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History and philosophy of science KWM(Bill) Fulford and Tim Thornton



INTRODUCTION The psychiatrist and neuroscientist Nancy Andreasen has pointed out that a crucial characteristic of psychiatry as a research-led clinical discipline is the unique way in which it combines some of the most challenging scientific questions with equally challenging conceptual problems. Andreasen argues that the conceptual difficulties that we face have been driven increasingly to the top of psychiatry’s practical agenda by the recent rapid pace of advances in the neurosciences.1 These conceptual and empirical difficulties are evident in a wide range of contexts; examples include (i) disputes around the current revision processes for both the International Classification of Diseases (ICD) and the American Psychiatric Association’s Diagnostic and Statistical Manual;2 (ii) the contested shift in the UK and in many other countries in service delivery from psychiatry to a more multidisciplinary approach;3 and (iii) growing pressure for a move away from professional-led mental health and social care services to a more equal partnership between professionals and service users and carers.4 In this chapter we set the conceptual difficulties surrounding current challenges of this kind in their historical context, with the aim of illustrating the extent to which the history and philosophy of science provide both context and direction for responding to the issues that we face today. It is natural to think of history and philosophy as perhaps subordinate to science as resources for improving service delivery in psychiatry. What we hope this chapter will illustrate is that the uniquely challenging nature of psychiatry, as a research-led clinical discipline, demands the resources of rigorous historical and philosophical work alongside, and as a full partner to, equally rigorous empirical methods. Clearly, in a chapter of this length, we will not be able to cover the history and philosophy of science as it relates to psychiatry in any way comprehensively. Rather than giving an overview, therefore, we will adopt a case-study approach, exploring in some depth one particular strand in the history and philosophy of psychiatry that we believe is particularly relevant to current challenges. This strand concerns the role of both meanings and values as a complement to the brain sciences. The key protagonists that we



will be considering are, respectively, one of the fathers of modern descriptive psychopathology, Karl Jaspers, and the Kantian philosopher of science Wilhelm Windelband, both writing around the start of the twentieth century. The first section of this chapter focuses on Jaspers’ work and in particular on his attempt to reconcile meaningful understanding with causal explanations in psychiatry. The second section examines Windelband’s work, which focuses on the role of values in understanding individuals. Finally, we bring the story right up to date with recent developments in the counterparts of Jaspers’ and Windelband’s work, respectively phenomenology and what has become known as ‘values-based practice’. This concluding section illustrates how these developments build on philosophical and empirical sources to provide practical approaches to decision-making in psychiatry that are directly complementary to the resources of the sciences.



JASPERS ON THE ROLE OF UNDERSTANDING MEANING IN PSYCHIATRY Karl Jaspers was born in 1883. He studied first law and then medicine at university, graduating as a doctor in 1908 when he started to work as an assistant in the department of psychiatry in the University of Heidelberg. Kraepelin’s influential textbook of psychiatry was in its eighth edition at this time. As a young man, Jaspers read widely, studying not only medicine but also psychology and philosophy, and it was the depth of his philosophical understanding that equipped him to make his unique contributions to psychiatry.



Jaspers and psychiatry’s first biological phase Jaspers was working at a time in the development of psychiatry very similar to our own, in that there were dramatic advances in the neurosciences of the day: the period has indeed become known as ‘psychiatry’s first biological phase’. Jaspers’ professor in the Heidelberg department of psychiatry was Franz Nissl, a neurohistologist who discovered the dye that allowed the structure of nerve cells to be
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clearly seen for the first time. Using this technique, he had shown that the neurohistological changes in general paralysis were different from the changes described by Alois Alzheimer in dementia. General paralysis was a degenerative dementia that had swept Europe after the wars of the late nineteenth century. It was shortly to prove to be a form of neurosyphilis. These were dramatic discoveries, therefore, and the young Jaspers was impressed with Nissl as a scientist. But when it came to clinical work, however, Jaspers was considerably less impressed. Psychiatry at the turn of the century in Germany had moved out of the large institutions into university clinics. There was considerable resentment among the institutional psychiatrists that their discipline had been taken over by academic neuroscientists, whose knowledge of clinical psychiatry was scant, and whom they perceived as being under the spell of a crudely natural scientific model, epitomized by the German psychiatrist Wilhelm Griesinger’s famous aphorism ‘Mental illnesses are brain illnesses’.5 Psychiatric researchers at the time, such as Griesinger, Alzheimer, Nissl, Carl Meynert and Theodor Wernicke, were actively searching for the neuropathological changes by which they believed the major psychoses could be characterized. And, given their success with general paralysis, hopes were high. Jaspers shared these hopes. But he believed that the underlying biological approach had been pushed too far. ‘These anatomical constructions, however, became quite fantastic (e.g. Meynert, Wernicke) and have rightly been called “Brain Mythologies”.’5



Jaspers and the Methodenstreit Jaspers’ reservations about what he perceived as the excessively natural-scientific approach to psychiatry were driven by his understanding of the philosophical debates about psychology in the late nineteenth century, the so-called Methodenstreit. This concerned whether the human sciences (Geisteswissenschaften) should try to emulate their far more successful cousins the natural sciences (Naturwissenschaften) or whether they should go their own methodological way. ‘Positivists’, including John Stuart Mill, in England and both Auguste Comte and Emile Durkheim in France, argued that the human sciences were no different from the natural sciences. Others argued that the human or cultural sciences were different from the natural sciences, in terms of either the nature of their subject matter or their methodology, or both. The latter, in Germany, included Heinrich Rickert, Wilhelm Dilthey and Wilhelm Windelband, to whom we will return in the next section. Crucially for Jaspers, the German philosopher and sociologist Max Weber was among the latter camp. Jaspers met Max Weber in 1909. He was invited to join Weber’s elite intellectual circle, and he quickly became one of Weber’s key intellectual antagonists. Jaspers thought of Weber as the ‘Galileo of the human sciences’.6 Although Weber believed that the human sciences involved a distinc-



tive approach, he believed that sociology, his own discipline, was a hybrid subject, living partly within the natural and partly within the human sciences.



