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Psychiatry & Freedom Program

Sunday October 5, 2008

Time Location Event Title

5:00 p.m. Cypress Registration Opens

Monday, October 6, 2008

Time Location Event Title Speakers

8:00 a.m. Foyer Breakfast

8:45 a.m. Salon B W elcome & Introduction John Z. Sadler

9:00 a.m. Salon B Plenary Session: Values in Persons Giovanni Stanghellini
with Schizophrenia John Z. Sadler (Chair)

10:00 a.m. Salon C W orkshop: Postpsychiatry Philip Thomas (Chair)

Towards postpsychiatry: Overcoming the Patrick Bracken 
technological imperative in mental health

Multiculturalism, a radical challenge to our Philip Thomas
understandings of mental health and well being Salma Yasmeen

Patrick Bracken

Commentary Steve W einer

Commentary Michael Alan Schwartz

Salon D W orkshop: Freedom, Control, & the I-Self G. Scott W aterman (Chair)

Freedom, the I-self and psychopathology Gerrit Glas

Free will, obsessive-compulsive disorder Gerben Meynen
and control

Oak W orkshop: Values & Classification J. J. Rasimas (Chair)

Synergetic psychiatry and molecular Drozdstoj Stoyanov
neuroscience in the re-validation Georgi Popov
of the categories in psychiatry Jakob Korf

Person-centered revisions of the W erdie van Staden (Vice-Chair)
International Classificationof Disease 
(ICD): W here do persons and mental 
disorders fit?

Scientific Openness and the Evolving John Z Sadler
DSM-V Process

Commentary K. W . M. Fulford
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Psychiatry & Freedom Program

Monday, October 6, 2008 (continued)

Time Location Event Title Speakers

10:00 a.m. Cedar Paper Session I Jennifer Radden (Chair)

Open placebos David Jopling

Authentic aging and human flourishing Julian C. Hughes (Vice-Chair)

Philosophical assumptions in psychiatric Alan Ralston
practice

Psychiatry diagnose: A reflexion from Fábio Luís Nóbrega Franco
Georges Canguilhem’s philosophy onwards

Salon B W orkshop: Psychopathology Martin Heinze (Chair)

Psychosis recontextualized Markus Heinimaa

A linguist’s insight into insight Dariusz Galasinski

Cyclic time: The internal structure of Catharina Bonnemann
sudden recollection (flashbacks)

12:00 p.m. Salon A Lunch

2:00 p.m. Salon B Plenary Session: Cross-Cultural Psychiatry David Ndetei 
in Kenya K. W . M. Fulford (Chair)

3:00 p.m. Salon C Symposium: Politics & Mental Health Richard Scotch (Chair)

Politician’s behavior and mental health- Olufemi Olugbile
The arguments concerning compulsory Matthew Zachariah
mental state testing for politicians in Ben Isichei
Nigeria

Psychiatry, depression, and self: An Orkideh Behrouzan
anthropological perspective

Psychiatric disability and political Sara Bergstresser
participation: A capabilities approach

At the limits of access: Psychiatric care James Phillips (Vice-Chair) 
in the developing world

Salon D Symposium: Self & Psychopathology Helge Malmgren (Chair)

W hat and where is the self: Using Gottlob W erdie van Staden
Frege’s semantics to elucidate the debate 
and the variable experiences of selfhood

Paranoid atmospheres: Psychiatric knowledge Jann Schlimme
and delusional realities
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Psychiatry & Freedom Program

Monday, October 6, 2008 (continued)

Time Location Event Title Speakers

3:00 p.m. Salon D Symposium: Self & Psychopathology (continued)

Aspects of subjectivity and personhood: Martin Heinze (Vice-Chair)
Sich-verhalten-Konnen and association

The Literary Neuroscience of Kafka’s Hypnagogic Aaron Mishara
Labyrinth: How Literature Informs the Neuroscientific 
Study of Self and its Disorders

Cedar Symposium: Personal Freedom David Morris (Chair) 

Consumer freedom and the digital Louis C. Charland (Vice-Chair)
manufacture of madness

Freedom and trauma Melvin W oody

Self-knowledge and the freedom of the subject Peter J. Caws

Oak Symposium: Coercion Anya Yurchenko (Chair)

Are decisions of coercive care psychiatric or Ingemar Engström
ethical?

Coercion for the sake of freedom: Covert Donna C. Kline
presumptions about free will in the discussions 
of involuntary treatment

Compulsion and the ethical obligations to Donald Uzoma Masi (Vice-Chair)
limit mental freedom 

W hen coercion lacks care: Decisional Dora W . Klein
competency and parens patriae commitments

Maple W orkshop: Identity Politics Fabrice Jotterand (Chair)

Posthuman psychiatry: Liberation or Angelica Tratter
oppression?

Prediction and prevention, not reaction and Kelly K. Dineen
reduction: Predicting stigmatization of individuals 
with Asperger Disorder and high functioning Autism

Recognition rights and mental health consumers Jennifer Radden (Vice-Chair)

5:00 p.m. - 6:30 p.m. Cocktail Reception
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Psychiatry & Freedom Program

Tuesday, October 7, 2008

Time Location Event Title Speakers

8:00 a.m. Foyer Breakfast

9:00 a.m. Salon B Plenary Session: Listening to Hope:  A Critique Jennifer Hansen
of Peter Kramer’s Scientism Nancy Nyquist Potter (Chair)

10:00 a.m. Salon C Symposium: Flourishing in the Face of Dementia Philip Thomas (Chair)

The person with severe dementia Julian C. Hughes

The resilience of the human spirit: Coping with Phyllis Braudy Harris
Alzheimer’s disease

Flourishings of the self for carers and people Steven R. Sabat (Vice-Chair)
with dementia

Discussion: Flourishing, memory and self Jennifer Radden 

Salon D Symposium: Biology & Culture Anya Yurchenko (Chair)

Metaethics and science: The value of freedom and Donna C. Kline
the nature of therapy

ADHD, biology and culture Neil Pickering (Vice-Chair)

Neuroscience and the morality of punishment John S. Callender

Treating oneself as an object? W orries about Ginger A. Hoffman
psychopharmacology and self-objectification

Oak W orkshop: Psychiatric Ethics Jason Yanofski (Chair)

Is psychiatric ethics part of the philosophy of Claire L. Pouncey (Vice-Chair)
psychiatry?

The social construction of psychiatric ethics Michael D. Robertson

The right and the best: The ethics of evidence- Mona Gupta
based psychiatry

Maple Symposium:  Addiction & Freedom John Talmadge (Chair)

Freedom, coercion and the treatment of substance Douglas R. Porter
dependence

Addiction and freedom Jeffrey D. Bedrick

Neuroscience, compulsion and the pathology George Graham 
of addiction G. Lynn Stephens (Vice-Chair)
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Psychiatry & Freedom Program

Tuesday, October 7, 2008 (continued)

Time Location Event Title Speakers

10:00 a.m. Maple Symposium:  Addiction & Freedom (continued)

Harry Frankfurt and the importance of what we John M. Talmadge
care about

Otto Rank on the courage to live and die John Christopher Cather

Cedar Symposium: Personal Care W erdie van Staden (Chair)

The part(s) of me that need you most- the self John Ballam
appropriation of self constructive insights into 
critical/post/trans-modernism’s construction 
of the adult identity

Safe care in a Psychiatric Special Care Unit (PSCU) Angelina Medjed
Elizabeth Eastwood
Marilynn Ryan

A role for common sense in peace and freedom: Roulette W illiam Smith
Psychiatric, educational, political, economic and (Vice-Chair)
philosophical underpinnings

The loss of biographical and historical Pieter H. Arends
consciousness as kernel of negative symptoms

12:00 p.m. Foyer Lunch

2:00 p.m. Salon B Plenary Session: Concepts of Liberty and Claudio E. M. Banzato
Value Pluralism in Psychiatry Claire L. Pouncey (Chair)

3:00 p.m. Salon B W orkshop: Duty of Care Fabrice Jotterand (Chair)

The role of psychiatrists in detainee interrogations Michael Alan Schwartz (Vice-
Chair)

The role of psychologists in detainee interrogations: Laurel Bass W agner
An ethical analysis

Commentary W erdie van Staden

Salon C Symposium: Key Philosophical Concepts Jessica W ahman (Chair)

Clinical judgment as skilled coping Tim Thornton (Vice-Chair)

Is objectivity a psychiatric value? Claire L. Pouncey

The experience of freedom: Cognitive science Peter Brown
models

Hysteria and the varieties of deception Richard Kanaan
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Psychiatry & Freedom Program

Tuesday, October 7, 2008 (continued)

Time Location Event Title Speakers

3:00 p.m. Salon D Symposium: Determinism & Freedom Edwin L. Hersch (Chair)

Neuroscience and freedom in psychiatry: From James Phillips
Kant to Dennett

Determinism in psychiatry Miguel Vilaró Colón

Is psychopharmacologic treatment compatible Douglas W . Heinrichs
with human freedom?

Eccentric subjective reduction and freedom Donald M. Mender (Vice-Chair)

Oak Symposium: Religion, Freedom & Psychiatry John Peteet (Chair)

Psychotic individual’s freedom of religion: Two Mari Stenlund
perspectives

Psychiatric conditions and religious convictions Chris Durante (Vice-Chair)

Free or unfree to believe? The determinants of Mari Stenlund
a religious and a psychotic interpretation of reality

Commentary Gerrit Glas

Maple W orkshop: Free W ill Pieter Arends (Chair)

A Kuhnian theory of free will Evan Moreno-Davis

Art, free will and moral value: An interactive model John S. Callender (Vice Chair)

W ithout thinking: Impulsive aggression, criminal Daniel W . Shuman
responsibility, and the new brain technologies

Cedar Symposium: Freedom & Mental Disorder Melvin W oody (Chair)

Gender identity and human freedom: One Jennifer Radden (Vice-Chair)
case of gender identity disorder

Aristotelian freedom and the histrionic Caroline S. Gould
personality disorder

Is the diagnosis of mental illness an obstacle to Serife Tekin
human freedom?

Narcissism, psychiatry and freedom Thomas S. Kubarych

Evening- 6 p.m. Dinner at Three Rivers Ranch Buses leave 6:00 p.m.
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Psychiatry & Freedom Program

Wednesday, October 8, 2008 

Time Location Event Title Speakers

8:00 a.m. Foyer Breakfast

9:00 a.m. Salon B Plenary Session: Responsibility, Reactive Jeanette Kennett
Attitudes, and the Psychopath Neil Pickering (Chair)

10:00 a.m. Salon B Symposium: Freedom, Depression & Suicide J. J. Rasimas (Chair)

Depression: The melancholic truth Mario Rossi Monti

Normal biographies: Depression and the life story Dariusz Galasinski

Suicidality and being rescued: A paradox? Jann E. Schlimme

Salon C W orkshop: Mental Health Courts- The Road to Susan Hawk
Freedom for Mentally Ill Defendants? Teresa May-W illiams

Dan Shuman (Chair)

Salon D Symposium: Autonomy Claire Pouncey (Chair)

Moral quandaries when faced with indeterminate Christian Perring (Vice-Chair)
autonomy of people with mental illness

Forcing future freedom: Autonomy, psychosis M. Carmela Epright
and choice

Autonomy, psychosis, and involuntary treatment: Dora W . Klein
The law’s narrow view

Freud, determinism, and freedom– with ‘trailers’ on Edwin R. W allace
Hobbes and Spinoza

Oak W orkshop: Causal Explanations Douglas Heinrichs (Chair)

On causality in psychiatry Jakob Korf

Phenomenological account of meaning in Serife Tekin
psychiatry: A consideration of Eric Matthews’s
Body-subjects and Disordered Minds

Critiquing Bolton and Hill’s Mind, Meaning and Nadia Halim
Mental Disorder: Can meanings make us act?

Maple Symposium: Capacity & Disability Richard Scotch (Chair)

Is mental incapacity a necessary condition for Gareth S. Owen
coercion?
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Psychiatry & Freedom Program

Wednesday, October 8, 2008 (continued) 

Time Location Event Title Speakers

10:00 a.m. Maple Symposium: Capacity & Disability (continued)

Codification, objectivity and rational norms in the Natalie F. Banner
assessment of mental capacity

Mental illness, freedom, and responsibility Jeffrey D. Bedrick

Ability, disability, and freedom Robert S. Kruger (Vice-Chair)

Cedar W orkshop : Choice & Coercion Anna Brandon (Chair)

From liberty to liberation and the psychiatric Steven Bindeman
constraints that make it possible

‘You will be like God’: Fascination of force and Martino Rossi Monti
social conformism in two episodes of war

Information or coercion: Should information about Neil Pickering
 the possibility of compulsory treatment be part of 

the informed consent process for mental health 
patients?

12:00 p.m. Salon B Lunch

2:00 p.m. Salon B Meeting Summary John Z. Sadler

3:00 p.m. Salon B Adjournment
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ABSTRACTS IN ALPHABETICAL 
ORDER BY AUTHOR

THE LOSS OF BIOGRAPHICAL AND HISTORICAL
CONSCIOUSNESS AS KERNEL OF NEGATIVE SYMPTOMS
Pieter H. Arends

In this paper I will argue the full necessity of the
biographical in order to deliver personal care and
cure for psychiatric patients. I will argue that any
freedom asks for insight and that insight without
biography has no substance. I will corroborate this
with first results from examining randomly hundreds
of N=1 studies.

I further want to shed new light to the so-called
negative symptoms by establishing new facts to
observe, related to biographical self-understanding,
or even by establishing observable conduct
disorders, which can be used as goal of treatment
and as measure of recovery.

I can do that by calling upon some topics from
Dilthey’s life-philosophy that may be acknowledged
as contributing to a credible paradigm of psychiatry.

