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Abstract 

 

 

Psychiatry faces epistemic problems because of its roughly dualist philosophy of mind. Theory 

and practice that implicitly or explicitly separate mind and body challenge psychiatry’s ability to 

describe, meet and treat its patients. This is particularly problematic because psychiatry has a 

tendency to reify diagnoses and over-medicalize patients. Reliance on inferential modes of 

knowing downplays the role of intuitions in the diagnostic process. Embodied cognition offers a 

theoretical remedy for psychiatry.  

  

The argument proceeds in three parts. The first part provides background, in the form of brief 

overviews of several relevant positions and issues. First is psychiatric theory’s dualism, and 

connected problems of epistemic access. Next, the roles of antirealism and realism are related to 

research trends and the political stance of psychiatry. Third, the current state of affairs is 

entrenched by psychiatric pedagogy and arises from psychiatric history. Last, the standard model 

of cognition used in psychiatry is described. 

  

The second part reviews work in embodied cognition, which rejects, or at least modifies, the 

standard view of cognition. Theories established by Michelle Maiese and Andy Clark are used to 

generate a concept of an agent as an affectively framed predictive processor.  

  

The third and final part of the argument illustrates how an embodied understanding of cognition 

informs the clinical work of the psychiatrist. Intersubjective knowing is defined and shown to 

reflect an embodied understanding, which privileges intuition as epistemically valuable. 

Adopting an embodied view of cognition changes the process of diagnosis in psychiatry, in 

particular by altering the definitions psychiatry employs for disorder and normality. On a deeper 

level, the etiology of psychiatric disorders is shown to be more causally embodied. Embodiment 

is posited as being a specific focus for psychiatric treatment, especially in the realm of 

psychotherapy. 

  

The argument demonstrates the theoretically narrow position of current standard psychiatry and 

presents an additive theoretical stance, in the form of embodied psychiatry. This stance opens up 

areas for practice and research that are likely to be beneficial to the treatment of patients. 

  

  

Keywords: Embodied cognition, cognition, psychiatry, antirealism, predictive processing, 

medicalization. 
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A Personal Introduction 

 

 

Psychiatrists are pragmatic. For clinicians, the relevance of a theory relates to its effect on 

patients. For a work in philosophy of psychiatry to matter to psychiatrists, it must come to bear, 

in some way, on patient care. This does not mean that a philosophy of psychiatry must deal in the 

same terms as psychiatric research and findings. The job of philosophy of psychiatry is to make 

intellectual contributions that open up areas for exploration.1 Even though philosophizing 

belongs in the realm of theory, psychiatrists will not be motivated by arguments unless there is 

some resonance with their daily clinical practice. In my own work as both a psychiatrist and a 

philosopher, I have often been frustrated by the difficulty of integrating theories in these two 

disciplines. 

In the medical models psychiatrists use, management is an algorithm of assessment, 

diagnosis, and treatment. Guidelines and practice standards, generated from readings of 

empirical literature, describe what psychiatrists should ideally do for each of these three 

components of their practices. However, the constraints surrounding scientific application result 

in guidelines that are frequently sterilized of the realities of patients and physicians. In medical 

journal club language, this is characterized as a problem of external validity: the closer the study 

population matches the actual patient in treatment, the less objective or reliable the data analysis, 

and vice versa. This results in a catch-22 where no study can have both a high scientific standard 

and also be applicable to unique individuals. In this way, medical science methodology closes 

down inquiry about areas not conducive to objective, general measurement. The colourful 

moments of a clinical day do not translate into black-and-white statistics. 

For psychiatry, this tension has come to the fore with the movement towards evidence-

based medicine (EBM) in the latter part of the 20th century.2 I will discuss EBM in part 1. For 
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now, though, I want to note that EBM has come under fire for not being able to demonstrate that 

it actually improves patient outcomes, while simultaneously justifying increased costs and the 

presence of industry interests.3 Evidence Based Psychiatry (EBP) has been further criticized on 

the grounds that EBP requires kinds of patients that do not exist in practice. But perhaps the 

strongest argument against EBP, captured by Mona Gupta, is that 

 

the narrative structure and meaningfulness of personal experience are essential components of living with a 

mental disorder and the psychotherapeutic treatment of mental disorders. These aspects of mental disorder 

are resistant to measurement, at least in the manner envisioned by EBM. In other words, mental states are 

more than neurochemical processes; they are also lived experiences that cannot be fully described and 

explained in biological or quantitative terms.4 

 

I am allied with Gupta on the disservice done to psychiatry by the medical establishment. I was 

originally drawn to psychiatry because of its approach to individual sense-making. Psychiatry is 

necessarily creative, holistic, and eclectic because of the phenomenologically rich levels at which 

patients are encountered. But because psychiatry is a medical discipline, it is constrained by a 

certain history and politics that have forced it to accommodate calls for a greater “evidence 

base.” 

North American Psychiatry’s adoption of a so-called “agnostic and atheoretical” stance to 

psychiatric disease classification, which began with the third edition of the Diagnostic and 

Statistical Manual of Mental Disorders (DSM), is either a symptom of or a failed attempt to 

solve this problem.5 Since that edition, the DSM leaves unknown the cause of psychopathology. 

This is because there are no obvious lesions visible in patients that reliably generate symptoms or 

behaviour, and the DSM assumes that the interior of another’s mind is wholly unobservable by 
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the clinician. Instead, the categories of the DSM provide a list of clinically observable features 

and recommends that psychiatric practice be built on those. North American psychiatry therefore 

shuts mental processes deep within a black box. Coinciding with the move to EBM, 

contemporary psychiatry has lost a considerable amount of theoretical explanatory power, 

although there are multiple, exchangeable theories that describe the underpinnings of pathology 

and treatment. For example, there is still no good explanation for the development of the 

symptoms of dementia beyond allusions to amyloid plaques or tau proteins—molecules that 

accumulate in the brain and cause dysfunction. These allusions ultimately do not suggest (or at 

least have not suggested) any useful direction for treatment. Similarly, the development and 

rationale for SSRI medication for depression proceeds on the argument that there is a deficit in 

Serotonin in depressed patient’s synapses. This is a flawed argument.6 

It is sometimes argued that these problems of theoretical intractability are specific to 

psychiatry, and that other medical specialties do not see them. Prima facie, it does seem that 

much of the rest of medicine performs as well as a science. Orthopedic surgery and antibiotic 

treatment for pneumonia are two examples of clear causes with obvious practical treatments that 

work. However, the thicket of examples of medicine behaving in normatively scientific ways 

grows thinner the closer one looks. Pathological findings and cancer staging routinely exist on 

grey scales between normal and abnormal. Diagnostic parameters, such as those around 

hypertension and diabetes, alter based on a variety of non-scientific motivations. There remains 

little convincing explanation for frozen shoulder, a condition often encountered in the elderly. 

Even returning to surgery, MRIs taken of people with back pain cannot be discriminated from 

those without back pain, even by experienced radiologists.7 And if one moves out of acute care 
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in academic centres to the family physician’s clinic, it is hard to point at any given appointment 

and label it normatively “scientific” without qualms. 

I bring up the contingency of medicine in general so as to highlight the grounds on which 

contemporary psychiatry also stands. I do not deny that psychiatry has a higher level of 

contingency compared to other medical specialties. It is my intention to explore one feature that 

adds to psychiatry’s contingency, and what could be done with this realization. 

The status quo in psychiatry demands the adoption of a “scientific” approach, and 

especially one that coheres with EBM. My position is broadly antirealist—“constructivist”—

about science, but I do not equate “construction” with “useless” and then throw science out of 

the window. I am unwilling to defenestrate such practical, workable human activity. Instead, I 

accept that most human endeavors are highly constructed and may yet work well, so that I, like 

David Bloor, can be a relativist while on an airplane at 30000 feet.8 

My primary goal in the following work is pragmatic—as a psychiatrist, I would like a 

theoretical frame that could be useful to clinicians. This is important to understand for scientific 

realists, who may wish to explain that the shortcomings of EBM result from bad science. In a 

realist frame, sciences—including sciences like psychiatry—should provide adequate 

explanations of reality, given enough time to make progress. This may be done within the 

specific discipline itself, or though reductionism to more fundamental disciplines. However, 

should science be as robustly applicable as proponents of EBM say, then I would be happy to 

adopt these stances if there are obvious and sustained improvements in care. I certainly agree that 

psychiatric study design would benefit from scrutiny and alteration, though I would likely have 

different concerns about methodology than a realist. 
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The current strongly atheoretical and data-driven research course has not generated the 

promised great strides for psychiatry, and this leaves psychiatrists like myself wondering if there 

are other avenues for potentially improving psychiatric treatment. Psychiatry, positioned as a 

medical discipline, experiences the usual epistemic difficulties of science, but with an 

amplification: the problem of mind. Psychiatric symptoms appear to be objectively 

unmeasurable. There seems to be no easy route to knowing what causes patient suffering, as the 

patients themselves stand as confounding barriers to underlying reality. 

If we add to empirical research a healthy dose of philosophical theory, then we may find 

a more robust theory of mental behaviour. “Embodied cognition” is a philosophical position that 

insists cognitive features depend on the physical body of an agent. It is sometimes aligned with 

embodied cognitive science, which is “a loose-knit family of research programs in the 

cognitive sciences that often share a commitment to critiquing and even replacing traditional 

approaches to cognition and cognitive processing.”9 Even though philosophy and science 

operate differently, I will broadly refer towards both streams as a single discipline concerned 

with embodied cognition. These areas offer descriptions of mind and action that may be useful 

for psychiatrists. In writing “may be useful”, I offer no guarantees for usefulness, and this should 

not be over-interpreted. With the current frame of psychiatry lacking any meaningful large-scale 

improvement in treatment, exploring an alternative theory should be an acceptable risk. 
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Part 1: Psychiatric Background 

 

A) Epistemic Challenges and Psychiatric Practice 

In this first part, I will quickly cover several theoretical areas. These topics appear 

disjointed, but they are necessary to show how taking embodiment on board actually results in a 

broad range of effects. These effects may begin in the interpersonal clinic, but they scale up to 

meaningful social ramifications. Because of the range of effects of embodied cognition, I will 

describe the effects of dualism on the epistemic position of psychiatry, antirealism and realism in 

psychiatry, the history and practice of psychiatry, theoretical structures underpinning 

psychotherapy, and, most importantly, the standard model of cognition.  

 

i) Access to Mental States and Resulting Psychiatric Challenges 

 

Psychiatry runs into the problem of the mind “from the outside.” The clinician observes 

the patient, can see what she does and hear what she says, but cannot apprehend the experience 

of the patient directly. This is contrasted with the surgeon, who can see and feel a lesion, interact 

with it, and affect it. Unlike a tumor, what is clinically available to the psychiatrist is “second 

hand,” in that it is expressed through patient action. There seems to be no way of “looking” into 

a person and finding objective corroboration for their experience. This is the problem of 

inaccessibility. 

This problem arises from the concept of the mind itself. Gilbert Ryle describes the 

problematic, common conception of the mind as follows: the mind and the body are separate, 

connected during life, and the body is public while the mind is private.10 This structure conceives 
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of the subject as a pilot existing in a non-physical mental realm. The subject senses information 

through her sensory organs, which is transported from the physical world of the body to the 

paramechanical (i.e. ethereal, otherworldly) world of the mind. The subject thinks, and then 

sends signals back from the mind to the body to execute actions.  

Mind-body dualism, or just ‘dualism’, is common in both philosophy and in folk 

psychology; by folk psychology, I mean merely the “theory constituted by the platitudes about 

the mind ordinary people are inclined to endorse.”11 As such, dualism is readily available for 

importation into science. Theories in science and philosophy reciprocally interact with common 

discourse, so a single cause of dualism’s popularity is difficult to find.  

I do not use the term ‘dualism’ to invoke Cartesian philosophy as a whole, but rather 

what a psychiatrist, particularly a less philosophically informed psychiatrist, thinks dualism is. 

Perhaps a philosopher feels that there is no good reason to argue with faulty rationale, but a 

pragmatic argument must deal with exactly this. Dualism means that the mind and body are 

separate yet causally related. Minds are where thoughts and some other mysterious entities are 

populated, while the body is where material action takes place. It follows that the inner, non-

public life of a subject can only be known by inference. There are finer rehashings of dualism 

that accept or reject various parts of what I have just described, but I am employing dualism to 

mean all of these things. 

Dualism separates mind and body. Common experience seems to corroborate dualism, in 

as much as there is a sense of events occurring “out there” and perception, thinking, and self-talk 

happening “in here.” People often use terms like “self” or “my perspective” to denote their 

experience of viewing and acting as coming from an interior location. In current scientific 

understanding, the “in here” is usually understood to co-locate with the brain, or at most the 
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central nervous system. Common discourse about brains and minds uses this conception of the 

brain as either location of or radio receiver for the mind. But the brain is then hidden within the 

body, which only demonstrates the mind’s process through physical expression or “tells.”  

Hiding the mind behind the façade of the body sets up the conception that there is a limited 

ability to know the mind of the other. I refer to this structure as the problem of access to the 

mind.  

This lack of access is presumably a part of why psychiatric diagnosis is always 

indeterminate. To have a fully determinate diagnosis, the ideal physician should be able to see 

reality as it is, and then make claims based on what is there. However, psychiatric diagnoses are 

about something located in the mind of the patient. As such, they cannot be seen in the way that 

a wound can be seen. The extra step from body to mind means that what is going on in the 

psyche is unobservable, to some degree because it is a translation. Further, translation from the 

paramechanical mind to body appears dissimilar in different cases. Different minds and bodies 

express experience differently. Therefore, the signs for reading the mind of another are 

unreliable, and a claim made about internal mental states is always a best guess. 

The problem of access interacts with psychiatric disease indeterminacy on ontological, 

semantic, and epistemic levels. What we could call ‘ontic’ indeterminacy is the result of diseases 

being continuous with each other, rather than discrete.12 This kind of statement about continuity 

suggests that, in the mental reality where different disease states occur, the boundaries between 

these states necessarily overlap. A common example of this would be the similarity between 

anxiety and depression. These states appear to be qualitatively similar in their effects on mood 

and cognition, and are similar in the so-called neurovegetative expression of the body. But it is 



 4 

difficult to get a handle on mental ontology, since it is a world away in the paramechanical 

realm. 

Semantic indeterminacy results from vague descriptions, which necessarily occur in a 

dualistic picture because of the inability to grasp mental ontology. There are two kinds of 

semantic indeterminacy relevant for psychiatry.13 Soritical vagueness, so named from the sorites 

paradox, exists on a gradient. This gradient has poles which describe different conditions, such 

as well or ill. Vagueness of a soritical genre occurs because of the difficulty in drawing the line 

between two states. This maps to psychiatric questions about what names should be used to 

denote severity, prodromal states, and normality. Combinatorial vagueness results from 

categorical criteria that may belong to more than one category. This can be illustrated in the 

DSM-5 diagnosis of PTSD, in which two patients can both meet the criteria for the diagnosis and 

not share any of the symptoms. 

In commenting on unobservability and ontological indeterminacy, I have already hinted 

that the epistemic indeterminacy of diagnoses results from the problem of access. Having a fuzzy 

view of reality is a part of the epistemic difficulty in grasping psychiatric diseases. This sets up 

the banal occurrence where what is publicly called knowledge is considered secure or 

controversial.14 It is an everyday psychiatric problem that two colleagues arrive at different 

diagnoses when presented with the same information. Because the mind is translated through a 

body, psychiatrists have to interpret what the mind of the other is. The reasoning of different 

clinicians can result in different opinions. Of course, differences in opinion are causally 

multifactorial; however, the problem of access is a significant contributor. 

Psychiatry, in following dualism, faces difficulties in identifying and therefore treating 

disease. As Gupta notes, modern psychiatry simply assumes the mind is like the physical, having 
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some relation to the brain, but does not otherwise try to explain much about it.15 For the most 

part, psychiatry has left unanswered the question of what the mind is, and has proceeded with a 

body and mind dualism, perhaps purely because this is a well-established theory. Despite its 

epistemic deficit, psychiatric research and nosology has nevertheless forged ahead. 

 

ii) Antirealism and Psychiatric Research 

 

The difficulties of access and indeterminacy interacts with psychiatric theory on a large 

scale. In trying to position itself as being like a natural science, psychiatry takes on a realist—or 

at least a scientific—framing. But given the difficulties of its epistemic position, psychiatry 

should be more antirealist about disease kinds. The realist-antirealist tension has been 

exacerbated, while remaining a hidden undercurrent, with the advent of evidence-based 

medicine. 

Antirealism is a position in philosophy that comes under many names or forms, including 

relativism, constructive empiricism, and constructivism. As the name implies, antirealism 

opposes realism. Scientific realism contends that the actions of science reveal an independent 

world accurately. The terms used in science—electrons, molecules, stages of change—pick out 

real kinds of things that exist in nature and real individuals: science is correct and gains accuracy 

with time. Thus, scientific realism assumes that there is a tight connection between metaphysical 

reality with our understanding of it. Realism underpins and justifies most of modern medical 

practice. When it comes to medicine, realism holds that the disease is the primary factor in 

matters of treatment and management.  
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Antirealism typically contends that people focus on the world through lenses of 

interpretation. The structure of reality is created through social negotiation about what nature 

is.16 Antirealism, as applied to the example of medicine, states that antirealists  

 

do not believe that the identification of diseases and diagnoses is determined by the natural world [as the 

realists do]. Rather, they believe that in identifying the components of a patient’s disease, the physician is 

making a choice. The choice can be better or worse, but there is no absolute sense in which it can be 

correct.17  

 

Medical antirealism is concerned with disease, denies that diseases are real—real meaning exist 

in nature as described—and insists that disease kinds are demarked by people. Antirealism on 

this level can still be concerned about which processes are better or worse for patient care, and 

has the flexibility to consider factors outside of the disease itself. Antirealism can come in more 

or less radical forms. Two varieties relevant to this discussion are dynamic nominalism, and a 

strengthened version of this called material constructivism. 

The first form of antirealism that is relevant for psychiatry is nominalism. The most 

general form of nominalism denies that there are underlying abstract objects or universals; 

categories are made by people and fixed in place independent of nature.18 If we bring this to the 

psychiatric picture, then what we have are disease labels and people. Under nominalism, the 

psychiatric disease names, such as schizophrenia, are applied over unique individuals. The next 

step in this process—which makes it dynamic nominalism—is a reciprocal interaction between 

these labels and the people they are applied to, resulting in a formation of or migration towards 

new kinds.19 This reciprocal relation is called the looping effect. Hacking describes the process 

thus: our names for properties of people “are moving targets because our investigations interact 
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with them, and change them. And since they are changed, they are not quite the same kind of 

people as before. The target has moved.”20 

Material constructivism extends the view, treating epistemic and other constructs in 

broadly material terms. That is, diseases can be moved and made in much the same way that 

technologies can be moved or made. Sismondo refers to this kind of materialism when he speaks 

of medical “knowledge economies,” wherein facts come to be built and used for various 

purposes.21 In this kind of antirealism, diseases are entities that can be shaped to suit the 

purposes of various actors—including but not limited to pharmaceutical companies, physicians, 

and patients.22 This interpretation slots disease as a tool for power and political negotiations. 

Material constructivism allows for even-handed considerations of all actors in a situation that 

cannot be analysed in a scientific realist frame. 

We will see how these two kinds of antirealism can inform our analysis of current 

psychiatry. In part 3, these antirealist frames will be used to show how taking on an embodied 

stance in psychiatry scales up from the clinical to the overarching social matters involving 

psychiatric practice. In return, these changes will have echoing effects back down to the level of 

one-on-one embodied psychiatry. 

 Despite the problem of access, psychiatry has worked hard, and continues to do so, to 

claim scientific standing, and is therefore publicly aligned with scientific realism. However, 

psychiatry (at least in North America, which is the variety of psychiatry on which this argument 

will focus) relies on a diagnostic framework that is inherently antirealist. This is the Diagnostic 

and Statistical Manual of Mental Disorders (DSM). “The DSM” here and below refers to the 

current edition of DSM-5; references to earlier editions will be specified as such. The DSM 

operates on a cluster kinds or family resemblance format. Lists of symptom criteria can be 



 8 

checked off during a psychiatric assessment, and if enough symptoms are present, then the 

threshold for making a diagnosis is passed. At that juncture, the patient would be labelled as 

having the condition. As an example, to be labelled as schizophrenic, the patient must display: 

 

A. Two or more of the following, each present for a significant portion of time during a 1-month period (or 

less if successfully treated). At least one of these must be (1), (2), or (3): 

1. Delusions. 

2. Hallucinations.  

3. Disorganized speech (e.g., frequent derailment or incoherence). 

4. Grossly disorganized or catatonic behaviour. 

5. Negative symptoms (i.e., diminished emotional expression or avolition). 

B. For a significant portion of the time since the onset of the disturbance, level of functioning in one or 

more major areas, such as work, interpersonal relations, or self-care, is markedly below the level 

achieved prior to the onset (or when the onset is in childhood or adolescence, there is failure to achieve 

expected level of interpersonal, academic, or occupational functioning).23 

 

Criteria C-F contain descriptions of continuity and length of symptoms, the caveat that other 

psychiatric disorders or physical illnesses are not better explanations, and a specific 

consideration about co-occurrence of autism.24 Under the types of antirealism outlined above, 

this results in the creation of a new reality, a step in the looping effect, or the creation of 

workable material for various interests. 

 Therefore, the DSM does not pretend to carve nature at its joints, but instead represents 

an agreement by experts about what descriptions will capture various disease states. These DSM 

“diseases” are constructed by the practice of psychiatry. Antirealism about psychiatric kinds 

should be less controversial than antirealism about other scientific kinds, as psychiatric kinds are 
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formed by human groups that literally sit down to determine the next edition of the psychiatric 

playbook. This is why the front matter of the DSM contains a long introduction with caveats 

about its intended use, the difficulty of the psychiatric nosology in general, and the pragmatic 

trade-offs that have to be considered in creating the DSM. 

 For the argument to come, I care only about antirealism about psychological kinds. 

Arguments about the full extent of antirealism are possible, but it is beyond the scope of this 

work, as a pragmatically inclined work, to focus on these points. It suffices to note that 

psychiatry is less than fully realist about psychological kinds. 

 Another relevant antirealist theory is evidence-based medicine (EBM). EBM is a 

movement in research, teaching and practice that took off in the 1990s; it has established a 

hierarchy of medical information from randomized clinical trial (and especially meta-analyses of 

trial data) at the top, to physician hunches at the bottom.25 EBM’s goal is to make medicine more 

scientific through the use of research evidence in medical decision making.26 This requires large 

data sets in order to create the so-called “highest quality” of evidence. On the basis of sweeping 

statistical assumptions, clinicians, if trained in the methodology of EBM espoused by the User’s 

Guide to the Medical Literature, can infer the best treatment for their patients.27 Guiding bodies 

and policy makers continue to advise primarily evidence-based frameworks for treatment. This is 

because EBM offers a clear algorithm for proceeding from research to practice that is attractive 

for policy formation and legal defensibility.  

