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Psychiatry is currently going through a crisis of confi-
dence (1). Some medical commentators have even ques-
tioned the very credibility of the profession (2). There are
many indicators of this crisis. For example, leading up to the
launch of DSM-5 by the American Psychiatric Association
last year, the chairperson of the DSM-IV task force raised
serious questions about the validity of the whole DSM pro-
cess (3), echoing earlier criticisms by the chairperson of the
DSM-III (4). It is clear that psychiatry has been a particular
target of the marketing strategies of the pharmaceutical
industry (5), strategies that have led to the corruption of
evidence-based medicine in general (6). Much-heralded
advances in antipsychotic psychopharmacology are now
revealed as “spurious” (7). Academic psychiatry’s attempt to
transform itself into a sort of “applied neuroscience” (8) has
consumed enormous resources but delivered very little for
patients. A. Kleinman has called it an “extraordinary failure”
and stated that “academic psychiatry has become more or
less irrelevant to clinical practice” (9). In the U.S., where the
practice of psychiatry has been most dominated by the
DSM, neuroscience and the pharmaceutical industry, clini-
cal work has become equated with the prescription of drugs.
The New York Times carried a story in 2011 in which a psy-
chiatrist spoke of having to train himself not to get too close
to his patients and “not to get too interested in their prob-
lems” (10). Our discipline is in trouble.

There are several dimensions to the current crisis, but
one of the most important difficulties is around the perenni-
al question of what is an appropriate epistemology for psy-
chiatry. What sort of knowledge can we have with regard to
mental illness and what sort of expertise is possible? The
current technological paradigm that dominates psychiatric
thought (11) is based on the idea that episodes of mental ill-
ness arise from abnormalities in specific neural, or psycho-
logical, pathways or processes. Furthermore, it assumes that
these can be grasped with the same sort of de-contextualized,
causal logic that is used to explain problems of the liver or
lungs. The authority of psychiatry and the power invested in it
are often justified on the basis that it possesses, or is on the
way to possess, a science that can predict outcomes, based on
an accurate map of the underlying processes (12).

Therefore, debates about epistemology are not simply an
intellectual exercise. Many psychiatrists feel that they can-
not be “real doctors” unless their discipline is grounded in
the natural science epistemology that guides the rest of med-
icine. In this short discussion, I do not intend to engage with
the wider ethical and political dimensions of the current cri-
sis; rather I simply wish to make the case that natural sci-
ence methods reach their limits in the territory of mental

health and illness. This is largely a territory of meanings, val-
ues and relationships, an assertion now supported by a large
body of empirical evidence about how psychiatric interven-
tions actually work (11). I argue that, if we are to be truly
“evidence-based” in our discipline, we need a radical rethink-
ing of our guiding epistemology: a move from reductionism
to hermeneutics.

MEANING, CONTEXT AND PRACTICE

Many people still believe that answers to the current cri-
sis will emerge from an ever greater focus on neuroscience.
The Research Domain Criteria (RDoC) project, a quintes-
sentially technological view of the future, is being promoted
as the way forward. It conceptualizes mental illnesses as
brain disorders: “in contrast to neurological disorders with
identifiable lesions, mental disorders can be addressed as
disorders of brain circuits” (13). Furthermore, it assumes
that “the dysfunction in neural circuits can be identified
with the tools of clinical neuroscience”. However, others
argue that there is also a need for “higher order” cognitive
and computational approaches in addition to genetics and
neuroscience in our attempts to map the mind and its disor-
ders (14).

Central to all these approaches is the assumption that the
mind is simply another organ of the body, or that it can be
equated with the brain. In this understanding, “meaning” is
generated internally, within “the brain” or “the mind” (15).
It is viewed as something that emerges from a series of
underlying neurological and/or cognitive processes, pro-
cesses that are open to scientific investigation and explana-
tion. Meaning, therefore, is something that can be explained
fully in the terms of neuroscience or cognitive science mod-
els. This is what is meant by the term “reductionism”.