I feel entitled to conclude that: 
1.  Biography and insight are to be seen as the
ultimate reason of psychiatry
2.  Psychotic disturbances do disrupt any
practicability of biography and insight
3.  Psychiatry cannot afford to neglect its moral and
humanistic responsibility to take care for the
diseased as individual persons
4.   This can only be realized by re-including the
biographical narrative and its recovery as chief aim
of psychiatric practice

THE PART(S) OF ME THAT NEED YOU MOST- THE SELF
APPROPRIATION OF SELF CONSTRUCTIVE INSIGHTS INTO
CRITICAL/POST/TRANS-MODERNISM’S CONSTRUCTION
OF THE ADULT IDENTITY
John C. Ballam

It appears that the westernisation and rapid
globalization of the world is leading to a corrosion of
personal identity. Individuals step out of, or are
being forced to let go of the metanarratives that had
provided metaphysical and epistemological
foundations for identity formation. The central
cohesiveness provided by a strong and unified
sense of self, embedded within a community, held
together by a metaphysical foundation in a narrative
base, intuitively appears to be the lynch pin of
morality. Once this central point of integration
disintegrates, so too, many would argue, does
personal and corporate morality. Adults, in
democratic societies, are supposedly offered a
plethora of personal identity choices. Today in the
third and forth worlds, adult identity might have the
possibility of being more consciously constructed

than ever before. However as the trusted sources
of identity and ethical formation have been eroded,
new forms have emerged. For example the rapid
rise of fundamentalist religion and a return to
fractured pre-modern belief systems are growing
rapidly. In many instances this pre-modernism is
anti intellectual, sexist, and materialistic. The
unconscious adult self, is also in danger of being
totalized because the economic sector is at the
mercy of the marketing manager’s powerful brand
advertising. 

This paper examines insights that in a post
modern world might provide the self with the
pathway to a cohesive identity namely: the ability to
embrace complexity, developing a nuanced
spirituality, and an expressive rationality.        

CODIFICATION, OBJECTIVITY AND RATIONAL NORMS IN
THE ASSESSMENT OF MENTAL CAPACITY
Natalie F. Banner

The assessment of capacity to make decisions
in patients, particularly those diagnosed with mental
illness, has long been acknowledged as a difficult
area of clinical judgement. Various tools and
diagnostic aids have been developed to improve
the inter-rater reliability of assessments. These
have, however, overlooked the conceptual question
of how a clinician judges whether or not a patient is
using and weighing information in the process of
decision-making. Recent legislation in the UK has
sought to codify the criteria for assessing capacity,
assuming it can be reliably determined based on
measuring specific cognitive abilities. This paper
conducts a conceptual analysis of the concept of
capacity, arguing that its assessment inherently
involves an implicit judgement about whether or not
the patient is conforming to norms of good
reasoning. There arises an inevitable concern that
patients with a diagnosis of mental illness will be
assumed to not conform to such norms and will
therefore be denied capacity to make treatment and
welfare decisions. W ittgenstein’s influential
discussion of rule-following is invoked to suggest
that the norms of good reasoning central to capacity
assessment cannot be codified in a formal set of
rules; a finding that ostensibly demonstrates the
impossibility of providing objective, universally
applicable principles. W hilst this challenges the
predominant cognitive concept of capacity, it opens
up potential space for normative standards of
reasoning that differ from those implicit in clinical
perspectives to be acknowledged.
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CONCEPTS OF LIBERTY AND VALUE PLURALISM:
IMPLICATIONS FOR PSYCHIATRY
Claudio E. M. Banzato

Isaiah Berlin’s distinction between a ‘positive’
and a ‘negative’ notion of liberty (or freedom) will be
examined in relation to the key importance of the
latter within the framework of his value pluralist
position, which holds that goods, evils and forms of
life are ultimately incommensurable (or
incomparable by reason). If a value pluralist stance
of this sort is adopted, then there cannot be such a
thing as a single principle or criterion that
determines how conflicts between values (including
those between ‘negative’ liberties themselves) are
to be resolved. Thus, in the absence of any a priori
‘abstract order’ that could either warrant a rational
compatibility between all goods or at least rank
them, choices and decisions about forms and ends
of life (which underpin the whole process of self-
creation) gain a more radical character. It is against
this backdrop that I will inquiry what is (are) the
implicit ‘order(s)’ assumed by psychiatric theory and
practice, so the talk about ‘disorders’ may make
sense. Accordingly, I will address the questions of
whether or not psychiatry actually needs and can
afford an agreed and spelled out conception of
what it is the best way to live. The lecture shall end
by arguing for the foremost prominence of practical
reasoning in the psychiatric enterprise and by
suggesting that, when confronted with certain kinds
of human suffering (pathos), often associated with
clash of values, the last word (however tentative
and always individual) should belong to the clinical
realm.

ADDICTION AND FREEDOM
Jeffrey D. Bedrick

Everyone who has ever worked with addicts
knows that “Just say no” is the one thing they
cannot do, and that the phrase misses the strength
of the cravings and compulsions felt by those
addicted to alcohol or other drugs.  At the same
time, a central tenet of twelve step programs, with
their proven record of efficacy in the treatment of
addiction, is that the addict say no to using, even if
only for today.  In this paper I will investigate this
seeming conflict with the help of the concepts of
disposition and commitment as outlined in the bookSelf-Knowledge and Resentment by the Columbia
University philosopher Akeel Bilgrami.  I will first
briefly outline his concepts, and their relation to the
concept of freedom, and the argument for them.  I
will then use these concepts to show how the
process of addiction develops dispositions in the
addicted person that tend to lead to continuing
addictive behavior.  The addicted person retains
freedom over his or her commitments, however,

and this allows them to commit to the project of
sobriety.  Participation in twelve step groups may
help the person modify the dispositions built up in
the course of their addiction.  This model accounts
for the observed strength of addictions but also for
the equally observable possibility of recovery.  I will
then briefly discuss the irony that a mistaken notion
of unbounded freedom may contribute to the risk of
developing an addiction by allowing the individual to
convince themselves that they will retain full
freedom and control over their behavior even if they
use addictive substances, that they will be able to
use without becoming addicted.

MENTAL ILLNESS, FREEDOM, AND RESPONSIBILITY
Jeffrey D. Bedrick

W e like to believe that are thoughts and actions
are free—at least as long as they are thoughts and
actions we want to claim.  W hen I write this paper,
or when you listen to it, surely we are freely
exercising our minds, not being bound by any
neurochemical determinism.  W hen we want to
excuse our behavior, however, we are more willing
to countenance limitations to our freedom and to
say, for example, that psychiatric illness might
render us not responsible for our actions.  I will
argue in this paper that we are not merely trying to
find excuses for ourselves when we claim not to be
responsible.  I will begin by presenting arguments
from continental philosophers such as Paul Ricoeur
in Freedom and Nature:  The Voluntary and theInvoluntary, and analytic philosophers such as P. F.
Strawson in “Freedom and Resentment,” that argue
for a necessary and intrinsic connection between
notions of responsibility and value, on the one hand,
and freedom, on the other hand.  I will next explore
how these concepts might help us understand the
ways in which psychiatric illness might serve as a
model for the general understanding of the
boundaries and limits of our freedom, while yet
maintaining a clear place for that latter concept.  I
will then use our evolving knowledge of psychiatric
illness as a way of testing the conceptualizations of
these philosophers and to point to why one
conceptualization of the issues might be preferred
to another.

PSYCHIATRY, DEPRESSION AND SELF: AN
ANTHROPOLOGICAL PERSPECTIVE
Orkideh Behrouzan

Abstract Not Available
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PSYCHIATRIC DISABILITY AND POLITICAL
PARTICIPATION:  A CAPABILITIES APPROACH
Sara M. Bergstresser

This paper takes the question of political
participation and voting for individuals with
psychiatric disability, and it re-conceptualizes it
within a capabilities framework.  Sen’s capabilities
framework, long applied to international
development and poverty, emphasizes equal
access to substantial freedoms, or “capabilities”. 
Drawing upon recent work on social recovery, the
objective of this paper is to apply this framework to
psychiatric disability, with a focus on political
participation and voting as capabilities of
citizenship.  One pillar of citizenship in a democratic
society is the franchise: the right and ability to
participate in the election of representative
government through the vote.  For many
consumers of mental health services, structural
barriers impede the exercise of that right, which
prevents adequate representation and participation
in this process.  This not only disenfranchises
people and denies their political voice, but it also
puts political systems at risk of becoming elected
governments not representative of their
constituents.  There are many potential barriers to
participation, from institutional bureaucracies, to
social stigma and exclusion, to legislative barriers.
In addition to being a fundamental exercise of
social membership, political participation is also an
essential venue for social action and the ability to
raise awareness, lobby for change, or seek
governmental funding for programs. It is a critical
component of full equality and “participatory parity.” 
Just as health disparities have become an
important focus of research internationally,
disability-linked disparities in social and political
participation are also worthy of increased
awareness and attention as indices of citizenship,
capabilities, and freedom.

FROM LIBERTY TO LIBERATION AND THE PSYCHIATRIC
CONSTRAINTS THAT MAKE IT POSSIBLE
Steven Bindeman

My paper will address a variety of philosophical
responses to the relationship between personal
liberation and psychiatric constraint. 
Representative views from the perspectives of
phenomenology (Ricoeur, Derrida), critical theory
(Marcuse), structuralism (Foucault, Kristeva,) and
anti-psychiatry (Laing, Deleuze/Guattari) will be
critically examined. A common theme that emerges
from the study of these perspectives is the
realization that the individual is little more than what
the power system of culture imposes on the self.  

Could there be something about the “medical

gaze” that is inextricably tied up with this determinist
system?  The current trend towards identifying
varying yet still legitimate forms of behavior as
being medically treatable might indicate that this is
so. Certain narcissistic and borderline personality
disorders that have come under the purview of
psychiatry and pharmacology will be examined
within this context.

Does the innovative creation of new problems
for psychiatric attention merely indicate market
forces at work? Or does this phenomenon reflect a
natural tendency of psychiatric medical science to
assume a wider domain of power for itself? Is our
Promethean destiny to become potential
consumers of new and better versions of
ourselves?  Philosophical engagement with these
and other related questions will provide for a fruitful
interchange between the concerns of philosophy
and psychiatry, with the conclusion being that
psychiatric medical practitioners will benefit from
taking into consideration the potentially problematic
relationships they and their clients might have with
wider culturally-based agendas.

CYCLIC TIME: THE INTERNAL STRUCTURE OF SUDDEN
RECOLLECTION (FLASHBACKS)
Catharina Bonnemann

The recurrence of flashbacks is a significant
aspect of the mental disturbance of patients with
Posttraumatic Stress Disorder. In contrast to
normal memory it fractures the flow of time-
consciousness. Drawing on the phenomenological
approach of Husserl’s concept of “internal time-
consciousness” I will analyze the internal structure
of flashbacks as sudden recollection. 

I will argue that this internal structure can be
understood as an important reason for the agony
experienced by the concerned persons. This
internal structure shows at least four
characteristics: 1) a basal self-awareness remains
during recollection (Begleitendes Bewusstsein); 2)
cyclic structure of the experience, meaning exact
repetition; 3) complete occupation of the
experiencing self, so that no encompassing
situation can be perceived; 4) actual and real
presence of experienced event. 

Astonishingly this structure of sudden
recollection resembles in certain points Husserl’s
understanding of normal recollection. I will try to
show that this is not an argument against my
description of sudden recollection.

The following conclusions can be drawn: A)
The internal cyclic structure constitutes a feeling of
persistent continuity in time; B) The recollection can
only be experienced en bloc and as a whole, but not
successively. As a consequence the recollection
comes unexpected, when sufficient triggers occur.
C) Agony results especially from the basal self-
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awareness including the conviction that the
flashback will be experienced repetitively in the
future.

TOWARDS POSTPSYCHIATRY: OVERCOMING THE
TECCHNOLOGICAL IMPERATIVE IN MENTAL HEALTH
Patrick Bracken

Postpsychiatry essentially proposes that
conventional ways of thinking about medical
practice are inadequate when it comes to the
territory of mental health and illness. Postpsychiatry
seeks to imagine a different encounter between
medicine and states of madness, distress and
alienation. It does not deny the relevance of
insights from biological science but it argues for a
different way of relating these to the meaningful
world of struggling human beings. In particular, it
works to overcome the sort of biological
reductionism that has dominated psychiatric theory
in recent years. 

Postpsychiatry represents a rejection of the
technological framing of mental illness and seeks to
foreground non-technological issues; in particular:
meanings/contexts, relationships/politics,
values/priorities. 

These themes will be explored  in this paper.

THE EXPERIENCE OF FREEDOM: COGNITIVE SCIENCE
MODELS
Peter Brown 

W illiam James proposed that our concepts of
freedom are grounded in everyday experience. Our
most abstract philosophical thoughts about
freedom are based on the combination of: a) the
physical experience of our bodies acting in space;
and b) the subjective experience of unfettered
awareness. He further speculated that freedom in
thought or action is inhibited by characteristic
mental states. Consequently, the achievements of
great artistic, spiritual or political leaders can be
understood as action, without the constraints
imposed by  conventional, inhibitory  associations.

Following Lakoff and Johnson's definition of
cognitive science as "empirically informed
philosophy" (1999), this presentation will review
recent evidence relating to James's proposals, 
focusing on three related strands of evidence: a)
linguistic studies that  link concepts of freedom with
sensorimotor schemas (Hampe,2005; Lakoff,2006);
b) social psychology and neurophysiological studies
of our experiential awareness of freedom
(Schwartz, 2002; Goleman,2003); and c) historical
studies that  link the development of the concept of
freedom in the 18th-century with technological and
cultural changes that simultaneously promoted

increased empathy, personal autonomy and
sociability (Hunt, 2007).

The picture that emerges from current research
supports James's proposals and points to both the
potentials and limits of human freedom.  Abstract
concepts of freedom are grounded in embodied 
sensorimotor programs, everyday subjective
experience and our shared cultural values and
meanings.  

ART, FREE WILL AND MORAL VALUE: AN INTERACTIVE
MODEL
John S. Callender

The literature on free will has been largely
focussed on the implications of theories of free will
for moral responsibility. In contrast, the contribution
of philosophical aesthetics to this subject has
received little attention. The purpose of this paper is
to offer a new paradigm of free will by arguing that
art has an important locus in relation both to free
will and to moral value. I will do this by examining
the overlaps and interactions between art, free will
and moral value. In the overlap between free will
and moral value we find moral responsibility and
moral autonomy. Free will and art share the themes
of originality and creativity. The overlap between art
and moral value is comprised of the formal
similarities of moral and aesthetic judgments and
the moral content of art. In the common ground
between free will, moral value and art we find
religious belief, the creation of moral value and the
creation of personal moral identity. 

This model provides a model of free will as a
set of separate but inter-related concepts. Artistic
creativity is characterised by a sense of the
inexplicable and the unpredictable. I argue that this
has the potential to resolve the tension between our
subjective sense of freedom and our knowledge of
determinism.

