGs, we sign off on things.”

edition of the influential CanMEDS model, in which the place of ‘leadership’ as a 
catching. The change from ‘manager’ to 
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‘leader’ is a reaction t
role of a ‘change agent’ (Frenk et al. 2010), with an emphasis on action with a 
systems perspective: physicians should function as “individual care providers, as 

locally, regionally, nationally, and globally” (Frank, Snell & Sherbino 2015). The 
effort to implement and sustain ‘medical leadership’ in the Netherlands is apparent 

professorship. In the platform’s Vision Document, the move to Medical Leadership 

“Health care is becoming more and more complex. Nowadays, as a physician, one is 
also confronted with complicated legislature, political developments, and current 
social issues. Physicians are expected to play a coordinating and assertive role. You 
must also be able to bring both your care team and patients on board with your 
medical decision-making…. Finally, the fading of borders within Europe and the 
easily accessible communication with the rest of the world requires placing our 
medical practice in an international perspective.” 

can be found in Swick (2000) in which the author decries the rise of ‘expert 
professionalism’ in recent decades accompanied by a loss of ‘social trustee 

onalism’ leading to a loss in i

“In recent years, professionalism in medicine has gained increasing attention. Many 
have called for a return to medical professionalism as a way to respond to the 
corporate transformation of the U.S. health care system. Yet there is no common 
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understanding of what is meant by the word professionalism. To encourage dialog 
and to arrive eventually at some consensus, one needs a normative definition.” 

 

Though this ‘modern professionalism movement’ has gained substantial footing on 

cast doubt on the historical accuracy of the ‘professional loss’ narrative. Referring 
to the Flexner Report’s depiction of a medicine in the early Twentieth Century as a 
nascent profession ‘not fully socialized’ in terms

commercialism, the narrative of loss implies that somewhere between the 1920’s 
l of ‘altruistic 

grace’.  If th
story is ‘more hyperbole than historical fact’. The loss narrative, they propose, suits 

namely ‘nostalgic professionalism’. In their article, the authors distinguish seven 

s in ‘entrepreneurial professionalism’, commercialism, 

Meanwhile, ‘activist professionalism’ values social justice, the social contract, 

on the understanding and conceptualization of ‘professionalism’, another layer of 

moral community traditions

openly pluralistic
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within medicine today (“abstain from abortion and euthanasia, do not charge a fee 
for medical education”), and
being sustained by external moral systems (‘living moral communities’).

“Medical care has existed in a particular cultural milieu and has been profoundly 
influenced and directed by the prevailing moral community traditions of the broader 
culture. The experience of physicians in caring for the sick can inform and influence 
these broader community traditions, but it cannot supplant them.” 

 

between ideals such as ‘always putting the interests of the patient above your own’ 
or ‘avoiding conflicts of interest’ are in marked contrast actual

integrity, and may develop professional cynicism and a ‘chameleon like’ approach 
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ellani 2009) of ‘core values’ i

professionalism), whilst assigning ‘threats’ to these core values as external: within 

“Is it possible that the true “threat to medical professionalism” is not market forces, 
insurance companies, trial lawyers, or managed care, but, rather, medical students, 
residents, and physicians who are inadequately formed in any substantial moral 
tradition that would help enable them to withstand these pressures?” 

to

and is susceptible to ‘short term goals, consumerism, and giving society what it 
ks it wants’ (Swick 1998). Mont

an ‘unreflective responder to consumer desires’ (Mont
enaction

engagement. This perspective is consistent with Kinghorn et al.’s proposal to 

geography of such values, in which we might be able to pick out ‘core values’, but 
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to such highly embedded values as the mouse’s opinion of the ontological status of 
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l to tread carefully. Whether or not we agree with ‘foundations are 
be had’, the shared moral should be that, to ensure survival, the profession 

‘mental disorder’, it is conceivable, even plausible, that varying hierarchies are 
 

‘values list’

tements of professionalism as ‘pious 
platitudes’, ‘powerless ideals’, or ‘hypocrisy’ if stating and professing values are not 
backed up with action. In a scheme reminiscent of Hafferty & Castellani’s (2010) 

systems perspective to the ‘striving for va
lifetime’: this should be done not only at the individual level of the physician
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deal with psychosis and with the mental health system – people with experiences of 
severe mental distress, family members/friends and mental health professionals. This 
encounter occurs under special conditions - outside the family, outside psychiatric 
institutions, outside a therapeutic setting. It is the aim of the Trialogue to facilitate 
communication about the personal experiences in dealing with psychosis and its 
consequences. The participating groups strive towards giving up their isolation and 
lack of common language. Mutual understanding and necessary delimitation from 
the vast variety of the participant's different backgrounds concerning experience and 
knowledge should be established. Trying to understand and share the complex and 
very heterogeneous subjective experiences may well lead towards establishing a 
common language, which implies building the basis of a culture of discussion seen to 
be necessary for working together effectively. It is widely argued from different areas 
of research that acknowledging the personal experiences of users in planning, 
organizing and doing practical work is necessary to improve both research and 
practice in dealing with psychosis (Stastny P and Amering M, 1997; Zaumseil M, 
1996). Engaging in the Trialogue is the necessary training to further enhance this 
process.”  

In keeping with the ‘open’ aspect of professionalism, training should also focus on 

‘Ethics in Public Health Care Policy’.
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