 EBMs political goals and its actual practice have intersected in a contradictory way. The 

goal of making medicine more scientific is publicly aligned with the motivations of scientific 

realism. This tends to make the evidence of EBM used as support for scientifically realist claims. 

For example, antidepressant trials that show efficacy are used to argue that a lack of serotonin is 
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causal for depression. This is called the deficit active ingredient hypothesis.28 So, the status quo 

at psychiatric conferences would be to employ the terms evidence-based and scientific together, 

such that it appears that one argues for the other. This appearance is mistaken, because EBM is 

actually agnostic about causes of diseases and of the effectiveness of treatments. Randomized 

control trials and the analyses thereof only show whether or not something works in a statistical 

way, not if there is an underlying ontological referent that exists. 

 This kind of theoretical conflation has led to reification of kinds in psychiatry. Because 

EBM needs to enter variables into its scientific methodology, the nominal descriptions in the 

DSM are used as if they are natural kinds. For example, in an antidepressant trial, patients would 

only be recruited if they meet DSM criteria for depression, at a threshold set by the 

experimenters. These thresholds, in an act of material construction, may be set in such a way that 

efficacy will be demonstrated, and the drug therefore approved.  But when these results are 

simplified for general public consumption, or translated down to medical student pedagogy, or 

even discussed in journal clubs, the idea that there is a disease that was treated takes root. As 

such, the descriptions in the DSM start to be treated more like kinds that exist than as the made 

collections they are. This consequence of EBM is likely unintentional by its creators. 

Another reason that EBM was implemented was as a response to “eminence”-based 

medicine. Physicians who worked their way up the hierarchy were usually older and unmotivated 

to change their practice. Physicians prior to EBM would rely primarily on their experience, 

individual case reports, and pathology-based arguments to select treatment. All of these sources 

were lumped together into a concept called physician intuition. However, experience could be 

limited, case reports inaccurate, and pathology erroneous regarding cause. As EBM positioned 

itself as superior, intuition was devalued as a legitimate way of knowing in medicine.  
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There is no doubt that EBM, despite its strange effects on psychiatry, has led to 

improvements in medical care. This is exemplified in the story behind the logo for the Cochrane 

Library, a prestigious repository of meta-analyses and systematic reviews. As reported on the 

webpage—aptly titled “the difference we make”—the forest plot shown in the Cochrane logo is 

taken from a systematic review; this systematic review demonstrated that corticosteroids save the 

lives of infants born prematurely, if they are delivered to the mother just before premature labour 

occurs.29 The Cochrane library states that the publication of this systematic review encouraged 

adoption of this treatment wholesale, and has therefore saved thousands of premature babies. 

Even though there are many undeniable improvements to medical care, there are lurking 

concerns that EBM is unable to deliver what it promises to every part of medical practice. 

Accusations against EBM include that there is no good way to measure its effectiveness, medical 

costs may have risen as a result of its implementation, and that unseen, “unscientific” market 

forces influence what treatments are actually available for physicians to use.30,31 That there are 

concerns is important, as physician guidelines arise from systematic review of the available 

medical literature. 

The problem of finding effective treatments for patients with the EBM approach is 

amplified in psychiatry. Gupta argues that EBM “may not be the best way to pursue psychiatric 

knowledge given the particular features of psychiatric disorders and their treatments.”32 This 

relates again to the lack of natural kinds in psychiatry in a scientific realist sense. By trying to 

look like the other medical disciplines, psychiatry uses the language and techniques of EBM. 

This causes the categories of the DSM to be reified and leads to a cascade of epistemic and social 

problems. Psychiatry tries to behave like a science, restricting discourse to a narrow area of 

evidence, making social issues illegitimate.33 Therefore, contemporary psychiatry, which 
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pretends that it is a science so much that it seems to be one, is restricted from evaluating its own 

epistemic position, as it is blinded to its own influences. It cannot see the social influences that 

drive the formation of its own guidelines, nor the deficits in its scope. Antirealism, ironically 

innate to psychiatry, would be better able to perform this self-reflection. 

Psychotherapy provides a good example of this. All therapy modalities receive “the Dodo 

bird verdict.” This is a reference to the Dodo’s comment in Alice in Wonderland that “Everybody 

has won, and all must have prizes.” As phrased in a review of psychotherapeutic effectiveness, 

which used the methodology of EBM, “outcomes for different therapies were surprisingly 

equivalent, and no form of psychotherapy proved superior to any other.”34 This is highly 

unsatisfying for the psychiatrist, as she is left with treatments that are all somewhat effective, and 

yet with no clear explanation for why they succeed and fail. A physician wants to know why 

something works, in order to have reasons for therapy selection. Because the psychiatrist self-

defines as a medical physician, she wants to know why the pathology occurs as it does, so that 

she can practice medicine akin to her colleagues in cardiology and surgery. 

It is ideal for all medical specialties to be able to explain their pathology such that the 

efficacy of treatment is also explained. But because psychiatry does not have a model that can 

connect the outward actions with inner experience of a patient, it is left lacking when it comes to 

diagnosis, treatment, and research. However, the fact that treatments do seem to work, at least 

some of the time, suggests that there is some kind of an explanation to be had.  

Let us return to the central thread and recall the argument. The current research paradigm 

of evidence-based psychiatry lacks the ability to address the epistemic situation of a dualist 

psychiatry. EBM is too narrow in scope to tackle this kind of problem. The job at hand is 

therefore to open up theoretical frames that can assist with this deficit. A central problem for 
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psychiatry lies in the poor articulation of dualism, epistemic access, and scientific realism. By 

perturbing the first two with an embodied account of cognition, and encouraging the use of an 

antirealist analysis, we can find a pragmatic way out of medicalization and the reification of 

kinds. But talk of changing psychiatric practice requires describing present practice, and to some 

degree how this practice arose.  

 

iii) Psychiatry as a Practice: Tacit Knowledge Transfer, and History of the Discipline 

 

The antirealism latent in psychiatry engenders a hands-on approach to pedagogy. 

Physicians see themselves as both scientists grounded in empirical research—a hard scientism—

and practitioners of the “softer” art of medicine. This glib phrase “art of medicine” refers to the 

aspects of medicine that are not usually captured by empirical research and the trade-like training 

that physicians undergo. A trainee physician is often told that they must encounter many patients 

to gain the experience necessary for medical practice. This methodology of learning by doing 

reflects both the negotiations around determining pathology, and that becoming a physician is an 

enculturation exercise. How to be and what to do as a physician is gained through practice. 

Collins calls this tacit knowledge acquisition.35, 36 The term tacit captures the kind of knowledge 

that is not transferred linguistically or through explanations, but by seeing and doing, especially 

in the company of somebody with more experience. Hence medical students spend years in 

lecture to learn background information, but then transition into clinical practice via hands-on 

training. This training is continued in residency programs, which are required for a physician to 

be fully licenced to practice. 
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Most patients want a physician who has had “actual” experience. Licencing bodies also 

recognize the value in this training—while an M.D. confers that a certain kind of knowledge is 

held, licencing implies that certain abilities have been demonstrated. There is a certain type of 

knowledge that resists codification and linguistic transfer, and the motions themselves have to be 

taught through exposure and behavioural acting through. This distinction in training is captured 

by Ryle’s description of “knowing-how,” which appears to be enactable ability, whereas spoken 

or described knowledge is “knowing-that.”37  

Psychiatric training is rife with attempts to pass along or generate a know-how, one good 

example being the “soft skills” of guiding a psychiatric interview and the procedures of 

psychotherapy. Residents are shown how to constrain what will be talked about during the 

interview, and also how the psychiatrist is to make the patient feel relatively at ease. Psychiatric 

residents are also made to encounter many patients in order to get a handle on which mental 

statuses correspond with different diagnoses. The Mental Status Examination (MSE) is a 

formalized, allegedly objective description of the patient. It includes commentary on the patient’s 

appearance, behaviour, speech pattern, stated mood, observed affect, thought form, thought 

content, presence of reaction to internal stimuli, and a statement regarding the patient’s insight or 

judgment. An MSE is written with standardised descriptive psychopathological terms, 

descriptive psychopathology being the study of mentally motivated behaviour. While there is 

extensive work in descriptive psychopathology and psychiatric nosology to codify these 

descriptions, it remains impossible to actually contain those descriptions in a purely linguistic 

form. Life is more vivid than accounts of it.  

Tacit alongside knowing-how is the idea that descriptive psychopathology captures the 

paramechanical mind of the patient. It represents the best possible chance of knowing what is 
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going on in the patient, aside from the testimony of the patient themselves. But both testimony 

and descriptive psychopathology take several steps of interpretation to get to the mind. Despite 

this deficit, descriptive psychopathological terms, translated through criteria in the DSM or 

through EBM research findings, form pictures of diagnoses that overlay the patient. Thus, other 

tacit lessons of psychiatric residency training are that dualism is the default explanation, the 

DSM is correct, and EBM is the best method to use. These views are therefore entrenched, and 

tacit support lends to their political heft. With graduation from residency and licencing 

depending on passing the Medical Board exam or Royal College exam in psychiatry, a final 

stamp of legitimacy is given to EBM and the DSM, as these provide the script of answers 

considered correct for the exam. 

Psychiatry is in a contradictory situation. As an inherently antirealist discipline, it 

nevertheless uses the language and ways of scientific realism for the sake of justifying its 

position as a scientific medicine. Edward Shorter’s A History of Psychiatry provides an overview 

of psychiatry’s transit towards this position. Shorter contrasts psychiatry as a political battle 

between two sides: The biological psychiatrists, who will ultimately align with EBM, and the 

biopsychosocial psychiatrists, who align with psychoanalysis. 

Shorter describes the biological psychiatrists as coming in two waves. The first were 

asylum psychiatrists and pathologists. Looming large in this narrative is Emil Kraepelin, the 

author of the classification system that would later inspire the DSM. Ironically, Kraepelin was 

not biological in terms of looking at brains on a slab, investigating the mechanism underlying 

psychiatric conditions. He considered these tasks to belong to the realm of neurology. Instead, 

Kraepelin attempted to manage psychiatric indeterminacy through categorization. His categories 

of manic depression and dementia praecox (later renamed schizophrenia) were attempts at 
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capturing the ontology underneath the subjective experience of the patient. This did not go 

without criticism at the time.38 However, the expectation behind this categorization became that 

scientific study will reveal the underlying cause of disease, and therefore guide treatment to 

better effect, if the categories of mental illness are firmed up. What makes this version of 

psychiatry biological is the underlying scientific realist position that there are natural kinds 

underlying disease states, though they are hard to distinguish. 

In contrast to this approach are the biopsychosocial psychiatrists, the therapists. This 

history starts in outpatient neurology, with the treatment of patients who had “bad nerves,” rather 

than the treatment of asylum madness. Early psychotherapies included hypnosis, and provision 

of sympathetic attention and time to a patient. These therapies did not posit any particular 

structure for the mechanism by which they worked, but often took on a moralizing stance.39 Most 

of these early approaches were superseded by the rise of psychoanalysis as the dominant 

psychotherapeutic modality. 

Psychoanalysis is considered to have begun with Freud.40 Psychoanalysis, Shorter notes, 

is imprecise in its diagnostic terms and has an inability to demarcate the ill from the well. One 

reason for this could have been analysts’ desire—conscious or not—to include more benign 

presentations as conditions that could be treated in a clinical practice. It is likely that here, too, 

the intractability of psychiatric kinds has its effect. Either way, psychoanalytic diagnoses did not 

and do not discriminate between pathological and normal. The problem was so extreme that one 

critic lamented: “Gone forever is the notion that the mentally ill person is an exception. It is now 

accepted that most people have some degree of mental illness at some time, and many of them 

have a degree of mental illness most of the time.” 41 Psychoanalysis is biopsychosocial in that it 
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expands out to human relations and positions as the main cause for psychiatric pathology, to the 

point that the relevance of these relations can outweigh so-called biological causes. 

Infamously, psychoanalysis seems unable provide improvements in the treatment of 

psychotic illness. It was further unable to include genetics and other material elements in its 

explanations for disease at the time these biological explanations became available. This would 

prove fatal to psychoanalysis with the rise of medications for psychiatric illness, DSM 

agnosticism, and EBM. In the last forty years, particularly starting with the officially mandated 

“decade of the brain,” psychiatric research has eschewed psychoanalytic phantoms, and adopted 

a façade of a biological, realist framing as a way to maintain its position as a medical discipline. 

This should have killed psychoanalysis as a viable theory. However, both the biological 

and biopsychosocial streams are retained in contemporary psychiatric training. The biological 

predilections continue to be officially privileged, while the psychoanalytic theories are taught 

alongside, as an outdated, underground, or possibly useful conception. EBM, in being 

unsatisfyingly narrow, encourages this retention for pragmatic reasons, even though 

psychoanalysis has to take the position of being deviant from the main party line. Therefore, 

trainees learn two mutually antagonistic approaches to psychiatry, and must navigate for 

themselves what they will do in their future practice. 

 

iv) Psychotherapy and Models of the Mind 

 

Psychotherapy is one major arm of psychiatric treatment and is therefore relevant for 

patient care. Psychiatry has to answer the question of what the mind is, why the mind suffers, 

and what should be done about this suffering. These questions are ignored in the DSM, and at 
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best reduced to molecular shenanigans in EBM. For brevity, I will focus on only two of the many 

possible psychotherapeutic modalities. Psychoanalysis, which is usually called psychodynamic 

psychotherapy in modern contexts, is historically important. Cognitive behavioural therapy 

(CBT) is more recent, but has greater prominence in research and practice. 

Freud’s model of the mind is foundational to psychoanalysis, and is shown in Figure 1: 

 

 

 

 

 

 

 

 

Fig 1: The Structural Model of the Psychoanalytic Mind.  

Adapted from: Glen Gabbard, Psychodynamic Psychiatry in Clinical Practice, 35. 

 

This depiction should cause philosophical puzzlement, particularly if the entities of ego, id, and 

superego are unfamiliar. It is beyond this argument to describe in depth the meaning and 

deployment of these entities within psychoanalysis. What is notable about Freud’s model is that 

it posits a literal structure: the parts of the mind interact with each other, and impulses from one 

part cause pressure to build on another, leading to a warping of the normal structure and 

therefore pathology. Parts of the mind may be conscious, i.e. appreciable on a personal level, 

while other parts are unconscious, automatic, hidden, sub-personal. To put it down pat, the 

“psychodynamic approach asserts that we are consciously confused and unconsciously 
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controlled.”42 Freud reworked his theory, but always central was the idea of drives. “Drive is the 

energy source, the activator of the psychic apparatus.”43 It is from drives—especially drives 

considered integral to personhood—that instinct and motivation arise. Thwarting drives 

necessarily results in pathological defense mechanisms. 

 Later psychoanalysts altered this model, but kept the concept of the mind as a 

paramechanical entity. Glen Gabbards’ Psychodynamic Psychiatry in Clinical Practice, 5th ed 

describes the four big theories in contemporary psychodynamic psychiatry. These are: Freud’s 

ego psychology, Klein’s object relations theory, Kohut’s Self Psychology, and Mahler’s 

Attachment Theory. Each of these either adapted or radically altered Freud’s original picture. 

Some deploy schematics of the mind that are similar to figure 1. These are meant to help the 

psychiatrist understand what is really motivating their patients’ behaviour by laying bare the 

hidden landscape. 

 Deployment of models like these seem more likely to exacerbate the problem of access. 

They depend on and reinforce the dualistic position that the mind is a separate entity in a 

paramechanical realm, even though that realm appears to have physical-like relationships and 

rules. The elaborate descriptions of the mind’s structure never explain how or why any of these 

paramechanical pressures relate to bodily action. For example, they do not explain how mental 

pain can be perceived in the mind when the sensory systems remain in the physical, bodily 

realm. Freud may have believed that there would eventually be some physical explanation for 

what he proposed, and current dynamic psychiatrists reference neurobiological structures and 

function as justifying psychodynamic theory.44 But lacking an explanation of how the mind and 

the body communicate means that the theories of analysis dangle unsupported. 
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 Figure one is just a picture, and perhaps is meant only to communicate potential 

structures for the mind. Having such a diagram does not indicate how interior experience is 

meant to be observable to the therapist. Instead, a psychodynamic therapist is trained to listen to 

her own responses as much as to the patient. Understanding the meaning of these responses is 

done through interpretation couched in various analytic theories. These interpretations are 

presented to the patient for inspection, and this results in some kind of processing in the patient, 

which causes a reaction, and the process of interpretation begins again. These interpretations 

eventually drift many levels of metaphor away from the actual interaction. Within the 

interaction, a certain amount of sense appears made, but to a person outside the enculturation of 

psychoanalysis, it often appears non-intuitive, highly symbolic, and odd. 

 In formal terms, psychodynamic psychiatry is often transferential. Transference is 

defined as the patient’s experience of the physician as a significant figure from the patient’s 

past.45 “Qualities of that past figure will be attributed to the doctor, and feelings associated with 

that figure will be experienced in the same way with the doctor. The patient unconsciously re-

enacts the past relationship instead of remembering it and in so doing introduces to the treatment 

a wealth of information about past relationships.” 46 Dynamic psychiatry assumes that the patient 

has built a structure of know-how in certain relationships that activates in the presence of others. 

Since others also have the same psychic dynamics, a cycle of experience-that-is-like-past-

experience is set off, and relationships take shape given these personal historical foundations. In 

these relations, defense mechanisms may occur. Defenses are the results of the id, discharging 

tension in the psychic structure, and result in conscious experiences and behaviour that may be 

aversive for the patient.47 Psychoanalytic theory becomes tangled quickly. 
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Because of the rise of EBM, psychodynamic theories have largely been displaced by 

other therapies such as Cognitive-Behavioural Therapy (CBT). CBT does not provide an escape 

from a dualistic world view. Even though CBT lauds itself as a behaviour and evidence-based 

school, the cognitive origins are rooted in analysis.48 The premise of cognitive therapy is that the 

patient’s thoughts could be changed to provide outcomes. A picture is again valuable here: 

 

 

 

 

 

 

 

 

 

Fig. 2: The Five-Part Model for Cognitive Behavioural Therapy.  

Adapted from: Greenberger and Padesky, Mind Over Mood Second Edition, 7. 

 

The primary difference between the CBT and psychoanalytic models at first glance is 

plausibility. The CBT model is presented as a map for treatment. In fact, drawing out and 

teaching the patient the five-part model is often the first task performed in CBT psychotherapy. 

This map is explicitly used to understand the patient’s pathology in a highly pragmatic form. 

This is very different from the flights of fancy that characterize psychodynamic treatment: CBT 

is in the here-and-now. 
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Though the five-part model posits connections between mind and body for the patient, it 

in no way states how these connections are made. It seems very clear that the thoughts and 

moods are mental states, while behaviours and bodily reactions are physical states. It could be 

that CBT, having been embraced or by embracing EBM, relies on the similar premise that 

scientific study will work this out in time. It, like most psychotherapies, may go a further step to 

say that it doesn’t matter, so long as benefit is still appreciated. 

 As far as empirical support goes, CBT has the greatest amount of data, and features 

prominently in psychiatric guidelines as a treatment recommendation. For example, the Canadian 

Anxiety, OCD, and PTSD guidelines consider CBT as equivalent or preferred to medication 

treatment for some disorders, such as panic disorder and OCD. 

Even when compared to CBT, psychodynamic therapy does not fall down when it comes 

to treatment. This is baffling, as something that is more theoretically strange should be less likely 

to work clinically, if the relation between theoretical sensibility and efficacy is linear. However, 

in his 2010 review of the efficacy of psychodynamic treatment, Shedler found that patients with 

a variety of conditions received benefits from dynamic therapy. In fact, psychodynamic 

treatments were found to continue to give good effects months after the treatment ended.49  

So far, the discussion of inner and outer views of a person and the lack of epistemic 

access has progressed in a sidelong manner. We have gone through several turns, beginning with 

the problem of access in psychiatry and its relations to dualism. Then we overviewed the 

structural need for antirealism and the political need for realism, as well as  the historical and 

political interaction of these threads in the discipline. EBM, the DSM, and the dodo bird verdict 

figured in this discussion. Finally, we saw the implicit presence of dualism in psychotherapeutic 

theories, as a study of one branch of psychiatric treatment. We now turn to the role of embodied 
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cognition in addressing these problems. To discuss this, what is needed is a working definition of 

the standard model of cognition. That is, a definition of what people usually mean when they 

reference the mind is needed. 

 

B) The Standard View of Cognition 

 

There is no one “standard view” of cognition accepted by all who work in traditional 

cognitive science or philosophy of mind. Despite this diversity, there are some common features, 

terms of reference, and commitments. Relevant here are realism regarding the mind, the central 

role of the brain, the intellectualist tradition, computationalism, representationalism, and the 

sense-think-act thesis. So, when I reference the “standard view” of cognition, it is these 

commonalities that are meant. As I am arguing specifically about psychiatric frameworks, it is 

also the case that what I refer to as a “standard view” is actually a view that is standard to 

psychiatrists. This “standard view” might be piecemeal, but it will be useful to define it since it 

presents an actual target that embodiment can respond to. My response to the standard view will 

be to how it is currently deployed, and not to the primary arguments of historical thinkers such as 

Hume or Descartes.  

Realism about the self, that there is some background entity called the self, is needed for 

the standard view of cognition50. For example, in the CBT model, for thoughts and emotions to 

have equal privilege with bodily reactions and behaviour, there must be some substrate bringing 

all these entities together. The self would form the substrate for the interface with the 

environment, and act as the whole that is altered over time by the four interior components of the 

five-part-model. However, the term self collapses into the mind in the standard view of 
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cognition, as the mind seems to fully constitute the self. When standard view talks about the self 

or mind, it talks about something that can be entertained in scientific research, and is therefore 

more likely to be real.  

A mind must then be somewhere, in some sense, and have describable functions. The 

standard model of cognition posits the central nervous system as the location of the mind, even 

though how this is remains unclear. In neuropsychiatry, references to neuronal circuits and brain 

structure parallel the references to the mind as a structured entity. How the two are related to 

each other is allowed to be left unstated, due to the dualism underpinning the standard model. 

Imported with dualism is also intellectualism about the mind. Intellectualism means 

taking on the view that thoughts have real meaning and content, while emotions are 

contaminating. These cause an otherwise working system to go haywire. Affect refers to the 

expression and experience of emotions. Affect in the standard model is usually considered as a 

kind of flavouring that arises accidentally as the content of the experience perturbs the mind or 

body. This view of the sub-personal processes of the mind is captured in the common, inaccurate 

use of the term “my lizard brain,” which refers to “basic” processes. As an example, a person 

might recount a story along the lines of “I knew logically that I shouldn’t yell at him, but my 

lizard brain took over and I cut loose.” Thus, affects are characterized as experiences had by all 

creatures with a certain neurological structure, but they are thoughtless actions. That is, the 

processes may be intelligible on some level, but not purposeful or agential in the way that 

rationality might require. Only creatures that have a complex enough brain to have thoughts—

especially the cogito—would be said to have cognition.  