Jaspers and general psychopathology Jaspers regarded psychopathology as Weber regarded sociology. It lay both within the natural sciences, pursuing abnormalities of brain functioning, and within the human sciences, pursuing the experiences, aims, intentions and subjective meanings of its patients. Of course, at a time when psychiatry was dominated by the ‘brain mythologists’, Jaspers’ major aim was to bring psychiatry back within the ambit of the human sciences. He wanted to balance things up. In Weber’s work, therefore, who in turn had drawn on the work of Dilthey, Windelband and Rickert, Jaspers saw things falling into place, and much of Weber’s social theory – interpretation/understanding, Evidenz, ideal types and so forth – was to find its way into Jaspers’ psychopathology. Some time later he wrote: My article of 1912 and this present book (1913) were greeted as something radically new, although all I had done was to link psychiatric reality with the traditional humanities. Looking back now, it seems astonishing that these had been so forgotten and grown so alien to psychiatry. In this way within the confines of psychopathology there grew a methodological comprehension of something which had always been present, but which was fading out of existence and which appeared in striking reverse, ‘through the looking-glass’ as it were, in Freud’s psychoanalysis – a misunderstanding of itself. The way was clear for scientific consciousness to lay hold on human reality and on man’s mental estate, his psychoses included, but there was an immediate need to differentiate the various modes of understanding, clarify them and embody them in all the factual content available to us.5 The period 1909–13 was a time of high output for Jaspers. He wrote papers on homesickness, hallucinations, pathological jealousy, phenomenology, and the need for both ‘causal’ (natural scientific) and ‘understandable’ (human scientific) connections in psychic life. We will discuss two papers published in this period below: ‘The phenomenological approach in psychopathology’7 and ‘Causal and “meaningful” connections between life history and psychosis’.8 But the culmination of this burst of output was that, in 1911, he was commissioned by the publisher Springer to write a textbook of psychopathology. It was thus that his General Psychopathology (Allgemeine Psychopathologie) appeared in its first edition in 1913.



Jaspers on subjective and objective In ‘The phenomenological approach in psychopathology’,7 Jaspers sets out his account of the role within psychopathology for a phenomenological approach. As we will explain shortly, phenomenology is, in Jaspers’ view, a form of static understanding by contrast with what he calls
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genetic understanding (see below). But both forms of understanding have in common that they are attempts to explore subjective, as opposed to objective, symptoms. What is the distinction between subjective and objective? Jaspers describes objective symptoms as follows: Objective symptoms include all concrete events that can be perceived by the sense, e.g. reflexes, registrable movements, an individual’s physiognomy, his motor activity, verbal expression, written productions, actions and general conduct, etc.; all measurable performances… It is also usual to include under objective symptoms such features as delusional ideas, falsifications of memory, etc., in other words, the rational contents of what the patient tells us. These, it is true, are not perceived by the senses, but only understood; nevertheless, this ‘understanding’ is achieved through rational thought, without the help of any empathy into the patient’s psyche.7 The distinction between what is available to rational thought and to empathy is important and one to which we will return. It helps to form a broader conception of what is objective than would generally be accepted today. But this in turn gives rise to a correspondingly narrower sense of ‘subjective’: Objective symptoms can all be directly and convincingly demonstrated to anyone capable of sense-perception and logical thought; but subjective symptoms, if they are to be understood, must be referred to some process which, in contrast to sense perception and logical thought, is usually described by the same term ‘subjective’. Subjective symptoms cannot be perceived by the sense-organs, but have to be grasped by transferring oneself, so to say, into the other individual’s psyche; that is, by empathy. They can only become an inner reality for the observer by his participating in the other person’s experiences, not by any intellectual effort.7



Jaspers on phenomenological understanding Having drawn this distinction between subjective and objective, Jaspers goes on to characterize the aims of phenomenological psychopathology in the following terms: What then are the precise aims of this much-abused subjective psychology? … It asks itself – speaking quite generally – what



does mental experience depend on, what are its consequences, and what relationships can be discerned in it? The answers to these questions are its special aims… So before real inquiry can begin it is necessary to identify the specific psychic phenomena which are to be its subject, and form a clear picture of the resemblances and differences between them and other phenomena with which they must not be confused. This preliminary work of representing, defining, and classifying psychic phenomena, pursued as an independent activity, constitutes phenomenology.7 Thus, the key aim of phenomenology, or static understanding, is to identify the specific psychic phenomena that are to be its subject and to form a clear picture of the resemblances and differences between them and other phenomena. How does it set about this task? We should picture only what is really present in the patient’s consciousness; anything that has not really presented itself to his consciousness is outside our consideration. We must set aside all outmoded theories, psychological constructs or materialist mythologies of cerebral processes; we must turn our attention only to that which we can understand as having real existence, and which we can differentiate and describe. This, as experience has shown, is in itself a very difficult task. This particular freedom from preconception which phenomenology demands is not something one possesses from the beginning, but something that is laboriously acquired after prolonged and critical work and much effort – often fruitless – in framing constructs and mythologies.7 A key aspect of the task of getting a very clear picture of psychological phenomena is thus to attempt to strip away theoretical descriptions or constructs and to get back to the things themselves, to use a slogan of the philosophical phenomenologist Edmund Husserl (1859–1938) (the precise nature of whose influence on Jaspers is contested). Of course, from a modern perspective, the aim of a theory-free approach has echoes of the aetiological-theory-free approach of the glossary to ICD-8 and its successors in both the ICD and DSM series of classifications. Quite how successful a genuinely theory-free approach can be in the face of arguments as to the essential theory-ladenness of data is a matter of debate (see Fulford et al.9). So far, Jaspers’ discussion has presented the difficulties of the phenomenological method rather than offering specific guidance as to how it is to be achieved. The most concrete account offered of that in this essay runs as follows: How then do we proceed when we isolate, characterise and give conceptual form to these psychic phenomena? We cannot portray them, or bring them before our eyes in any way that can be perceived by the senses. We can only guide ourselves by a multiple approach. We have to be led, starting from the outside, to a real appreciation of a particular psychic phenomenon by looking at its genesis, the conditions for its appearance, its configurations, its context and possible concrete contents; also by making use of intuitive comparison and symbolization, by directing our



Part 1 : The foundations of modern psychiatric practice



Jaspers complains that a purely objective psychology leads ‘quite systematically to the elimination of everything that can be called mental or psychic’.7 In order to illustrate what he means, Jaspers refers to the assessment of a patient’s fatigue through measurable performances where ‘It is not the feeling of fatigue but “objective fatigue” which is being investigated’.7 This suggests a contrast between objective and measurable aspects of physiology and the subjective aspect of what it is like to be or to feel fatigued. Assessing such subjective symptoms requires a kind of imaginative transference or empathy, which, thus, lies at the heart of psychopathology.
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observations in whatever ways may suggest themselves (as artists do so penetratingly) … [T]he phenomenologist can indicate features and characteristics, and show how they can be distinguished and confusion avoided, all with a view to describing the qualitatively separate psychic data. But he must make sure that those to whom he addresses himself do not simply think along with him, but that they see along with him.7