NEUROSCIENCE AND THE MORALITY OF PUNISHMENT
John S. Callender

Punishment by the State is inherently
problematical as it involves inflicting harm on
people in ways that would be impermissible in any
other circumstance. I will begin by describing some
of the moral justifications that have been applied to
the institution of punishment. The traditional view is
that punishment is retributive, meaning that it is anintrinsically appropriate response to wrongdoing
regardless of whether it achieves any other aim,
such as reduction in the incidence of crime. The
practice of retribution rests on an implicit
assumption of libertarian free will i.e. that the agent
is the original source of his actions.
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Over the past 100 years this justification has
come under attack as a result of growing
knowledge of the psychological and social factors
that predispose to crime. This led to the rise of a
consequentialist view that punishment should becontingently efficacious i.e. that it can only be
justified if it is of benefit to society. Punishment
becomes an opportunity for education, therapy,
restoration and other reformative efforts. This
approach has created problems, first because of
difficulty in demonstrating the required efficacy and
second because it overrides principles of justice
such as proportionality and treating like cases alike.

Increased knowledge of neurochemistry and
the use of functional brain imaging have provided
important new data on the antecedents of criminal
behavior. I will conclude by discussing some the
ways in which these may come in the future to
influence our practices of mitigation and
punishment.

OTTO RANK ON THE COURAGE TO LIVE AND DIE
John Christopher Cather

Otto Rank began his distinguished career as a
psychoanalyst after experiencing a period of
demoralization and crisis at the age of twenty. A
non-physician, Rank studied and taught philosophy
and joined Freud's inner circle in the earliest years
of the psychoanalytic movement. Rejected by
Freud as well as the psychoanalytic establishment,
Rank focused on the concept of will as the
integrative power of the self, drawing inspiration not
from medical cases but from art, literature, and
mythology. Rank presaged psychotherapies as
"helping a client" rather than "treating a patient,"
and his emphasis on the interpersonal anticipates
the later work of Harry Stack Sullivan, Frieda
Fromm-Reichman, and Carl Rogers. His view of life
as a courageous adventure, marked by the
challenges of survival while accepting the
inevitability of death, contrasts with theories derived
from disease models. 

In this paper we explore Rank’s concept of will
as the foundation for choice, responsibility, and
purpose in creating one’s life and finding meaning
in one’s experience. W e use the clinical example of
addictive disease to argue that effective
intervention and remedy for certain mental health
conditions should include recognition of the concept
of personal will, a capacity to explore beyond
medical signs and symptoms, and the recognition
that these conditions derive not only from biological
and developmental vulnerabilities, but also from the
compromise of individual freedom and failure to
mobilize conscious volition and courage. W e
discuss the implications of such ideas for the future
of psychiatry and related mental health disciplines.

SELF-KNOWLEDGE AND THE FREEDOM OF THE SUBJECT
Peter J. Caws

This is an exploratory theoretical paper,
drawing among other sources on action theory, self
psychology, and object relations theory.  The aim of
psychiatry, as I conceive of it, is to help patients
become agents, working with individuals who are at
the mercy of their formation and their passions, who
are “subjected to” conditions not of their choosing,
until they can take charge of themselves and
become the “subjects of” their own free
engagement with the world.  Its aim in other words
is to give individuals their freedom.  I introduce the
concept of “complex freedom,” according to which
an act is free if and only if the agent (a) intends to
do it, (b) is not restrained or constrained, and (c)
has at his or her disposal (i) sufficient material
resources (bodily, technological etc.), (ii) sufficient
information about the context of the act, and (iii)
sufficient knowledge of the world to be able to
anticipate its consequences.  (I distinguish between
“act” and “action” - acts are actions appropriated by
agents as their own.)  The focus of the paper is on
the status of self-knowledge: what do individuals
need to know about themselves in order to satisfy
the conditions for freedom?  W hat form does this
knowledge need to take, how does the practice of
psychiatry help them to acquire it, and how does its
acquisition empower the transition from patient to
agent status?  How is knowledge of self bound up
with knowledge of others?  

CONSUMER FREEDOM AND THE DIGITAL MANUFACTURE
OF MADNESS
Louis C. Charland

Medicine no longer has the last word over
whether someone is mad or what it means to be
mad. The reason is that there has been a revolution
in the manufacture and experience of madness.
W hat has changed is that consumers can now
manufacture their own alternatives to medical
madness digitally and exert their new freedom
through that same route. They can bond and join
forces on the internet in ways that were hitherto
unimaginable: defying medical diagnostic edicts
about which categories of madness there are and
even how they should be treated. Psychiatry has yet
to come to terms with these novel challenges which
have seen ‘patients’ turn into ‘subjects’, then
‘clients’, and now ‘partners’. Traditional paternalism
hardly seems an credible answer to this new found
consumer freedom, calling for a new sort of ethical
analysis.
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PREDICTION AND PREVENTION, NOT REACTION AND
REDUCTION:  PREDICTING STIGMATIZATION OF
INDIVIDUALS WITH ASPERGER DISORDER AND HIGH
FUNCTIONING AUTISM
Kelly K. Dineen

Allowing one trait to stand in for or “mark” the
entire person is the essence of stigma, a morally
impermissible form of dehumanization with
consequences from discrimination to mistreatment. 
Although stigma has existed throughout history,
stigma is only recently a topic of scholarly focus. 
Existing stigma research is largely reactive; the
beginning point is an illness or disorder already
firmly entangled in the cycle of stigmatization such
as epilepsy or serious mental illness.  The
understanding of the origins of stigma and
interventions that effectively lessen stigma may
have a significant impact on the well-being of those
in potentially stigmatized groups.  Therefore, the
ability to anticipate that a disorder will be
stigmatized as prevalence increases has serious
implications.  

Despite a body of literature identifying common
traits inherent in highly stigmatized disorders,
virtually no research focuses on predicting and
preventing stigma in new or increasingly prevalent
disorders.  For example, there is little study of
stigma associated with the increasingly prevalent
diagnoses of Asperger Disorder and High
Functioning Autism (collectively, AS), despite
anecdotal evidence of stigmatization. 
This paper will provide an overview of stigma theory
as well as ethical and practical justifications for
anticipating, preventing and reducing the
stigmatization of individuals with AS.  Analysis of
existing empirical research of factors associated
with increased stigma in already studied
populations demonstrates a strong overlap with the
common characteristics of AS.  Early identification
of the potential for stigmatization may therefore
allow affected individuals to avoid the negative
consequences and inform public health and policy
agendas. 

PSYCHIATRIC CONDITIONS AND RELIGIOUS
CONVICTIONS
Chris Durante

As societies around the world become
increasingly pluralistic and religiously diverse
clinicians and healthcare professionals are
continually encountering patients whose religio-
cultural paradigms, religious values, and beliefs
regarding health, healing, and illness, are not
always conducive with the concepts, values, and
beliefs of traditional western psychiatric medicine. 
If the values, beliefs, and worldviews of diverse

patient populations are not taken into consideration
and efforts to accommodate diverse beliefs and
conceptual paradigms are not initiated psychiatry
might run the risk of hindering the freedom of such
individuals to hold, express, and act upon their
religious convictions and traditional worldviews.

This essay will examine the relationship
between religion and psychiatry, and will discuss
the problems which arise when religious beliefs
seem to be at odds with psychiatric categories and
or methods of treatment.  Subsequently, a
discussion of various methods of differentiating
religiosity from psychopathology and ways of
accommodating diverse religious beliefs in the
psychiatric clinic will be provided along with a
critical analysis of the conceptual cogency of these
frameworks and the potential effectiveness of such
methods to achieve their goals. In conclusion it will
be argued that it is possible to respect and
accommodate religious beliefs within a psychiatric
setting and that the failure to do so will only result in
psychiatric paternalism and a restriction of religious
and cultural freedoms which may prove to thwart
the success of a free and pluralistic society.    

ARE DECISIONS OF COERCIVE CARE PSYCHIATRIC OR
ETHICAL?
Ingemar Engstrom

Questions on coercion in psychiatric care have
long been controversial themes for psychiatry.
Health care is usually based on the patient’s wish
for help whereas psychiatric care to a large extent
is based on the decisions of others, first and
foremost by psychiatrists. Due to the reduction of
beds in psychiatric care, an increasing proportion of
beds are used for committed patients. This makes
the questions even more relevant, despite a
decrease in absolute numbers.

The legal prerequisites for coercive care are
based only on psychiatric criteria, which points to a
notion of fact-based rationality, whereas ethical
reasons for coercion at best may be implicit. This
paper is based on an ongoing study of coercive
care in child and adolescent psychiatry, where the
files and the certificates for all committed patients
during one year in Sweden are analyzed with
respect to given reasons for decisions of coercive
care. The core question is whether ethical reasons
are present and if so, what ethical values are
judged to be at risk in different clinical situations.

This paper advocates a stronger emphasis on
ethical questions in discussions of the use of
coercion in psychiatry. W e advocate an open
discussion of which fundamental values may be at
stake in such instances and the ethical reasons
involved in making these judgments. The need for a
transparent deliberative process involving all parties
to the coercion is emphasized.
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FORCING FUTURE FREEDOM: AUTONOMY, PSYCHOSIS
AND CHOICE
M. Carmela Epright

In contemporary bioethics, the importance of
patient autonomy cannot be exaggerated.  The
notion that rational adults ought to be self-
determining, and thus, that they must be permitted
to make their own treatment decisions is a central
tenant of health care law, policy, and clinical
practice. However, caring for the mentally ill poses
many challenges to traditional notions of autonomy. 
How can one protect and honor patient autonomy in
situations in which the patient in question moves in
and out of a rational state?  W hen, during moments
of rationality, the patient rejects the very treatment
that sustains his or her ability to function as an
autonomous agent in future interactions? Or when,
in the absence of treatment, the patient poses a
threat – albeit indefinite, and not immediate – to his
or herself or to other people? In this presentation I
will employ case studies that reveal the ways in
such challenges to autonomy play themselves out
in clinical practice.  I will then discuss some of the
ways in which psychiatric disorders affect the brain
and other bodily processes as a means of
demonstrating that mental illness is itself a threat to
patient autonomy.  Because, as I will show, certain
forms of psychiatric illness undermine the
possibility the possibility of future choice, I will
examine whether and when it might be appropriate
to force patients to undergo psychiatric treatment
as a means of protecting their future freedom.  

PSYCHIATRY DIAGNOSE: A REFLEXION FROM GEORGES
CANGUILHEM'S PHILOSOPHY ONWARDS
Fábio Luís Ferreira Nóbrega Franco

Most of the criteria groups specified in the
Diagnostic and Statistical Manual of Mental
Disorders (DSM-IV TR) presents, as one of its
diagnostically category, the biggest or least  degree
of distress or clinically significant damage. DSM,
however, exempted itself of defining the termclinically significant  and doesn't determine the
suffering intensity that it should consider harmful.
The presence of this more subjective criterion
seems to indicate that the distinction among the
normal and the pathological, in the mental sphere,
escapes from the objectivation attempted,
remaining, in last analysis, depending on the
clinical judgement and on the meaning attributed by
the patient of his owns symptoms. In this sense, the
present work intends to examine Georges
Canguilhem’s reflection about the epistemological
statutes of the notions of health, norm and mental
disease. These reflections are marked by the
valorization of the subjective experience of the

disease and, also, for the critic of the diagnostic
criteria based on the organic normality identification
with a statistically determined average. Starting
from the Canguilhem’s theoretical development, we
aim to critically analyze the diagnostic rationality of
the contemporary psychiatry, as well as to extract a
contribution for the definition of the vague concept
of clinically significant. Finally, we want to indicate
that the real expressive fact for the determination of
a psychic pathology, from the clinical point of view,
is the way that the organism responds to the
adversities imposed by the environment to its
survival and reproduction.

A LINGUIST'S INSIGHT INTO INSIGHT
Dariusz Galasinski

In this paper I am interested in exploring the
notion of insight. Particularly, after offering a critique
of the dominant debates, I shall take the debate
forward by proposing a new perspective on insight,
based on linguistic analyses of patients’ narratives. 

My paper, anchored in a constructionist view of
discourse, is based on 6 unstructured interviews
with patients diagnosed with schizophrenia (ICD-10
F.20). All my informants were in their twenties and
were undergoing voluntary treatment in a day-care
clinic of a university hospital in Poland. They were
described to ‘have insight’.

My primary argument will be that insight is not
an attribute of the person, but, rather, of what they
say. I shall also argue that (a) insight is dynamic
and provisional, not only within the context of a
particular communicative event, but also,
potentially,  within a particular story line; (b) it is the
discursive form of what is being said which is
crucial in understanding and exploring insight. 

In conclusion I shall point out that while the
approach I am proposing undermines the possibility
of ‘measuring insight’, it places the suffering person
at the centre of psychiatric focus. 

NORMAL BIOGRAPHIES: DEPRESSION AND THE LIFE
STORY
Dariusz Galasinski

In this paper I am interested in the relationship
between depression and biography. More
specifically, I shall explore how men diagnosed with
depressive episode (ICD-10 F33) construct their
biographies within their stories of the illness. The
data upon which the paper (anchored in the
constructionist view of discourse) comes from 27
semi-structured interviews with men in non-
residential care in two university psychiatry clinics in
the south of Poland. 

My argument is going to be two-fold. Firstly, in
contrast to the  dominant view that illness
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constitutes a  ‘biographical disruption’, I am going
to show that it is constructed in my informants’
narratives as a ‘natural’ development in their lives.
Secondly, I shall also demonstrate that rather than
being at the fore of their lives, my informants
positioned depression as a background to all their
activities in life. 

I shall end by commenting on the sources of
these narratives. I shall argue that the drive to
‘normalize’ depression is rooted both in the
discourses of masculinity as well as those
stigmatizing mental illness. 