This perspective is likely an historical effect of who contributed to the discourse in 

philosophy of mind and cognitive science and the biases they carried. It may well be that 
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thoughts are more easily transcribed into language than affects, and therefore easier to describe 

and talk about. The intellectualist conception, combined with the brain-as-mental-location, 

privileges the prefrontal lobes of the cerebral cortex as the seat of rationality and cognitive 

capacity. 

The standard model employs a narrow sense of cognition. The activity of the mind is 

reduced to central cognitive processing, which means that the activity of the brain can be 

understood to be essentially the same as a computer, albeit a complex one.51 Maiese sums this up 

when she says that “according to the intellectualist tradition of Plato and Descartes, thought can 

be treated as a kind of computation. Computer programs are algorithms, and, if we are 

computers, then it must be possible to uncover what sort of program we are running to perform 

various cognitive tasks.” 52 From the initial assumption of mind=brain=computer, we see that the 

best way to determine mental action is to think like a programmer. This is the computational 

view of the mind. The computational view relies heavily on representationalism, which “claims 

that representations are symbolic structures with quasi-linguistic and combinatorial properties, 

act as vehicles of contents, and are what are primarily appealed to in explaining intelligent 

behaviour.”53 In representational theory, content can be downloaded from reality through 

perception, or exists in the mind already. 54,55 Either way, representations are brought forth and 

recombined when perception occurs. Thinking is the performance of this recombination.  

The standard view of cognition views the mind as a real, rational, computer-like 

processor of thoughts. How perception leads to action is explained in the sense-think-act thesis. 

This thesis proposes three steps for action in the following order: 

 

1. There is an experience in the world that the subject senses (perception). 
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2. These sensations, having been brought to the mind, are thought about by the subject 

(cognition). 

3. By thinking, the subject determines a course of action, and executes it (action). 

 

This kind of explanation should be familiar for anyone who has ever had an experience or 

done something. There are nuances to this procedure, which include what counts as a perception 

or thought. I will leave these nuances to others. Primarily, it should be noted that the standard 

view of cognition separates perception, cognition, and action from each other. Affective 

processing lies outside these steps.  

When the sense-think-act thesis is combined with representationalism, a situation is 

created where the subject has poor epistemic access to the world, as perception is both unreliable 

and the only source for checking mental representations.56 In the standard view, the 

computer/brain/mind makes its best guess about what is going on outside by comparing its 

mental representations with percepts.57 The computational brain is always at length from reality, 

in a way that mirrors the mind being at length from the body. 

This standard view’s use of the real, rational, brain-based, computational, representational 

mind commits it to particular positions on belief, desire, and intention. Rational subjects, even 

those with poor epistemic access, have to deliberate about the best course of action, and provide 

reasons why they do what they do. Intention—as in reason for, or motivation—is supposedly 

determined when the beliefs and desires of the subject are known. For example:  

 

1. I would like to drink some tea (desire),  

2. I believe there is tea in my cup (belief), and  
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3. I therefore pick up the cup and drink it (intentional action). 

 

Desire is variably referred to as wanting, an urge, and other synonyms. Sometimes 

considered an affect, sometimes not, the concept of desire resists clean explanation in the 

standard view. The need to add an extra thing to belief, a want for something, rests in the 

Humean idea that reasons are insufficient to motivate actions.58 This makes a general kind of 

sense, within the standard view of cognition. That there is tea in my cup and that I see tea in my 

cup does not fully motivate why I might pick it up and drink it. Some other entity is needed to 

motivate. Since it is not obvious where else desire might be, it is located in the mind in the 

standard view. 

Intention seems to derive from the desire + belief formula, but this is immediately 

complicated when standard ideas around attention and consciousness are also applied. 

Unconscious intentions or secondary intentions are complicated because it becomes hard to pin 

down the why of a person’s actions when there can be multiple reasons given. Further difficulty 

arises when a person seems to act for no reason, or for reasons hidden even to themselves. The 

standard model of cognition needs to have a way of explaining how intention goes wrong. This is 

commonly done by evaluating issues in belief, as desires resist rational analysis. 

Belief is part of the equation for knowledge. In philosophy, knowledge is classically had 

when a subject holds a true, justified belief. Truth relates to what is actually the case, and 

justification is “having good reasons” for holding the belief. Truth, justification, and belief are 

also bound up with perception. The standard idea is that there are things in the world that are 

seen, and the truth of these—the content about them—are transported to the mind through 

sensations. Answering whether or not the subject is wrong goes variably relegates the errors of 
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perception to the outside or inside of the mind. However, this structure relies on there being a 

clear outside and inside for a subject. Belief, then, becomes just what the subject thinks is the 

case, and is constrained by the limitations of access to the “outside” world. 

The room for error in action is engendered by these relations, because when something 

goes wrong, i.e. the subject is fooled or has poor justification, then the resulting action will be 

wrong, or at least wrongly reasoned. An example relevant to psychiatry could run like this: A 

person with schizophrenia is walking down the street and meets a person who looks at him as he 

passes. Believing that the other person scrutinizing her is a spy, the person with schizophrenia 

suddenly shouts and flees down the street, leaving the passerby confused. This is the kind of 

account of delusion, defined as a fixed, false belief, that is common in the standard view of 

cognition. 

With belief, intention, and desire defined as they are in the standard view, it is difficult to 

appreciate what kind of causes explain the changes that are seen in psychiatric diseases. 

Psychiatric conditions supposedly inhabit the mind, but it would seem that the disturbances in 

affect, desire, and belief fall outside of the standard view. Since the standard view is what is used 

in the scientific practices of psychiatric research, it set up psychiatry as being unable to manage 

its own questions very well. 

As a final note on the standard model of cognition, I will overview a well-known thought 

experiment engendered by it. This is the brain in the vat, which is in many ways a redux of 

Descartes’ evil demon. The brain in the vat is thought to be fooled into thinking that it is living a 

normal life, Matrix-style, through information fed to it from a computer via wires hooked up to 

its sensory neurons. The computer responds to motor actions carried out by the brain to generate 

a complete loop of synthetic perception and action.  
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This thought experiment is allowed by the dualistic view of the Cartesian theatre, and 

brings together the above concepts of the standard view. It requires that the mind is considered to 

be a thing that exists in/around the brain, which can be separated from the body, that perception 

is fed into it from outside, and that all the computations of the mind can occur with only the brain 

actually present. In this case, the contents of the perceptions are carried along literal cables, but 

these are merely concrete metaphors for neuronal transport. Based on these perceptions, the brain 

continues to generate beliefs. Because the brain/mind also houses desires, it generates motor 

impulses that would be registered by the computer and the simulation would be adjusted 

appropriately to continue fooling the brain.  

 

C) Part 1 Summary 

 

What I have accomplished in part 1 is an overview of several areas that initially appear 

unconnected. I began with the relation between dualism and the problem of epistemic access to 

other minds. This position extends into problems of indeterminacy about psychiatric disease, 

which includes the lack of clearly demarked natural kinds. I discussed how psychiatry is 

antirealist, especially focusing on dynamic nominalism and material constructivism. Despite the 

antirealist position of psychiatry, it maintains a façade of scientism, which bizarrely privileges 

the use of the DSM and EBM, neither of which are realist. I demonstrated how this contradictory 

position arose given the history and practice of the discipline. I overviewed two psychotherapies, 

psychoanalysis and cognitive-behavioural therapy to further demonstrate that dualism engenders 

noncommittal and strange psychological theories.  
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Finally, I described the standard model of cognition that would be relevant for psychiatry. 

This conception posits a computer/mind/brain that is contaminated by wayward affects. It goes 

through processes of sensing, thinking, and action that operates at a distance from the body, with 

combinations of representations poorly approximating the world. This results in a limited ability 

to treat beliefs, desires and intentions, which hampers psychiatry’s ability to respond effectively 

to alterations in these areas. 

At this point, we can see that psychiatry inevitably encounters alarming problems in its 

ability to examine patients and their conditions. Effective treatment is difficult at best, a 

nonsensical idea at worst. With its requirement for staying on the straight and narrow of science, 

psychiatry has difficulty accessing ways out of these problems. A new model is needed, ideally 

one that can integrate into this scientific landscape. 
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Part 2: Defining and describing embodied cognition 

 

 In this second part, I will define what I mean by embodied cognition, and describe how 

this form of cognition proceeds. I will clarify the key terms involved in order to establish a 

working definition of embodied cognition. Then, I will demonstrate what changes between the 

standard and embodied view of cognition.  

As a part of the task of opening up conceptual areas that might be useful for psychiatry, I 

will focus primarily on what embodied cognition can add. I will not mount a defence of 

embodied cognition. That said, the description I provide, especially in the context of the dualism 

described in part 1, will demonstrate some reasons to take embodiment seriously. Either of the 

two theorists I rely on, Maiese or Clark, provide cogent defenses of embodied cognition within 

their own works. Their descriptions provide the tools for this project, and I will combine  aspects 

of their work to describe what I call an affectively-framed predictive process, which is the 

embodied view of cognition. 

 

a) Against the Standard View 

 

Embodied cognition opposes the standard view of cognition. The level of opposition lies 

on a spectrum, from questioning traditional cognitive science to answering how the body might 

contribute, constrain, or constitute what are called psychological processes.59 If 

representationalism, the computational thesis, or other parts of standard cognition are challenged, 

then embodied cognition must supply an explanation for how cognition proceeds. This task is 

difficult, especially because dualism is embedded in our language and folk psychology. For 
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example, if a person was seen to behave wildly, then others readily comment that that person was 

“out of their mind.” Because of intellectualism about the mind, the use of the word mind here 

implies rationality, whereas being out of it connotes bodied automaticity. This is not the usage 

that would be typical in embodied cognition.  

I will proceed with descriptive definitions of key terms used in embodied cognition. 

Because embodied cognition integrates several components that are separated in the standard 

view of cognitions, these definitions will be peppered in descriptions and argument, in order to 

retain their phenomenal characters. For clarity, a summary and list of terms will be placed at the 

end of this passage. 

Generally, “cognition is embodied when it is deeply dependent upon features of the 

physical body of an agent, that is, when aspects of the agent’s body beyond the brain play a 

significant causal or physically constitutive role in cognitive processing.”60 Embodied cognition 

assumes that an agent’s mind and body is unified, then claims that this whole is required for 

thinking activity. Activities that are relegated as “out of mind” or “to the body” in the standard 

model, such as affect and physical response, are used for thinking and perception in embodied 

cognition.  

Let us draw on some intuitive examples. First, consider when you initially see someone 

you love that you have been separated from. In such a scenario you feel a surge of emotion that 

has a subjective quality that individuals know and have difficulty describing. Accompanying this 

emotional experience, and integral to it, are physiological changes such as deeper respiration, 

increased cardiac rate, and potentially pleasant “butterflies in the stomach.” In the embodied 

model of cognition, the subjective and indescribable feelings you experience, as well as bodily 

reactions, are preconditions for perception that help pick out salience. These are additive to 
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traditional perceptions such as sight and touch. Perception becomes tightly linked to action, and 

in this case that might manifest as an action of rising from a chair and calling out a greeting to 

this loved person, or taking them in an embrace. 

Similarly, stage fright ten minutes before a talk may be accompanied by dry mouth, a 

particularly fast heartbeat, shallow breaths, and perhaps the urge to defecate. These reinforce the 

importance of the upcoming talk, and the body prepares itself to take up a range of possible 

actions, without resorting to what is called thought in the standard view. Imaginary fears of the 

talk going poorly can race through the person’s mind, highlighting the kinds of unfortunate 

things that might happen. This bodily preparation is considered merely distracting in the standard 

view—public speaking in the intellectualist tradition should just be a straightforward act of 

communication, with fears contaminating this rational action. In the embodied view, the person 

as a whole is ready to do something important, because large-scale social communication is 

recognized as important, and therefore becomes ready for any kind of thing that could happen 

during the talk.  

 A final, shorter example: upon hearing a person make an insult to your face, you flush, 

perspire, and notice your hands tense. Once again, elicitations of emotions and physical bodily 

experiences show how important insults figure in the life of an individual. And in responding 

with an embodied thoughtfulness, the person is primed to react. Perception in embodiment 

proceeds more like a process of tuning an antenna towards the signal, rather than passively 

taking in signals sent. In the standard view of cognition, these kinds of reactions are considered 

non-rational in their motivations, because they are based on passions. Bodied and affective 

reactions are sub-personal in their location.  



 34 

Unintelligibility may result from the subject’s difficulty providing verbal reasons about 

the situation during or after the fact. This is highly relevant for the practice of psychotherapy, 

where patients are expected to talk about the reasons they acted or felt as they did. In a catch-22, 

psychoanalysis would label pure application to reasons without emotions as rationalization or 

intellectualization. Psychoanalysis defines these as defense mechanisms used to guard against 

feeling extreme emotions. CBT perhaps fares better, with explicit attention paid towards bodily 

reactions in the five-part model. However, as the tagline of the manual Mind Over Mood—

"change how you feel by changing the way you think”—implies, there is precedence given to the 

standard view of thought as controllable while moods are independent and random.61 

It is important to note that even though embodied cognition has the term cognitive in it, it 

does not restrict cognition to the standard view of thought. Carrying on from the work of the 

early phenomenologists, experience is understood to be saturated with different qualities of 

affect. Philosophers, such as Maiese, will suggest that affect is as much a part of cognitive acts as 

bodily experience. William James originally noted that there are no emotions without bodily 

responses;62 embodied cognition will take the further step to say that there are no thoughts 

without bodily experiences and emotions. 

In embodied cognition, the physical experiences of the body constitute, or at least greatly 

inform, the emotion that the agent feels and the act called thinking. Emotion itself is a diffuse 

field of study in philosophy. Thomas Fuchs puts it well: 

 

The field of affectivity also presents an inherent difficulty to its conceptualization. The phenomena in 

question are generally fleeting, diffused, hardly delimitable, and even harder to describe. They vary 

between short-lived, intense, object-related states and longer lasting, objectless states remaining in the 

background of awareness. This is mirrored in the host of terms such as mood, affect, feeling, emotion, 
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passion, or sentiment that have been variously used and defined, but still may not be neatly separated. 

Therefore, philosophy and psychology have often tended to subsume affects and emotions under more 

‘tidy’ mental categories such as desires, volitions, beliefs or judgements.63 

 

I will use the term affect to reference the “host of terms” Fuchs refers to. Philosophy in the 

intellectualist tradition has sought clarity of thought, but affective states have proven to be 

inherently difficult to clarify in the way that philosophers have historically liked. This has led to 

some walling off of affect from the main discourse in philosophy, which consequently has left 

the term with further vagueness. It has also robbed epistemic work of being able to appreciate 

affect’s role in processes such as perception. 

I must address the use of the term affect by psychiatrists, as this differs from my usage 

defined above. The early Freud describes affect as emotional experience; however, later in life, 

“Freud admitted that he was ignorant of what an affect is.” 64,65 These rough descriptions from a 

landmark figure in psychiatry suggest that early use of the term was vague. The Shorter Oxford 

Textbook of Psychiatry, 6th ed. reviews the changing use of the term “affect” over the last few 

decades. Affect is “now used interchangeably with the term ‘mood,’ […] However, in the past, 

these words had different nuances of meaning; mood referring to a prevailing and prolonged 

state, whereas affect was linked to a particular aspect or object, and was more transitory.”66 

Despite the vagueness, there is a sense that affect is a more transitory state, while mood is an 

ongoing experience. This maps onto Sims’ definitions of these terms in Symptoms in the Mind:  

 

traditionally, feeling has been used to describe a positive or negative reaction to an experience; it is 

marked but transitory. Affect is used to describe differentiated specific feelings directed towards objects. 

Mood is a more prolonged prevailing state or disposition. In practice, these terms are used more or less 
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interchangeably. Similarly, emotion is often used with regard to the physiological and psychosomatic 

concomitants of mood, but this use is not exclusive.67  

 

Jumping across the pond and several years forward bring us to the DSM-5 as the contemporary 

authority on North American psychiatry. Here, affect is “a pattern of observable behaviours that 

is the expression of a subjectively experienced feeling state (emotion). Examples of affect 

include sadness, elation, and anger. In contrast to mood, which refers to a pervasive and 

sustained emotional ‘climate,’ affect refers to more fluctuating changes in emotional ‘weather.’” 

68 Although this appears to be similar to the previous definition, it should be noted that the use of 

the term affect within psychiatry has migrated from a description of an agent’s internal 

experience to an objectively observable expression of that experience. The current and transitory 

nature of affect versus ongoing mood is retained. It is also notable that the movement from an 

internal to external experience elicits the inner and outer states of the standard model of 

cognition. For my purposes, if I were to refer to what the DSM calls mood, I will simply 

reference ongoing or long-term affects. 

 Another terminological change is the use of the word agent over subject. Subject, as 

usually understood, implies an object, a location, and the barrier between the inner and outer 

view. While individuals seem to perceive from a particular location, a study of embodied 

cognition should preferentially use the term ‘agent’ for two reasons. First is the movement away 

from language that describes individuals as cut off from their environment or bodies. Second is 

that life forms with embodied cognitive processes are seen as highly active. Think back to the 

descriptions of encountering a loved person, of stage fright, and of the response to insult. These 

descriptions show how the body and affect are integral to the process of perception and action. It 

is in this vein that Clark describes humans as “prediction-action” or enactive entities. Dualism 
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describes a passive procedure of ratiocination, while embodied cognition is necessarily engaged 

with the world. 

 We next need to consider the difference between agent and the world. In this matter, 

thinkers in embodied cognition differ between the amount of the world that is incorporated into 

the agent. On the more conservative evaluation, embodied cognition might be only “to the skin,” 

as Maiese puts it.69 This means that an agent is made up of cognitive processes that go on within 

their body, and these processes will include information from their perceptions. As such, things 

exterior to the body are not included in the demarcation of the agent. In this conception, the 

agent may offload cognitive tasks to the environment, such as when a person writes an 

appointment onto a calendar rather than simply remember it. This could be conceptualized as 

embedded cognition, in that the embodied agent is embedded in a physical, social, and cultural 

world and then distributes cognitive tasks out of themselves into these spaces.70 

 A more radical view of embodied cognition, argued for by Clark and others, is that of 

extended cognition. In this version, the tasks that embedded cognition views as “offloading” are 

subsumed as part of cognition. For the example of the calendar, the calendar and the writing 

become a part of the agent’s cognitive action. As such, they are as much a part of the agent as the 

agent’s thoughts and action. Extended cognition blurs the boundaries between an agent and the 

world they inhabit, which appears much stranger than embedded cognition. Moreover, it may 

seem odd to say that my writing in a calendar is as much a part of me as my thought that I have 

an appointment on Tuesday, or the movement of my hand to write this down. But if we wished to 

consider an agent as situated in a world of concepts that adhere in a social structure, then 

demarking the agent as separate from outside parts becomes more challenging. Psychological 

and sociological forces can be construed as a collective offloading and re-uptake generated by 
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particular circumstances, or as an ongoing part of an agent that serves as a connection to other 

agents. Both of these stances have compelling arguments. 

Removing the privileged position of the intellect in cognition makes room for other 

aspects to flourish. This allows for a more robust assessment of affect’s role in cognition. In The 

Emotional Dog and Its Rational Tail, Haidt highlights that moral assessments are often made 

from an immediate, emotional judgement, and that people are rarely convinced to change their 

tune from rational arguments.71 Drawing on psychological studies, Haidt notes that people may 

influence others ultimately by making emotional appeals. Despite the numerous moral concerns 

with his argument, the primary take away—that people are not responsive to reasons exactly as 

the intellectualist tradition posits—holds true. This idea is, again, not new, given Hume’s 

aforementioned statement that rationality was the slave of the passions.72 Haidt’s work does not 

show an embodied view, but it exemplifies how the field of ethics alters when rationality is 

unseated from the throne. Some kind of alteration should therefore also occur epistemically when 

an agent is not necessarily pictured as traditionally rational. 

Like Haidt, I am not thoroughly anti-rationalist, by which I mean I do not think that 

reason or logic should be eschewed by philosophy. Rational arguments are useful for 

understanding relations between things. However, rationality should be downgraded from being 

the best way to proceed philosophically to being a good way to proceed. This move facilitates an 

understanding of people as they actually are—affective and embodied—and not how early 

modern and modern philosophers might have wanted them to be. 

I have defined several terms of importance for a discussion of embodied cognition, which 

I will summarise here. Embodiment is the privileging of the body as contributing, constituting or 

constraining cognition. Affect is used to denote having an emotion, mood, feeling etc. Cognition 
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includes all of the processes of engaging, understanding, and interacting with the world. Agent 

describes one who acts and is used to refer to a person preferentially over the standard use of 

subject, which implies dualism. Embedded and extended cognition are varieties of embodied 

cognitive theses. The former suggests that agents are located within a world that they use in a 

highly enactive way, while the latter incorporates objects and ideas outside of the body of the 

organism as being a part of the cognitive acts. One term that I have not yet overviewed, but 

which needs definition, is consciousness. This I will treat briefly. 

 

b) The Hard Problem of Consciousness 

 

One historical motivation for the movement towards embodied cognition comes from 

phenomenology. The evaluation of the ineffable quality of experience has revealed a need to 

describe the constituents of this “what it is like” of experience. Of course, talking about “what it 

is like” brings us to the hard problem of consciousness. This problem is the difficulty in 

explaining why we have qualitative experiences at all. Consciousness in the standard view is the 

part of the mind that we can attend to actively, and contains our phenomenal experience.73 When 

it comes to much of cognitive science and philosophy, creatures that have a complex prefrontal 

cortex are expected to generate consciousness, while the merely lizard-brained and lower do not 

and cannot. Unconsciousness is that which is in or constitutes the mind but not attended to 

actively. Because the standard view makes the mind paramechanical, the unconscious functions 

as a catch-all black box for what cannot be easily defined in the standard view of cognition. For 

psychiatry, the unconscious enters as relevant for the explanation of drives, and more generally 
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as the location for unexplainable phenomena such as affect. This, of course, does not help in 

solving the question “what is consciousness”. 

Clark, takes a charitable view of current research and states that the progress being made 

in philosophy and science is slowly effacing this problem.74 He states that combining 

neurophysiological understandings with systems-level theory from computing science begins to 

bridge how our physical constituents bring about the phenomenology of experience.75 He argues 

that the methodology and information gleaned from cognitive science and machine learning 

creates a theory of prediction-action that better explains how consciousness arises from a 

physical system. 76 Because his theory relies on insights from machine learning and other areas 

of computer science, even though it is a theory of embodied cognition, he hopes that 

disturbances of consciousness might be explained by references towards errors akin to 

computing errors. Hence, he heralds an age of “computational psychiatry,” where explanations 

for pathology can be found within his prediction-action framework.77  

Maiese states that, as far as emotions go, the hard problem is generated by the false 

understanding that phenomenal character is separate from the intentionality of emotions.78 

However, she argues that there is no such thing as intentional content without phenomenal 

character, and that the two cannot be reasonably separated. Therefore, there is no ability to 

distinguish between hard and easy problems of consciousness, as Chalmers would have it.79 

“How an emotion feels is bound up with its world-directedness, so that intentionality and 

phenomenology are essentially united in emotional experience.”80 

Between the stance that the hard problem will slowly be answered with ongoing research 

or that the hard problem is probably the wrong question, it seems that it is unnecessary to solve 

the hard problem at this time. At the core of both Maiese and Clark’s theories is that the 
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engagement with the world by organisms like us is necessary for consciousness. I shall rely both 

on the fact that humans have experiences and that these are related to the world and our bodies, 

while pushing the answer to “how this is so” aside. I shall use the word consciousness to refer to 

events that the agent is attending to, but will not seek a more specific definition. Having skirted 

the hard problem, I shall now focus on fleshing out the theories of embodied cognition posited 

by Michelle Maiese and Andy Clark. 