Jaspers on genetic understanding As remarked above, Jaspers distinguishes between two legitimate forms of understanding (of subjective phenomena): static understanding, which he also calls phenomenology, and genetic understanding. In ‘The phenomenological approach in psychopathology’, he characterizes the differences thus: ‘Genetic understanding’ [is] the understanding of the meaningful connections between one psychic experience and another, the ‘emergence of the psychic from the psychic’. Now phenomenology itself has nothing to do with this ‘genetic understanding’ and must be treated as something entirely separate.7 What then is genetic understanding? A fuller discussion is given in another essay from this period, ‘Causal and “meaningful” connections between life history and psychosis’.8 Again, an important clue comes from the distinction mentioned above between rational connections and those that require empathy. Taking the case of understanding a speaker and understanding what the speaker has said, Jaspers comments: The first important differentiation was made by Simnel, who showed the difference between the understanding of what has been said from understanding the speaker. When the contents of thoughts emerge one from another in accordance with the rules of logic, we understand the connections rationally. But if we understand the content of the thoughts as they have arisen out of the moods, wishes, and fears of the person who thought them, we understand the connections psychologically or empathetically. Only the latter can be called ‘psychological understanding’. Rational understanding always only enables us to say that a certain rational complex, something which can be understood without any psychology whatever, was the content of a mind; empathic understanding, on the other hand, leads us into the psychic connections themselves. Whereas the rational understanding is only an aid to psychology, empathic understanding is psychology itself.8 This fits the earlier quotation in which the rational content of what a patient reports was characterized as an objective symptom. Equally, the rational interconnection between reports, their implications and so forth is also outside the domain of subjective psychology. But if empathy, in the service of genetic understanding, does not chart the logical or rational connection between one thought and another, then what is the basis of such psychological under-



standing? Jaspers’ answer is not entirely clear. He says: ‘We experience immediate evidence which we cannot reduce further nor base on any kind of other evidence… Meaningful connections are ideally typical connections. They are self-evident.’8 In other words, when there is a self-evident connection between one state and another, a connection that is typical although perhaps not always realized in practice, genetic understanding of it, through empathy, is possible. Realizing that one has won the lottery and thus solved all one’s financial problems might lead, ideally and typically, to a state of happiness. Normally, to explain someone’s sudden happiness, we might simply and sufficiently say that they have just heard that they have won the lottery. But, of course, in some unusual cases, that might not be a reason for happiness. The normal connection is basic – no more needs to be said – but it need not hold in all cases. It is ideally typical. Thus, the relationship between static and genetic understanding is like this. The former articulates and vividly presents what it is like, for example, to have a sudden realization or what it is like to be in a state of happiness. It makes these kinds of state clear for further enquiry before the imposition of psychological theory. Genetic understanding adds to this the connection of how one state arises – ideally and typically – from the other. Such connections are shared empathically by psychological subjects, including psychiatrists and their patients. Jaspers’ characterization of static understanding has echoes in a more recent debate within the philosophy of mind between ‘theory theory’ and ‘simulation theory’ accounts of knowledge of other people’s minds.10 According to theory theory approaches, access to, and thus knowledge of, other people’s minds is mediated by possession of a theory of mind. The theory is a body of deductively structured generalizations about the unseen causes of observable (speech and other) behaviour. This approach to the epistemological problem of how we can know about other minds thus dovetails with what are called ‘functionalist’ approaches to the ontological problem of what sort of things mental states are. Functionalism characterizes mental states in causal and functional terms, mediating between perceptual inputs and behavioural outputs. In other words, according to functionalism, mental states are akin to software states running on the brain as a computer. By characterizing types of mental state in second-order terms, functionalism aims to answer the problem of relating minds and bodies without simply reducing mental states to brain states. Theory theory approaches deploy broadly functionalist characterizations of what mental states are to explain, in addition, how we can have knowledge of them (in the case of other people). Simulation theory, by contrast, explains knowledge of other minds not by possession of a theory of minds but merely by possession of a mind itself. The idea is that it is possible to have knowledge of another person’s mental
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states by imaginatively putting oneself into his or her predicament. One ‘runs’ one’s deliberative processes ‘offline’, as it were. Simulation theory is thus a form of empathy. But, unlike Jaspers’ account, there is no restriction to non-rational patterns of thoughts emerging from one another. Indeed, one of the key arguments for simulation theory and against theory theory is that rational connections lie at the heart of mental phenomena but are not reducible to or codifiable in any set of principles of good thinking that could thus form part of a theory of mind.11,12



The limits of understanding Despite its centrality in Jaspers’ conception of psychopathology and thus psychiatry, understanding has limits. One kind of limit is quite general and concerns its scope by contrast with natural scientific explanation. In a section of ‘Causal and “meaningful” connections between life history and psychosis’ called ‘The limits of understanding and the universal application of explaining’, he says: The suggestive assumption that the psychic is the area of meaningful understanding and the physical that of causal explanation is wrong. There is no real event, be it physical or of psychic nature, which is not accessible to causal explanation … The effect a psychic state may have could in principle lend itself to a causal explanation, while the psychic state itself of course must be phenomenologically (statically) understood. It is not absurd to think that it might one day be possible to have some rules which could causally explain the sequence of meaningfully connected thought processes without paying heed to the meaningful connections between them … It is therefore in principle not at all absurd to try to understand as well as to explain one and the same real psychic event. These two established connections, however, are of entirely different kinds of validity.8



they are anomalous. But there are laws that fit them that use their physical or neurological properties. Given this broad view of the relation between understanding and explanation, one might expect the following asymmetry between them. Although every mental event is also a physical event, not every physical event is a mental event. There were no mental properties in the event of comet Shoemaker Levy 9 colliding with Jupiter in 1994, for example. That collision was not a mental event. Thus, one might expect Jaspers to say that, although every event that can be understood can also be explained, not every event that can be explained can also be understood. It is rather curious, therefore, that he actually says: ‘there is no event which cannot be understood as well as explained’.8 Although he does not recognize that plausible general limitation on understanding – that non-mental events can only be explained, not understood – Jaspers does suggest a more specific local limit in the case of psychopathology. He believes that ‘primary delusions’ cannot be understood. To unpack that claim, we will now outline his taxonomy of delusions. Jaspers suggests that delusions fall into two kinds: primary and secondary, or delusions proper and delusion-like ideas. Primary delusions fall into four further kinds. The first is mentioned in General Psychopathology almost in passing: delusional atmosphere. He says: with this delusional atmosphere we always find an ‘objective something’ there, even though quite vague, a something which lays the seed of objective validity and meaning… Patients feel as if they have lost grip on things, they feel gross uncertainty…5 To a person with schizophrenia, the world as a whole can seem subtly altered, uncanny, portentous or sinister. This general transformation prompts Jaspers to say elsewhere: ‘We observe that a new world has come into being’.5 There are then three further forms of primary delusion: Delusional perceptions. These may range from an experience of some vague meaning to clear, delusional observation and express delusions of reference… Delusional ideas. These give new colour and meaning to memory or may appear in the form of a sudden notion – ‘I could be King Ludwig’s son’ – which is then confirmed by a vivid memory of how when attending a parade the Kaiser rode by on his horse and looked straight at the patient… Delusional awareness. This constitutes a frequent element particularly in florid and acute psychoses. Patients possess a knowledge of immense and universal happenings, sometimes without any trace of clear perceptual experience of them…5 In each of these cases, there is a deep change in the experience of the significance of features of the world. In the case of delusional perceptions, an experience is transformed. In the case of delusional ideas, the significance of a memory is transformed. In delusional awareness, a delu-