FREEDOM, THE I-SELF AND PSYCHOPATHOLOGY 
Gerrit Glas

Current discussions on free will and
psychopathology are preoccupied with the theme of
causality and determinism. Freedom is viewed as a
form of self-initiation and as involving a certain level
of self-control.  At the background of this
preoccupation with initiation and control we may
recognize a still dominant machine-view of the
body, which leaves us with an unattractive either/or
with respect to free will. Free will is either the
activity of a separate ‘substance’ (res cogitans)
directing the machine-body or it is an illusion. 
An alternative conception of freedom could build
forth on the work of Sören Kierkegaard, Paul
Ricoeur and Herman Dooyeweerd by putting the I-
self relationship at the center stage. The I-self
relationship is opened up in the interaction with
others and one’s physical environment (including
the body). It is the type of interaction which
determines which layers in the I-self relationship
are challenged to unfold. Building forth on earlier
presentations at PPP (and AAPP) meetings I will
sketch a conceptual framework of human freedom
in which freedom is seen as an opening-up of
different layers of the I-self relationship. Different
forms of psychopathology will be mapped as
‘dysfunctions’ (arrests; closures) in these layers. 

ARISTOTELIAN FREEDOM AND THE HISTRIONIC
PERSONALITY DISORDER
Caroline S. Gould

Aristotle tells us that our actions flow from our
characters, and that with self-awareness, we are
free to improve our characters. From the standpoint
of eudaimonistic ethics, this is one major goal of
psychotherapy. This paper philosophically analyzes
the difference between two cluster B personality
disorders: the Histrionic (HPD) and the Anti-Social
(ASPD).  The paper argues that the patient with
HPD has the freedom to transform positively in
psychotherapy in a way that one with ASPD does

not. It argues further that the DSM IV misleads us
by classifying HPD with the other Cluster Bs.

Examining the difference between HPD and
ASPD is important in view of two kinds of work in
the area.  First, some researchers, noting the
gender disparity between diagnoses of the
predominantly female HPD and the largely male
ASPD, have questioned whether the two disorders
are different manifestations of the same problem.
Secondly, from a philosophical perspective, moral
afflictions, of which ASPD is one, have always
interested philosophers concerned with
responsibility and moral development.  Recently,
philosopher Louis Charland has argued that the
Cluster Bs, HPD included, are “moral disorders.”  
This papers focuses more on the philosophical
work and in so doing, casts doubt on both.

One aim of the paper is to sort out the different
meanings of ‘moral disorder’ Using an insight from
Plato’s Republic, the paper demonstrates that in the
most interesting sense, it does not apply to HPD.
The paper concludes by reflecting on whether
personal freedom is necessary for transformation in
psychotherapy.  

THE RIGHT AND THE BEST: THE ETHICS OF EVIDENCE-
BASED PSYCHIATRY
Mona Gupta 

The phrase ‘evidence-based medicine (EBM)’
was coined in 1990 at McMaster University. Since
then, EBM has become highly influential in clinical
practice, medical education, and research. EBM
has received particularly enthusiastic endorsement
from psychiatry. The memory of harmful or even
abusive interventions continues to undermine
psychiatry as a legitimate medical discipline. 
Implicitly, advocates of evidence-based psychiatry
(EBP) aim to bolster psychiatry’s ethical
acceptability by using evidence to protect patients
from incompetence or worse, the ill-intent of
individual practitioners. 

Through a population health focus, EBM and
EBP are grounded in utilitarianism.  EBM/EBP
strive for the ‘greatest good for the greatest
number’, where good is defined as improved health
or decreased harm to health.  Since improving
health is a basic goal of clinical practice, and
evidence-based practice is assumed to be the best
route to such improvement, EBM/EBP conclude
that they are ethically superior to pre-EBM practice.
Can EBM provide the moral substantiation sought
by psychiatry? 

This paper will present interview data from a
qualitative study examining beliefs about the ethics
of EBM held by members of three groups:
developers of EBM; experts about EBP; and
scholars who have philosophical or bioethical
perspectives regarding EBM/EBP.  Themes
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emerging from the interviews will be compared to
the theoretical, ethical foundations of EBM for
areas of concordance and discordance.  This
comparison will facilitate the development of a
triangulated description of EBM’s ethics.  The goal
of this session is to explore whether these ethics of
EBM can provide the ethical support sought by
psychiatry.

CRITIQUING BOLTON AND HILL’S MIND, MEANING AND
MENTAL DISORDER: CAN MEANINGS MAKE US ACT?
Nadia Halim    
 

This paper will examine the main claim of
Derek Bolton and Jonathan Hill’s Mind, Meaning
and Mental Disorder in light of two critiques. The
aim of the session is to assess how successful
meaning-based approaches to psychiatry have
been in breaking down the Cartesian mind/body
dichotomy. Bolton and Hill argue that Jaspers’
distinction between meaning and causation is
invalid; meaning, encoded in the brain, is causal. I
will address criticisms of this thesis from Eric
Matthews and Tim Thornton. Both argue that
meaning is in the whole person and the
environment, not the brain. This has little force
against Bolton and Hill’s thesis, as they assert that
meaning is not in the brain; rather the brain, by
encoding meaning, allows it to persist and remain
causally efficacious over time. Matthews argues
that Bolton and Hill have fallen into the trap of
believing that only causal explanations “count.” This
argument also fails, as Bolton and Hill draw
meaning into the realm of causal explanation for a
specific purpose – to unify hermeneutic and
neurological accounts into single, powerful scientific
explanations – and not because they believe non-
scientific understanding is worthless. Thornton
argues that Bolton and Hill, in attempting to draw on
W ittgenstein’s discussion of rule-following, have
simply replaced rules, which provide a normative
guide for action, with causes, which determine
action. This is the core difficulty with the thesis: it
erodes human agency. In this light, Matthews’
preference for a phenomenological understanding
of meaning may be more attractive.

LISTENING TO HOPE: A CRITIQUE OF PETER KRAMER’S
SCIENTISM
Jennifer Hansen

In 1993, Peter Kramer invited ethicists to think
through the possible ethical harms of “cosmetic
psychopharmacology” in his bestseller Listening toProzac. The least sophisticated opponents to
Kramer’s work, which unfortunately most
psychiatrists encounter, mischaracterize his
position as advocating unrestrained cosmetic

psychopharmacological enhancement aimed at
meeting patients’ demands to function “better than
well.” Kramer’s question in Listening to Prozac is
specific and deals with fluoxetine in particular. The
unsophisticated overstatement of what Kramer
means by “cosmetic psychopharmacology” is
precisely what leads careless ethicists, cultural
critics, and political pundits to decry that
psychopharmacological agents are either
threatening our moral character and free will or
enslaving us to the pharmaceutical-industrial
complex’ engineered type of humanity, i.e. shiny,
happy, industrious people.  In an attempt to move
this debate away from an extremist rhetoric
(liberation versus enslavement), I propose to
reframe the issue of cosmetic psychopharmacology
as being problematic to the concept of ‘hope’. 

My paper will criticize a more problematic
concept that Kramer introduces in his more recent
book, Against Depression:  the cost of caring
hypothesis. Kramer proposes with this hypothesis
that those who are more willing to attach to and
nurture others run a greater risk for developing
crippling depression in their lifetime.  The tenor ofAgainst Depression is a polemic against any view
that depression is anything but a disease that
needs to be fought with the same toughness as
cancer.  W ith this focus, Kramer reinterprets many
human attributes—such as caring—as signs of
depression. Essentially, I will argue that Kramer’s
campaign against depression has transformed his
more nuanced arguments for “cosmetic
psychopharmacology” into a zealous, scientistic
defense of biotechnology.  If we are to follow his
thinking, the real casualty in this war is hope.

THE RESILIENCE OF THE HUMAN SPIRIT: COPING WITH
ALZHEIMER’S DISEASE
Phyllis Braudy Harris

The problem: This second paper will continue
the theme of the symposium, by looking at how
people with dementia flourish and how such
flourishing can be encouraged. The problem is,
once again, to do with our understanding of the
selfhood of people with dementia.

The methodological approach: The
presentation is based upon qualitative research
using in-depth interviews to gather data from over
50 people in the early stages of Alzheimer’s
disease. The emphasis will be on the strength and
resilience of persons who actively face the
challenge of living a meaningful life, even with a
diagnosis of dementia. The results of this research
will underpin a discussion of: (1) the impact of
dementia on the person's concept of self; (2) the
various ways in which people with dementia cope;
and (3) what we as mental health care
professionals can do to facilitate positive coping
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strategies. 
Summary and Conclusions: The upshot of this

discussion is a reaffirmation of the idea of selfhood
in dementia, which in turn is to indicate the
possibilities of human flourishing, despite dementia.
Once more, this will in part depend on the attitudes
of others.

PSYCHOSIS RECONTEXTUALISED
Markus Heinimaa

This presentation belongs to a series of papers
that investigate the logic of some central psychiatric
concepts like "psychosis", "delusion", "insight",
"understanding" and “incomprehensibility”. The key
finding of these studies is the importance of the
grammars of “understanding“ and concepts related
to its demise (like “incomprehensibility“) in
describing psychiatric concepts. Drawing on the
analysis of the distinction between positive and
negative conceptions of “incomprehensibility”, it can
be shown that saying that something is
incomprehensible is not giving an explanation, the
reference of which would be the inconceivable state
of affairs depicted, that is, “incomprehensibility” is
not a referential concept. This has far reaching
implications for concepts like 'psychosis', which
depend in their use on the possibility to appeal to
"incomprehensibility" of some actions or
expressions. The question is: If defining
psychoticism is dependent on a non-referential
concept, what are we doing when asserting
psychosis as a nosological concept or as a
determination of a nosological concept? And if the
definition of delusion is dependent on evaluating
the incomprehensibility of a certain though or
reasoning, what are the consequences of finding
that we are not in the position of saying what
“incomprehensibility” amounts to? This discussion
opens the possibility of conceiving about
psychopathology in radically contextualized manner
and also shows how psychiatry as a discipline
cannot define its proper limits solely by appealing to
psychiatric concepts.

IS PSYCHOPHARMACOLOGIC TREATMENT COMPATIBLE
WITH HUMAN FREEDOM?
Douglas W. Heinrichs

Psychopharmacologic treatments consist in the
incorporation of molecules by a person to alter - by
causal, physico-chemical mechanisms - that
person’s experience and/or behavior, including
elements usually seen as expressions of the
activities of persons as free, autonomous agents. 
As such there would seem to be a prima facie
incompatibility between this therapeutic approach
and a view of persons as free. The concept of

second order desires and volitions (Frankfurt, 1971)
will be applied to argue that taking a psychotropic
medication can and should be the implementation
of a second order volition that often could not be
achieved as effectively or at all without the drug.
Hence it is a freedom enhancing activity. For this to
occur, several conditions must prevail in the
therapeutic encounter between patient and
psychiatrist. Beyond the obvious absence of
coercion of the patient to take the drug, these
include articulation between patient and doctor of
the desired changes that the patient seeks, ongoing
monitoring of such changes as well as unexpected
changes, and the integration of drug induced
changes into the patient’s overall lived experience
and view of self. An honest appraisal of these
issues requires that the myth that psychotropics
cause highly specific and predictable effects flowing
directly from a proximal mechanism of action of the
drugs be replaced by an appreciation of the
unpredictable (Heinrichs, 2006) and relatively
nonspecific (Healy, 2002) nature of drug effects.
Clinical examples will be used to illustrate.   

ASPECTS OF SUBJECTIVITY AND PERSONHOOD: SICH-
VERHALTEN-KÖNNEN AND ASSOCIATION  
Martin Heinze

This paper will follow three main theses. First:
the foundation of a theory of psychopathology is
only possible in connection with a theory of
subjecticity.
Second: the fundamental theory of subjectivity has
to be a theory of concrete subjectivity, i.e. has to
reflect the historical conditions of human existence
and the social conditions patients are living in.
Third: psychopathology as an applied theory of
subjectivity examines in its clinical proceedings the
patient´s damaged or lost possibility of self-
determination which will be reflected in the patient´s
symptoms and suffering.

The latter thesis points out that the psychiatrist
or psychotherapist - using subjectivity as a core
term of psychopathology - aims at understanding
the realization of freedom in human life and at
fostering it. In order to make such an orientation of
psychopathology - towards subjectively lived
freedom - more explicit, the paper will follow two
theoretical lines: the concept of Sich-verhalten-
Können by W olfgang Blankenburg and the concept
of association by Milan Prucha. 

TREATING ONESELF AS AN OBJECT?: WORRIES ABOUT
PSYCHOPHARMACOLOGY AND SELF-OBJECTIFICATION
Ginger A Hoffman

One ethical concern about taking Prozac and
related drugs is that this action is self-objectifying. 
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Specifically, the charge is:  if an individual takes
Prozac in order to achieve certain mental states (for
example, in order to change particular beliefs or
emotions), and she could have instead achieved
those changes via the exercise of her rational
capacities (for example, by reasoning with herself
in psychotherapy), then she is, in some way,
treating herself as an object.  And that treatment is
morally wrong.  

My aim in this presentation is to assess this
criticism; in order to do so, I will undertake an
examination of the notion of self-objectification.  I
maintain that it is not entirely obvious what, exactly,
counts as self-objectification, and whether self-
objectification is even possible.  For example,
during putative instances of self-objectification,
mightn’t the part of the self carrying out the
objectification remain immune from it?  If so, does
the act in question still count as self-objectification? 
Does it even make sense to posit a self divided in
such a way?

In answering this, I will draw from both Kantian
moral theory and analytic feminist literature on
objectification, freedom, and autonomy.  I will argue
that the answer lies in the possibility of “partial self-
objectification,” and that partial self-objectification is
(only) partially wrong.  I assert that some instances
of psychopharmacology count as partial self-
objectification and that, in the end, self-
objectification is a worry for psychopharmacology,
but is not as grave as some have maintained. 

AUTHENTIC AGING AND HUMAN FLOURISHING
Julian C. Hughes

The problem: In this paper the conceptual
problem to be addressed concerns what might
constitute authentic aging and how this might link to
notions of human flourishing. The problematic
clinical issue is to do with how we approach the
care of frail older people with mental health
problems, especially dementia. 

The methodological approach: The starting
point of the paper will be a comparison between the
experience of aging in England in the Eighteenth
Century and in the present. This comparison will be
used to introduce the notion of authentic aging. The
idea of authenticity also has philosophical roots in
the Eighteenth Century, but it was given additional
depth by the existentialists. This paper discusses
the idea of authenticity elaborated in Charles
Taylor’s The Ethics of Authenticity (1991). These
ideas are related to our understandings of authentic
aging. Our notions of what it is to age well stand
against (what Taylor calls) a ‘horizon of
significance’, which links to the idea of what might
constitute human flourishing. 