 

c) Michelle Maiese’s Affect-Focussed Cognition 

 

Maiese, in both her first solitary work, Embodiment, Emotion, and Cognition, and in her 

subsequent Embodied Selves and Divided Minds, shows that affect is central to bodily, cognitive 

acts. Because all three parts—affect, body, cognition—are unified in her conception, it is 

challenging to peel them apart to define them. Total integration means there is no “starting” 

point. Since an agent is a unit, it makes the most sense to start with her take on what 

consciousness is like. We already know that this will not be as per the standard view.  

The essential embodiment thesis states that there is a “necessary embodiment of 

conscious minds like ours in a living organism”.81 There is then some relation between our 

neurobiological complexity and so-called consciousness. While the brain is important, Maiese 

attacks its centrality by asserting that “the complete neurobiological embodiment of conscious 

minds like ours in all the vital systems, vital organs, and vital processes of our living bodies”.82 

This is to say that all parts of the body have a greatly enhanced role in constituting cognitive 

acts, such that the brain could not do the job of cognition alone. 
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Maiese states that the “conscious mind of a creature like us is not a “thing,” but rather a 

set of spontaneous capacities in a situated, forward-flowing, living body of a suitable degree of 

neurobiological complexity.”83 This means that the agent is made up of the potential for action, 

and that this potential is necessarily called upon by the pull of reality. For example, an existing 

creature needs to have some kind of sustenance to sustain itself, thus it seeks sustenance. 

Inherent to Maiese’s account of action and agents is the sense of basic biological needs. 

This places desire, in this basic form as need, as inside cognition, whereas the standard 

view places it outside. Needs are simply basic facts of organism survival, hence her reference to 

“living body” in her description. This means that, while the standard view made desire an extra 

component in the formula for motivation, need is underwritten as a basic orientation in 

embodiment. The pressure of these needs is constant and relevant, situating the cognitive process 

in an agent in the world. 

The statement about neurobiological complexity positions the brain as one, but not the 

only, component for generating consciousness. In a compelling metaphor, Maiese states that the 

brain generates consciousness just as an instrument generates music, instead of the way a stove 

generates heat.84 For her theory, it is by dint of action and need that consciousness occurs, rather 

than merely an inevitable outcome of having enough wiring in the form of neurobiological 

complexity. Neurobiological complexity is part of the solution for answering need. This is why 

she references both “capacities” and “forward-flowing,” as it is only agents who have this kind 

of experience. 

However, Maiese does not make any claims that consciousness requires anything like 

language, or that consciousness is something that needs to be further defined than I have just 

now. Maiese leaves consciousness as an event that inevitably rises out of agents who are engaged 
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with the world in a suitably needy capacity, necessary in as much as it is a central part of 

embodied action, but also relatively basic compared to more traditional takes on what 

consciousness is or requires. The closest she comes to referencing acts like introspection is in her 

discussion of self-awareness, but this too is at a very basic, immediate, pre-reflective level. She 

states that “self awareness begins as an embodied, proprioceptive sense of self rather than as 

cognitive or psychological understanding.”85  

This kind of self-awareness is pre-reflective. Pre-reflective means prior to the standard 

view of thought or reflection—the reliance on the term reflective is an unfortunate side-effect of 

philosophical history. As examples, self-awareness of many bodily states does not require the 

standard idea of thought; the position of ones’ limbs, the amount of hunger, and the temperature 

of the body are immediately known. By adding in the emotions and body explicitly to a 

treatment of action, Maiese automatically seizes the condition of some kinds of knowledge as 

immediate. She extends this immediacy of knowledge towards “need,” “care,” and “desire.” 

Maiese’s work posits that agents are inherently desiring. She describes desire as being 

more like a perception than a thought, as a felt need, preference for, wish, or want.86 Desire-for 

and desire-against is generated by the agent’s felt needs to act towards things that have a positive 

impact on the body and away from things that have a negative impact.87 This is the kind of desire 

that would draw a hungry person towards good-smelling food and drive them away from a 

rotting corpse. These attractions and repulsions are generated because “everything that is 

experienced or experienceable matters in one way or another,” because an agent has a body that 

has basic needs.88 Therefore, experience itself is valenced as a necessary method for the agent to 

determine action; Maiese calls this necessary qualitative part of experience conative affectivity.89 
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The affective frame becomes a central direction for intentional action, as experience is 

immediately affectively nuanced. 90 

Affective framing is that which “helps to make sense of how one’s sense of self is 

grounded in how one is in touch with one’s own whole living body in the experience of desire-

based feelings of caring.”91 These affective experiences serve as a “common reference point” for 

bodily states, thoughts, feelings, movements for a being that is “a living, essentially embodied 

self that exists as a desiring entity during time, grows old, and eventually dies.”92 The concept of 

the affective frame has looped back around to Maiese’s conception of desire, given the agent’s 

needs. This is because all of these terms are describing closely related, immediate functions of an 

agent. She characterizes the affective frame as a method that helps with selection of action as 

much or more than logical reflection does. I noted above that she unifies affectivity with 

intentionality. With this being that case, and with affective framing being integral to 

consciousness, it follows that “there is no intentional content without phenomenal character.”93  

There is no way to act without having some affect about it, and affect guides action. Emotions 

are so tied to action that they cannot be considered separated from them. 

Since agents are a collection of forward-flowing capacities, and these capacities are tuned 

affectively towards what matters to the agent, it is necessary for emotions and consciousness to 

be completely embodied. But the necessity of embodiment is more simply stated when she says 

that “Capacities cannot be restricted to the brain, but rather are spread out throughout our entire 

bodies, and also shaped and structured by the fact of our embodiment.”94 Agents have bodies 

with needs, all parts of which are relevant for their action and existence.  

These needs are not felt distantly, as dualism suggests. The agent’s experience has a 

location and spatiotemporal structure in the body. The location is akin to a vantage point: Maiese 
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calls this egocentricity, meaning that agents encounter the world from a particular standpoint that 

happens to be in the same location as their body. Agents are also aware of their bodily states 

immediately. This engagement with the world from this vantage point while simultaneously 

having a pre-reflective bodily awareness is called sensorimotor subjectivity.95  

To summarize the argument, although all summaries and attempts to parse embodied 

cognition have a certain circularity in their form, Maiese holds that the “reason why the body 

serves as the point of convergence of perception and action is that the body is the locus of 

desiring and caring. From the time that we are infants, everything that appears to us as 

something is necessarily valenced. […] For objects and events to matter, there must be a sense of 

an “I” or “me” to whom they matter.” 96 So, the deployment of conscious experience comes 

about from facts about an agent’s existence, and also generates an egocentric self that is used to 

feel the relevant affective valancing and to create the reference frame for action and affective 

experience. 

 Maiese’s stance on realism regarding the self is relevant here. Recall that the standard 

view posits the self as being the mind, or as a substrate underpinning the mind that also exists in 

paramechanical dualism. A real self is something that is consistent over time, in some way. In 

the embodied view, an egocentric, conatively affective consciousness is something that changes 

rapidly and frequently, but because of the co-location with the body, it appears that this agent has 

not just a consciousness, but also a self. At this point, the self seems to fall out of essential 

embodiment as a separate entity, as the res cogitans of dualism.97 At the same time, the idea of 

the self, if totally subsumed into embodiment, appears to be an illusion of our experience.  

Maiese argues that the self is not a separately existing part of an agent, but that “both the 

sense of self and the self itself are real, essentially embodied phenomena that are rooted in our 
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biological nature. This is what I call Empirical Realism about the self.” 98 By breaking the self 

away from higher-order reflections, and returning to the ground level of sensorimotor 

subjectivity, Maiese’s embodied cognition is able to retain both an agent’s phenomenal feel of 

having an experience from a vantage point and that the self is as tied to the changing body as all 

the other capacities of consciousness. Drawing on Merleau-Ponty, Maiese notes that the “mine-

ness” of the body is more like a precondition for activity; however, an experience being 

perceived as belonging to an agent does not necessitate that the agent must self-perceive itself as 

an object.99 

An agent under Maiese’s theory is and is not the same through time. The egocentric 

location does not change, and the body has a strong relation to itself in near temporal states, but 

the connection is looser over longer temporal relations. This reflects the needs for an agent’s 

capacities to alter based on what matters to the agent at different times and places. Most 

importantly, there is no single thing it is like to be a particular person at a particular time. An 

agent is a collection of embodied, conatively affective capacities. The body is essential to 

experience. 

I return to the thought experiment of the brain in the vat. Recall that the brain in the vat 

relies on the dualistic, intellectual, representational, and computational standard views of 

cognition. It exists without a body, at length from the experiences fed to it by the computer. 

Looking through Maiese’s embodied cognition, we can see why she claims that the brain 

in the vat does not work as neatly as proposed. Consciousness is located in the body, as well as 

in neurobiology. For the brain to be sustained and “fooled” by the vat and computer, they would 

have to be causally and functionally the same as the body of the organism.100 So firstly, the brain 

needs to be kept alive, which requires something of greater complexity than a bath, tank, and 
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perceptual wiring. Moreover, the brain needs to establish a sensorimotor, affective, conative 

relationship with the world, and in order to do that, the idea of the vat must be pushed to further 

complexity. 101 If the vat is a more complex construction, and simulates movement and sensation 

through robotic structures with the feedback sent to the brain, then what we have arrived at is not 

proof that the vat can fool the brain, but that in order to fool the brain, the vat has to essentially 

be a body. It could be argued that the whole point of the brain in the vat is that the vat simulates 

a body such that the brain is fooled. If we suppose that we are able to map out every single 

neural connection and appropriately “wire” this to the computer-simulation, perhaps this could 

be true. However, if we think about the amount of computing power and hardware such a set-up 

would take, then we can also realize that the easiest way to convince a brain that it has a body is 

to just give it a body. 

I next turn to a related thought experiment of brain transplant. In this scenario, one 

person’s brain is taken out and placed in another body, with all the necessary hooking-up 

completed successfully. The question asked of this experiment is whether transplanting the brain 

fully transplants the self. Maiese thinks not: 

 

Because one’s processes of sense-making are very much a matter of one’s embodiment, perceptual 

mechanisms, patterns of discrimination, motor programs, and bodily skills (Johnson, 1990, p.137), to 

acquire a whole new living body would so radically change the nature of consciousness that it is unclear 

that such a being could be just like you, psychologically speaking. […] I could not get a completely new 

body without there being a drastic and abrupt change in my neurobiological dynamics.102  

 

What would come up as relevant valences in the agent’s affective frame would change 

radically. This is the same as an able-bodied agent who takes little time to actively consider a 
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detour for milk on their walk home, while an agent who tires quickly must consider if there is a 

place to rest on the way there and back. An agent who was suddenly taller would have to 

consider the relevance of low-hanging branches, and an agent who gains a coarse tremor in the 

brain-swap might no longer find cross-stitching relaxing. In short, the self does not transplant 

neatly, as what is relevant and matters changes with the body. 

Maiese’s version of embodied cognition provides a compelling description of the 

necessarily inherent relations between of emotion, the body, and cognitive acts. Her account 

contains descriptions of identifying salience in perception, but it does not have a fine-grained 

explanation for how perception can happen. For this, we shall turn to Andy Clark. 

 

d) Andy Clark’s Predictive Processing 

 

Andy Clark’s works Being there: Putting Brain, Body and World Together Again, as well as  

Surfing Uncertainty: Prediction, Action, and the Embodied Mind describe the process of 

perception and action within an embodied cognitive frame. Clark refers to computer science and 

robotics to find illustrations of how embodiment plays out. This may raise the concern that Clark 

is making the standard move of reducing the mind to a computer, but this is inaccurate. Instead 

of focusing on traditional representationalism, Clark describes newer computing methods that are 

more successful because they perform more like an embodied mind. 

Connectionism is highlighted as a radical change to information-processing theory. Prior 

to connectionism, computer systems were based on a “filing cabinet” model of central 

processing, where information was logged, stored, and retrieved. The hope was that, by encoding 

enough information into a symbolic structure, artificial intelligence would then arise. However, 
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systems built on this representationalism tended to be slow, and did not demonstrate the hoped-

for intelligence.  

 In an effort to change computing to behave more like actual brains, connectionism 

employed a methodology inspired by the neuron-synapse structure of the brain. One example is 

the program NETtalk, used to create a word-learning system.103 Instead of having a central, 

know-all processor, smaller processors that are only “locally aware” of nearby events were 

constructed.104 These locally-aware processors were stratified in layers, but with each layer 

having several processors working in parallel. With the assistance of a “teacher” program, 

NETtalk was able to match phonemes to words such that it could generate the sounds for words 

it had never encountered before, in an intelligible form.105 In contrast, a “filing cabinet” program 

with many more phenomes was unable utter words it did not already know. This demonstrates 

that AI with a central repository structure are not able to perform novel tasks as well as a 

distributed, connectionist system. 

 Even though Clark finds that connectionism itself holds onto too many representational 

ideals, some of its terms are worth visiting. In the above example of a connectionist structure for 

word-learning, there are usually three layers:  

 

‘input units’ (which encode data to be processed), ‘hidden units’ (which mediate the processing), and 

‘output units’ (which specify the systems response to the data in the form of a vector of numerical 

activation values). The knowledge of the system is encoded in the weighted connections between the units, 

and it is these weights which are adapted during learning.106  

 

Each layer is responsible for a particular step of the information processing, and does so by 

communicating with its immediate neighbour. There is a sense in which a part of this system is at 
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the “top,” being the most conceptually-related, and another at the bottom, being more action-

related. The connectionist system does not statically encode information, like in a 

representationalist filing system. Sounds are learned through comparison with a teacher system, 

which informs the system of correct/incorrect pairings. As sounds are expressed by NETtalk, 

they are immediately corrected by the teaching system. Errors in pronunciation are back-

propagated from the level of sensation at the bottom up to the top of the connectionist system.  

Correcting predictions with backpropagation of errors results in the weights between the layer 

connections being altered, such that the system tunes its responses towards the appropriate 

action. Weight here refers to a kind of statistical likelihood that the sensory signal to the first 

layer, and the signals between each layer, will be what is predicted. Thus NETtalk babbled when 

presented with sentences at the beginning, then began to learn to match the correct phenome to 

the presented letters, and was able to read out novel sentences intelligibly.  

 Clark carried these concepts of weighting and backpropagation of error out of computing 

and into human systems. In his second work, Clark calls his specific description of embodied 

cognition “predictive processing.” In this model, predictions about the world are carried from the 

“top” of the mind down to the “bottom.”  

Clark references this top/down direction throughout his work, and leans on this 

directional metaphor to reference the nervous system. He positions the pyramidal neurons of the 

cerebral cortex at this top position, and the sensory/motor neurons at the bottom.107  

As noted, certain neurons of the brain retain a privileged position in cognition at the top of this 

system. The location of the bottom appears to be at the level of interaction between the organism 

the world. Clark describes an agent as “an action-oriented engagement machine, adept at finding 

efficient embodied solutions that make the most of body and world.”108 It is necessary for 
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cognition that the body is present so that the ability to execute actions and interact with the world 

is afforded. Affordance is defined simply as the “possibilities for use, intervention and action 

offered by the local environment to a specific type of embodied agent.”109 Predictions, then, are 

constantly being tested against reality, with the errors propagating back up to the system as the 

world itself informs the agent of what is not and what did not work. When predictions match 

reliably with the world, error is no longer generated, and the system assumes a “continuing as 

expected” action. Difference from expectations draws attention in the form of further sensory 

probing and exploration until the novelty is lost. 

 I have used the term prediction in a fast-and-loose manner. Prediction, in predictive 

processing, should not be understood as necessarily symbolic or large-scale. Prediction relates to 

what the local parts of the system expects the next sensory input to be, which is lower-level than 

what would be considered first-personal.110 Clark builds his concept of the agent at the basic 

level of what happens in the first few seconds of when a person awakens in the morning. The 

sense of responding to the sound of the alarm, orienting in location, feeling the sensations of the 

bedclothes, temperature and light, and the first glance around the room involved millions of 

predictions cascading down, with differences drawing immediate attention. That the sheets feel 

as they did when the agent fell asleep draws no further thought, but that the position of the 

sunlight on the wall is in a later period than expected is noted quickly. 

  Clark argues that it is through the fusion of prediction and action that we simultaneously 

interact with and are part of the world. We are so much a part of the world that the world itself 

constitutes part of our cognitive acts. Clark’s thesis is one of extended cognition, so in a sense 

his bottom drops out. This extension has to do with relevance to the organism in the 

environment—affordance. Drawing on Von Uexkull’s concept of Umwelt, Clark notes that 
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organisms map out only what is relevant to their actions.111 Thus, honeybees have a schema of 

flower-targets in a field, and can-collecting robots interact exclusively with tables and cans.112 

Drawing this up to a broader exploration of a person’s interactions with their environment, the 

agent who realizes that they have slept in will have a different reaction to this information 

depending on if they hold a nine to five job or not. 

Clark’s model of the mind is not meant to be “a slightly fancy (because circular) version 

of the classical sense-think-act cycle”.113 Instead of building a neo-dualism, Clark argues that the 

divides between perception, cognition, and action do not hold.114  Rather, the brain constantly 

works to predict the next moment. At the exact same time, the brain acts largely without what 

would have been called reflection in dualism. The immediacy and interconnectedness of these 

formerly separate functions reduces them to an effectively single act, with prediction 

predominating the picture. Hence the name predictive processing. 

One area of investigation that he cites as frequently as computing is the area of robotics, 

including work by Rodney Brooks. Clark states: “The goal of [subsumption architectures] is to 

have the complex, robust, real-time behavior emerge as the result of simple interactions between 

relatively self-contained behavior-producing subsystems. These subsystems are, in turn, 

controlled rather directly by properties of the encountered environment.”115 

While this sounds similar to the parallel-processing of connectionism, it should be 

emphasized that subsumption architectures have none of what would be called processing in the 

standard view of cognition. Instead, the physical dynamics of the system subsume cognition into 

the design. Processing can be replaced with the physical structure of the creature or robot, and a 

few ongoing rules. As an example, in order to make a robotic leg take a step, the programmer 

could have a complex system of sensors that feed back into a computer brain to direct a leg to 
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touch down precisely where the next surface is. Or, the robot could simply have the rule of 

“when the switch is on, I step,” its legs could have several shock-absorbing pistons and springs, 

and it could always take relatively high steps. With these three events in place, a robot could 

walk forward, even over uneven ground or a slight slope. This kind of simple design reflects 

Rodney Brooks’ Mobile Robot Laboratory motto: “Fast, Cheap, and out of Control,” which sums 

up the approach to creating decentralized artificial systems.116  

Subsumption architecture is shown even more simply in Theo Jansen’s art pieces known 

as Strandbeests. Strandbeests are “sculptures” made of articulated tubes of plastic, which, when 

blown by the wind, walk along the beaches of the Netherlands. Through clever construction, 

Jansen removed the need for any central command such as “walk.” Walking simply happens as a 

result of body-environment interactions. This shows that many tasks that would be classically 

construed as a challenge for a central cognitive structure can be distributed into the body. 

Clark goes so far as to say that such cognitive tasks are also distributed into the 

environment, a striking example of this being the agent with moderate dementia who is 

nevertheless able to function in their home and local environment, so long as none of their 

carefully orchestrated structure is disturbed.117 His examples of self-organizing systems are also 

compelling, but for the sake of brevity, I will not expand on his thesis further in this section.  

However, Clark does not rule out the use of classical thought or reflection—the babies of 

representationalism should not be thrown out with the bathwater.118 Recall that 

representationalism is the theory that thinking is the act of deploying and recombining mental 

representations in the paramechanical mind. There is nothing in predictive processing, 

subsumption architecture, or extension into the world that does not allow for first-personal or 

reflective experience to occur. 
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Just as Maiese posited that the mind of an agent is actually a set of capacities for 

engagement with the world, the image that arises from Clark is one where the subject does not 

actually exist in any physical or paramechanical sense. He describes the agent as a cloud of 

predictions, caught up in a rolling, collecting experience known as the present. This shifting 

entity of predictions hovers somewhere around the “top” of his architecture. At the same time, 

our predicting-acting way connects us directly with the world by the virtue of being inextricably 

a part of it.119 The mind-world wall is dissolved, washing away the demarcations between 

“perception, emotion, inference, and action”.120 Clark’s agent acts, but because the predictions 

rolling in the present continuously shift, there is no static “you,” “I,” “me.” Like with Maiese’s 

ontology, the agent’s self continuously renews and migrates in identity over time.  

Predictive processing focusses on the emergence of perception and action, and does not 

make emotions a central feature. Emotions are part of an experience, but are not entities that 

exist in and of themselves. Instead of being stored in a person, emotions and other experiences 

adhere in a “pre-existing shared understanding” location of language and social structures.121 

Maintaining external, shared understandings could be seen as a reinforcement of the dualistic 

appearance of “out there/in here,” and the evidence for this move is indeed murky.122 However, 

if predictive processing is understood fully, the agent and the world are appreciated as co-

modulating at all times, which squeezes out a more static representationalism.  

 

e) Summary of Part 2: Predictive, Affectively-Framed, Processing.  

 

Combining Clark and Maiese results in a view of an agent as embodied and deeply in touch with 

her surrounding environment. The constant action to predict what will happen next is highly 
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complemented by the affective frame, and indeed relies on this affective framing to make sense 

of what is salient for the agent. With and affectively framed predictive processing, the agent can 

both catch a baseball without having to make complex calculations, and can also decide if 

catching the baseball is worthwhile. Maiese’s description of embodiment, which I gesture at with 

references to affective framing, redefines and redeploys the concepts of desire, intention, and 

affect. These are now situated in the embodied agent, and create the preconditions and responses 

necessary for that agent to live. Clark provides a description of how perception gets away from 

the dualistic sense-think-act thesis. 

 Of particular note is the shifting nature of the agent. Somewhat like the famous Argo 

thought experiment, parts of the agent can retune and evolve over time, such that portions are 

shared in close temporal moments, but that in distant temporal locations, the agent may not much 

resemble herself. What keeps an agent feeling as a self is the apparent egocentricity of their 

location. When it comes to psychiatric practice, both of these features will be relevant in 

treatment.  
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Part 3 Diagnosis and Treatment in an Embodied Psychiatry 

 

Now we can turn to the dividends of taking on an affectively framed, predictive 

processing view. For the sake of simplicity, I will often refer to an affectively framed, predictive 

processing view as an embodied view. Henceforth, each occurrence of the terms embodied view, 

embodiment, et cetera refer to what was described in part 2.  