Part 1 : The foundations of modern psychiatric practice



The thought here seems to be this: Understanding and explanation do not have two distinct subject matters. Rather, the difference between them is one of method or of the kind of intelligibility that they deploy. As applied in psychiatry, they share the same subject matter: ‘real events’ or ‘thought processes’, in Jaspers’ terms. These can in principle be charted in either way: either by looking to the lawlike causal relations between them or by looking to the meaningful relations between them. The idea that neutral events might be susceptible to two distinct patterns of intelligibility was articulated by the US philosopher of mind Donald Davidson (1917–2003). On his model of the mind, Anomalous Monism, the very same events that comprise mental events and that – according to Davidson – stand in essentially rational relations also comprise physical events and can be subsumed under nomological or law-like causal explanations.13 When described in mental property terms, however, there are no laws that fit them. Hence – qua instantiations of mental properties –
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sional idea springs unbidden. But in all cases: ‘All primary experience of delusion is an experience of meaning’.5 [T]he experiences of primary delusion are analogous to this seeing of meaning, but the awareness of meaning undergoes a radical transformation. There is an immediate, intrusive knowledge of the meaning and it is this which is itself the delusional experience.5 The key feature of primary delusions, however, is that they are un-understandable. While secondary delusions or delusion-like ideas are, in principle, understandable in the context of a person’s life history, personality, mood state or presence of other psychopathology, primary delusions have a kind of basic status. We can distinguish two large groups of delusion according to their origin: one group emerges understandably from preceding affects, from shattering, mortifying, guilt-provoking or other such experiences, from false perception or from the experience of derealisation in states of altered consciousness etc. The other group is for us psychologically irreducible; phenomenologically it is something final. We give the term ‘delusion-like ideas’ to the first group; the latter we term ‘delusions proper’.5 As Andrew Sims says in a contemporary introduction to descriptive psychopathology: [W]hen we consider the middle aged schizophrenic spinster who believes that men unlock the door of her flat, anaesthetize her and interfere with her sexually, we find an experience that is ultimately not understandable. We can understand, on obtaining more details of the history, how her disturbance centres on sexual experience; why she should be distrustful of men; her doubts about her femininity; and her feelings of social isolation. However, the delusion, her absolute conviction that these things are happening to her, that they are true, is not understandable. The best we can do is to try and understand externally, without really being able to feel ourselves into her position (genetic empathy), what she is thinking and how she experiences it [Sims 1988: 85].14 [[AQ2]]



has particular relevance to psychiatry today. As noted earlier, although Jaspers had important things to say about the role of meanings, he was less interested in the role of values. In the following passage, for example, he distances his conception of understanding meaning from forming or understanding value judgements: It is a fact that when dealing with meaningful connexions as such we inevitably tend to value positively or negatively, while everything meaningless we merely value, if we do so at all, only in relation to something else. Thus the emergence of moral demands from resentment we may value as something despicable, whereas we value memory merely as a tool. In the science of psychology, however, we must strictly refrain from any such value judgement. Our task is merely to grasp the meaningful connexions as such and to recognize them.8 Thus, Jaspers separates understanding meanings from the kind of evaluation that properly involves the assessment of values. But another European philosopher of science, Wilhelm Windelband, did wish to stress the importance of values for a properly rounded scientific account. He did this via an account of idiographic understanding, which, as we will outline later, is itself at the forefront of contemporary thinking about psychiatry.15



Windelband and idiographic understanding



WINDELBAND ON THE ROLE OF UNDERSTANDING VALUES IN PSYCHIATRY



Wilhelm Windelband was a Kantian philosopher of science. He first introduced the distinction between ‘idiographic’ and ‘nomothetic’ in his rectorial address of 1894. Key components of the distinction between are that it is a distinction of method not of subject matter, that it concerns treating events as unrepeated, and that it is a reaction against an overreliance on an essentially general conception of knowledge. Windelband contrasts his own methodological distinction with one of substance, between natural sciences (Naturwissenschaften) and sciences of the mind (Geisteswissenschaften): ‘I regard the dichotomy as unfortunate. Nature and mind is a substantive dichotomy … not equivalent to a dichotomy based on modes of cognition.16 Such a distinction of substance is a hostage to the fortune of a metaphysical distinction of kind between mind and the rest of nature. In psychiatry, the interplay of both broadly psychological methods and neurology makes drawing such a distinction premature and unhelpful. Windelband proposes, instead, a distinction that places psychology (as he understands it) and other natural sciences on one side and other disciplines, which in Germany at the time were called ‘sciences of the mind’ but which have a distinct method, on the other. This gives rise to a characterization of what he goes on to label ‘idiographic’, as follows:



In this section, we consider a second strand of conceptual work from psychiatry’s first biological phase, namely the role of values, which as a complement to the neurosciences



[T]he majority of the disciplines that are usually called sciences of the mind have a distinctively different purpose: they provide a complete and exhaustive description of a single, more or less



Thus, although Jaspers places empathic understanding (both static and genetic) at the heart of psychopathology and thus psychiatry, he also argues that some of the key phenomena that characterize psychopathology cannot be understood. They are un-understandable. If Jaspers is correct, then psychiatry has a fundamental limitation. We return to this point later, when we bring the story up to date with developments in modern phenomenology.
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extensive process which is located within a unique, temporally defined domain of reality.16



Idiographic understanding and the uniqueness of individuals As first introduced, idiographic understanding concerns individual or unique cases. But, given that the distinction is supposed to be at the level of method and not substance, this is fixed not by the subject matter so much as how that subject matter is approached. This is made clearer in the following passage, in which the term ‘idiographic’ is first introduced: In their quest for knowledge of reality, the empirical sciences either seek the general in the form of the law of nature or the particular in the form of the historically defined structure. On the one hand, they are concerned with the form which invariably remains constant. On the other hand, they are concerned with the unique, immanently defined content of the real event. The former disciplines are nomological sciences. The latter disciplines are sciences of process or sciences of the event. The nomological sciences are concerned with what is invariably the case. The sciences of process are concerned with what was once the case. If I may be permitted to introduce some new technical terms, scientific thought is nomothetic in the former case and idiographic in the latter case.16



The commitment to the generic is a bias of Greek thought, perpetuated from the Eleatics to Plato, who found not only real being but also real knowledge only in the general. From Plato this view passed to our day. Schopenhauer makes himself a spokesman for this prejudice when he denies history the value of a genuine science because its exclusive concern is always with grasping the specific, never with comprehending the general… But the more we strive for knowledge of the concept and the law, the more we are obliged to pass over, forget, and abandon the singular fact as such…16



Unique individuals and values This raises a question – which arguably Windelband never answered satisfactorily – as to the nature of this individualistic understanding. What is it to understand an individual in essentially non-general terms? But he did give an important clue as to why he thought there was need for idiographic understanding. What we value when we value people or events is tied to their individuality, he argues. In opposition to this [general, nomothetic] standpoint, it is necessary to insist upon the following: every interest and judgment, every ascription of human value is based upon the singular and the unique… Our sense of values and all of our axiological sentiments are grounded in the uniqueness and incomparability of their object.16 Examining value judgements helps to reveal the fundamental importance of particular cases as opposed to general kinds in judgements. It suggests that there is an important role for clinical judgement aimed at reflecting the nature of individuals and their experiences. Windelband himself seems to have taken this to imply the need for a particular kind of individualistic judgement in which there is no implicit comparison – as there is with any general concept – with other cases. Such a judgement would be essentially particular or individualized. Windelband’s fellow neo-Kantian Heinrich Rickert also argues that there can be essentially particular or individualized judgements and that these are exemplified by value judgements. Unlike nomothetic accounts of, for example, the forces acting on bodies, which are described and explained in general terms, judgements about the value of things are individualized judgements.