Summary and Conclusions: The conclusions of

this discussion are counter-cultural: despite
significant advances, perhaps the science of aging
and assistive technology will not provide us with
authentic aging. Perhaps authentic aging begins
where it always has done, in the context of human
relationships and against a background of particular
values and virtues. Appreciating the true nature of
authentic aging should guide our decision-making in
connection with decisions about older people with
mental health problems. 

THE PERSON WITH SEVERE DEMENTIA
Julian C. Hughes

The problem: This paper will confront the
problem that people with severe dementia often
seem to have lost their personhood in some sense
or another. If we are to claim that there is still room
for human flourishing in dementia, then we need to
argue that human person possibilities persist.

The methodological approach: As a way of
introducing this symposium, I shall consider the
arguments that suggest biographical life ends
sooner than biological life in severe dementia. I
shall then review some of the empirical evidence
that supports the notion of personhood being
present in severe dementia. Finally, I shall rehearse
a view of personhood in dementia – the situated
embodied agent view – that entails the possibility of
the self being held in place by others.

Summary and Conclusions: If personhood is a
reality in severe dementia, as suggested both by
empirical data and by philosophical argument, then
there is the possibility of human flourishing. In large
measure, however, this might reflect the
environments of care for people with dementia.

OPEN PLACEBOS
David A. Jopling

“If a patient knows that a treatment is a
placebo, then the treatment cannot be of benefit”
Lieberman and Dunlap (1979: 553). Is this true? Is
it obvious? It is certainly true that open placebos are
rarely used: what could be more apparently self-
defeating than administering a treatment while
informing patients that what they are receiving is
inert or bogus? It is also true that open placebos
have been the subject of very little systematic
research, and little conceptual, epistemological,
methodological, and phenomenological analysis. Is
there no use at all for open placebos in psychiatry?
Is the very idea a non-starter?

In the first part of this paper I explore some of
the untested assumptions and misconceptions
about open placebos. These include the following:
a) open placebo treatment is unethical because
patients are not receiving the best care available; b)
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patients will not accept open placebo treatment; c)
placebo treatment will not be effective if both the
patient and the clinician know that the pill is
pharmacologically inert; d) if there is any
therapeutic improvement with open placebos, it is
transient, and is not as real or durable as the
improvement that occurs with bona fide treatments.
To challenge these misconceptions, I review a
handful of theoretical papers on open placebos
(Vogel et al 1980; Brown 1994; 1998a; 1998b;
Aulas and Rosner 2003), and one clinical trial (Park
and Covi 1965). 

In the second part of this paper I outline some
of the parallel fronts in which research on open
placebos might proceed. These include: a) the
definition of open placebo; b) the conditions of open
placebo administration; c) the logic of patient belief;
d) the phenomenology of patient response to open
placebos; e) the ethics of giving open placebos; f)
the harnessing of the open placebo response in
clinical trials.

I conclude with the speculative suggestion that
for some psychiatric patients, open placebos may
serve to unlock the mind/body’s biologically
programmed capacity for self-healing as effectively
as placebos administered under conditions of
deception or intentional ignorance.

HYSTERIA AND THE VARIETIES OF DECEPTION
Richard Kanaan

Hysteria (conversion disorder) is thought to
involve the unconscious production of symptoms
that resemble neurological disorder.  It is not
usually possible to distinguish this from deception,
however, leading some authors to advocate
dropping the diagnostic distinction from feigning. 
This would appear to invite substantial moral
condemnation for patients with hysteria.  In this
paper, I shall argue that deception is not a unitary
concept, so that hysteria may indeed involve a form
of deception without necessarily invoking the moral
implications of lying.  The evidence for and against
deception in hysteria is considered, and a
taxonomy of deception outlined.  The evidence is
argued to ultimately support deception as a model
for hysteria, but arguments are presented as to why
this need not be considered lying.

RESPONSIBILITY, REACTIVE ATTITUDES, AND THE
PSYCHOPATH
Jeanette Kennett

Suppose that scientific evidence increasingly
supports the conclusion that high scoring
psychopaths cannot meet the conditions of morally
responsible agency. I argue that this is indeed the
case. Resistance to such a conclusion seems to
me to be sourced, not in counter-evidence or in

alternative principled and plausible conceptions of
moral agency, but in the reactive attitudes that the
remorseless behaviour of violent psychopaths tends
to elicit.  These attitudes - of horror and anger for
example - seem well-justified; indeed it would be
psychologically unrealistic to expect people to
eschew them. It is a short step from these
responses to the assumption that blame is justified
and the psychopath is indeed morally responsible.  I
argue for a more nuanced understanding of the
reactive attitudes. Moral condemnation and
attributions of responsibility can come apart,  and in
the case of the psychopath they should come apart.

AUTONOMY, PSYCHOSIS, AND INVOLUNTARY
TREATMENT: THE LAW’S NARROW VIEW
Dora W. Klein

The primary objection to involuntary treatment
is autonomy.  Respect for autonomy, many scholars
have argued—and most courts have agreed—is
inconsistent with involuntary treatment.  Such
arguments, however, reflect a too-narrow view of
autonomy as well as a too-narrow view of the
values that are at stake in decisions about
involuntary treatment for episodes of acute
psychosis.  In particular, the law’s view equates
autonomy with choice.  But people who are acutely
psychotic often desire to make several
different—and incompatible—choices: they wish to
refuse treatment but they also wish to lead full,
independent lives.  By respecting only the negative
choice—the choice to refuse treatment—the law
fails to adequately protect positive
freedom—freedom to pursue social, educational,
and vocational goals, for example.

By equating autonomy with choice, the law fails
to appreciate that for people who are experiencing
an acute psychotic episode, whatever measure of
autonomy is respected by allowing a choice to
refuse treatment might well be far less substantial
than the autonomy that is forfeited by not treating
psychotic symptoms.  Furthermore, even beyond
enhancing autonomy, involuntary treatment for
acute psychotic symptoms is desirable because it
promotes other human values, such as health,
safety, and the capacity for social relationships.  In
some cases, promoting these other values will not
justify over-riding a choice to refuse treatment.  But
the law should at least consider the possibility that
in other cases, the good that comes from
respecting choices will not be enough to justify the
harm of unremitted psychosis.

WHEN COERCION LACKS CARE: DECISIONAL
COMPETENCY AND PARENS PATRIAE COMMITMENTS
Dora W. Klein

In every state, the government may commit to
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involuntary treatment someone who, because of a
mental illness, is a danger to herself or to other
people.  W hen someone is committed because she
is a danger to others (a police power commitment),
the government may administer involuntary
medication even when the committed person is
competent to make her own decisions regarding
medical treatment, so long as involuntary
medication is the least restrictive means of
diminishing dangerousness.  But when someone is
committed because she is a danger to herself (a
parens patriae commitment), the government may
administer involuntary medication only if the
committed person is incompetent to make her own
medical treatment decisions.

The problem with these legal rules is that in
most states, the standard for determining
competency to make treatment decisions is very
undemanding, requiring only the capacity to
understand the advantages and disadvantages of a
proposed treatment.  Most people, even those in
the midst of an acute psychotic episode, are not so
impaired as to be incapable of understanding the
proposed treatment.  They might refuse treatment
because they do not believe they are ill, or because
they believe their doctors are trying poison them,
but usually such beliefs do not make them
incompetent to refuse treatment.  This paper
concludes by proposing that standards for
competency should require a general appreciation
both of the illness and of the broad (i.e., not strictly
medical) consequences of refusing treatment, such
as extended hospitalization and loss of social or
vocational opportunities.

COERCION FOR THE SAKE OF FREEDOM: COVERT
PRESUMPTIONS ABOUT FREE WILL IN THE DISCUSSIONS
OF INVOLUNTARY TREATMENT
Donna C. Kline

In this paper, I argue that the debate over
involuntary treatment contains paradoxical
commitments involving free will and freedom.  

Although, of course, involuntary treatment can
take place outside a hospital, as famously occurred
during the heyday of Freeman’s lobotomy
treatments, the paradigm case of involuntary
treatment is commitment.  Debate over involuntary
treatment is informed by three events in the history
of psychiatry.  These events are the reforms in the
treatment of the hospitalized mentally ill patient
beginning with Pinel, the massive release of
patients from state mental hospitals, and the
hospitalization dissidents in the Soviet Union.  

Each of these iconic events symbolizes one
facet of the debate.  Humane treatment represents
compassion as justification for coercion.  Release
from mental hospital represents recognition of the
patient a citizen entitled to the same social liberty

as others.  Psychiatric repression of dissent
represents the fear that all coerced treatment seeks
to impose social conformity.  

I argue, however, that these “case histories”
can be differently understood when the underlying
philosophical commitment is exposed.  Specifically,
these paradigm cases can be said to contain the
same ideology of free will.  In this ideology, one
party to the transaction (the patient) lacks true free
will while the other (the physician) is truly a free
agent.  Then, paradoxically, one free agent (the
psychiatrist) restricts the unfree patient’s social
liberty for the purpose of restoring “true” free will.

METAETHICS AND SCIENCE: THE VALUE OF FREEDOM
AND THE NATURE OF THERAPY
Donna C. Kline 

The fields of psychiatry and psychology are
riven by debates over what therapies are effective,
economical, and generally “best.” 

It is axiomatic that the goals of psychiatric
intervention are permeated with normative
concepts.  The apparently scientific terms such as
“healthy” or “normal” contain extensive normative
commitments in the area of mental health.  (Indeed,
the same may be said of much of medical practice,
although the normative elements may be more
obscure.)  For one famous example, Freud’s
description of a normal woman as one who desired
to take care of a husband and children clearly
embodied the social ideal of womanhood in his
society and time.  

In this paper, I argue that a particular concept
of freedom affects the choice of treatment method
in two ways.  First, of course, the psychiatrist’s
more or less conscious valuation of a certain kind of
freedom may his or her choice of method.  
Specifically, the psychiatrist may believe that self-
determination is the most valuable human faculty. 
To look to Freud again, successful psychoanalysis
liberated the patient to love and to work.  A
contemporary psychiatrist might regard a course of
treatment as successful if, for example, the patient
acquired the psychic freedom to leave an abusive
relationship.  

However, I also argue that a concept of
freedom underlies the theoretical commitment to
particular modes of therapy.  This concept involves
the ideas (1) that human beings have free will, (2)
that they desire to exercise their free will, (3) that
psychopathology is pathological in that it impedes
the exercise of free will, and (4) that certain
interactions with a psychiatrist (including
medications) can liberate the patient from these
impediments.  In other words, ideas of freedom
affect not only the values of therapy but the theory
of it. 
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ON CAUSALITY IN PSYCHIATRY
Jakob Korf

Ideally a psychiatric diagnosis leads to a well
defined intervention, resulting in predictable
therapeutic outcome, thus illustrating firm causality.
But causality in major depression is often weak. For
instance, unrelated interventions (e.g. medication,
physical activity, cognitive therapy, ECT) produce
relatively weak therapeutic effects, often hardly
different from placebo. (Van der W erf et al., Major
depressive episodes and random mood. Arch Gen
Psychiatry. 2006; 63: 509-18). I address the
question whether weak causality is due to a lack of
current knowledge or it is inherent to psychiatry. 
W e have introduced the idea of an iso-energetic
brain, that is a brain without functional barriers,
implying that performance of mental tasks does not
require metabolic energy (Korf and Gramsbergen.
Timing of potential and metabolic brain energy. J
Neurochemistry 2007; 103: 1697-708). So 1st

oxygen and glucose consumption is restorative, 2nd

past experiences become functional anatomy,
accessible by any stimulus, 3  emerging functionalrd

configurations are principally irreducible and
unpredictable. 

The concept of an iso-energetic brain explains
1  irrelevance to distinguish between mental andst

biological phenomena’s, 2  possibility of placebond

effects, 3  stochastic and random processesrd

prevail rather than deterministic causality, 4 theth 

often observed weak relationships between gene
variants and psychiatric illnesses, and -5 - providesth

a biological basis for free will. The present concepts
may apply to depression and anxiety, but not
necessarily to such “hard” disorders as bipolar and
schizophrenic disorders. 

ABILITY, DISABILITY, AND FREEDOM
Robert S. Kruger

The concept of freedom is one which usually
applies in political or moral realms.  In most cases,
we think of constraints on freedom as those
imposed by other agents who restrict or seek to
restrict particular actions by others.  However, we
generally take for granted that, in a particular set of
circumstances, we might act in a particular way if
we had the opportunity to do so.  Often ignored in
such discussions of freedom is the possibility that
some agents are unable to act because of inherent
limitations in their agency.  Such limitations in
freedom are imposed upon agents by an inability to
act owing to some underlying condition which
prevents the sorts of action in which most of us can
freely engage.  These conditions are properly calleddisabilities insofar as they constrict the potential of

an actor to do what others in a society could easily
do.  

This paper will discuss the conceptual
foundation of our current thinking about abilities,
disabilities, and our professional responses to the
latter. Two examples of disabilities, dyslexia and
Asperger’s syndrome, are considered in particular
with a view to considering their wider implications
for our thinking about freedom and the conditions
which might constrain it.  Specific emphasis is
placed on the notion of intervention and what, as
clinicians, we want interventions to do.  Finally, the
moral implications of interventions are discussed in
relationship to the role of the clinician as a purveyor
of values.

NARCISSISM, PSYCHIATRY AND FREEDOM
Thomas S. Kubarych

Narcissism is an area of active psychiatric
research that bears directly on relations between
self and other, human freedom, mental health,
crime, moral responsibility, eudaimonia and volition. 
There have been many complaints, however, that
the term is used in too many different ways to be
useful.  There are also problems with
measurement, overlap with other constructs,
treatability, and amenability to scientific research. 
For these and other reasons, Narcissistic
Personality Disorder may be deleted in DSM-V.  

W e will use W ittgenstein’s method of looking at
how the term is used and how it came to have
those uses.  These uses include self-love, power,
sex, phases of development, mental illness, mental
health and well being, self esteem and more.  W e
first will conclude from this review that narcissism
has to do with relationships between the part and
the whole which, in the case of humans, inevitably
lead to issues of love (what am I willing to do for
others?) and power (how do I get what I want from
others?); that research on narcissism remains in
Kuhn’s pre-paradigm phase; and that the construct
is only partly amenable to scientific research but
nonetheless important.  W e will then argue that the
long tradition in psychology that focuses on
love/power (interpersonal circumplex; agency and
communion; the “Big Two” of the Five-Factor Model
of personality) can and should inform research on
narcissism, and that aspects of narcissism not
amenable to scientific research can also be
informed by religious and spiritual traditions.  