As a psychiatrist, I am interested in pragmatic outcomes. However, the desire for 

practical solutions must be tempered by the limits of philosophy. As Fulford et al. comment, the 

primary value of philosophy of psychiatry is not in immediate, practical differences as a 

psychiatrist might call it, but in intellectual contributions.123 The task is to open up areas of 

conceptual value that can be explored, rather than finding a theoretical frame, hastily applying it 

to empirical matters, and thereby making a quick, irresponsible academic buck.124 At the same 

time, the authors encourage that philosophy of psychiatry must be in some way invested in “day-

to-day problems of mental health research and practice.”125 I hope, then, that what is achieved 

through exploring an embodied view is sufficiently narrow to target a real problem, sufficiently 

conceptual to be amenable for theorizing, and sufficiently related to the practice of psychiatry to 

influence clinical activity. Therefore, I will not be describing novel diagnostic or treatment 

algorithms, nor will I be able to advise what taking on an embodied cognitive view can do for a 

specific patient. Embodiment is not at this time a consultant’s tool.  

My target is the theoretical foundations of 20th century psychiatry, which is a high-level 

contribution. Psychiatry should be encouraged to keep its theoretical limits broad, until the point 

that there is clear justification to limit them. In this, I am actually aligned with the planning task 

force for “DSM-V,” inasmuch as they wished to collapse the differentiation between mental and 
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physical diseases, on the grounds that this distinction arises entirely from dualism.126 Here, then, 

would be a first outcome of taking on an embodied view of cognition. If medical practices 

involve the treatment of diseases of the body, then taking an embodied view makes psychiatry 

more like a medical discipline. But this is a superficial point. 

A scientifically realist psychiatry wants to carve the world at its joints and find real, 

clearly-demarked diseases to diagnose, treat, and study; however, this is not to be had. Often, 

quick fixes to psychiatry involve the alteration of categories, replacing one semantic kind with 

another to no gain. This is making a quick buck. Given what was described in part 1, it should be 

relatively uncontroversial to say that psychiatric diagnoses do not describe natural kinds. Named 

kinds in psychiatry are dynamically modified by the looping effect, or purposefully constructed 

for various interests. The antirealism inherent to psychiatry necessitates that the world cannot be 

carved at its joints cleanly, once and for all as the realist would like.  

First, I will highlight that using an embodied and intersubjective approach improves the 

epistemic position of the clinician, relative to the standard view. Then, I will describe 

intersubjective knowing in detail. I will comment on how this embodied, intersubjective knowing 

changes the diagnostic process, which in turn has effects on definitions of disorder and normality 

in the public sphere. I will describe how psychiatric diagnoses have a different etiology than 

currently supposed under embodiment. Finally, I will show how taking embodiment into 

psychotherapeutics provides a better theoretical foundation and describes what is really going on 

in a therapist-patient interaction. 
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a) Intersubjective Knowledge 

 

For psychiatrists, the crux is how much can they really know about their patients. The barrier 

between patient and psychiatrist seems thick. Recall that the practice of psychiatry has an 

inherent dualism that implies that the mental life of one person is entirely secret from another. 

 However, this barrier only exists if you take the view that the psychiatrists exclusively 

know their patients by interpreting their behaviours. This evokes a process of mental simulation, 

or at least inference. Embodied cognition rejects this process.127 Of course, anyone can make this 

sort of move and try to interpret what another person is thinking or feeling, but doing this with 

the suppositions of intellectualism engenders inaccuracy. Using this kind of logical approach to 

“putting yourself in another’s shoes” risks putting yourself and your own shoes in the other’s 

location, without actually taking on the materials of their experience. 

 Maiese’s affective framing exists as a kind of epistemic precondition for perceiving the 

world, but it also links to a social cognition of what is going on for others.128 She therefore resists 

the idea of one person reading another as being too like a standard cognitive move, and prefers 

to characterize human interactions as proceeding like a dance.129 When dancing, it is actually 

unhelpful to consciously think about what the next steps are, and it works better to instead act 

immediately on bodily-expressed cues that indicate where the dance is going. Cued responses are 

based on previous experience of learning how to dance, and once the predictions for “common 

next steps” are weighted appropriately, they can be taken confidently. The reason for this is that 

there is immediate feedback if the move was wrong or right, and so people learn to dance 

smoothly. 
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 Taking this dance metaphor into our social practices shows us parallels in our usual lives. 

Common examples are the swell and lull of conversations, following rules of the road, sailing a 

ship as a group effort, finding the fastest way through airport security, and so on. This does not 

mean that people are always interacting in smooth ways with complete understanding. Thinking 

now of the jarring moments where dancers trip and fall, conversation suddenly falters, vehicles 

crash, ships are dead in the water, and one argument stalls the airport queue, it is clear that an 

affectively framed predictive process is imperfect. But, as Clark maintains, embodiment is the 

best explanation for actively engaging with the world in a meaningful way.130 

 Embodiment creates a good access to the experience of the other. Maiese says: “I have 

maintained that our primary mode of social cognition is second-person interaction, which occurs 

through a process of coordination and mutual modulation of sense-making activities, and is, as it 

were, a dance of intentional conscious agents.”131 Think now about how infants/toddlers and 

parents are attuned to each other’s needs without needing to use language, or how any two 

people who know each other very well can immediately know from the moment of greeting that 

one of them is distressed. People who are able to “mind read” another person are actually bodily 

attuned. This occurs through the generation of intersubjective, second-person interactions, which 

is one way to describe an embodied process of communication. 

 The kind of intersubjective space that I reference is defined in Gupta, Potter, and Goyer’s 

paper Diagnostic Reasoning in Psychiatry: Acknowledging an Explicit Role for Intersubjective 

Knowing.132 Their motivation lies in the diagnostic differences between general medicine and 

psychiatry. They describe this difference through the metaphors that medicine solves puzzles 

while psychiatry sketches roadmaps.133 Intersubjectivity, the crossroads between two 

subjectivities, is used in this process of understanding. Intersubjective knowing involves 
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“awareness of the patient’s world that is mediated by the clinician’s own thoughts, feelings, and 

experiences when in relationship with the patient”. 134 In an embodied understanding, the 

“mediation” through which understanding arises is the weighting of the affectively framed, 

predictive process.  

Recall that the affectively framed, predictive process is a constituent of perception.135 The 

roadmap of another agent—a patient—is sketched by tuning the entire system, brain and body, of 

the clinician. In an extended cognitive frame, the records, notes, and office setup are a part of 

and are responsive to this tuning. This sketching is immediate, and the writing implements are 

fashioned by all previous experience of the agent.  

Notably, the term intersubjective knowing, could be swapped with the phrase interagent 

resonance to preserve the switch from subject to agent made in part 2. This would also capture 

the sense of tuning and bodied response that the embodiment described in part 2 allows. 

However, references to intersubjectivity includes a body of work that should not be excluded 

from considerations of embodiment. I will use the term intersubjectivity in the spirit of opening 

up relations between areas in psychiatry and philosophy, though this should not be taken to 

reinforce the dualism which I oppose.  

Using an embodied and intersubjective approach improves the epistemic position of the 

clinician, relative to the standard view outlined in part 1. In an embodied lens, the map of the 

patient is drawn directly on, and in some ways by, the patient. This is different from the steps 

that must be taken in the DSM diagnostic method, where reified patient signals are elicited 

piecemeal, recorded, and accounted in a checklist. Should enough symptoms be recorded in the 

diagnostic algorithm, and no exclusion criteria triggered, then the diagnostic label overlays the 

patient, rendering them a form of the diagnosis. That which is individual is translated into the 



 61 

symptom-code, with much lost in this translation. Psychiatrists typically have to rationalize how 

patient symptoms fit into or are really the symptoms in the DSM, even though patients may be 

indifferent to or outright resist the DSM descriptive criteria. 

 The goal of the DSM originally was, with its foundations in the standard model of 

cognition, to provide lists of criteria that describe clusters of kinds, such that these kinds could be 

successfully isolated, and the underlying etiology discovered through scientific investigation. 

This is not a completely terrible idea. The subsequent problem is the reification of these 

diagnoses. 

To couch it in a scientific argument, inter-rater reliability has decreased with subsequent 

editions of the DSM.136 Inter-rater reliability is a measure of the likelihood that, presented with 

the same patient and the same list of criteria, two clinicians will arrive at the same diagnosis. 

Antirealists would construe high inter-rater reliability as representing only uniformity of 

agreement amongst psychiatrists, while realists would say that there is an appreciated underlying 

feature of the world that is driving this agreement. Inter-rater reliability is described on a 

statistical scale of 0 to 1, with everything over 0.8 considered to show consistency, 0.4-0.6 being 

a “realistic goal,” and 0.2-0.4 being acceptable, if still vague.137 DSM III’s schizophrenia posed 

an impressive score of 0.81, while DSM 5 has a meager 0.46.138 Not all kappa scores in the 

initial field trials demonstrated this lowering of the number, but the fact that an older and 

relatively entrenched diagnosis such as schizophrenia has increased indeterminacy should be 

concerning. Increased indeterminacy results from permissive design changes of the diagnostic 

criteria. So it seems that there is more, rather than less, confusion. 

Even so, the primary problem of DSM diagnosis inheres in the chasm between 

subjectivities. In contrast, Gupta et al argue that “psychiatric diagnostic reasoning requires the 
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clinician to use intersubjective ways of knowing even though they are not explicitly 

acknowledged as sources of evidence in preeminent accounts of diagnostic reasoning.”139 That 

is, the DSM with its criteria-based system writes out highly qualitative information from the 

clinician. Qualitative, gut-driven data would be too individualized to be easily coded in a criteria 

list. But intersubjective knowing may better map what is actually going on for the patient, 

because a map drawn partially by the landscape will have improved accuracy. As Rodney 

Brooks states: “the world is its own best model. It is always exactly up to date. It always contains 

every detail there is to be known.”140 In human interactions, affect provides further information 

about the world. Affect is an apt term given that the physician is bodily affected by their patient, 

in that they have immediate access to the other agent’s bodily mind through human emotional 

communication. Embodiment helps us understand how intersubjective knowing—interagent 

resonance—works. By knowing how it works, we have a better idea of what intersubjective 

knowing really is. It is an immediate, gut-driven, intuitive grasp of the agent in the room. 

Compared to the ontologically estranged and epistemically hidden dualistic mind, embodied, 

intersubjective knowing offers what I will call pretty good epistemic access to the other agent, 

especially in its individual specificity. Embodied cognition admits individualized knowing about 

patients, which is currently outlawed by mainstream psychiatric methods. 

As much as psychiatric training is a process of learning information that is regurgitated 

and acted-out at the Royal college exam, the real value of spending five years in a residency 

program—long by the standards of family or internal medicine, but not by the standards of 

surgery)—is that psychiatric residents are afforded the opportunity to encounter patients. By 

meeting a large volume of patients in many contexts, psychiatric residents tune their systems to 

recognize certain flavours of patient presentations. After a certain point, the phrase “if it walks 
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like a duck and quacks like a duck, then it is a duck” fully describes the way psychiatrists make 

their diagnoses, with the aforementioned rationalization of DSM criteria employed after the fact.  

I will provide a quick example of what I mean, realizing that this will be expanded below. 

A psychiatrist practicing emergency room psychiatry walks into the room with the patient she 

has been called to assess. She can tell from the moment that she walks in that this is a truly 

depressed person from the look on the patient’s face, their posture, their slowed movements. The 

questions that the psychiatrist asks provide evidence that she can write in her report, which 

includes diagnostic categories and the list of features in each. Her report is entered into the 

medical record, and orders for admission are written. But as far as the psychiatrist is concerned, 

she knew that she was going to admit this patient long before she finished her interview. 

 

i) An Example of Intersubjective Knowing 

 

I will now describe a case of intersubjective knowing that is facilitated through 

embodiment in order to give some purchase for this idea of intersubjective space. It will be more 

compelling to use a non-psychiatric case, as this will both illustrate that embodiment is involved 

in all of our interactions and be more accessible. To illustrate that embodied intersubjective 

knowing provides pretty good access by itself, the example should rule out the use of language 

as a confounder. It should also be something that takes place between two people who do not 

necessarily know each other well. 

Drivers of vehicles and pedestrians interact in ways that are largely nonverbal. An in-

depth example of the bodily communication employed by pedestrians and drivers is covered in 

Kenneth Liberman’s ethnomethodological study of crossing strategies employed by drivers and 
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pedestrians at a notoriously busy intersection in the University of Oregon. 141 Liberman analyses 

gestures in painstaking detail, and demonstrates that the number of possible steps in the dance of 

“crossing at Kincaid” is multitudinous, and that each agent negotiates crossing without resort to 

language. As an example: 

 

In Photo 1.7, in addition to wanting to cross Kincaid, the pedestrian is attending to the need to produce an 

orderliness there. The orderliness is responsive not just to his looking but to the way his head is turned, the 

casualness or tension there, the rich gestural arsenal that may be employed, and the body’s orientation. The 

pedestrian is not only looking but doing so in a manner that renders his looking as witnessable and 

recognizable as looking. It is a public display of looking, an engagement in social interaction and not just 

any social interaction but a diligent concern for the interaction that remains to be organized by the parties 

there. We cannot see the look of the driver, but it would not be unreasonable to imagine that there is a 

similar look and diligent concern there as well. […] What is consequential is not what one does or what one 

intends to do but what is observable by other’s as one’s intended movement.142 

 

In this demonstration, a strategy of connection is employed with the driver to solidify agreement 

about crossing. Liberman also describes opposite strategies of using an appearance of 

obliviousness to cross, as well as demanding the right to cross by boldly walking out.143 All of 

this acts against the idea that there is a “grand theory of crossing” at Kincaid.144 A grand theory 

of crossing would hold that there is one best way, which could be recognized by rationally 

considering through all the options, and selecting the best one as a traditional central processor 

would. 

Rather, Liberman argues that the negotiations of crossing are actually “responses to one 

or another salience of a gestalt contexture and are largely unavailable to rational planning.”145 

Liberman picks out that there is no one best way to approach crossing at Kincaid, because the 
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complexity of the system resists simple encoding. The references to salience and gestalt 

contexture evoke the embodied process, which operates more immediately than anything that 

could be called consciousness in the standard model of cognition. Indeed, we can imagine that, 

were we to cross at Kincaid, we could both enact the road crossing negotiation and engage in a 

first-personal level conversation with a fellow pedestrian. Our ability to do so smoothly depends 

on our experience in crossing at that intersection. 

The context of the action is important, as what is salient to an embodied process depends 

strongly on the background. Cultural context, especially if we were to take on an extended 

cognitive stance, becomes a part of the negotiation. Immediate access to the mind of another, 

which is had in this kind of gestural dance, is immediate in the sense that it is non-inferential, but 

it is still mediated by the concepts that overlay the action.146 Speed of roadway, laws in the 

country, and the usual behaviour of road-crossers all become important mediators. As an 

example, the 2004 edition of the Eyewitness Handbook for Florence and Tuscany recommends 

pedestrians assert the right-of way, or else they will never cross the road. The text reads:  

 

Use the sottopassaggio (underpass) wherever possible. The busiest roads also have signals to help you 

cross: the green Avanti sign gives you right of way, in theory, but never expect drivers to recognize this as a 

matter of course. Seize your opportunity and walk out slowly and confidently, glaring at the traffic and 

maintaining a determined pace: the traffic should stop, or at least swerve. 147 

 

Crossing or not crossing the road is a bimodal condition, but that is not the only 

information that drivers can have about pedestrians. Even without being able to hear a person 

well, and with only a quick glimpse as they drive past, all kinds of information about the 

pedestrian can be known, such as if they are excited and happy, if they are drunk, if they are 
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commuting with purpose, if they are distracted, if they are lost, if they need help. Equally, 

pedestrians can guess pretty well the attentiveness and aggressiveness of the driver, though their 

information actually relies on assessing the entire system of car-and-driver. Many of us may 

have had the experience of understanding another human from the position of a car seat, which 

demonstrates that the intersubjective space is able to penetrate barriers as thick as a windscreen. 

The point of this discussion of road-crossing is to show the evidence that “the 

phenomenal identity of things matters more than what can be worked out formally by a synthesis 

of meanings. The looks of the world involve more than what is strictly rational, and organization 

is more public than it is personal.”148 If this amount of nuance in embodied communication is 

seen in something as public, and as trivial, as road crossing, then it seems likely that this 

communication is at least as present in the intimate setting of a clinical encounter. 

 

ii) Concerns Regarding Embodied, Intersubjective Knowledge 

 

Now, there are concerns that can arise at this point. I argue that psychiatric diagnostic 

accuracy is improved by dynamically affecting and being affected by another agent. Each agent 

influences the other by causing the rapid tuning of the other’s understanding. It would seem that 

this kind of knowing can deliver false knowledge in two cases: when people are lying, and when 

the physician’s system is tuned to privilege a foregone conclusion. 

First, the concern about people lying. It is clear that in no way does embodied cognition 

preclude one agent fooling another. That a person can be fooled argues for the existence of the 

intersubjective space. In order to fool another person, an agent has to have a grasp upon what 

that person is expecting, so that they can shape the intersubjective space such that the patsy is 



 67 

brought to a certain conclusion. Some instances that would provide good case examples for this 

would include poker games, cheating on a spouse, and boxing feints. But it is outside the scope 

of this argument to go through lying and lie detection at this time. This is because, in psychiatry, 

the diagnostic process assumes that patients are sincere when they express their concerns, with 

lie detection left as something can be considered at subsequent meetings when there is more 

information garnered. That there are people who would like to exploit a health care system is 

uncontested, but their numbers appear to be small.  

A second, and more important concern, is that psychiatrists can preferentially make 

certain diagnoses. This problem is captured by the aphorism, often repeated in internal medicine, 

that “if you walk around with a hammer, then everything looks like a nail.” With an 

intersubjective encounter based in embodied cognition, there is a concern that a psychiatrist 

whose system is tuned to predict signs of, for example, psychosis may privilege or reconstrue 

perceptions towards this hypothesis. This results in an embodied form of rationalization where 

the evidence contra to psychosis is literally not observed. 

This concern is what fuels the tension between two modes of psychiatric practice: that 

which is all for EBM, and that which is against it. The evidence of EBM was privileged in 

response to the bad practices of “eminence” based medicine. This was the historical practice that 

physicians at the top of the professional hierarchy would declare certain diagnoses and prescribe 

treatments with poor validity. Because their authority precluded testing their ability, bad 

management became entrenched in medicine. By introducing epidemiological evidence as a base 

for medical knowledge, and designing trials to test current practices, eminent physician practices 

that result in morbidity and mortality were identified and changed. EBM therefore became a way 

to argue against the use of intuition or “gut” feelings in medicine, since there appears to be no 
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way to test that these embodied, affective claims are correct or not. Being risk-averse, medical 

practice has therefore moved away from officially privileging individual embodied knowing. 

Writing off all intuitions as too erroneous is misguided. For one, the kind of intuition that 

embodiment provides is not the defaulting to eminence that EBM originally opposed. The 

concern regarding the biased psychiatrist ignores that there is a role for self-interrogation, 

especially given the looping effect of dynamic nominalism. A responsible knower should be 

aware of the limits of their ability to accurately grasp the world, especially if it is known that the 

world will modify once grasped. Further, and more concerning, material constructivism suggests 

that interactive kinds such as diagnoses can be shaped and used for benign and maleficent 

purposes. Since psychiatrists and other physicians have a professional role that significantly 

influences others, it becomes a part of their job to question their own biases.  

As well, relying solely on the physicians’ actions and opinions removes the agency of the 

patient in the medical encounter. Patient knowing is as useful as psychiatrist knowing, and 

patients can reject and demand modification of a psychiatrist’s opinion. In fact, this is an easier 

conversation to derive from an embodied frame, because intersubjective knowing suggests this 

kind of constant reciprocity. In contrast, DSM diagnostic practices work more like an algorithm 

where, if a patient states they are outside the available categories, then the patient must be 

wrong. But there is room to make our dynamic nominal processes more explicit, and free for 

both parties to modify. We are perhaps less likely to unintentionally reify if we are knowingly 

constructing the materials of our discourse. Truly taking on patient expertise can begin at the 

diagnostic level, at the more immediate point of intersubjective knowing, and there exists already 

a framework to incorporate this. 
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The biopsychosocial formulation is an exercise in which the psychiatrist attempts to lay 

out all of the biological, social, and psychological reasons that a patient is presenting with their 

particular concern in clinic at this time. The factors are further broken down into predisposing, 

precipitating, perpetuating, and protecting factors. Sometimes taught in a grid form, the goal of 

formulation is to come up with a summary that encapsulates all causes for the patient to present. 

However, it is not legally necessary to have a formulation appear in a psychiatric report, it is not 

used for insurance purposes, and it is often left as an interesting intellectual exercise. 

Psychiatric critics criticize the biopsychosocial formulation for being non-scientific, 

invalid in terms of guiding treatment, and merely a hold-over from psychiatric history that is 

designed to appease the remaining psychoanalysts. However, what is not understood from these 

critics is that the formulation is meant to be shared with and modified by the patient. Since both 

members of the diagnostic dyad become involved in the process of formulation, this is really 

revealed as a method of using extended cognition to interrogate the intersubjective space. This 

should address the concerns about biased psychiatrists to some degree. It will still remain a 

problem that psychiatrists who have a particular bent and who apply their preferences over 

patients may yet bully them into accepting diagnostic labels. It is too much to ask of embodied 

cognition that it also solve all problems of coercion in psychiatry. 

However, this has stretched the definition of intersubjective space, perhaps more than is 

necessary or desirable. What is written down in clinic notes does fall under an extended 

cognitive frame, but if we wished to be more conservative and bring our cognition “to the skin,” 

then we may prefer to narrow the definition of intersubjective space to meaning only that which 

exists in the active interaction between two agents, by which they know each other. As such, the 



 70 

access to the other person only exists while the interaction is live, and what is thought about 

afterwards becomes a personal work of the psychiatrist. 

This is close to a concern about the amount of time required to have embodied 

knowledge of another agent through intersubjective knowing. Usually, intersubjectivity is framed 

as something that builds up over time, and is the kind of relationship that is best characterized by 

analyst and analysand. However, I wish to argue that intersubjective knowing is much more 

immediate, and faster, such that a single encounter does provide pretty good knowledge of an 

agent, more so than that granted by the standard model of cognition. I do not deny that more time 

can help two people get to know each other, as this is true of any relationship. I argue only that 

taking an embodied frame allows the psychiatrist to have good access to the patient, and that the 

information attained through affective means is useful for diagnostic accuracy. 

 

b) The Effects of Embodiment on Diagnostic Process 

 

If we consider the affectively framed predictive process, then we can see what the psychiatrist 

has as diagnostic tools beyond the DSM criteria. The psychiatrist who works in the standard 

cognitive view has at her disposal the evidence of EBM, non-explanatory stories about brains 

and neurotransmitters, and inferential reasoning about the minds of others. She must translate her 

patients’ symptoms into the language of the DSM, and from there move through the algorithms 

of guidelines. 