[T]his distinction connects with the most important and crucial relationship in the human understanding, the relationship which Socrates recognized as the fundamental nexus of all scientific thought: the relationship of the general to the particular.16



We are concerned here with the connection of objects with values; for a generalizing approach the objects are free of valueconnection, they are exemplars, replaceable… This is what happens when we free the object of all connection with our interests – it becomes a mere exemplar of a general concept. An individualising approach is necessarily connected with the value-bound grasp of the object [mit der wertverbindenen Auffassung der Objekte]…18 But although Windelband’s discussion supports the suspicion of subsuming individuals under categories and the role, instead, of a kind of individualized judgement, he does



Part 1 : The foundations of modern psychiatric practice



This suggests the following rough practical distinction: nomothetic approaches are those that chart law-like, or nomological, generalities. Their aim is to describe generalities. Idiographic understanding concerns individual cases described in non-general ways. Both are, however, forms of empirical enquiry. Such a distinction fits modern psychological usage influenced by Gordon Allport (1897–1967), in which ‘idiographic’ is used to describe case-study-based qualitative research by contrast with quantitative cohort-based research (although whether Allport’s use of nomothetic accords with Windelband’s is a matter of dispute17). But although contemporary use in psychology suggests that idiographic and nomothetic forms of understanding are practically distinguishable but not fundamentally distinct, Windelband suggests that his distinction goes deeper. He relates it to a fundamental metaphysical divide:



What Windelband means is this. Scientific understanding has, since the Greeks, concentrated on generalities. It has concentrated on laws of nature that govern many objects and events. But in so doing it has neglected the importance of understanding individual objects, events or people not as instances of general kinds but in their individuality. He says:
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not offer a very clear account of what form such an idiographic judgement might have. How precisely is a judgement supposed to reject an historical overemphasis on the general? In fact, there is reason to be suspicious of the suggestion that reflecting individuals needs a special kind of individualistic judgement.19,20 Thus, the lasting importance of Windelband’s discussion is this: he reminds us of the importance of the individual as well as the general. He suggests that judgement aimed at understanding individuals in their own terms rather than instances of generalities can be an important aspect of a scientific understanding, albeit one that contrasts with essentially general statistical or law-like explanation. And he suggests that understanding of individuals can be importantly connected to value judgements. In the final section chapter, we will outline a more recent approach to reflecting the values of individuals that avoids Windelband’s reliance on the contested notion of ‘individualising judgement’.



MEANING AND VALUES IN PSYCHIATRY TODAY In this section we outline current developments in psychiatry, as they reflect respectively meanings (phenomenology and related disciplines) and values (values-based practice), both of which are philosophically derived resources for clinical practice that are complementary to the resources of the sciences. Again, we are unable to cover either of these in detail, but we include a list of suggested further reading at the end of the chapter.



Phenomenology and related disciplines Although not prominent in much of Anglo-American psychiatry, there was a strong continuing tradition of work in phenomenology and related disciplines in continental Europe through much of the twentieth century. This tradition was indeed one of a number of important sources of the remarkable resurgence of cross-disciplinary work between philosophy and psychiatry that began in the 1990s in parallel with the dramatic advances in the neurosciences of that period.21 As a rich theoretical discipline, phenomenology has continued to develop strongly along with other disciplines broadly within the ‘philosophy of mind’, very much in partnership with research in the neurosciences; see, for example, a number of papers in the double special issue of Philosophy, Psychiatry, and Psychology, edited by Christoph Hoerl.22 As in Jaspers’ day, it has been crucial in this respect that careful analysis of the subjective content of experience is available as a complement to the findings of empirical disciplines, such as functional neuroimaging and behavioural genetics. Equally important, though, has been the clinical impact of phenomenology, and related disciplines



such as hermeneutics and existentialism, through improved understanding of the subjective experience of mental disorder. We return in a moment to a particular application of phenomenology to the problem of understanding as raised by Jaspers’ work. Examples of other clinical applications of this area of philosophy include the work of the Dutch philosopher Guy Widdershoven on improved decisionmaking in old-age psychiatry;23 of the American philosopher and psychologist Steven Sabat on interpretation of language difficulties in Alzheimer’s disease;24 and of the Oxford philosopher of mind Katherine Morris on body dysmorphic disorders.25 Returning, then, to the problem of understanding as raied by Jaspers, recent work by psychiatrists and philosophers alike has challenged the assumption that this rules out meaning-laden understanding as an aim, at least. The Italian psychiatrist and phenomenologist Giovanni Stanghellini, for example, treads a middle ground between explaining and understanding schizophrenia. In his book of essays Disembodied Spirits and Deanimated Bodies, he has argued that some understanding of the experiences of sufferers of schizophrenia is possible on the hypothesis that they experience a threefold breakdown of common sense.26 This involves a breakdown of three distinct areas: the ability to synthesize different senses into a coherent perspective on the world (coenaesthia); the ability to share a common world view with other members of a community (sensus communis); and a basic pre-intellectual grasp of, or attunement to, social relations (attunement). Stanghellini says: ‘The philosophical kernel of my proposal is to show how all these dimensions of the phenomenon of common sense (coenesthia, sensus communis, and attunement) are related to each other’.26 But Stanghellini does not attempt to use these ideas to step wholeheartedly inside the world view of subjects with schizophrenia. Rather, breakdowns of these are postulated as clues to interpret the strange things that people with schizophrenia report. But a basic phenomenon remains: the inaccessibility of experiences and thoughts: Listening to a person affected by schizophrenia is a puzzling experience for more than one reason. If I let his words actualize in me the experiences he reports, instead of merely taking them as symptoms of an illness, the rock of certainties on which my life is based may be shaken in its most fundamental features. The sense of being me the one who is now seeing this sheet, reading these lines and turning this page; the experience of perceptual unity between my seeing this book, touching its cover and smelling the scent of freshly printed pages; the feeling that it is me the one who agrees or disagrees with what I am reading; the sense of belonging to a community of people, of being attuned to the others and involved in my actions and future; the taken-for-granted of all these doubtless features of everyday life, may be put at jeopardy. Although my efforts to understand, by suspending all clinical judgement, allow me to see these person’s self-reports as a pos-
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sible configuration of human consciousness, I must admit that there is something incomprehensible and almost inhuman in these experiences, something that makes me feel radically different from the person I am listening to.26 This suggests that understanding is an ongoing and ultimately unfinishable task. The clinician has to make a series of interpretative judgements taking broad account of the life of sufferer from, for example, schizophrenia. Such judgements can help towards at least a partial understanding of the person as a whole while at the same time taking account of the vividly alien quality of their psychopathological experiences. On this approach, interpretative judgements presuppose that, as it were, the basic unit of meaning is the life of the whole person. Attempts at individual interpretation of specific delusions can be guided by a more general framework that takes schizophrenia, for example, to involve a breakdown of common sense. But such an approach goes only so far and, once they have given out, the interpretation of individual experiences has to be replaced by a sometimes partial and shifting understanding of the person as a whole based on contextual judgements. As in other areas of psychiatry, there is no quick route to bypass the need for good and sensitive judgement and hence to the irreducible role of the individual. It is the link between the general and the individual as mediated by values that is illustrated by recent developments in values-based practice outlined below.