COMPULSION AND THE ETHICAL OBLIGATIONS TO LIMIT
MENTAL FREEDOM 
Donald Uzoma Masi

This paper employs deontological arguments to
support committing patients without their approval. 
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In this context, coercion and medical paternalism
are justified if practiced for patients' best interests
and with defined conditions for their use.  Political
philosophy offers important perspectives on the
limited freedoms of an individual in society.

This session posits that psychiatrists have
duties of care to individual patients but also have
important ethical obligations to society.  In addition,
citizens have a duty to act as functioning members
of society.  This is an enforceable concept. 
Psychiatrists should accept their role in policing and
treating aberrant behavior resulting from psychiatric
illness.  One method to achieve this is compulsory
hospitalization. 

This paper focuses attention on the ethical
obligations of psychiatrists and citizens to society.
Repression of dissidents in the former Soviet
Union, under the veil of psychiatry, was an abuse of
compulsion insomuch as its purpose was outside a
medical context.  To analyze the relative merits of
compulsion in psychiatry, a number of conditions
are necessary.  In this paper they are presented as
assumptions:  firstly, involuntary hospitalization
helps certain psychiatric patients; secondly, that we
have objective, standardized means of defining
mental illness and assessing risk.  This practice
does not violate human rights, as limiting the
individuals' liberties to seriously harm self and
others is consistent with natural law and people are
duty-bound to follow law in other respects.
Accordingly, if mental illness renders a person
incompetent and dangerous, the psychiatrist is
justified in treating their illness without consent.

SAFE CARE IN A PSYCHIATRIC SPECIAL CARE UNIT
(PSCU)
Angelina Medjed, Elizabeth Eastwood, and
Marilynn Ryan

Psychiatric Special Care Unit (PSCU) is a
contained area within the Inpatient Psychiatry
Department and is reserved for patients requiring
more intensive care and/or monitoring. The goal is
to ensure the provision of medically necessary
psychiatric treatment in an environment that is safe
for patients and staff.   PSCU specializes in the
treatment of individuals experiencing an acutephase of a mental disorder and provides a safe andsecure environment for short-term , high level
intensive assessment, care, treatment and therapy
to those clients who cannot be managed within the
boundaries of the open ward.

The secure area is designated to regulatebiological, psychological social and environmentalboundaries. This multi-disciplinary approach aims
to maintain patient dignity and to facilitate a
pathway back to the community while ensuring that
all services strive for quality of treatment with

sensitivity to gender, religious beliefs, ethnicity and
sexuality.

The Mental Health Unit of Credit Valley Hospital
utilizes a multi-disciplinary, comprehensive and
collaborative approach. Using The Tidal Model, a
holistic approach to patient center care, allows the
patient to own their story and reflect from it offering
insight to the health care team. The Unit strives to
provide patients with opportunity to better
understand the crisis or behaviour that resulted in
their admission and to learn coping skills reducing
the risk of relapse through an environment that is
conducive to rapid recovery through safe
therapeutic intervention (Medical, Nursing and
Occupational Therapy), activities and cultural
sensitivity. 

Research shows that the rate of seclusion
varies from 4% to 66% of admission to psychiatric
facilities. The Nonviolent Physical CrisisIntervention (NPCI) training program which is based
on the philosophy of providing the best care,welfare, safety and security for the client as well as
incorporating high levels of communication
throughout the treatment periods which reduced
this rate to 28%. 

ECCENTRIC SUBJECTIVE REDUCTION AND FREEDOM
Donald Mender

It is widely alleged that twenty-first century
psychiatry's fascination with  neuroscience shackles
its theoreticians and practitioners to the unfreedom
of objective determinism.   This paper will argue
that room for freedom may yet be found within the
domain of neuroscience, but only if neuroscience
evolves beyond the foundational limits of both
deterministic causality and objectivity.

Neuroscience's breakout from the prison of
determinism is already partly within the realm of
theoretical possibility.  The mainstream
connectionistic paradigms of parallel distributive
neural network theory employ analogies to far-from-
equlibrium statistical mechanics whose non-linear
mathematics imply a breakdown of determinism. 
More controversial but increasingly rigorous ideas
about the possible quantum-computational nature
of brain processes relevant to consciousness aim to
anchor the physics of cognition in irreducibly
random events.  And Roger Penrose's radical
gravitonic model of a completely "non-
computational" neural substrate for the conscious
mind seeks to remove not only causal determinism
but mechanistic randomness as well from the 
parlance of neuroscience;  this last act of
abstraction lays the groundwork for a truly free
psychobiology.

Yet a Penrosian approach only sets the stage
for theoretical liberation of the brain;  Penrose's
positing of an objective gravitational mechanism for
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a consciousness-generating reduction of quantum-
computational brain condensates leaves subjective
self-choice, the sina qua non of existential freedom,
still out of conceptual reach.  The next liberating
leap will require a decentering subjectivization of
Penrose's "objective reduction."  

The relevant shift will have to move the site of
the local supersymmetry required by quantum
gravity to the observing subject's side of the
measurement "cut," obviating any need for occult
objective supersymmetrical partners by expanding
the possible pluralities of the measuring agent. 
Potential methods for accomplishing this change
will be discussed in reference to the "ESR"
(Eccentric Subjective Reduction" model of pseudo-
gravitonic wave function collapse. 

FREE WILL, OBSESSIVE-COMPULSIVE DISORDER AND
CONTROL
Gerben Meynen

In current analytic philosophy of free will the
concept of control is central. The seemingly self-
evident idea is that free will requires control. Briefly
stated, the general line of thought is that if I am not
in control of what I am doing, I cannot be
considered to act freely and therefore I will not be
considered morally responsible for what I am doing.
Some philosophers even hold that to be ‘in control’
is sufficient to be considered a free agent. In my
presentation, however, I will test the apparently
basic and generally accepted view that freedom
requires control. 

I will do so using the psychopathological
condition of obsessive-compulsive disorder (OCD).
Mental disorders frequently feature in philosophical
discussions on the freedom of the will. Usually such
disorders are deemed to show a lack of control.
Yet, OCD seems to be an exception to the rule, for
the person suffering from OCD seems, in a way, to
have more control than we usually have. I will first
discuss the relationship between OCD and control
and then I will use this psychopathological case to
challenge the idea that freedom requires control. In
the end I will try to explore an alternative
relationship between freedom and control. 

In this way, I hope, on the one hand a
philosophical issue will be elucidated using a
psychiatric case, on the other the philosophical
issue of freedom and control may help to reflect on
the nature of OCD. 

THE LITERARY NEUROSCIENCE OF KAFKA’S
HYPNAGOGIC LABYRINTH: HOW LITERATURE INFORMS
THE NEUROSCIENTIFIC STUDY OF SELF AND ITS
DISORDERS
Aaron L. Mishara

Kafka’s writings have been interpreted as
representing the historical period of modernism in
which he was writing. Little attention has been paid,
however, to the possibility that his writings may
reflect neural mechanisms in the processing of self
during hypnagogic states. It is generally recognized
that Kafka suffered from dream-like hallucinations
(i.e., hypnagogic) during a sleep-deprived state
while writing. This paper discusses reasons
(phenomenological and neurobiological) why the
self projects an imaginary double (autoscopy) in its
spontaneous hypnagogic hallucinations and how
Kafka’s writings help to elucidate the underlying
cognitive and neural mechanisms. A method for
how the natural and human sciences mutually
inform one another is proposed.

DEPRESSION: THE MELANCHOLIC TRUTH
Mario Rossi Monti

The Author adopts Daniel Stern’s distinction
between awareness and consciousness and
applies it to the psychopathology of depression.
Awareness of depression means having the
immediate experience of depression: the quality of
the depressive experience. Instead, consciousness
of depression implies the ability to objectify one’s
own depression.  By saying “I am depressed,” one
is objectifying a part of himself that he describes as
depressed.

In melancholia, the extreme form of depression,
the patient is aware of his depression but does not
have consciousness of it. In fact, he cannot say “I
am depressed.”  Rather he says “I do not feel
anything,” “I am dead,” or “I am unworthy to live.” 
Sunk into his depression, the melancholic cannot
reach any point of view on his depression.  The
drama of the melancholic consists in losing
awareness of his depression. 

As we move from melancholia toward milder
forms of depression, awareness of depression
blends with consciousness of depression in
different ways. At the opposite pole, consciousness
can take different forms. Therefore, “I am
depressed” can mean “I am frustrated” or “I am
ashamed,” and so on. 
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In conclusion, we cannot concentrate our
attention exclusively on the quantity of depression
(as measured by the Hamilton scale or by the
“severity” criteria in DSM-IV). Quality of depression
is more important. Quality means the modality in
which the patient lives his depression and the
position he adopts about it. This position expresses
his grade of freedom and configures a field for
possible therapeutic interventions.

‘YOU WILL BE LIKE GOD’: FASCINATION OF FORCE AND
SOCIAL CONFORMISM IN TWO EPISODES OF WAR
Martino Rossi Monti

Recalling some historical episodes and
philosophical reflections, the Author shows how
ordinary human beings turn into murderers. As
proved by several psychological experiments, a
very large percentage of subjects put in a certain
situation can be easily convinced to perform acts of
cruelty towards others. Every man is subject to
what Philip Zimbardo calls “the Lucifer effect.” In
fact, wickedness is rarely the manifestation of a
diabolical profundity. A combination of contingent
elements is enough to turn an ordinary man into a
murderer or a tormentor. According to Zimbardo,
evil acts are often the outcome of situations rather
than peculiar psychological dispositions. This is
also what Plato predicted. Every man would turn
unjust if he possessed the ring of Gyges, which
made the owner invisible. He would conduct
himself as “a god among mankind,” clearly
inebriated by his absolute power.

The essay examines war episodes in which the
atrocities are not the effect of war’s exasperation
and degradation, but the outcome of issues such
as banal calculations of interest, conformity,
imitational factors and pleasure in killing
gratuitously. It is equally true that environmental
and social contexts can produce wickedness
precisely because evil is a fundamental component
of human nature and not just an exceptional
feature. Nonetheless, there is always someone
able to resist such influences and do the right thing.
How can this happen? W hich factors can prevent
evil from being unleashed? Is it a particular mindset
or just the power of chance? W hat is the role of
freedom?

A KUHNIAN THEORY OF FREE WILL
Evan Moreno-Davis

The concept of free will has undergone radical
alterations throughout its history, due in large part
to changes and refinements in our understanding of
"unfreedom," including the myriad psychiatric
conditions that can prevent individuals from being
fully in control of themselves.  In this paper, I

defend the idea that free will is a revisable folk
psychological construct and explore the implications
of this view.  By invoking case studies from the
history of psychiatry as well as contemporary work
in the philosophy of mind, I make the case that our
current understanding of free will has many of the
properties of a scientific paradigm, as characterized
by Thomas Kuhn.  Such a view would have radical
consequences for the evolution of the concept, and
also presents a new possibility in the debate
between incompatiblists and compatibilists; namely,
while determinism may be compatible with free will,
it may be impossible to comprehend this kind of
free will from within our current paradigm.  I then
attempt to further motivate this conclusion by
inference from parallel historical cases, and briefly
offer some considerations regarding how science
can address the current unsettled state of free will,
and how it may contribute to the concept's future
development.

CROSS-CULTURAL PSYCHIATRY IN KENYA
David Ndetei

There are currently 70 psychiatrists in Kenya for
an estimated population of 35,000,000 giving a
psychiatrist: population ratio of 1:500,000, the best
South of Sahara and outside South Africa (Ndetei et
al. 2007).  Despite tremendous resources in training
of Psychiatrists this ratio has remained the same for
the last 10 years.  Kenya will not, in the foreseeable
future, achieve the ratios that are currently found in
the W estern countries.  This poor ratio is further
complicated by the inequitable distribution within the
country so that the over-whelming majority of
Kenyans who need psychiatric care have no access
to a psychiatrist because of distance and
affordability. There is therefore the need for
peculiarly domestic innovative alternatives that are
appropriate, available affordable, and accessible. 
One of these is the training of middle grade non
psychiatric mental health workers who will be
available to practice in any part of Kenya and can
recognize and manage most mental health
problems and refer only those that need more
expertise.  Secondly, it has been shown that
spiritual and traditional healers do provide
affordable and accessible mental health services
and are widely consulted.   It is therefore
appropriate to develop programs that constructively
engage and educate them on scientific methods so
as to complement and improve their practices. This
paper will discuss the progress being made in these
innovative approaches.
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POLITICIAN'S BEHAVIOR AND MENTAL HEALTH- THE
ARGUMENTS CONCERNING COMPULSORY MENTAL
STATE TESTING FOR POLITICIANS IN NIGERIA
Olufemi Olugbile, Matthew Zachariah, and Ben
Isichei

There is a widespread belief among the
general population in Nigeria that politicians behave
badly in the public domain. It has been suggested
that politicians should undergo some form of
mental state testing before they are considered
suitable to contest for public office. The idea is very
controversial, especially as it is bound to get into
the murky area of personality disorder, and
because it affects the human rights of the individual
politician.   This paper is an effort to clarify the
issues and situate the discussion in the context of
existing knowledge on the relationship between
Politics and Mental Disorder.
Method

A survey was carried out among the three
groups of stakeholders in the matter – the general
public, professional politicians, and mental health
practitioners, using questionnaires specially
designed for the project, as well as a personality
assessment instrument (Adjective Check List).
A literature search was also carried out to seek
evidence of existence of mental health issues in
politicians, and previous initiatives in the matter..
Results 

A significant minority of the general public are
worried about the judgement exercised by their
politicians, attribute negative personality attributes
to them, and would like to see some sort of
psychiatric examination. 
Conclusions

The whole field is fraught with danger
concerning the human rights of the politicians, the
objectivity and significance of the tests, the manner
in which the test results are to be employed, and
the fact that the initiative lacks significant
precedent.