The embodied psychiatrist can certainly use EBM if she wishes, and she also has at her 

disposal body language, which proceeds through the reciprocal testing of stimulus-response 

through both agents. The embodied psychiatrist can become familiar with particular flavours of 
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patients, such that they can actually finely pick out where on the indeterminate spectrum between 

well and ill a person sits. This is a unique position for every patient, and cannot be captured by 

black-and-white threshold measurements that combinations of criteria would use. 

 It seems that embodiment is better able to describe a physician’s ability to put a finger on 

their patient’s pulse, literally and metaphorically, and thereby know something about the patient. 

In the above section on intersubjectivity, I outlined the pretty good epistemic access derived 

from an embodied psychiatry. Since embodied psychiatry includes qualitative factors, i.e. 

affective processes, that are not codable in a criteria system, there is then a potential antipathy 

between the DSM system and embodied psychiatry. It seems unlikely that taking on an 

embodied stance means that a psychiatrist must eschew the DSM in its entirety. However, it does 

seem necessary that an embodied psychiatrist should become skeptical about the DSM’s value, at 

the very least epistemically.  

 The elephant in the room at this point is language. I have harped on about the difficulty of 

accessing a patient in the standard view of cognition, but a standard psychiatrist might argue that 

there is no need to worry—if we just ask the patient how they are feeling, then they can tell us. 

Words can cross the gap of dualism. 

 Indeed, language is very useful, and patients do give psychiatrists important information 

with language. But the problem for psychiatry is that what needs to be communicated are 

affective and sub-personal experiences.  These do not go neatly into language, so the experience 

is either subsumed under the wrong linguistic head, or relies heavily on metaphor. As 

Wittgenstein says, it is possible for us to use the same word—he used the example beetle, but a 

more relevant one for psychiatry would be sadness—but we cannot know that our referents are 

the same or not.149 Moreover, it is not possible that such words refer to something wholly 
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private. The only way I can know what sadness really means for someone else is that I have 

some kind of view of their version of it. And embodied attunement is what provides that view. 

 Embodied psychiatry’s effects on the epistemic position of the psychiatrist may have 

larger ramifications. With a position that has an improved, pretty good access to patients, 

psychiatrists can be skeptical about the DSM system. From there, skepticism about the socially 

constructed infrastructure around psychiatric care soon follows.  

 

c) The Effects of Embodiment on Disorder and Normality 

 

The Belgian Superior Health Council (BSHC) findings against DSM-5 have provided 

specific, anti-categorical recommendations that present a real challenge to psychiatric practice. 

Attending to embodiment is a significant enhancement to psychiatry that can move it towards the 

changes suggested by the BSHC. 

 To summarize, the BSHC suggests that the use of categorical diagnoses be scrapped, and 

replaced with a dimensional approach. Dimensional here seems to mean accepting that mental 

distress presents on numerous sliding scales between normal and abnormal, with different 

syndromes presenting for different reasons. Rather than trying to use specific diagnostic labels, 

the recommendation is to use only broad categories (e.g. depressive, psychotic). To capture 

human complexity, case formulation is recommended as a shared working hypothesis. This 

formulation should include biographical factors, existential factors and issues in life, contextual-

interactional functioning, psychological dynamics and behaviour patterns, biological factors and 

psychopharmacological models.150 Caution regarding the use of labels is emphasized, due to 

concerns about Hacking’s “looping effect.”151  Recall that the looping effect describes how the 
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act of applying a descriptive label to a person under psychiatric investigation results in that 

person changing in response, which results in a constantly moving target.152 Therefore, it is 

impossible to be accurate with a psychiatric diagnostic label at any given time, because agents 

will always modify in response to it.  

This is particularly relevant in the psychiatric-medical context, because important social 

activities are tied to medical diagnosis. These include being able to receive monetary support 

from the government, access to other supportive measure through insurance, and also 

stigmatization. Agents’ perspectives on themselves change in response to diagnoses, as do the 

perspectives of others. Applying a significant label such as “schizophrenia” can lead to self-

hatred and othering. The label can change the person as per the looping effect. Of greater 

concern, the use of narrow diagnostic labels creates a larger number of diagnoses. These 

multiplying diagnoses create markets, and the capitalist medical industrial complex comes to 

bear on individuals. 

A final concern about the use of categories is the risk tied to overdiagnosis. By labelling 

highly context-dependant experiences as “disease,” agents can start to reference their normal 

experiences as illness. This could be reflected in the findings of increasing claims for disability 

due to mental illness.153 With increased publicity of diagnostic features, people with normal 

suffering are then funnelled towards psychiatry, leading to over-utilization of already scarce 

services.154 The risk to a patient from seeing a typical psychiatrist is that they will come out of 

that appointment with a DSM diagnosis, and then the looping effect will be off. In this way, as 

Hacking says, psychiatry does make up people.155 

The BSHC provides specific guidelines for how they would preferentially cast 

psychiatric disorders: 
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It is best to consider those disorders as broad spectra within which varied symptoms can occur and where 

floating transitions to a state of personal and social well-being take place. In addition, it is best to view 

those disorders as syndromes (i.e. groups of symptoms/complains that often occur together) that disrupt 

day-to-day functioning, rather than as expressions of ‘underlying’ diseases.156 

 

This is a striking move away from a medicalizing position. Understanding that a person can 

experience disruption that is disconnected from a disease state softens the need for a diagnosis. It 

is also an explicit antirealism, and it would make psychiatry more philosophically consistent to 

be actively practicing the way it is, and not pretending to be as scientifically realist as it does. 

The use of dimensional diagnoses reinforces the indeterminacy between disorder and 

normal. There is reasonable concern to be had that this returns to the psychoanalytic idea that 

everyone is in some way unwell. Given the looping effect, we should worry that expanding 

diagnosis dimensionally would lead to overdiagnosis of the normal. 

But there needs to be a careful consideration about what is actually suggested. If we 

inspect closely the idea that all agents exist on this broad scale between ill and well, we reveal 

that the possibility of becoming psychiatrically unwell exists in every person. This is simply true. 

It is true in the same way that a person can be free of cancer and then can, at some later point, 

move to a position of having it. The dimensional account does not propose that all people are a 

little bit unwell all the time, it proposes that movement towards being unwell is always possible, 

and the causes of this movement are multi-factorial. Multiple factors can slowly edge an agent 

towards some level of disorder via a thousand cuts, or a single large insult can do the same.  

The BSHC also would claim that “psychiatrically unwell” is too narrow a term, and that 

something along the lines of “experiencing mental suffering” might be more appropriate. While 
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human suffering is real, large portions of this suffering does not, and should not, require a 

psychiatrist. Indeed, fully embracing a dimensional diagnostic approach requires a change in the 

structure of society itself: “The categorical classification system should be replaced by a service 

system (not-necessarily within psychiatry) that takes into account the observation that general 

human concerns and problems may need psychosocial support while psychiatric diagnosis is not 

needed.”157 From here, the problem is not one of physicians coming up with diagnosis, but all of 

society determining what kind of support agents deserve. 

 Actively privileging embodied knowing will help in creating a robust dimensional 

diagnostic change. By permitting this pretty good access to the mental state of the other to be 

noted in psychiatric case reports, we allow for the gut response “I just don’t think this person is 

that sick” to have some real weight in psychiatric opinion. If psychiatrists were allowed, or even 

encouraged, to report this kind of experience in their case reports, then they are freed of the 

constraint of having to select a medical diagnosis for a person presenting to them. From a 

metaphysical discussion about the what the mind is and how agents interact, through a rethinking 

of what can be privileged in psychiatric practice, the social, political, medical establishment is 

implicated as needing a system overhaul.  

 This will not go into practice cleanly. Psychiatrists are generally conservative when it 

comes to risking harm to patients, and driven by their paternalistic urges, they will diagnose and 

certify—just in case.  What I have suggested goes against the mainstream de-stigmatization 

programs, which include calls for increased access to mental health services. There will be a 

need for second opinions, and the current looping effects and social constraints will cause 

resistance in patients who are “thrown out” of psychiatric practice. But this problem is related to 
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the need for suffering patients to be taken seriously by society and given the appropriate support 

they require, and is not specifically for psychiatrists to solve. 

 

d) The Effects of Embodiment on Psychiatric Etiology 

 

I have talked about psychiatry as a discipline and as a process of diagnosis, and how embodiment 

affects these aspects. But for most psychiatrists, the process through which pathology manifests 

will be the most salient. I will discuss how an embodied psychiatry differs from standard 

psychiatry in its application to the etiology of two diagnoses: schizophrenia and borderline 

personality disorder. I selected schizophrenia because dementia praecox and manic depression 

were two of the distinctions made by Emil Kraepelin, and schizophrenia remains a “big ticket” 

diagnosis in the severity of its pathology, prevalence, and mysteriousness. Borderline personality 

disorder (BPD), by contrast, is highly contingent and contextual. If embodiment can explain the 

etiology of both a “real” and “fake” psychiatric diagnosis, then this supports the view that an 

embodied psychiatry could be theoretically robust. 

I accept that these diagnostic categories can be and are misapplied; that there is 

indeterminacy on all levels of these diagnoses has been discussed in part 1. For what follows, I 

will be referring to agents who sit in the centre of the cluster of symptoms, having most or all of 

them, and having them relatively clearly. This may still be too vague for some, but this is the 

necessary difficulty of doing philosophical work in the context of current psychiatry. 

 The current standard psychiatric understanding of schizophrenia is that it is a chronic, 

progressive illness, related to overabundance of dopamine, or at least overactivation of the D2 

receptor in the brain. The criteria for schizophrenia in the DSM describe the hallmark symptoms 
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of grossly disorganized or catatonic behaviour, disorganized speech, “negative symptoms” 

(avolition, affective flattening, anhedonia, apathy, alogia), delusions, and hallucinations.158 The 

subsequent criteria relate to time of onset, length of symptom presence, and functional 

impairment. Importantly, the current psychiatric understanding is that the most common form of 

schizophrenia evolves through a prodromal stage, characterized primarily by multiple 

nonspecific symptoms as well as brief limited intermittent psychotic symptoms (BLIPS). Patients 

usually start to show symptoms gradually, with bizarre behaviours accumulating until they cross 

the threshold into frank psychosis.  

The mainstay of treatment in early intervention psychosis clinics is to reduce the total 

amount of time the patient spends in a psychotic state. The general understanding is that the 

more time a patient spends in a psychotic state, the worse their cognitive abilities become, and 

the harder it becomes to manage the symptoms of schizophrenia. Current treatment of 

schizophrenia reflects a desire to alter the overall trajectory of the illness, such that the patient 

spends less of their lifetime being frankly psychotic. However, current treatment goals reflect the 

understanding that the disease course is progressive, and that a full “cure” is not realistic. 

 From this general picture of schizophrenia, we will now see what further avenues of 

explanation are opened by the addition of embodiment. Embodiment can be additive to the 

dopamine hypothesis, as it does not have to deny that brain structure and function is relevant to 

personal experience. Recall that Maiese suggests that a creature must have a body and a certain 

level of neurobiological complexity is required to have a mind.159 We can take from the 

observation that dopamine-blocking medication improves the symptoms of schizophrenia that 

there may be something to the dopamine hypothesis, but it is very likely only a component. 
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Embodiment should be positioned to explain how perturbing the finely tuned affectively framed, 

predictive process results in the manifestations of this illness. 

 Maiese dedicates a section of her work to describing the sub-personal processes that 

result in schizophrenia’s symptoms. As might be expected, she conceptualizes schizophrenia as a 

disruption of neurobiological processes of affective framing, resulting in the loss of an agent’s 

“ego-centred, desiderative, bodily perspective that grounds our sense of self.”160 This insult to 

affective framing results in the symptoms of body alienation, physical unworlding, social 

unworlding, language disturbance, as well as thought insertion and alien control. Broadly, this 

list resonates with the DSM A criteria for schizophrenia. 

 Recall that affective framing is that which “helps to make sense of how one’s sense of 

self is grounded in how one is in touch with one’s own whole living body in the experience of 

desire-based feelings of caring.”161 The affective frame shares a sense of location in the body, 

and an immanent reflexivity with it.162  This is tied to the feeling of owning the movements and 

monitoring of the body, which Maiese calls sensorimotor subjectivity. All of these facets are 

employed to help the agent pick out salience and act based on what matters to them. 

 Body alienation proceeds from a loss of the immanent reflexivity to the body and 

context.163 This means that the agent’s sense of location is perturbed such that they can no longer 

locate their sensations. This drifting apart from sensorimotor subjectivity results in a “free 

floating” perception, such that sensations and their context are so intermixed that salience can no 

longer be identified. What is in or out of the body, what is relevant or irrelevant, can no longer be 

determined. Therefore, the agent does not have a good sense that their body belongs to them, or 

that motor actions they generate are from them or from other sources. Their body appears like 

just another object. This kind of experience would be more like the experience of the brain in the 
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vat, as incoming percepts cannot be sorted through immanent bodily processes. Building on 

Maiese’s view, it seems that this separation from the body and all of its processes is the split in 

the mind, and it is from this separation that the other symptoms of schizophrenia occur. 

 Physical disengagement and unworlding is the necessary result from the loss of 

embodiment. Immanent reflexivity, egocentricity, and recognition of salience are all aspects of 

embodied perception; since affective framing is also one of these facets, it makes sense that it, 

too, is perturbed by the loss of full connection with the body. The affective frame is responsible 

for the construction of the caring-contoured map of an agent’s sensorimotor experience. By 

losing the ability to discriminate between self, sensations, and background, the ability to detect 

salience disappears.164 Without salience, there can be no interest or desire, because literally, 

nothing matters. 

 Therefore, Maiese argues, the negative symptoms of schizophrenia are not just a loss of 

volition in a catch-all sense, but rather result from the inability to initiate because the first step of 

cognitive discrimination is lost, as is the desire to do anything.165 This leaves the agent baffled, 

floating in a misty ghost-world. This loss of propulsion is often accompanied by an autistic 

exploration, which Maiese interprets as an attempt to return to this starting position.166 Actions, 

if started, might be repeated because recognizing the need to stop requires recognizing need 

overall. 

 Social and language disturbances are simply the extension of this loss of context. “The 

schizophrenic subject’s distance from her own emotions renders her unable to perceive the other 

as another person, since she lacks the affective-conative capacity to get involved in other’s lives, 

pick up on context-relevant cues, and make sense of others and their situation.”167 The loss of 

salience and care renders reciprocity impossible, or at least difficult. Perceptions of others are 
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also mixed in with all other perceptions, none of which are ordered in terms of relevance. 

Stringing words together appropriately becomes difficult when meaning in general is disturbed, 

hence why more basic motivations such as rhyming—called clang associations in descriptive 

psychopathology—might take on greater weight than sense-making. 

 So far, this description of schizophrenia explains well the negative symptoms, language 

disturbance, and some of the bizarre or catatonic behaviour. In the standard model, there is little 

accepted description of how pathology proceeds on these personal and subpersonal levels, how 

the epistemic ability of the agent is compromised, and how this compromise is an active part of 

the disease process. Cognitive deficits that are measured on the standard psychological scales 

used in practice, such as processing speed or executive function capacity, might be aimed at false 

structures that only appear to exist in the mind of a well agent. Embodiment suggests that there is 

a more fundamental, overarching deficit that would not be captured by the relatively downstream 

measures. 

As might be expected, the deficit in epistemic processes also contributes to the hallmark 

symptoms of delusions and hallucinations. In standard cognitive models, the symbolic structure 

of the fixed, false belief either crystallizes, and therefore causes hallucinations to generate as a 

form of explanation, or the delusion results as an explanation for ongoing, baffling false stimuli. 

But anyone who spends time with patients experiencing delusions and hallucinations should be 

wary of this trite synthesis, as there is often no clearly-defined rational link between delusions 

and hallucinations. Usually, this lack of explanation on the part of the patient is ascribed to their 

cognitive deficits arising from the disease itself. But simply citing “loosening of associations” or 

“derailment,” both descriptive psychopathological terms for irrational lines of thought, only 

black boxes the underlying process. 
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 In Maiese’s description of the agent with schizophrenia as being divorced from the body, 

all sensations are equally privileged. Therefore, sensations that are normally ignored are noticed. 

The susurrus of a quiet room can be translated into words, words that make as much sense as 

anything else. Bodily sensations can seem to come from the outside, though invisibly. Thoughts 

appear to arise from elsewhere, inserted into the agent by a foreign body. When it comes to 

movement, “movement that does not involve a pre-reflective sense of anticipation of future 

action is experienced as alien and as under the control of someone else.”168 

 These descriptions offer a version of schizophrenia that operates on a personal and sub-

personal level, able to stand with or without references to dopamine. There is both a sense of 

what is happening between the various aspects of embodiment, and a sense of what experience is 

like when embodiment is disturbed. Clinical symptomatology is relatively removed from patient 

experience. This tends towards the use of clinical scales and objective descriptions, over personal 

descriptions of current symptoms.  

 Clark’s take on the predictive process adds to Maiese’s conception of embodiment. He 

believes that dopamine (or other neurobiological disturbance) perturbs the delicate balance of 

prediction weighting. This results in “deep revisions in our model of the world.”169 These 

revisions cause the unworlding effect; predictions are tuned inaccurately, leading to an 

“epistemically insulated, self-confirming cycle.”170 He agrees that, in schizophrenia, events in 

the field of perception become equally surprising, and this leads to a downgrade in the 

confidence of the sensory signal—which would privilege false predictions, and cause epistemic 

insulation.171 Within this bubble, delusions and hallucinations co-emerge and pile on false 

justification. 



 82 

The reason that an agent’s system is unable to assess this “endless spiral of computational 

self-doubt” is that predictions are not experiences in and of themselves.172 The problem is 

metacognitive in the structure of the agent. What is perturbed for an agent with schizophrenia is 

not the content of their perception nor their beliefs about the world, but the balance “between the 

amount of precision associated with current sensory input versus precision of higher-level 

representation.”173 The standard model of perception, in a representationalist frame, would 

suggest that pathological beliefs themselves trump the current actual experience, by having 

certain representations become stuck or overwhelming others. In a predictive process 

schizophrenia, the top-down predictions are actually watered down and merely do a worse job of 

attenuating sensation.174  

 In an embodied psychiatry, we have a rich description of what is happening on several 

levels of an agent with schizophrenia. This can include the dopamine system and can give some 

rationale for the clinical symptoms, without having either the restrictions of evidence-based 

medicine or the fantasy of psychoanalysis. But rather than being a competing theory, embodied 

psychiatry seems poised to work with theories and provide areas for inquiry and treatment. 

 Unlike schizophrenia, borderline personality disorder (BPD) is considered to be less 

“biological.” All personality disorders are defined in the DSM as  

 

A. an enduring pattern of inner experience and behavior that deviates markedly from the expectations of the 

individual’s culture. This pattern is manifested in two (or more) of […:]  

1. Cognition (i.e., ways of perceiving and interpreting self , other people, and events). 

2. Affectivity (i.e., the range, intensity, lability, and appropriateness of emotional response).  

3. Interpersonal functioning.  

4. Impulse control.  

B The enduring pattern is inflexible and pervasive across a broad range of personal and social situations.175 
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BPD is further defined as a “pervasive pattern of instability of interpersonal relationships, self-

image, and affects, and marked impulsivity, beginning by early adulthood and present in a 

variety of contexts,” and there then follows a list of nine criteria, of which patients must have 

five or more to be considered for the diagnosis of BPD.176 

 Because the deficits of BPD rely on interpersonal conflict and social non-functioning, it 

is highly contextual. The DSM itself establishes the personality disorders as innately a kind of 

cultural deviance, so it is bizarre that there is current research on BPD that looks, again, at brain 

structures and markers for chemical levels in the brain.177,178 With its historical roots in hysteria, 

BPD is psychoanalytically understood as a major disruption in early dynamic relationships with 

parental figures, leading to an unstable ego. It may be that retaining the personality disorders 

section in the DSM is an apology to psychoanalysts, many of whom argued against the removal 

of BPD from DSM-5. In DSM-5, there is in fact an alternate diagnostic framework for the 

personality disorders.179 The fluctuation in the personality disorders section appears to reflect a 

political argument over the inclusion and structure of these diagnoses. 

Given the contingency of BPD, this could be the kind of diagnosis that the BSHC would 

recommend be supported in a non-medicalized system. While social advocacy is something 

some physicians do, the core of the discipline is medical treatment. As such, standard psychiatry 

tends to talk about what is in its wheelhouse: drugs, psychotherapy, and recommendations from 

the clinician to the individual patient. This medicalizes social issues. Recognizing psychiatry’s 

antirealism should mediate against medicalization. 

 An embodied psychiatry might fare better. If we take the idea of the affectively framed, 

predictive process, we see that the pervasive experience and behaviours of BPD might be best 
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explained by an affective frame that is tuned to look for danger. This weighting would have been 

built up by the constant experience of danger, such that certain steps in a social dance demand 

the agent respond aggressively or pathetically, in order to head off worse effects. In the absence 

of support, or participation in other kinds of dance, certain signals can become epistemically 

over-privileged. Instead of having a continuous effect as in the case of schizophrenia, the agent 

with BPD will instead have moments of intense crisis, based largely on the social percepts 

available. This is consistent with the observation that people with BPD will experience intense 

dysphoria after being socially rejected, and have a tendency to break down when reassurance is 

not available. 

 While embodiment offers explanations of reactivity, it also suggests the ongoing 

experience of “low mood” that people with BPD usually experience. With the affective frame 

shifted as negatively it is, it becomes more difficult to notice error signals that might suggest 

safety, comfort, and positivity. In more general terms, when most of an agent’s experience is 

bad, they have difficulty appreciating the good times. 

 What an embodied psychiatry can avoid in BPD is necessarily referencing the standard 

structures of explanation: chemicals, brains, or symbolic mental representations. Therefore, this 

kind of explanation can provide a description that is scientifically palatable—given the evidence 

in cognitive science—and does not demand medical intervention for cure. Cure is eradication of 

disease. In BPD, the only cure is to make appropriate social changes to inhibit the formation of 

destructive affective frames, as a kind of affective equality. Psychiatry’s role in this, as suggested 

by the BSHC findings, is limited. 
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e) The Effects of Embodiment on Psychotherapy  

 

In Part 1, I showed that both psychoanalysis and CBT rely on dualism, and are yet useful in 

terms of treatment, at least from what can be said in an evidence-based perspective. Embodiment 

denies dualism, and provides access to the other person. Evaluating psychotherapy from the side 

of embodiment will reveal what is happening in psychotherapeutic interactions. 