Values and values-based practice



●



●



in the emphasis it places on the importance of the diversity of individual values, including the values of clinicians, researchers and managers as well as those of patients and carers; and in relying on a number of elements of good process, in particular specific and learnable clinical skills, to support balanced decision-making where values conflict.



It is because it is process- rather than outcome-based that values-based practice is most directly complementary to the



sciences as a resource for clinical decision-making. Valuesbased practice, as we describe further below, is indeed in this respect directly complementary to evidence-based practice.29 In this section, we describe briefly (i) the theory and empirical base of values-based practice, including its philosophical roots, and (ii) illustrative examples of recent policy, training and service development initiatives in values-based practice in the UK and internationally.



The theory and empirical base of values-based practice The theory underpinning value-based practice is based on work in linguistic analytic philosophy of the ‘Oxford school’ in the middle decades of the twentieth century, on the meanings of key value terms, such as ‘good’, ‘ought’ and ‘right’. Exemplar work from this period includes RM Hare’s The Language of Morals,30 Freedom and Reason31 and Descriptivism,32 in which he explored the logic of value terms. Although not drawing directly on the work of Windelband and others in the Methodenstreit, Hare can be understood as being concerned with broadly the same issues, namely how factual terms are related to value terms. Hare’s line on this was that there is always a logical distinction (i.e. a distinction of meaning) to be made between these two kinds of term: this is essentially because to evaluate something as good or bad always means something more than merely describing it. Thus, in one of Hare’s examples, an eating apple that is (i.e. can be described as) red and crisp happens to be, for most people, a good eating apple; but to actually call such an apple a ‘good eating apple’ means more than merely describing it as red and crisp – it also commends it. Hare’s work did not go uncontested, of course: alternative views were put forward, for example by another Oxford philosopher, GJ Warnock, in his The Object of Morality.33 The debate between Hare and Warnock was itself set in a tradition of analytical philosophy running through much of the twentieth century,34 and also back to the work of the British empiricist philosopher David Hume.35 The debate indeed continues to this day; see, for example, the 2002 collection by the American philosopher Hilary Putnam.36 Nonetheless, work in this tradition, and in particular Hare’s disentangling of descriptive and evaluative meaning, provides a powerful set of insights that, although not developed originally with medicine in mind, can help us to understand the relationship between facts and values in healthcare. Fulford applied these insights to the meanings of medical terms such as ‘illness’, ‘disease’, ‘disability’, ‘function’ and ‘dysfunction’ in his Moral Theory and Medical Practice (Fulford, 1989).37As a contribution to the continuing debate about the meanings of these medical terms as they are used particularly in psychiatry, it is Fulford’s work, in Moral Theory and Medical Practice together with a number of subsequent articles,38–40 that provides the key theoretical underpinnings for values-based
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As described earlier, although Jaspers rather dismissed values, it was the particular contribution of Windelband during psychiatry’s first biological phase to show their importance in relation to the uniqueness of individual people. As with phenomenology, then, so values have sprung back into prominence in recent years as part of the new philosophy of psychiatry, alongside and as a complement to developments in the neurosciences. The most familiar aspect of the new prominence of values is of course ethics; but other examples of emerging disciplines include health economics (e.g. Brown et al.27) and decision analysis (Hunink et al.28). Values-based practice is distinctive theoretically in that it is derived from both philosophical and empirical sources. At a practical level, it is the closest to Windelband’s work in providing a complement to the generalized sciences:
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practice. We do not have space here to go into the theory of values-based practice in detail, but among the practical implications of the theory are clear ways of articulating the relationships between values-based practice and both ethics- and evidence-based practice.29 Values-based practice also builds on empirical work on values guided by the philosophical theory just outlined. Thus, a key prediction of the theory of values-based practice is that the implicit values driving medical decisionmaking are often far more diverse than is generally recognized. This prediction has been tested by the British social scientist Anthony Colombo in a major study of the models of disorder (including values and beliefs) guiding decisions in the management of people with long-term schizophrenia in the community.41 The study combined empirical methods from the social sciences with the analytical philosophical theory just outlined and was innovative in a number of respects.42 The results of the study were widely disseminated in both research and non-governmental organizations (NGO) journals (e.g. in the house journal of MIND41), and the methods developed in this study became the basis for one of the main areas of skills training for values-based practice (see below).



Policy, training and service development initiatives in values-based practice As noted above, values-based practice starts from the diversity of individual values and relies on good process to support balanced decision-making in practice. In its reliance on good process, rather than preconceived correct outcomes, values-based practice is very much a partner to evidence-based practice: evidence-based practice provides a process for effective healthcare decision-making where the relevant evidence is complex and possibly conflicting; values-based practice provides a different but complementary process for effective healthcare decision-making where the relevant values are complex and possibly conflicting. Again, we do not have space here to describe the process of values-based practice in detail. Ten key principles of the process of values-based practice have been set out by Fulford, together with a detailed case history of a patient with manic–depressive disorder, showing how each of these principles interweaves in practice with evidence-based approaches.29 The ten principles have been applied in mental health and social care as the basis of a series of policy, training and service development initiatives. This work has been carried out in partnership with both service users and service providers and with institutional support from NGOs, including the Sainsbury Centre for Mental Health (SCMH), the Mental Health Foundation (MHF) and Turning Point in London, and the World Psychiatric Association, and from government departments, in particular the UK Department of Health. Internationally, corresponding developments have been included in the World Psychiatric Association’s Institutional Program on



Psychiatry for the Person.43,44 Examples of these developments are described below.



Policy The National Institute for Mental Health in England (NIMHE), as the body responsible for mental health policy implementation in England and Wales, published a framework of values that was based explicitly on the approach of values-based practice (Box 3.1).45 This in turn guided a range of subsequent policy developments, including a generic skills programme,46 as the basis of moves towards more multidisciplinary and person-centred approaches to service delivery.3 The approach has also been applied in a number of specific areas of policy development, including delivering race equality47 and the introduction of community development workers.48 Box 3.2 lists the keys to a shared approach to assessment in mental health and social care.