IS MENTAL INCAPACITY A NECESSARY CONDITION FOR
COERCION IN PSYCHIATRY?
Gareth S Owen

There has been much theoretical debate about
the relation of mental capacity to treatment
coercion in psychiatry. One view has been that
mental capacity is 'inadequate' for real life decision
making about treatment coercion because it is
simplistic. Another view has been that if mental
incapacity cannot be made an explicitly necessary
condition for treatment coercion then psychiatric
practice faces insurmountable ethical problems.
This paper takes an empirical approach to this
debate and aims to look at how common treatment

coercion is in the presense of mental capacity in the
general psychiatric setting. It also presents some
evidence on the 'hindsight' of people who have lost
mental capacity, been treated coercively and then
regained mental capacity. It is argued that the
extant theoretical debate about mental capacity and
treatment coercion has suffered from a poverty of
clinical research and that the time has come for
theorists to take an interest in the clinic.

MORAL QUANDARIES WHEN FACED WITH
INDETERMINATE AUTONOMY OF PEOPLE WITH MENTAL
ILLNESS
Christian Perring

There are distinct moral problems in interacting
with people with mental disorders stemming from
the indeterminacy of their autonomy.  W e should
not blame people with certain mental disorders for
some of their problematic behavior.  This is
exemplified in law by the insanity defense, but holds
true in a wide variety of other legal and moral
cases.  Yet we can also hold mentally ill people
responsible for some of their actions.  The problem
arises because very often there is insufficient
evidence to tell whether a specific action was
symptomatic behavior resulting from a mental
disorder.  This can be for a number of reasons: (a)
it is hard to determine which mental disorders the
person has; (b) mental disorders are expressed
differently in different people; or © mental disorders
are expressed differently in the same person over
time.  In legal settings, this problem is dealt with by
assigning the prosecution or the defendant the
burden of proof with a set standard of evidence. 
However, in everyday moral settings, such an
approach is not just impractical, but inappropriate. 
The decision whether to hold a mentally ill person
responsible for their actions in such cases is also
indeterminate, but since a decision has to be made,
a number of moral considerations are relevant.  In
holding the subject morally responsible for
wrongdoing, one will subject them to blame and try
to instill in them guilt for their wrongdoing.  On the
other hand, in treating them as unable to control
their actions, one is no longer regarding as a moral
agent, and thus as no longer a member of one's
moral community.   

AT THE LIMITS OF ACCESS: PSYCHIATRIC CARE IN THE
DEVELOPING WORLD
James Phillips

In a discussion of different forms of access to
mental health care, and the implications for human
freedom of varying styles of access, we need to
include in our discussion an extreme variation on
this theme: no access. W hat may seem the
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exceptional case is in fact the rule. According to a
recent report of the W HO W orld Mental Health
Survey Consortium (1), between 76.3% and 85.4%
of the seriously mentally ill in developing countries
received no treatment in the twelve months prior to
the W HO survey. In another report (2) W HO
reported that the majority of the world’s 450 million
people suffering from neuropsychiatric disorders
live in developing countries and that fewer than
10% have access to psychiatric treatment.
According to still another recent W HO report (3)
approximately 14% of the global burden of disease
is attributable to neuropsychiatric disorders, second
only to infectious disease. In this presentation I will
first describe the generally bleak picture of lack of
access in the developing world, then focus down on
the country of Peru. I will highlight the
consequences of lack of access for human
freedom in that cultural setting, and I will then
describe an effort in which I am involved to provide
access in an impoverished, Andean city. I will
conclude with remarks on both the economics of
access in a third world setting and the ethical
implications of denying access. 
1. WHO World Mental Health Survey Consortium.

Journal of the American Medical Association, June
2, 2004, Vol 291: 2581-2590.

2. Science, January 27, 2006, Vol 311: 458-461.
3. Prince M, Patel V, Saxena S, et al. No health

without mental health. Lancet. Sept 7, 2007.
370:859-877.

NEUROSCIENCE AND FREEDOM IN PSYCHIATRY: FROM
KANT TO DENNETT
James Phillips

As neuroscientific findings  accumulate in the
psychiatric laboratory, the tension between the
laboratory and the consulting room continues to
mount. Framed in another terminology, this is the
tension between the psychiatry of brain and the
psychiatry of mind. W hile discoveries of the
remarkable neuroplasticity of the brain narrow the
gulf between brain and mind, we are far from an
imagined isomorphism between these two
domains. In the laboratory we treat  individuals as
biological organisms and emotional problems as
medical illnesses. In the consulting room we
assume, in Dennett’s phrase, the intentional
stance; we still use the language of meaning and
choice. W hen using medication we mix the
discourses of brain and mind without a language to
effect the needed translation. In this presentation I
will argue that the tension between brain and mind
in psychiatry will not be resolved by scientific
findings, that the tension will require philosophic
reflection and a language to bridge the still
incommensurable semantic realms. In this

reflection we may also come up against the limits to
the desired resolution of the brain/mind tension. 

ADHD, BIOLOGY AND CULTURE
Neil Pickering

Contrary views about whether contemporary
biomedical diagnoses such as ADHD cross
cultural/historical borders seem to rely upon the
same model.  This model emphasises the
differences between cultures and the universalities
of biology.  Those who think ADHD is culturally
constructed see its claimed presence in
different/past societies as a form of medicalisation,
and draw attention to the alternative accounts
available in those other societies.  Those who
believe ADHD is a biological reality see it expressed
in culturally distinct ways in historically/culturally
distinct settings and emphasise underlying psycho-
biological similarities.  W e raise questions about the
model upon which both views rest, and propose the
interdependence of culture and biology in the case
of ADHD.  Our examples include literary figures
such as Bao-Yu (central figure of the Chinese
classical novel The Story of the Stone/Dream of theRed Chamber) and Fidgety Philip (from one of
Heinrich Hoffmann’s Struwwelpeter poems) both of
whom have been diagnosed with ADHD in C20th.

INFORMATION OR COERCION:  SHOULD INFORMATION
ABOUT THE POSSIBILITY OF COMPULSORY TREATMENT
BE PART OF THE INFORMED CONSENT PROCESS FOR
MENTAL HEALTH PATIENTS?
Neil Pickering

In informing patients about what may happen if
they don’t voluntarily accept mental health
treatment, professional health carers may face the
question “should I inform the patient about the
possible use of compulsory treatment for mental
disorder?”  Not to inform patients of the possible
use of such coercion may seem to be to be omitting
or ignoring information that the patient needs to
enable him or her to make an informed choice.
However, to inform patients that coercion may be
used may appear to constitute a threat.  W e
compare the situation where one informs a mentally
ill patient of the possible use of compulsory
treatment to a situation where one mentions a bad
prognosis to, say, a cancer or heart patient.  W e
question whether the analogies or the disanalogies
are stronger or clearer, and draw conclusions
based on our answer.
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FREEDOM, COERCION AND THE TREATMENT OF
SUBSTANCE DEPENDENCE
Douglas R. Porter

A peculiar aspect of substance dependence is
the compulsive nature of the disorder.  Substances
are used in a seemingly involuntary manner.  DSM-
IV criteria for substance dependence such as
“unsuccessful efforts to cut down” and using more
of a substance “than was intended” underscore this
involuntary element of the disorder.  Treating an
inability to act according to ones better judgment
would seem to clearly advance the cause of
freedom, helping a patient to overcome an internal
form of coercion.  But, the disordered status of
substance dependence cannot be reduced to an
internal state of conflict.  Other DSM-IV criteria for
the disorder are content to rely upon third person
judgments that “a great deal of time” is spent in
activities related to the substance, and that
“important…activities are given up or reduced
because of substance use.”  These criteria clearly
contain suppositions about the nature of a life well
lived.  As such, the diagnosis of substance
dependence could be interpreted as an incursion
on the freedom of self-determination, the imposition
of a particular ethos.  After all, treatment may be
primarily focused on the patient’s “denial” that their
use of substances presents any problem
whatsoever.  W hile I agree that the pathology of
substance dependence cannot be reduced to an
issue of compulsion, I would argue that treatment
of substance dependence does not necessarily run
counter to a concern for liberty.  The complicated
relationship of “self to self” revealed by the
experience of compulsion provides a locus for
discerning the role of freedom in the treatment of
substance dependence.

IS OBJECTIVITY A PSYCHIATRIC VALUE?
Claire L. Pouncey

This presentation will explore philosophically
the notion of scientific objectivity as it is used in
psychiatry, and the proscriptions this notion
imposes on conceptual progress.  My goal is to
explore whether psychiatry unnecessarily maintains
the strict fact/value dichotomy that philosophy of
science all but abolished.  At the end of the
presentation participants will be able to describe a
conception of objectivity that recognizes the
contribution of values to legitimate scientific
knowledge.

Psychiatry is an empirical science that studies
events and constructs that we cannot observe
directly.  The field has been criticized as
“pseudoscience” on grounds that mental disorders
do not exist, that our measurement instruments are
inaccurate, and that personal and social values

bias the entire field.  Such criticisms provoke
emphatic efforts to make psychiatric science as
objective as possible, both in the sense that its
observations are unbiased, and in the sense that its
generalizations are value free.   

In this discussion I will argue that objectivity
itself is a value.  First, I will review important
challenges to the fact/value distinction in
contemporary philosophy.  Next, I will explore the
notion of “epistemic virtues” as contributors to any
objective scientific conclusions.  Finally, I will
illustrate how conceiving objectivity as a value,
rather than as the sole criterion of legitimate
medical science, may allow progress toward
answering some of the conceptual questions that
psychiatry continues to debate.

IS PSYCHIATRIC ETHICS PART OF THE PHILOSOPHY OF
PSYCHIATRY?
Claire L Pouncey

This paper explores the extent to which
psychiatric ethics and the philosophy of psychiatry
overlap.  My aim is to demonstrate that although
historically the two fields have been considered
separately, the nature of psychiatry provides a
unique opportunity to consider how our theories of
knowledge and of morality influence (a) one
another, and (b) conceptions of human liberty.  

The discussion has two parts.  In the first, I
provide a historical overview of psychiatry’s
philosophical concerns during the past 50 years in
the United States.  I sketch the transition from
focusing on ethical concerns in the 1960s and ‘70s
to the growth of philosophy of psychiatry as an
epistemological enterprise in the last two decades. 
I speculate about why psychiatric ethics seemed to
fall out of favor as an academic pursuit, even as
bioethics in general grew and flourished.  

In part two, I argue that ethics and
epistemology are not disparate, though philosophy
has treated them separately.  Psychiatry provides a
unique forum in which to appreciate the
interdependence of ethical questions and
epistemology.  In psychiatry, more than other
medical and scientific disciplines, both our empirical
knowledge and its conceptual foundations
contribute to what we understand as right and
wrong.  Conversely, conceptions of moral agency
and responsibility contribute to psychiatric views of
pathology, its diagnostic instances, and options for
medical intervention in those pathological
processes.  I predict that in the next decade,
philosophy of psychiatry will explore the many ways
in which what we know and what we permit are
richly intertwined.
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DISCUSSION: FLOURISHING, MEMORY AND SELF
Jennifer Radden

Theme: Professor Radden will reflect on some
of the philosophical ideas raised or suggested by
the four papers. Rather than pursuing the Kantian-
Lockean tradition, with its emphasis on the psychic
elements of memory and consciousness, many
philosophers have recently come to stress other
aspects of the person in their accounts of personal
identity: "characterization identity", the importance
of embodiment, and the attributes of "practical
identity". Since loss of the continuity of memory and
consciousness are symptoms of the advance of
dementia, these alternative accounts of the identity
of persons provide a promising direction as we try
to understand what is lost – and what retained – of
the person in these devastating conditions. Clarity
over this issue will influence our conceptions about
the possibilities for flourishing even in the face of
dementia.

GENDER IDENTITY AND HUMAN FREEDOM: ONE CASE OF
GENDER IDENTITY DISORDER
Jennifer Radden

The strong expectation that gender is an
attribute that remains invariant through the
individual’s lifetime (henceforth the “fixed gender”
model), makes the category of a “bi-gendered”
person an unsettling one. For some, including
some within psychiatry, a person who alternates
masculine and feminine self-concept and
appearances, exhibits a psyche, or identity, in need
of healing.

“Erika” (actual case) sometimes wakes up
feeling like “Manfred;” after many years Erika can
be triggered to an effortless, un-self conscious and
total shift from one identity to the other by little more
than donning masculine or feminine clothing. 

Erika is not obviously dysfunctional in any
respect; moreover her lifestyle permits her bi-
gendered status without social or emotional costs.
Yet, she will likely be judged deficient - because
she holds delusional beliefs about her gender
identity, or is unhealthily fractured, or a victim of
inner conflicts, for example. Expectations about sex
and gender that underlie such assessments seem
to be in tension, however, with other societal norms
- the emphasis on autonomy found in both
contemporary psychiatric and biomedical ethics,
and in identity politics. As the author of her own
“self narrative,” the characterization of her gender
identity apparently rests with the subject. 

This discussion explores the relation between
gender identity and human freedom in light of the
category of bi-gendered persons, drawing out the
implications of our seeming preference for the

 “fixed gender” model while we at the same time
place value on individual autonomy.

RECOGNITION RIGHTS AND MENTAL HEALTH
CONSUMERS
Jennifer Radden

Those in mental health-related consumer
movements have made many of their demands
clear – including the demand for humane treatment
and basic civil rights, an end to stigma and
discrimination, and a chance to participate in their
own recovery. But important theorizing around
identity politics reveals that they also have a stake
in something else: the way they and their conditions
are to be depicted. 

Influenced by German critical theorists such as
Habermas and Honneth, philosopher Nancy Fraser
identifies two distinct and irreducible paradigms of
justice: the redistributive paradigm associated with
economic justice, and a “recognition” paradigm
which requires the elimination of cultural injustices
rooted in cultural patterns of representation,communication and interpretation. As a remedy for
injustice in the form of “cultural” constructions of
identity that the people to whom they are attributed
want to reject, Fraser proposes cultural or symbolic
change. 

Each paradigm is applicable to the consumers
of mental health services, undoubtedly, but my
focus is on the second only. The recognition
paradigm reveals an additional political goal for
these consumers: a reconstruction – in which theyparticipate  - of cultural ideas about mental healthand illness. As part of their right to recognition these
consumers have an interest in how their
experiences and lives are depicted. And because of
the stigma and discrimination associated with past
representation, communication and interpretation
about mental disorder, that interest is, or should be,
a compelling one, quite as important as their
interest in achieving the other rights they have
demanded. 