The standard view of cognition supposes that the brain constitutes the mind. Brain 

structures in standard psychiatry have been investigated as pathological cause for psychiatric 

illness. Psychodynamic psychiatry tries to validate itself within the standard cognitive model by 

demonstrating that dynamic features physically correspond to brain structures. For example, 

Gabbard, in response to the challenge of genome-reductionism, comments that: 

 

Neural connections between the cortex, limbic system, and autonomic nervous system become linked into 

circuits in accordance with specific experiences of the developing organism. Hence, emotion and memory 

circuits are linked together because of consistent patterns of connection resulting from stimuli and the 

environment. This developmental pattern is often summarized as follows: ‘Neurons that fire together, wire 

together.’ (Schatz 1992, p.64).180 

 

We can see that this is an attempt to make psychodynamic theory better integrated with the more 

acceptable, biological psychiatry. In talking about transference, defined as a person’s experience 

of other people as significant figures from their past, Gabbard continues: “Representations exist 

as a network of neurons that can be activated in tandem. Thus, representations are like potentials 

waiting to be activated when aspects of a therapist remind the patient of qualities similar to the 

figure represented in the patient’s neural networks.”181 
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This language clearly brings the space of reasons and recombinations of representations 

to the biochemical activity of the brain. Representations of other people are conflated with action 

potentials and neuronal discharge. Embodiment shows that this is wrong. There are no 

representations lurking in the brain that fly across synapses. The structures of the mind cannot be 

found in the brain, so the ego, id, and superego are posited to exist in the paramechanical realm, 

where their symbolic interaction is somehow relayed back to the body through the antenna of the 

brain.  

From what Gabbard and others argue, it seems that the brain echoes this paramechanical 

action in changing its structure and function, which has led to interest in the pathology of brain 

circuits and brain structures. For example, patients who have experienced trauma are shown to 

have a distinct difference in the size of their limbic system structures.182 Without a clear 

explanation of how physical structures relate to the action of the mind, such references to 

physical structures will remain a neo-phrenology. 

The standard view of the mind sets up the hard problem as unsolvable. While there is not 

at this time a solution, embodiment at least stops this non-starter. The physical, electrochemical 

structure of the brain is not a one to one map of the mind, because the mind exists in the entire 

body and potentially extends out into the environment. Again, embodiment does not deny that 

the brain is important, but it does deny both dualism and that thought is constituted through 

recombination of representations in a computer-like system. 

 Embodiment, especially Clark’s, can have strong computational sympathies, shown by 

the references to work in connectionism and deep learning. As noted in part 2, it is the kind of 

computationalism that is important. Highly symbolic, central-processing based computations are 
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not able to handle the kind of engagement that agents are capable of. This repository of symbols 

is what psychoanalysis references in its language of transference and drives. Just as there are no 

symbols, no representations, the elaborate mental structures shown in part 1 are merely fantasy. 

The metacognitive structure of an affectively framed, predictive process exists in weighting and 

salience identification. 

 Another criticism that can be levelled at analysis is that, with its focus on verbal 

expression, it pulls away from embodiment. Analysis proceeds by confronting the patient with 

their own affect and experiences, with the ultimate goal that they transform their unconscious, 

sub-personal, wordless parts into conscious, personal, linguistically coded identities.183 The idea 

is that, by creating a symbolic representation of the entire self—or at least the majority of the 

self—using words, a patient can fully understand themselves. Recognition of the source of their 

drives and defenses allows for the patient to overcome these automatic habits. 

However, embodiment embraces that much of our activity is sub-personal and automatic, 

and that affect itself is bound up with perception, such that it is nonsensical to believe that all 

“parts” of an agent could actually be translated into words. This means that psychoanalysis is 

doomed to fail in its primary goal. Metacognitive weightings cannot really be turned into 

perceptions. There is recognition within analysis of this failing, “that language can be a barrier as 

well as a bridge,” and an increased interest on approaches that focus more on affect and bodily 

sensation.184  

 This talk of the physical body brings us back to CBT. With its emphasis on bodily 

sensations and behaviour, CBT has better ability to take on board the descriptions of 

embodiment. Seating the agent in an environmental context shows an appreciation that 

affordances permit, allow, or demand certain behaviour. As well, the ability to pay attention to 
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affect moves away from the highly expressive, verbally introspective component of analysis. 

Treatments that are based in behavioural modification show that the five-part model is able to 

better participate in the enactive character of embodiment. 

Even so, with references to symbolic representations such as thoughts, CBT shows its 

analytic roots. After teaching the five-part model to the patient, CBT moves on to describe the 

genesis of automatic thoughts in situations in the mode of a standard sense-think-act. From 

automatic thoughts, patients move “down” to underlying assumptions, core beliefs, and schemas 

about the world. These are described as representations that people hold about the world. CBT 

still functions in a standard frame. 

It is curious that both CBT and psychoanalysis provide benefit at all, given that they 

theoretically rely on the standard model of cognition. It is stranger that they perform as well as 

each other. In reply to my charge of mysticism, practicing analysts might note that the theoretical 

underpinnings of psychodynamic therapy are posited as real in a metaphorical sense. CBT 

practitioners might gesture to current research in psychology. If it is not broken, then it is not 

broken. Since psychiatry is antirealist about cause, it is not surprising that it will prescribe 

treatments, even if their mechanism of action is unknown. If embodiment is to be truly additive 

to psychiatry, especially as an explanatory function, then psychotherapy is owed an explanation 

of its effectiveness by embodiment. Perhaps at that point, the cause for the effectiveness could be 

found.  

When I described above how embodiment enters the psychiatric clinic, I argued that 

qualitative, intersubjective knowing should be privileged. I suggested that one way this might 

happen is to emphasize the role of psychiatric formulation. Formulation is a vehicle for 

recognizing intersubjectivity, and to appreciate what is going on in the psychiatric clinic on 
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multiple levels. It is the very holism of psychotherapies that allow them to redeem themselves as 

treatments. As such, psychoanalysis and CBT should not lose themselves in the race to find 

physicalist support, as the social and psychological contexts remain important to fully embodied 

agents.  

 Formulations are meant to be shared with patients. There, the descriptions and metaphors 

can be modified within the intersubjective interaction. Even though these descriptions and 

fantasy structures might not be real, these metaphors can be employed by therapist and patient to 

make meaning. But making meaning is not equivalent to speaking accurately. Speaking 

accurately would rely too heavily on verbal expression. The process of making meaning is 

illustrated by a common therapist experience: the therapist poses an interpretation, and the 

patient shrugs it off entirely. Repeatedly, similar interpretations are offered, with no real effect 

on the patient. The patient returns to therapy and describes their latest difficulty, unaware that 

they report a repetition in their action-perceptions. Eventually, with repetition in the 

intersubjective space, there is a moment where the patient seems to suddenly realize for 

themselves what the therapist has been interpreting. The patient may express exactly what the 

therapist has been saying for weeks, but from the position of discovering it for themselves. 

 This phenomenon can be explained by an embodied psychiatry. If we think about the 

affective frame as being weighted, we can think about the process of therapy as introducing 

numerous small adjustments to this weighting. This does not require reference to representations 

or structures, it is simply the case that top-down predictions can be slowly altered—with 

repeated triggering of the error signal. These errors, though, do not necessarily cause perceptual 

shifts at a high level. But a high-level change becomes apparent with enough re-weighting. 

Maiese would likely consider this a recalibration of the agent’s caring-contoured map, which is a 
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description she uses to reference the agent’s placing of the background and foreground of the 

world. Since the affective frame is related to the sense of self, as it shifts, what we usually call 

the personality of the person also shifts. This is the whole agent recalibrating about what 

expectations are actually appropriate. This kind of explanation would also describe how lifetime 

experiences shape and change a person through their whole lifespan. 

 My earlier comment about interpretations attacked their purely verbal nature, but what an 

embodied psychotherapy can embrace is the minute interactions of the intersubjective space. The 

trite phrase that “90% of communication is nonverbal,” when considered via the intersubjective 

space, reveals a rich landscape for constant, resonating interaction. This is why the modality of 

therapy matters so little. Most of the work has nothing to do with the supposed theory or the 

words said. Instead, patient and therapist proceed in the embodied dance, with every 

microexpression part of this looping interaction. It is the therapist’s reactions to the patient that 

slowly guide the patient’s affectively framed, predictive process to attenuate, and vice versa. If 

the patient likes and trusts the therapist, then they are more likely to tune attentively to the 

therapists moves. Indeed, good therapeutic alliance consistently ranks highest as a predictor for 

good therapeutic outcome.185 In an embodied frame, a good therapeutic alliance might also be 

construed as a relationship where the therapist is highly attuned to the patient’s signals, and 

expresses her own signals very clearly, thus allowing for clearer intersubjective interaction. 

 This slow guidance is why psychotherapy is sometimes referred to as a re-parenting. If 

the developmental perspective is taken that particular weighting-expectations are laid down in 

the early years of life, perturbing these takes nearly as long and stands in relation to the patient 

the same way that significant people and events did. This is what the language of transference is 

trying to get at, despite its mistaken theoretical grounds. Patients who are understandably under- 
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or over-reactive, given past experience learn that there are different ways that people can respond 

to them. As well, patients are able to explore different interpersonal strategies within the 

treatment dyad, as therapy provides a secure intersubjective space to “test out” ways of reacting. 

This description is suggestive of a first-personal interaction, but it should be understood from my 

description of embodiment that this “testing” is sub-personal and immediate.  

None of these interactions are currently captured by standard psychiatry, not in clinical 

notes, nor in the kind of research usually carried out on psychotherapy. Perhaps by focusing on 

these immediate interactions, psychiatric research could begin to tease out particular actions that 

correspond to patient improvement. Because an embodied psychiatry privileges the specific 

tuning of individual agents, there is room to explain why what works well for one patient does 

not work well for another. Since the agent’s embodied process is unique, so too will be their 

responses.   
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A Personal Conclusion 

 

I have come a long way around to say that psychiatry can privilege intuition in clinical 

judgment making. Perhaps this seems a small point, but it is highly relevant. I have demonstrated 

that psychiatrists can have pretty good access to the embodied minds of our patients, with a host 

of differences made to diagnosis, etiology, and psychotherapy. While this argument has 

proceeded with the aim of pragmatic changes, it has required the tools of philosophy, and has 

ramifications relevant to philosophy of mind along the way. 

This is a sadly needed intervention for psychiatry, as the upcoming generation of 

psychiatrists—my generation—have been told that EBM gives the right answers for the exam, 

and to do the right thing in practice. The drive towards scientism in psychiatry has resulted in a 

splitting of the discipline between its theoretical fronts, in a way that makes it hard for these two 

pieces to work together well. Standard psychiatry has in it a host of perhaps contradictory 

positions that lead to a deficient ability to actually see—really see— the patient in the clinic, if 

perhaps only because of confusion. 

Most importantly, this argument about embodiment of minds also jives with the 

propositions against medicalization, and suggests large-scale changes. This may seem a grand 

extension for a theory about cognition, but it makes sense. If we are fully embodied, and fully 

place in our practices in the world, then seeing our embodiment clearly should tell us something 

about the whole kind of life we live. 

It might be notable that I did not, in all of this, reference any changes to 

pharmacotherapy. An embodied psychiatry is able to stand alongside biochemical explanations, 

but its main benefit to research will be in expanding out from the narrow view of dose-response. 
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It is in diagnostics, psychotherapy, and social situating that embodiment’s influence on 

psychiatry is larger. It is also the case that embodiment might not be necessarily right on all 

fronts—and this should not be a problem for an antirealist discipline, anyway—but it certainly 

seems more cohesive than the conglomeration of positions that standard psychiatry deploys. 

There is a large difference between proposing a shift in model to suggesting a theoretical 

addition. Taking on board an embodied psychiatry does not mean that diagnoses and treatments 

based on standard psychiatry must be abandoned, but there will naturally be increased pressure 

to move away from the kind of reification of the DSM and towards individually nuanced 

understanding. If we extend ourselves out from the realm of psychiatric research, then we can 

recall that what we do in psychiatry echoes in a political and social context. Just as 

psychoanalytic terms such as ego, anal, passive-aggressive, and obsessive-compulsive are out in 

force, used by people to understand themselves, then perhaps embodied terminology will also 

seep out into the collective language, and allow people to merge their understanding of 

themselves into wholes.  

The language of standard psychiatry has deployed terms about cognitive deficits and 

cognitive remediation with affect as an unfortunate, baffling contender for attention. This is 

problematic in a discipline that also identifies as treating disorders of affect. If psychiatry can 

proceed as aware of embodied, intersubjective processes, then perhaps psychiatry can double 

down on what the discipline has been focussed on from the beginning—affective remediation. 

 



 94 

 

Notes 

 
Introduction 

 

1 K. W. M. Fulford et al. eds. “The Next Hundred years: Watching our P’s and Q’s” Oxford Handbook of 

Philosophy and Psychiatry (Oxford: Oxford University Press, 2013) 4. 

2 Mona Gupta, Is Evidence Based Psychiatry Ethical? (Oxford: Oxford University Press, 2014), 13. 

3 Susanna Every-Palmer and Jeremy Howick, “How evidence-based medicine is failing due to biased trials and 

selective publication.” Journal of Evaluation in Clinical Practice. 20 no.6 (December 2014): 908-909 

https://doi.org/10.1111/jep.12147 

4 Mona Gupta, “Does evidence-based medicine apply to psychiatry?” Theoretical Medicine and Bioethics, 28 

(2007):106, doi:10.1007/s11017-007-9029-x 

5 Carol North, “The Classification of Hysteria and Related Disorders: Historical and Phenomenological 

Considerations.” Behavioural Sciences. 5 no. 4 (December 2015): 501. doi: 10.3390/bs5040496. 

6 Gupta, Is Evidence Based Psychiatry Ethical, 107-8. 

7 Andrew Haig et al. “Spinal stenosis, back pain, or no symptoms at all? A masked study comparing radiologic and 

electrodiagnostic diagnoses to the clnical impression.” Archives of Physical Medicine Rehabilitation. 87 no. 7 (July 

2006): 897-903. Doi:10.1016/j.apmr.2006.03.016. 

8 David Bloor, “Relativism at 30, 000 feet,” in Knowledge as Social Order: Rethinking the Sociology of Barry 

Barnes ed. M. Mazzotti (Burlington: Ashgate, 2008), 13-32. 

9 Robert A Wilson and Lucia Foglia, "Embodied Cognition," in The Stanford Encyclopedia of Philosophy ed. 

Edward N. Zalta (Spring 2017),  https://plato.stanford.edu/archives/spr2017/entries/embodied-cognition/. 

 

Part 1 

 

10 Gilbert Ryle, The Concept of the Mind (Chicago: University of Chicago Press, 2002), 11. 

11 Ian Ravenscroft, "Folk Psychology as a Theory," in The Stanford Encyclopedia of Philosophy, ed. Edward N. 

Zalta (Summer 2019), https://plato.stanford.edu/archives/sum2019/entries/folkpsych-theory/. 

12 Rico Hauswald and Lara Keuck, “Indeterminacy in medical classification: On continuity, uncertainty, and 

vagueness,” in Vagueness in psychiatry, eds Geert Keil, Lara Keuck, and Rico Hauswald (Oxford: Oxford 

University Press, 2017), 94-100. 

13 Geert Keil and Ralf Stoecker, “Disease as a vague and thick cluster concept,” in Vagueness in psychiatry, eds 

Geert Keil, Lara Keuck, and Rico Hauswald (Oxford: Oxford University Press, 2017), 51-58. 

14 Hauswald and Keuck, “Indeterminacy in medical classification,” 100-108. 

15 Gupta, Is Evidence Based Psychiatry Ethical?, 73. 

16 Sergio Sismondo, Introduction to Science and Technology Studies, Second ed. (Chichester: Blackwell Publishing, 

2010), 68. 

17 Jeremy Simon, “Conceptualizing diseases,” CMAJ. 191 (May 2019): E507 doi: 10.1503/cmaj.181629. 

18 Ian Hacking, “Making Up People,” Historical Ontology (Cambridge: Harvard University Press, 2004), 106. 

19 Hacking, “Making Up People,” Historical Ontology, 106. 

20 Ian Hacking, “Making up people,” London Review of Books. 28 no. 16. (2006): 1. https://www.lrb.co.uk/the-

paper/v28/n16/ian-hacking/making-up-people 

21 Sergio Sismondo, Ghost managed medicine: Big Pharma’s Invisible Hand, (Manchester: Mattering press, 2018), 

9-10. 

22 Sismondo, Ghost managed medicine, 24-27. 

23 Diagnostic and Statistical Manual of Mental Disorders: DSM-5. (Arlington: American Psychiatric Association, 

2013) “schizophrenia,” 99-100. 

24 DSM-5, “schizophrenia,” 99-100. 

25 Gupta, “Does evidence-based medicine apply to psychiatry?” 103-104. 

26 Gordon Guyatt et al. eds., Users’ Guides to the Medical Literature: Essentials of Evidence-Based Clinical 

Practice, 3rd edition, (New York: McGraw Hill, 2015), Xxiii. 

27 Guyatt et al. eds. Users’ Guides to the Medical Literature, 1-2. 



 95 

 
28 Gupta, Is Evidence Based Psychiatry Ethical? 107-108. 

29 “The difference we make,” Cochrane Library, Accessed May 27, 2020. https://www.cochrane.org/about-

us/difference-we-make. 
30 Every-Palmer and Howick, “How evidence-based medicine is failing due to biased trials and selective 

publication” 908-909. 

31 Jacalyn Duffin, “Do practice guidelines cause drug shortages? The historical example of B-blockers” CMAJ. 191 

(September 2019): E1029-31 doi: 10.1503/cmaj.190289. 

32 Gupta, “Does evidence-based medicine apply to psychiatry?” 103.  

33 Michael Mulkay and G. Nigel Gilbert, “Accounting for error: How scientists construct their social world when 

they account for correct and incorrect belief,” Sociology. 16 no. 2 (May 1982): 181-182. 

https://doi.org/10.1177/0038038582016002001. 

34 Jonathan Shedler, “The Efficacy of Psychodynamic Psychotherapy,” American Psychologist, 63 no. 2 (2010): 

105. doi: 10.1037/a0018378. 

35 Sismondo, Introduction to Science and Technology Studies, 109. 

36 H. M. Collins, “The TEA Set: Tacit Knowledge and Scientific Networks,” Science Studies, 4 no. 2 (1974): 165-

185. https://doi.org/10.1177/030631277400400203. 

37 Ryle, The Concept of the Mind, 27-32. 

38 Kenneth Kendler and Eric J Engstrom, “Criticisms of Kraepelin’s Psychiatric Nosology: 1896-1927,” American 

Journal of Psychiatry, 175 no. 4. (December 2018): 316-325. doi: 10.1176/appi.ajp.2017.17070730. 

39 Edward Shorter, A History of Psychiatry (New York: John Wiley &Sons Inc., 1997), 142. 

40 Jay R. Greenburg and Stephen A. Mitchell, Object Relations in Psychoanalytic Theory (Cambridge: Harvard 

University Press, 1983), 9-82. 

41 Qtd. in Shorter, A History of Psychiatry, 178. 

42 Glen O. Gabbard, Psychodynamic Psychiatry in Clinical Practice, Fifth Edition, (Washington: American 

Psychiatric Publishing, 2014), 12. 

43 Greenburgh and Mitchell Object Relations in Psychoanalytic Theory, 30.  

44 Gabbard, Psychodynamic Psychiatry in Clinical Practice, 11, 21, 23-25, 437-444, 522, 

45 Gabbard, Psychodynamic Psychiatry in Clinical Practice, 18. 

46 Gabbard, Psychodynamic Psychiatry in Clinical Practice, 18. 

47 Gabbard, Psychodynamic Psychiatry in Clinical Practice, 34-39. 

48 “History of Cognitive Therapy” Beck Institute for Cognitive Behavioral Therapy. Accessed May 30, 2020. 

https://beckinstitute.org/about-beck/our-history/history-of-cognitive-therapy/  

49 Shedler, Johnathan. “The Efficacy of Psychodynamic Psychotherapy,” 101-102. 

50 Michelle Maiese, Embodiment, Emotion, and Cognition (Basingstoke: Palgrave-Macmillan, 2011), 90. 

51 Wilson and Foglia, "Embodied Cognition," https://plato.stanford.edu/archives/spr2017/entries/embodied-

cognition/. 

52 Maiese, Embodiment, Emotion, and Cognition, 84. 

53 Wilson and Foglia. "Embodied Cognition," https://plato.stanford.edu/archives/spr2017/entries/embodied-

cognition/. 

54 Michael Huemer, "Sense-Data," in The Stanford Encyclopedia of Philosophy. ed. Edward N. Zalta (Spring 2019), 

https://plato.stanford.edu/archives/spr2019/entries/sense-data/ 

55 Wilson and Foglia, "Embodied Cognition," https://plato.stanford.edu/archives/spr2017/entries/embodied-

cognition/. 

56 Andrew Wilson and Sabrina Golonka, “Embodied Cognition is not what you think it is,” Frontiers in Psychology, 

4 (February 2013): 2 doi: 10.3389/fpsyg.2013.00058. 
57 Wilson and Golonka, “Embodied Cognition is not what you think it is,” 2. 

58 Jonathan Haidt, “The Emotional Dog and Its Rational Tail: A Social Intuitionist Approach to Moral Judgment,” 

Psychological Review, 108 no. 4 (2001): 816. doi: 10.1037//0033-295X.108.4.814.  

 

Part 2 

 

59 Lawrence Shapiro, Embodied Cognition (New York: Routledge, 2011), 50. 

60 Wilson and Foglia. "Embodied Cognition," https://plato.stanford.edu/archives/spr2017/entries/embodied-

cognition/. 

61 Dennis Greenberger and Christine Padesky. Mind Over Mood, second ed. (New York: The Guilford Press, 2016). 



 96 

 
62 Thomas Fuchs, “The Phenomenology of Affectivity,” in Oxford Handbook of Philosophy and Psychiatry, ed. K. 

W. M. Fulford et al. (Oxford: Oxford University Press, 2013), 613. 

63 Fuchs, “The Phenomenology of Affectivity,” 613. 

64 Greenburgh and Mitchell, Object Relations in Psychoanalytic Theory, 64. 

65 Fuchs, “The Phenomenology of Affectivity,” 612. 

66 Philip Cowen, Paul Harrison, and Tom Burns, The shorter oxford textbook of psychiatry, sixth ed. (Oxford: 

Oxford University Press, 2012), 4. 

67 Andrew C. P. Sims, Symptoms in the Mind: An Introduction to Descriptive Psychopathology, Third ed. 

(Philadelphia: Saunders, 2003), 302. 

68 Diagnostic and Statistical Manual of Mental Disorders: DSM-5. (Arlington: American Psychiatric Association, 

2013) “Glossary of Technical Terms,” 817. 

69 Maiese, Embodiment, Emotion, and Cognition, 11 

70 Wilson and Foglia, "Embodied Cognition." 

71 Haidt, “The Emotional Dog and Its Rational Tail,” 814. 

72 Haidt, “The Emotional Dog and Its Rational Tail,” 816. 

73 Maiese, Embodiment, Emotion, and Cognition, 71. 

74 Andy Clark, Surfing Uncertainty: Prediction, Action and the Embodied Mind (Oxford: Oxford University Press, 

2016), 239. 