200 Service user 150



Carers Mental health worker



100



50



0 Frequency of perspective Figure 3.1 Perspectives referred to in a care programme review meeting



Training The first training manual for values-based practice was developed in a partnership between the Sainsbury Centre for Mental Health and Warwick Medical School. With the support of NIMHE. Published as Whose Values?,49 the training manual was launched at a conference in London by the minister Rosie Winterton and, together with the NIMHE values framework, supported the policy initiatives noted above. A further application of values-based practice has been in the training materials produced to support the amended Mental Health Act in the UK. These training materials combine evidence-based resources with an innovative values-based approach to using the guiding principles defined by the code of practice (Table 3.1) as a framework of values guiding the application of the general provisions of the Act to individual cases (Figure 3.2).50 Outside the UK, training programmes in values-based practice have been developed in a number of European countries and in South Africa.51
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Box 3.1 National framework of values for mental health



Box 3.2 Three keys to a shared approach to assessment in mental health and social care



The work of the National Institute for Mental Health in England (NIMHE) on values in mental health care is guided by three principles of values-based practice:



●



●



●



Recognition: NIMHE recognizes the role of values alongside evidence in all areas of mental health policy and practice. Raising awareness: NIMHE is committed to raising awareness of the values involved in different contexts, the role(s) they play and their impact on practice in mental health. Respect: NIMHE respects diversity of values and will support ways of working with such diversity that makes the principle of service-user centrality a unifying focus for practice. This means that the values of each individual service user/client and their communities must be the starting point and key determinant for all actions by professionals.



●



Purpose Principle



ct Respe e pl Princi



Respect for diversity of values encompasses a number of specific policies and principles concerned with equality of citizenship. In particular, it is anti-discriminatory because discrimination in all its forms is intolerant of diversity. Thus, respect for diversity of values has the consequence that it is unacceptable (and unlawful in some instances) to discriminate on grounds such as gender, sexual orientation, class, age, abilities, religion, race, culture or language.



●



Active participation of the service user concerned in a shared understanding with service providers and, where appropriate, with their carers Input from different provider perspectives within a multidisciplinary approach A person-centred focus that builds on the strengths, resiliencies and aspirations of the individual service user and identifies his or her needs and challenges.



L Alt east R ern e ativ strict e P ive rin cip le



●
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Respect for diversity within mental health is also:



●



●



●



●



●



NIMHE will encourage educational and research initiatives aimed at developing the capabilities (the awareness, attitudes, knowledge and skills) needed to deliver mental health services that will give effect to the principles of values-based practice.



n tio ipa le c i ip rt Pa rinc P



Figure 3.2 The guiding principles as a framework of values



Service developments Many of the above policy and training initiatives have been associated with corresponding developments in service delivery. An example of a direct application of values-based practice to service development is a programme on diagnostic assessment in mental health and social care. This programme followed a series of international research seminars, initially in Dallas, USA,52 and subsequently in London, supported by the Department of Health, exploring the role of values in psychiatric diagnosis. The last of these seminars, which was hosted jointly with the Mental Health and Substance Abuse section of the World Health Organization (WHO), led to the launch of a wide-ranging consultation on approaches to assessment that were considered best practice by all stakeholders – that is, by service providers from different disciplinary backgrounds, and also by service users and carers. The programme on diagnostic assessment was distinctive in building on a specific prediction of the theory of valuesbased practice that, in psychiatry, values are as important in
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●



user-centred: it puts respect for the values of individual users at the centre of policy and practice; recovery-oriented: it recognizes that building on the personal strengths and resiliencies of individual users, and on their cultural and racial characteristics, there are many diverse routes to recovery; multidisciplinary: it requires that respect be reciprocal, at a personal level (between service users, their family members, friends, communities and providers), between different provider disciplines (such as nursing, psychology, psychiatry, medicine, social work), and between different organizations (including health, social care, local authority housing, voluntary organisations, community groups, faith communities and other social support services); dynamic: it is open and responsive to change; reflective: it combines self-monitoring and self-management with positive self-regard; balanced: it emphasizes positive as well as negative values; relational: it puts positive working relationships supported by good communication skills at the heart of practice.



s ce ur e so ipl Re rinc P



●
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Table 3.1 Guiding principles in the code of practice for the new Mental Health Act



Purpose



Decisions under the Act must be taken with a view to minimizing the undesirable effects of mental disorder, by maximizing the safety and wellbeing (mental and physical) of patients, promoting their recovery and protecting other people from harm



Least restrictive alternative



People taking action without a patient’s consent must attempt to keep to a minimum the restrictions they impose on the patient’s liberty, having regard to the purpose for which the restrictions are imposed



Respect



People taking decisions under the Act must recognize and respect the diverse needs, values and circumstances of each patient, including their race, religion, culture, gender, age, sexual orientation and any disability. They must consider the patient’s views, wishes and feelings (whether expressed at the time or in advance), so far as they are reasonably ascertainable, and follow those wishes wherever practicable and consistent with the purpose of the decision. There must be no unlawful discrimination



Participation



Patients must be given the opportunity to be involved, as far as is practicable in the circumstances, in planning, developing and reviewing their own treatment and care in order to help ensure that it is delivered in a way that is as appropriate and effective for them as possible. The involvement of carers, family members and other people who have an interest in the patient’s welfare should be encouraged (unless there are particular reasons to the contrary) and their views taken seriously



Resources (effectiveness, efficiency and equity)



People taking decisions under the Act must seek to use the resources available to them and to patients in the most effective, efficient and equitable way, to meet the needs of patients and achieve the purpose for which the decision was taken



diagnosis – that is, in how we come to understand a problem – as they are in what we do about it – that is, in such areas as treatment and resource allocation. The programme has strongly practical outcomes, however, much of the publication itself comprising examples of innovative practice from the field. As with other work in values-based practice, these examples illustrate in a very practical way how the resources of generalized evidence-based science can be combined with an approach to assessment that is fully responsive to the needs, wishes, strengths and other values of the individual concerned.53



CONCLUSIONS The period around the start of the twentieth century was one of great progress for biologically based neuroscience. It was a time of great promise for the science of psychiatry. Nevertheless, two figures of great importance for psychiatry realized that the science of natural laws and general mechanisms needed to be complemented by distinct approaches. As we have shown, Jaspers argued that the very nature of the subject matter of psychiatry called for an understanding of the meanings of and meaningful connections between subjects’ experiences. Windelband argued that understanding the values that we place in and are held by individuals required a different approach from general nomological or nomothetic science.