I believe that these approaches are simply inadequate.
One of the major insights of 20th century philosophers such
as Wittgenstein, Heidegger and Merleau-Ponty was the real-
ization that meaning is not something that happens inside
an individual mind or brain, but instead comes into our lives
from the social practices that shape the world around us. It
is in and through this world that we grow into human beings
and come to know ourselves and others. Social practices
generate a context in which our words, our experiences,
indeed our lives, have a meaning. For example, the man or
woman being tortured faces physical pain, the tearing of
flesh and screams of agony; so too does a mother in child-
birth. A pain questionnaire administered in both scenar-
ios will record similar scores. And yet there is a major
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difference. The context of motherhood is usually rich with
love and hope; the suffering of childbirth has a positive
meaning and can be integrated into the mother’s life. This is
seldom the case for those who endure torture. The context
of their suffering is very different, despite the fact that in
both cases the physical pain will have been mediated
through similar centres in the brain and similar neurotrans-
mitters will have been released. Even the most sophisticated
neuroscience will not help us to understand the meaning of
pain in the life of any particular person. And it is the mean-
ing of the experience that will determine the longer-term
outcome.

This is also true of most of the experiences with which
our patients struggle. As psychiatrists, our work is about
“making sense” of experiences such as low mood, suicidal-
ity, voices and paranoia. This requires attention to contexts
and the use of empathy. With the tools available to us (lis-
tening, coupled with the specific insights of phenomenolo-
gy, psychology, neuroscience and the social sciences, and
the specialized insights given to us through our medical
training), we can sometimes begin to grasp “what is going
on” for our patients. This is rarely definitive and all psychia-
trists have to live with ambiguity and uncertainty.

TOWARDS HERMENEUTICS

I contend that good psychiatry involves a primary focus on
meanings, values and relationships, both in terms of how we
help patients as well as identifying from whence their prob-
lems arise (11). This is not to deny that psychiatry should be a
branch of medicine, or that other doctors sometimes deal
with problems of meaning. However, interpretation and
“making sense” of the personal struggles of our patients are
to psychiatry what operating skills and techniques are to the
surgeon. This is what makes psychiatry different from neurol-
ogy. When we put the word “mental” in front of the word
“illness”, we are demarcating a territory of human suffering
that has issues of meaning at its core. This simply demands
an interpretive response from us. I think that many psychia-
trists would recoil from the idea that they should train them-
selves to be uninterested in the problems of their patients, as
the New York Times interviewee described (10).

Hermeneutics is based on the idea that the meaning of
any particular experience can only be grasped through an
understanding of the context (including the temporal con-
text) in which a person lives and through which that partic-
ular experience has significance. It is a dialectical process
whereby we move towards an understanding of the whole
picture by understanding the parts. However, we cannot ful-
ly understand the parts without understanding the whole.
The German philosopher H.-G. Gadamer suggested that
the idea of hermeneutics is particularly relevant to the work
of the psychiatrist (16).

By adopting a hermeneutic approach to epistemology,
we can attempt to understand the struggles of our patients

in much the same way as we attempt to understand great
works of art. To grasp the meaning of Picasso’s Guernica,
for example, we need to understand what is happening on
the canvas, how the artist manages to create a sense of ten-
sion and horror through the way he uses line, colour and
form. We also need to understand where this painting fits in
relation to Picasso’s artistic career, how his work relates to
the history of Western art and the political realities of his
day that he was responding to in the painting. The meaning
of the work emerges in the dialectical interplay of all these
levels and also in the response of the viewer. The actual
physical painting is a necessary, but not a sufficient, factor
in generating a meaningful work of art. A reductionist
approach to art appreciation would involve the unlikely
idea that we could reach the meaning of a painting through
a chemical analysis of the various pigments involved.

CONCLUSION

I do not believe that we will ever be able to explain the
meaningful world of human thought, emotion and behav-
iour reductively, using the “tools of clinical neuroscience”.
This world is simply not located inside the brain. Neurosci-
ence offers us powerful insights, but it will never be able to
ground a psychiatry that is focused on interpretation and
meaning. Indeed, it is clear that there is a major hermeneutic
dimension to neuroscience itself (17). A mature psychiatry
will embrace neuroscience but it will also accept that “the
neurobiological project in psychiatry finds its limit in the
simple and often repeated fact: mental disorders are prob-
lems of persons, not of brains. Mental disorders are not
problems of brains in labs, but of human beings in time,
space, culture, and history” (18).
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