75 Clark, Surfing Uncertainty, 237. 

76 Clark, Surfing Uncertainty, 237. 

77 Clark, Surfing Uncertainty, 238. 

78 Maiese, Embodiment, Emotion, and Cognition, 71. 

79 Maiese, Embodiment, Emotion, and Cognition, 71-2. 

80 Maiese, Embodiment, Emotion, and Cognition, 72. 

81 Maiese, Embodiment, Emotion, and Cognition, 12. 

82 Maiese, Embodiment, Emotion, and Cognition, 12. 

83 Michelle Maiese, Embodied Selves and Divided Minds (Oxford: Oxford University Press, 2016), x. 

84 Maiese, Embodiment, Emotion, and Cognition, 14. 

85 Maiese, Embodied Selves and Divided Minds, x. 

86 Maiese, Embodiment, Emotion, and Cognition, 66, 77. 

87 Maiese, Embodiment, Emotion, and Cognition, 26. 

88 Maiese, Embodiment, Emotion, and Cognition, 26. 

89 Maiese, Embodiment, Emotion, and Cognition, 26. 

90 Maiese, Embodied Selves and Divided Minds, xii. 

91 Maiese, Embodied Selves and Divided Minds, xii. 

92 Maiese, Embodied Selves and Divided Minds, xiii. 

93 Maiese, Embodiment, Emotion, and Cognition, 71. 

94 Maiese, Embodied Selves and Divided Minds, xiv. 

95 Maiese, Embodied Selves and Divided Minds, x.  

96 Maiese, Embodied Selves and Divided Minds, xii.  

97 Maiese, Embodied Selves and Divided Minds, 49.  

98 Maiese, Embodied Selves and Divided Minds, 49. 

99 Maiese, Embodiment, Emotion, and Cognition, 95-6. 

100 Maiese, Embodiment, Emotion, and Cognition, 48. 

101 Maiese, Embodiment, Emotion, and Cognition, 49. 

102 Maiese, Embodied Selves and Divided Minds, xiv-xvi. 

103 Andy Clark, Being There: Putting Brain, Body, and World Together Again, (Cambridge: the MIT press, 1997), 

55. 

104 Clark, Being There, 54. 

105 Clark, Being There, 55. 

106 Clark, Being There, 55. 

107 Clark, Surfing Uncertainty, 25-28, 143-150. 

108 Clark, Surfing Uncertainty,  300. Emphasis his. 

109 Clark, Being There, 50. 

110 Clark, Surfing Uncertainty, 57-59.  

111 Clark, Being There, 24. 



 97 

 
112 Clark, Being There, 28. 

113 Clark, Surfing Uncertainty, 176. 

114 Clark, Surfing Uncertainty, 178. 

115 Clark, Being There, 14. 

116 Clark, Being There, 31. 

117 Clark, Being There, 66. 

118 Clark, Being There, 22. 

119 Clark, Surfing Uncertainty, 297. 

120 Clark, Surfing Uncertainty, 238. 

121 Clark, Surfing Uncertainty, 287, 282-291. 

122 Clark, Surfing Uncertainty, 299-300. 

 

Part 3 

 

123 Fulford et al. eds. “The Next Hundred years,” 4. 

124 Fulford et al. eds. “The Next Hundred years,” 4. 

125 Fulford et al. eds. “The Next Hundred years,” 3. 

126 Bruce J. Rounsaville et al. “Basic Nomenclature Issues for DSM-V,” A Research Agenda for DSM V. eds. David 

Kupfer, Michael B. First, Darrel A. Regier. Washington: American Psychiatric Association, 2008), 3. 

127 Maiese, Embodiment, Emotion, and Cognition, 157. 

128 Maiese, Embodiment, Emotion, and Cognition, 157-173. 

129 Maiese, Embodiment, Emotion, and Cognition, 163. 

130Clark, Surfing Uncertainty, 300. 

131 Maiese, Embodiment, Emotion, and Cognition, 182. 

132 Mona Gupta, Nancy Potter, and Simon Goyer, “Diagnostic Reasoning in Psychiatry: Acknowledging an Explicit 

Role for Intersubjective Knowing,” Philosophy, Psychiatry, & Psychology. 26 no. 1 (March 2019): 49-64. doi: 

https://doi.org/10.1353/ppp.2019.0003. 

133 Gupta, Potter, and Goyer, “Diagnostic Reasoning in Psychiatry,” 50. 

134 Gupta, Potter, and Goyer, “Diagnostic Reasoning in Psychiatry,” 50. 

135 Michelle Maiese, “Moral Cognition, Affect, and Psychopathy,” Philosophical Psychology. 27 no. 6 (2014): 813-

814. doi: https://dx.doi.org/10.1080/09515089.2013.793916. 

136 Jack Carney, “The DSM-5 Field Trials: Inter-Rater Reliability Ratings Take a Nose Dive” (March 2013), 

Accessed May 27th 2020. https://www.madinamerica.com/2013/03/the-dsm-5-field-trials-inter-rater-reliability-

ratings-take-a-nose-dive/ 

137 Helena Chmura Kraemer et al. “DSM-5: How Reliable is Reliable Enough?” American Journal of Psychiatry. 

169 no. 1 (January 2012):14. https://doi.org/10.1176/appi.ajp.2011.11010050. 

138 Carney, “The DSM-5 Field Trials,” https://www.madinamerica.com/2013/03/the-dsm-5-field-trials-inter-rater-

reliability-ratings-take-a-nose-dive/ 

139 Gupta, Potter, and Goyer, “Diagnostic Reasoning in Psychiatry,” 51. 

140 Brooks, Rodney, “Elephants Don’t Play Chess,” Robotics and Autonomous Systems. 6 (1990): 5. 
141 Kenneth Liberman, “The Local Orderliness of Crossing Kincaid,” More Studies in Ethnomethodology (Albany: 

State University of New York Press, 2013), 11-30. 

142 Liberman, “The Local Orderliness of Crossing Kincaid,” 22. 

143 Liberman, “The Local Orderliness of Crossing Kincaid,” 20, 26.  

144 Liberman, “The Local Orderliness of Crossing Kincaid,” 20. 

145 Liberman, “The Local Orderliness of Crossing Kincaid,” 20. 

146 David Bakhurst, “On the Meeting of Minds,” (Forthcoming) 3. 

147 Shirin Patel ed., Eyewitness Travel Guide, Florence and Tuscany (New York: DK publishing, 2004), 288. 

148 Liberman, “The Local Orderliness of Crossing Kincaid,” 20. 

149 Ludwig Wittgenstein, Philosophical Investigations, trans. by G. E. M. Anscombe (Oxford: Basil Blackwell, 

1986) 100.   

150 Superior Health Council, “DSM (5): The Use and Status of Diagnosis and Classification of Mental Health 

Problems” (Bruxelles: SHC, 2019) 23. 

151 Superior Health Council, “DSM (5),” 26. 

152 Superior Health Council, “DSM (5),” 11. 



 98 

 
153 Sebastião Viola and Joanna Moncrieff, “Claims For Sickness and Disability Benefits Owing to Mental Disorders 

in the UK: Trends From 1995 to 2014,” BJPO. 2 no. 1 (January 2016): 18-24. doi: 10.1192/bjpo.bp.115.002246. 

154 Superior Health Council, “DSM (5),” 17-20. 

155 Hacking, “Making Up People,” Historical Ontology, 113-114. 

156 Superior Health Council, “DSM (5),” 26. 

157 Superior Health Council, “DSM (5),” 23. 

158 DSM-5, “schizophrenia,” 99-100. 

159 Maiese, Embodiment, Emotion, and Cognition, 12. 

160 Maiese, Embodiment, Emotion, and Cognition, 188. 

161 Maiese, Embodied Selves and Divided Minds, xii. 

162 Maiese, Embodiment, Emotion, and Cognition, 27-8. 

163 Maiese, Embodiment, Emotion, and Cognition, 189. 

164 Maiese, Embodiment, Emotion, and Cognition, 192. 

165 Maiese, Embodiment, Emotion, and Cognition, 192. 

166 Maiese, Embodiment, Emotion, and Cognition, 193. 

167 Maiese, Embodiment, Emotion, and Cognition, 197. 

168 Maiese, Embodiment, Emotion, and Cognition, 202. 

169 Clark, Surfing Uncertainty, 80. 

170 Clark, Surfing Uncertainty, 80. 

171 Clark, Surfing Uncertainty, 91. 

172 Clark, Surfing Uncertainty, 201, 206.  

173 Clark, Surfing Uncertainty, 216. 

174 Clark, Surfing Uncertainty, 211. 

175 Diagnostic and Statistical Manual of Mental Disorders: DSM-5. (Arlington: American Psychiatric Association, 

2013) “Personality Disorders,” 645-646. 

176 Diagnostic and Statistical Manual of Mental Disorders: DSM-5. (Arlington: American Psychiatric Association, 

2013) “Borderline Personality Disorder,” 663-664. 

177 Paul H Soloff et al., “Structural brain abnormalities and suicidal behaviour in borderline personality disorder.” 

Journal of Psychiatric Research. 46 no. 4. (April 2012): 516-525. doi: 10.1016/j.jpsychires.2012.01.003. 

178 Gerd Wagner et al., “Resting-state functional connectivity of neurotransmitter producting sites in female patients 

with borderline personality disorder,” Progress in Neuro-Psychopharmacology and Biological Psychiatry. 83 (April 

2018): 118-126. https://doi.org/10/1016/j.pnpbp.2018.01.009. 

179 Diagnostic and Statistical Manual of Mental Disorders: DSM-5. (Arlington: American Psychiatric Association, 

2013) “Alternative DSM-5 Model for Personality Disorders.” 761-781. 

180 Gabbard, Psychodynamic Psychiatry in Clinical Practice, 16. 

181 Gabbard, Psychodynamic Psychiatry in Clinical Practice, 19. 

182 J. Douglas Bremner, “Traumatic stress: effects on the brain,” Dialogues in Clinical Neuroscience. Vol 8 no. 4 

(December 2006): https://pubmed.ncbi.nlm.nih.gov/17290802/ 

183 Ellen L. K. Toronto, “The Feminine Unconscious and Psychoanalytic Theory,” Psychoanalytic Psychology, 8 no. 

4 (January 1991): 425. doi: 10.1037/h0079297. 

184 Toronto, “The Feminine Unconscious and Psychoanalytic Theory,” 427.  

185 Rita B Ardito and Daniela Rabellino. “Therapeutic alliance and outcome of psychotherapy: historical excursus, 

measurements, and prospects for research.” Frontiers in Psychology. 2 (October 2018):1. doi: 

10.3389/fpsyg.2011.00270. 

 

 

 

 

 

 

 

 



 99 

 

Bibliography 

Ardito, Rita B and Daniela Rabellino. “Therapeutic alliance and outcome of psychotherapy: 

historical excursus, measurements, and prospects for research.” Frontiers in Psychology. 2 

(October 2018):1-11. doi: 10.3389/fpsyg.2011.00270. 

 

Bakhurst, David “On the Meeting of Minds.” Unpublished Manuscript, last modified March 22, 

2020. Microsoft Word file. 

 

Beck Institute for Cognitive Behavioral Therapy. “History of Cognitive Therapy.” Accessed 

May 30, 2020. https://beckinstitute.org/about-beck/our-history/history-of-cognitive-therapy/ 

 

Bloor, David. “Relativism at 30, 000 feet”. In Knowledge as Social Order: Rethinking the 

Sociology of Barry Barnes. Edited by M. Mazzotti, 13-32. Burlington: Ashgate, 2008.  

 

Bremner, J. Douglas. “Traumatic stress: effects on the brain.” Dialogues in Clinical 

Neuroscience. 8 no. 4 (December 2006): 445-46. https://pubmed.ncbi.nlm.nih.gov/17290802/ 

 

Brooks, Rodney. “Elephants Don’t Play Chess,” Robotics and Autonomous Systems. 6 (1990): 3-

15. 

 

Carney, Jack. “The DSM-5 Field Trials: Inter-Rater Reliability Ratings Take a Nose Dive.” 

(March 2013) Accessed May 27th, 2020. https://www.madinamerica.com/2013/03/the-dsm-5-

field-trials-inter-rater-reliability-ratings-take-a-nose-dive/ 

 

Clark, Andy, Surfing Uncertainty: Prediction, Action, and the Embodied Mind. Oxford: Oxford 

University Press, 2016. 

 

Clark, Andy. Being There: Putting Brain, Body, and World Together Again. Cambridge: the MIT 

press, 1997. 

 

Cochrane Library. “The difference we make.” Accessed May 27, 2020. 

https://www.cochrane.org/about-us/difference-we-make. 

 

Collins, H. M. “The TEA Set: Tacit Knowledge and Scientific Networks.” Science Studies. 4 no. 

2 (1974): 165-185. https://doi.org/10.1177/030631277400400203. 

 

Cowen, Philip, Paul Harrison, and Tom Burns. The shorter oxford textbook of psychiatry, sixth 

ed. Oxford: Oxford University Press, 2012. 

Diagnostic and Statistical Manual of Mental Disorders: DSM-5. Arlington: American 

Psychiatric Association, 2013. 

 

Duffin, Jacalyn. “Do practice guidelines cause drug shortages? The historical example of B-

blockers” Canadian Medical Association Journal. (September 2019): E1029-31 doi: 

10.1503/cmaj.190289. 



 100 

 

Every-Palmer, Susanna and Jeremy Howick. “How evidence-based medicine is failing due to 

biased trials and selective publication.” Journal of Evaluation in Clinical Practice. 20 no. 6 

(December 2014): 908-14. https://doi.org/10.1111/jep.12147. 

 

Fuchs, Thomas. “The Phenomenology of Affectivity.” In Oxford Handbook of Philosophy and 

Psychiatry. Edited by K. W. M. Fulford, Martin Davies, Richard G. T. Gipps, George 

Graham, John Z. Sadler, Giovanni Stanghellini, and Tim Thornton. Oxford: Oxford 

University Press, 2013. 

 

Fulford, K. W. M, Martin Davies, Richard G. T. Gipps, George Graham, John Z. Sadler, 

Giovanni Stanghellini, and Tim Thornton, eds. “The Next Hundred years: Watching our P’s 

and Q’s” Oxford Handbook of Philosophy and Psychiatry, 1-11. Oxford: Oxford University 

Press, 2013. 

 

Gabbard, Glen O. Psychodynamic Psychiatry in Clinical Practice, Fifth Edition. Washington: 

American Psychiatric Publishing, 2014. 

 

Greenberger, Dennis and Christine Padesky. Mind Over Mood, second edition. New York: The 

Guilford Press, 2016. 

 

Greenburg, Jay R. and Stephen A. Mitchell. Object Relations in Psychoanalytic Theory. 

Cambridge: Harvard University Press, 1983. 

 

Gupta, Mona. “Does evidence-based medicine apply to psychiatry?” Theoretical Medicine and 

Bioethics. 28 (2007): 103-120. doi:10.1007/s11017-007-9029-x. 

 

Gupta, Mona. Is Evidence Based Psychiatry Ethical? Oxford: Oxford University Press, 2014. 

 

Gupta, Mona, Nancy Potter, and Simon Goyer. “Diagnostic Reasoning in Psychiatry: 

Acknowledging an Explicit Role for Intersubjective Knowing.” Philosophy, Psychiatry, & 

Psychology. 26 no. 1 (March 2019): 49-64. doi: https://doi.org/10.1353/ppp.2019.0003. 

 

Guyatt, Gordon, Drummond Rennie, Maureen O. Meade, Deborah J. Cook, eds. Users’ Guides 

to the Medical Literature: Essentials of Evidence-Based Clinical Practice, 3rd edition.  New 

York: McGraw Hill, 2015. 

 

Hacking, Ian, “Making Up People.” Historical Ontology. Cambridge: Harvard University Press, 

2004. 

 

Hacking, Ian. “Making up people.” London Review of Books. 28 no. 16 (2006): 1-9. 

https://www.lrb.co.uk/the-paper/v28/n16/ian-hacking/making-up-people 

 

Haidt, Johnathan. “The Emotional Dog and Its Rational Tail: A Social Intuitionist Approach to 

Moral Judgment” Psychological Review. 108 no. 4 (2001): 816. doi: 10.1037//0033-

295X.108.4.814. 



 101 

 

Haig, Andrew J, Henry C Tong, Karen S Yamakawa, Douglas J Quint, Julian T Hoff, Anthony 

Chiodo, Jennifer A Miner, Vaishali R Choksi, Michael E Geisser, Christopher M Parres. 

“Spinal stenosis, back pain, or no symptoms at all? A masked study comparing radiologic and 

electrodiagnostic diagnoses to the clinical impression.” Archives of Physical Medicine 

Rehabilitation. 87 no. 7 (July 2006): 897-903. Doi:10.1016/j.apmr.2006.03.016. 

 

Hauswald, Rico and Lara Keuck. “Indeterminacy in medical classification: On continuity, 

uncertainty, and vagueness.” In Vagueness in psychiatry, edited by Geert Keil, Lara Keuck, 

and Rico Hauswald,  93-116. Oxford: Oxford University Press, 2017. 

 

Huemer, Michael. "Sense-Data." In The Stanford Encyclopedia of Philosophy. Edited by Edward 

N. Zalta. Spring 2019. https://plato.stanford.edu/archives/spr2019/entries/sense-data/ 

 

Keil, Geert and Ralf Stoecker. “Disease as a vague and thick cluster concept.” In Vagueness in 

psychiatry, edited by Geert Keil, Lara Keuck, and Rico Hauswald, 46-74. Oxford: Oxford 

University Press, 2017. 

 

Kendler, Kenneth S. and Eric J Engstrom. “Criticisms of Kraepelin’s Psychiatric Nosology: 

1896-1927.” American Journal of Psychiatry. 175 no. 4. (December 2018): 316-325. doi: 

10.1176/appi.ajp.2017.17070730. 

 

Kraemer, Helena Chmura, David J. Kupfer, Diana E. Clarke, William E. Narrow, Darrel A. 

Regier. “DSM-5: How Reliable is Reliable Enough?” American Journal of Psychiatry. 169 

no. 1 (January 2012):13-15. https://doi.org/10.1176/appi.ajp.2011.11010050. 

 

Liberman, Kenneth. “The local orderliness of crossing Kincaid.” More Studies in 

Ethnomethodology. Albany: State University of New York Press, 2013. 

 

Maiese, Michelle. Embodied Selves and Divided Minds. Oxford: Oxford University Press, 2016. 

 

Maiese, Michelle. Embodiment, Emotion, and Cognition. Basingstoke: Palgrave-Macmillan, 

2011. 

 

Maiese, Michelle. “Moral Cognition, Affect, and Psychopathy.” Philosophical Psychology. 27 

no. 6. (2014): 807-828. Doi: https://dx.doi.org/10.1080/09515089.2013.793916. 

 

Mulkay, Michael and G. Nigel Gilbert. “Accounting for error: How scientists construct their 

social world when they account for correct and incorrect belief.” Sociology. 16 no. 2 (May 

1982): 165-183. https://doi.org/10.1177/0038038582016002001. 

 

North, Carol. “The Classification of Hysteria and Related Disorders: Historical and 

Phenomenological Considerations.” Behavioural Sciences. 5 no. 4 (December 2015): 496-

517. doi: 10.3390/bs5040496. 

 



 102 

Patel, Shirin ed., Eyewitness Travel Guide, Florence and Tuscany. New York: DK publishing, 

2004. 

 

Ravenscroft, Ian, "Folk Psychology as a Theory." In The Stanford Encyclopedia of Philosophy, 

edited by Edward N. Zalta. Summer 2019. 

https://plato.stanford.edu/archives/sum2019/entries/folkpsych-theory/. 

 

Rounsaville, Bruce J., Renato D. Alarcón, Garvin Andrews, James S. Jackson, Robert E. 

Kendell, and Kenneth Kendler. “Basic Nomenclature Issues for DSM-V,” A Research Agenda 

for DSM V. Edited by David J. Kupfer, Michael B. First, Darrel A. Regier, 1-30. Washington: 

American Psychiatric Association, 2008. 

 

Ryle, Gilbert. The Concept of the Mind. Chicago: University of Chicago Press, 2002. 

 

Shapiro, Lawrence. Embodied Cognition. New York: Routledge, 2011. 

 

Shedler, Jonathan, “The Efficacy of Psychodynamic Psychotherapy,” American Psychologist, 63 

no. 2 (2010): 98-109. doi: 10.1037/a0018378. 

 

Shorter, Edward. A History of Psychiatry. New York: John Wiley &Sons Inc., 1997. 

 

Simon, Jeremy. “Conceptualizing diseases.” Canadian Medical Association Journal. 191 (May 

2019): E507-E508. doi: 10.1503/cmaj.181629. 

 

Sims, Andrew C. P., Symptoms in the Mind: An Introduction to Descriptive Psychopathology, 

Third Edition. Philadelphia: Saunders, 2003. 

 

Sismondo, Sergio. Ghost managed medicine: Big Pharma’s Invisible Hand. Manchester: 

Mattering press, 2018. 

 

Sismondo, Sergio. Introduction to Science and Technology studies, Second edition. Chichester: 

Blackwell Publishing, 2010. 

 

Soloff, Paul H, Patrick Pruitt, Mohit Sharma, Jacqueline Radwan, Richard White, Vaibhav 

Diwadkar. “Structural Brain Abnormalities and Suicidal Behaviour in Borderline Personality 

Disorder.” Journal of Psychiatric Research. 46 no. 4. (April 2012):516-525. doi: 

10.1016/j.jpsychires.2012.01.003. 

 

Superior Health Council. “DSM (5): The Use and Status of Diagnosis and Classification of 

Mental Health Problems.” Bruxelles: SHC, 2019.   

 

Toronto, Ellen L. K. “The Feminine Unconscious and Psychoanalytic Theory.” Psychoanalytic 

Psychology. 8 no. 4 (January 1991): 415-438. doi: 10.1037/h0079297. 

 



 103 

Viola, Sebastião and Joanna Moncrieff, “Claims For Sickness and Disability Benefits Owing to 

Mental Disorders in the UK: Trends From 1995 to 2014.” British Journal of Psychiatry Open. 

2 no. 1 (January 2016): 18-24. doi: 10.1192/bjpo.bp.115.002246. 

 

Wagner, Gerd, Annegret Krause-Utz, Feliberto de la Cruz, Andy Schumann, Christian Schmahl, 

Karl-Jürgen Bär. “Resting-state functional connectivity of neurotransmitter producing sites in 

female patients with borderline personality disorder.” Progress in Neuro-

Psychopharmacology and Biological Psychiatry. 83 (April 2018): 118-126. 

https://doi.org/10/1016/j.pnpbp.2018.01.009. 

 

Wilson, Andrew and Sabrina Golonka. “Embodied Cognition is not what you think it is.” 

Frontiers in Psychology. 4 (February 2013): 1-13. doi: 10.3389/fpsyg.2013.00058. 

 

Wilson, Robert A. and Lucia Foglia, "Embodied Cognition." In The Stanford Encyclopedia of 

Philosophy, edited by Edward N. Zalta. Spring 2017. 

https://plato.stanford.edu/archives/spr2017/entries/embodied-cognition/. 

 

Wittgenstein, Ludwig. Philosophical Investigations. Trans. by G. E. M. Anscombe. Oxford: 

Basil Blackwell, 1986.   

 