As with any other area of research, their suggestions were not without problems, and there has been genuine progress in developing their key ideas. Jaspers’ claim that key aspects of psychopathology are both genuinely mental phenomena and yet brutally ‘un-understandable’ has prompted attempts to explain simultaneously how there can be at least shifting and partial understanding of still difficult phenomena. We have mentioned work drawing on a phenomenological tradition, but equally the US psychologist Brendan Maher’s suggestion that delusions are an understandable response to abnormal experiences54 can be seen as a reaction to Jaspers’ work. Similarly, Windelband’s idea that value judgements require a special kind of individualistic judgement has been replaced by an approach, values-based practice that is derived from analytical philosophy and relies on ‘good process’, in particular learnable clinical skills, as a basis for balanced decision-making where complex and conflicting values are in play. Our aim in giving this brief outline of the work of Jaspers and Windelband, as two key figures in the history and philosophy of science, together with their modern counterparts, has been to indicate the extent to which resources derived from philosophy can contribute alongside the sciences to improving mental health care. Phenomenology and values-based practice, furthermore, it is important to add, are themselves set within a new and rapidly expanding international field of cross-disciplinary work between philosophy and psychiatry.21 As Box 3.3 shows, this is a rapidly
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Table 3.2 Comparison of service users (a) and service providers (b)



(a) Service users Elements of models



Diagnosis/description Interpretation of behaviour Labels Aetiology Treatment Function of the hospital Hospital and community Prognosis Rights of the patient Rights of society Duties of the patient Duties of society



Medical (organic)



Social (stress)



Cognitivebehavioural



UP UP UP UP UP, US UP UP, US



UP US US UP UP, US US UP, US UP, US



UP



Psychotherapeutic



Family (interaction)



Conspiratorial



US UP, US US US US UP, US UP, US US UP, US



UP, US UP, US



UP, US



(b) Service providers Elements of models



Diagnosis/description Interpretation of behaviour Labels Aetiology Treatment Function of the hospital Hospital and community Prognosis Rights of the patient Rights of society Duties of the patient Duties of society



Medical (organic) P P P P P P, S P P P, S P, S P P



Social (stress)



Cognitivebehavioural



Psychotherapeutic



Family (interaction)



Conspiratorial



S S S S S P, S S



S P S S



S



S P, S



S



Box 3.3 Developments in the new philosophy of psychiatry ● ● ● ● ● ● ● ● ●



●



43 New academic and research groups around the world Special sections in the WPA and AEP Establishment of the International Network for Philosophy and Psychiatry (INPP), launched Cape Town, South Africa, 2002 Annual international conferences in different parts of the world New professorial chairs in Italy, Netherlands, South Africa and the UK) Training and research programmes, including a recently launched Oxford DPhil The international journal Philosophy, Psychiatry, and Psychology (PPP) now in its fourteenth year, from Johns Hopkins University Press Several book series, including International Perspectives in Philosophy and Psychiatry (IPPP) from Oxford University Press Establishment of the Institute for Philosophy, Diversity and Mental Health (IPDMH) at the University of Central Lancashire in the UK, with over £1 million funding Philosophy into practice, e.g. values-based practice (see text).
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The table compares the model of disorder of (a) two groups of service users (UP and US) with those of (b) psychiatrists and social workers (P and S). Comparing (a) and (b) shows that the models of disorder of the two groups of service users are overall very similar to those of psychiatrists and social workers.
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expanding field, and there are other potentially important practical developments, notably in relation to tacit knowledge (the basis of professional skills) and individual judgement (as in clinical judgement).55 It might seem surprising to some that there should have been this expansion of philosophy and psychiatry over the past two decades, in parallel with dramatic developments in the neurosciences underpinning psychiatry. The history of ideas outlined in the first two sections of this chapter not only makes sense of these parallel developments but also helps us to see their likely future direction. Then, as now, there were dramatic (actual or anticipated) advances in the sciences underpinning psychiatry; and these advances, far from reducing the need for careful conceptual work alongside empirical studies, actually increased it. There are several reasons for this: the challenge of applying generalized scientific knowledge to particular individual human beings, but also theoretical challenges within the sciences themselves – we noted at the start of this chapter Nancy Andreasen’s claim that advances in the neurosciences have driven many of the deepest problems of traditional philosophy to the top of our practical agenda. Jaspers’ work in the early twentieth century represented one clear response to these challenges. Naive models of empirical science, he believed, would reduce the sciences of the day to mere scientism (you will recall that he called such models ‘brain mythologies’); and his response was to argue that we needed to find ways of working with meanings alongside and in parallel with scientific work on explanatory causes. Windelband’s work on values represents a different response to scientism – one built on values in so far as these are distinct from meanings. What is shared by these approaches, then, is a recognition of the need to bring together in one way or another the findings of generalized science with the uniqueness of individual human beings. The need to reconcile generalized science with individual human beings is perhaps particularly acute at the present time, with growing pressure to base service delivery on a narrow model of evidence-based practice that Jaspers would perhaps have characterized as scientistic. [[AQ6]] Yet, again as during psychiatry’s first biological phase, the dangers of a scientistic use of evidence-based practice have been most evident to those who have been at the very forefront of developing this approach. As David Sackett puts it, in his seminal training manual on evidence-based practice, it is only when best research evidence is combined with clinical skills and, importantly, patient values that ‘clinicians and patients form a diagnostic and therapeutic alliance which optimises clinical outcomes and quality of life’.56 There is no better statement of the need for combining rigorous empirical methods with equally rigorous philosophical approaches in developing a psychiatry for the twenty-first century that is both fully science-based and genuinely patient-centred.



KE Y POINT S ●



●



●



●



●



Jaspers divides symptoms between subjective and objective. Another person’s objective symptoms can either be detected by one’s senses (such as by sight or hearing) or by merely rational understanding. To be sensitive to another’s subjective symptoms requires that one imaginatively puts oneself into their predicament in a way that goes beyond merely rational understanding. The distinction between objective and subjective corresponds to a distinction between explanation and understanding. Jaspers distinguishes between two forms of (subjective) understanding. Static understanding, also called phenomenology, concerns what mental states feel like. Genetic understanding, also called empathy, concerns the way one mental state, ideally and typically, arises from another. Jaspers believes that some forms of apparently mental phenomena nevertheless cannot be understood. Primary delusions are, he claims, ‘un-understandable’. Windelband distinguishes between idiographic and nomothetic sciences. Nomothetic sciences concern lawlike and general phenomena. Idiographic sciences concern one-off events or processes. The most obvious need for an idiographic approach, according to Windelband, concerns judgements about values. Values-based practice is a new skills-based approach to working with complex and conflicting values that has been developed from philosophical value theory to stand alongside evidence-based practice as a support-tool for clinical decision-making in mental health.



WEBSITES AND FURTHER READING Fulford and others have examined the links between values-based practice and a number of specific areas of medicine including CAMHS, management, spirituality and other aspects of the medical humanities, ethics, diagnosis and neuroscience. See Warwick Medical School website http://www2.warwick.ac.uk/fac/med/study/cpd/subject_ index/pemh/vbp_introduction/. Teaching and learning materials on values-based practice have now been published in a wide range of professional journals and textbooks. See the Warwick Medical School website noted above, and also the Royal College of General Practitioners’ 2005 Curriculum Statement: Ethics and Values Based Medicine at www.rcgp.org.uk/gpcurriculum/ pdfs/ethicsAndVBPsfRCGPCouncilDec2005.pdf. Details of Jaspers’ work and of other important figures in the early development of psychiatry are given in ‘History of ideas’ in The Oxford Textbook of Philosophy and Psychiatry (Fulford KWM, Thornton T, Graham G (2006) Oxford: Oxford University Press). Section 3 of this same book covers modern developments in the philosophy of science, Section 4 covers values-based practice and ethics, and Section 5 covers phenomenology and the philosophy of mind. The Oxford Textbook includes a series of readings (on
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a CD-ROM) and includes detailed guides to further reading and key learning points.
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