PHILOSOPHICAL ASSUMPTIONS IN PSYCHIATRIC
PRACTICE
Alan Ralston

In this session the methodology and initial
findings of a qualitative study into philosophical
assumptions of psychiatrists will be presented. This
research was prompted by the idea of ‘philosophical
field work’ proposed by Austin and practiced, for
example, in the Columbo & Fulford (2004) study on
models of mental disorder published in Philosophy,
Psychiatry and Psychology. Both studies aim to
combine linguistic analysis with empirical
methodology in order to gain a clearer picture of the
operative philosophical beliefs of mental health
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workers. This research takes the novel approach of
employing a qualitative ‘mixed methods’ approach
in order to attempt to circumvent the ‘say-do’
problem. The aim of the study is explorative, with a
broad scope. If successful, this research may help
in helping to determine practical ‘entry points’ of
current debates in philosophy and psychiatry.

During the session, introductory background
literature will be reviewed, whereupon the pros and
cons of different empirical approaches to the
research question will be discussed. Thereafter, the
chosen research method will be presented along
with initial findings.

THE SOCIAL CONSTRUCTION OF PSYCHIATRIC ETHICS
Michael D. Robertson

Discourse in psychiatric ethics has tended to
focus upon the application of normative theories to
common clinical quandaries in psychiatric practice.
This approach does not  provide a comprehensive
account of psychiatric ethics in that it fails to
acknowledge how values are socially constructed
by professional groups. This paper reports on a
qualitative study of Australian psychiatrists and the
values they construct around the phenomenon of
psychological trauma. The transcripts of in-depth
interviews with Australian psychiatrists who work
with traumatised patients were analysed using a
thematic analysis methodology, in order to provide
an idiographic account of how this group
constructed professional values in their work with
traumatised patients.   Based on this analysis, the
values held by Australian psychiatrists in regards to
traumatised patients were inter-related with  the
limitations presented by of the construct of
posttraumatic stress disorder and the notion that
narratives of trauma were situated at both an
individual and collective social level. The main
components of the value system constructed by
this group related to issues around: 
- Diagnosis;
- Advocacy and politics;
- Epistemological concerns around the definition of
traumatic stress and consequent impairment;
- Valorizing patients' individual experience of
trauma (evidenced in the need to define the patient
as "survivor" and not "victim"); 
- The relationship between the psychiatrist, the
patient and social institutions with an interest in
trauma and; 
- The value of self-preservation when working in
this field. 

These values frequently manifested in the
context of borderline personality disorder and the
mental health of Indigenous Australians. The
results of this study suggest that the discourse
around psychiatric ethics has to be contextualised
to the specific socio-cultural and historical setting.

This alludes to the work of  Hegel, Alisdair
MacIntyre, and CharlesTaylor in their emphasis
upon the social constitution of the moral agent.

FLOURISHINGS OF THE SELF FOR CARERS AND PEOPLE
WITH DEMENTIA
Steven R. Sabat

In this qualitative, longitudinal case study,
spanning close to three years, the dynamic
experience of a spousal caregiver of a man
diagnosed with dementia is examined. Frequent e-
mail communication constituted the main source of
education, counselling and psychosocial support
provided to the caregiver who, initially, experienced
feelings of helplessness, frustration, low self-
esteem and great stress. During the years of this
ongoing study, she experienced a flourishing of the
self, despite the fact that her husband was placed in
a nursing home approximately seven months after
our association began. Critical aspects of her
evolving experience included her developing an
understanding of her husband’s intact memory
making abilities and selfhood, his subjective
experience and point of view, effective
communication strategies, and her desire to
enhance his quality of life in the nursing home. Her
experience is discussed in terms of Social
Construction Theory and the idea of Locus of
Control.

SCIENTIFIC OPENNESS AND THE EVOLVING DSM-V
PROCESS
John Z. Sadler

Robert Spitzer has recently raised the issue of
a lack of openness or transparency in the currently-
ongoing DSM-V process.  For this presentation I will
briefly present the current controversy and situate it
in the context of DSM-III through IV innovations in
making the DSM  open to critical review from
"insiders" as well as "outsiders".  I will then provide
a brief discussion of my own views about the issue
of openness vs. secrecy in science, and relate
these to the current DSM-V discussion.

PARANOID ATMOSPHERES: PSYCHIATRIC KNOWLEDGE
AND DELUSIONAL REALITIES
Jann E. Schlimme
 

In psychiatry the delusional reality is understood
in the line of Karl Jaspers (1883-1969) as a reality
structured via incorrigible meanings and
interpretations and the rejection of alternative
explanations allowing a formal diagnosis of
delusions. This says nearly nothing about the
central questions regarding the suffering of the

32



person, the contentness with his way of living and
the effectivity of his behaviour in his life. 

Following Jaspers I will argue that exiential
beliefs are crucial regarding these central
questions, culminating in the conviction that the
question “W ho am I?” cannot be answered
exhaustively (so called ‘philosophical belief’,
Jaspers). Two different consequences can be
argued: a) if the delusional convictions do not
‘polarize’ the whole world a deluded person can be
understood as an existence since the person can
still hold existential beliefs; b) if a person cannot
believe on this existential level anymore, delusional
convictions offer ‘safety’, replace existential beliefs
and a profound paranoid atmosphere is created. 
Apparently not the delusional convictions in
themselves but the escalation of the influence of
the delusional convictions, resulting in a profound
paranoid atmosphere, are problematic for the
deluded person. Acknowledgement of this insight
mirrors the need for self-critique of the psychiatric
discourse, encourages an empathic and respectful
relationship between professionals and deluded
patients and enables the deluded person to restrict
the paranoid atmosphere.

SUICIDALITY AND BEING RESCUED. A PARADOX?
Jann E. Schlimme

Living a good life and suicide appear as quite
contrary, not only because suicidality affords being
despaired in the first place but also because
committing suicide is the definite end of this ethical
task. The suicidal person has therefore not even a
friend in himself (Aristoteles). But what about the
person who sees in death only the one-way
direction to a maybe better state of himself?
Platon and Paul suspected that the highest goal of
life can only be achieved in death: as ideal insight
and knowledge or as blessed and eternal life. Then
suicide could appear as the quickest way to the
highest possible goal, so that they are forced to
discuss the question whether and when a person
should commit suicide. Phenomenology
understands death as a border-phenomenon, but
suicide can still be experienced as a rescue: it
offers ultimate relief from the burdening and
despairing necessities of life. 

I will argue that there is a deep connection
between the personal understanding of death and
the possible rescue suicide can offer and that in
suicidality death is always perceived as some kind
of rescue. I will show also that desperation can be
understood as only one side of the suicidal mind.
Further more a survived suicidal crisis can be
viewed in retrospect as an event that cannot be
understood exhaustively which can influence future
behaviour of this person. The suicidal person can

be comprehended more thoroughly when taking this
into account. 

THE ROLE OF PSYCHIATRISTS IN DETAINEE
INTERROGATIONS
Michael Alan Schwartz

In 2006, after extensive and passionate debate,
the American Psychiatric Association (APA)
officially declared a "bright line" policy regarding the
limits of psychiatrists' participation in detainee
interrogations. ""No psychiatrist should participate
directly in the interrogation of persons held in
custody by military or civilian investigative or law
enforcement authorities, whether in the United
States or elsewhere. Direct participation includes
being present in the interrogation room, asking or
suggesting questions, or advising authorities on the
use of specific techniques of interrogation with
particular detainees. However, psychiatrists may
provide training to military or civilian investigative or
law enforcement personnel on recognizing and
responding to persons with mental illnesses, on the
possible medical and psychological effects of
particular techniques and conditions of
interrogation, and on other areas within their
professional expertise." Psychiatrists were also
prohibited from disclosing "any part of a medical
record "or any information derived from the
treatment relationship" to people conducting
detainee interrogations. 

In the vote of the APA Assembly, one third of
the psychiatrists present voted against the above
policy or abstained.  The topic is contentious
because medical practice itself (indeed, all clinical
practice) intrinsically and inevitably confronts
physicians with potentially conflicting duties to
patient and to state.  This paper will characterize
this clinical conundrum, and in, doing so, endorse
the "bright line" policy adapted by US psychiatrists
for detainee interrogations.   

MENTAL HEALTH COURTS—THE ROAD TO FREEDOM
FOR MENTALLY ILL DEFENDANTS?
Dan Shuman, Susan Hawk, and Teresa May-
Williams

One of the most significant problems facing
criminal justice officials today is the continued influx of
mentally ill defendants into the criminal justice system.  
The Department of Health and Human Services
((DHHS, 2006) has cited untreated psychiatric
problems as the primary reason for this influx.   This
problem has led judges and criminal justice officials to
seek innovative solutions to slow the
overrepresentation of people with mentally illness in
the criminal justice system.   This presentation will
provide a brief overview of one of these solutions,
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mental health courts.  Mental health courts divert
clients into judicially supervised community based
treatment programs. A team of court staff and mental
health professionals work with the judge to develop
treatment and supervision plans that will provide
defendants with the best chance of successful re-
integration into the community. Court participants
appear for regular court hearings where incentives
and sanctions are used to respond to compliance or
non-compliance with the treatment and supervision
plan.  This presentation will provide a judicial
perspective of the advantages and inherent problems
that coincide with the operation of a mental health
court.  Attendees will learn three key ways community
based mental health treatment providers and experts
can assist in the operation of mental health courts and
increase the likelihood the courts will succeed in
reducing the overrepresentation of mentally ill people
in the criminal justice system. 

WITHOUT THINKING: IMPULSIVE AGGRESSION, CRIMINAL
RESPONSIBILITY, AND THE NEW BRAIN TECHNOLOGIES
Daniel W. Shuman 

This presentation will explore the relationship
between structural and functional abnormalities in the
brain and criminal responsibility for violent behaviors.  
Of particular interest is impulsive aggression which
implicates two fundamental concerns of the criminal
justice system – autonomy & dangerousness.  The
legitimacy of retributive punishment rests on the
assumption that offenders enjoy free will, the capacity
to make choices.   To ask whether violent impulsive
offenders have psychological or biological baggage
that limits their autonomy and consequentially their
responsibility, threatens to unravel the fabric of the
criminal justice system. Impulsive aggression also
implicates dangerousness. It addresses the risk to
society that violent offenders pose and,
consequentially, how the criminal law should punish
(i.e., length of punishment, terms and conditions of
punishment).  To question whether violent impulsive
offenders are criminally responsible demands that
society consider alternative responses to the danger
these offenders pose.   

A ROLE FOR COMMON SENSE IN PEACE AND FREEDOM:
PSYCHIATRIC, EDUCATIONAL, POLITICAL, ECONOMIC AND
PHILOSOPHICAL UNDERPINNINGS
Roulette William Smith

The term common sense is universal, with
equivalent terms found in virtually all languages,
cultures and during all periods in time (cf. Target
Article 100 at <www.kjf.ca>). Interestingly, disorders in
common sense also are known in virtually all cultures,
yet there are no clinical studies of disorders in
common sense in any culture, despite occasional

debilitating physical and psychological symptoms.
There also are no studies on the impact of these
disorders on peace, freedom, wellness or economic
stability. This report examines many of the
phenomenological, methodological, clinical,
diagnostic, educational, economic, political and
philosophical challenges regarding common sense
and its disorders. An initial challenge was to define
common sense and its aberrations. A second
challenge was to characterize psychological, physical
and other features of common sense which might be
diagnostic. Upon reviewing those findings, it
immediately was apparent that common sense
represents a non-Darwinian and Lamarckian (non-
proteomic) transmissible product of nurturance arising
largely between birth and age six. Common sense in
later life can be influenced by war and other trauma. A
third challenge has been to relate peace, freedom,
politics and economics to common sense and its
disorders. Our review of numerous wars and
traumatic political events … and particularly events
surrounding World War II … suggests that
multigenerational divergences in common sense may
be instructive for peace and freedom studies. We
conclude our report with a comprehensive theory on
the biological and evolutionary basis for common
sense, its aberrations, and its implications and
ramifications for psychiatry and other professions.

VALUES IN PERSONS WITH SCHIZOPHRENIA
Giovanni Stanghellini

I will discuss the values of persons with
schizophrenia presenting an explorative study based
on transcripts of individual therapy sessions
conducted for 40 persons with chart diagnoses of
schizophrenia or schizotypal disorder. The
schizophrenic value-system conveys an overall crisis
of common sense. The outcome of this has been
designated as antagonomia and idionomia.
Antagonomia reflects the choice to take an eccentric
stand in the face of commonly shared assumptions
and the here-and-now “other”. Idionomia reflects the
feeling of the radical uniqueness and exceptionality of
one’s being with respect to common sense and the
other human beings. This sentiment of radical 
exceptionality is felt as a “gift”, often in view of an
eschatological mission or a vocation to a superior,
novel, metaphysical understanding of the world. The
aim of the study of the value-system of persons with
schizophrenia is improving our understanding of the
“meaning” of schizophrenic experiences and beliefs,
and by doing so reducing stigmatization, and
enhancing the specificity and validity of “psychotic
symptoms“ (especially bizarre delusions), and of
“social and occupational dysfunction” through a
detailed description of the anthropological and
existential matrix they arise from.
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FREE OR UNFREE TO BELIEVE? THE DETERMINANTS OF A
RELIGIOUS AND A PSYCHOTIC INTERPRETATION OF REALITY
Mari Stenlund

If exceptional interpretation of reality is considered
as religious, person is considered to be free to believe,
because he has a right to freedom of religion and
belief. If exceptional interpretation of reality is
considered as psychotic, person is considered to has
unfree beliefs and he is considered to has right to
psychiatric treatment. Purpose of my paper is to
explain, what differentiates a religious and a psychotic
interpretation of reality. My method is a philosophical
conceptual and argumentational analysis. I have
found two principles that differentiates a religious and
a psychotic interpretation of reality. First, if the
interpretation is shared in some community (in society,
religious community or subculture) it is considered as
religious and the person is free to believe. Second, if
the interpretation has good social and medical
consequences, there is no need to consider the
interpretation as psychotic and person is free to
believe. Exceptional interpretation of reality is
considered as psychotic, if it doesn't meet criteria of
either principles above but it meets the diagnostic
standards of some psychotic illness. Both principles
shows, that differentiating a religious and a psychotic
interpretation of reality is fundamentally a ethical
question. Differentiating depends on the relationship
between individual and community: What kinds of
interpretations of reality are shared in community and
what community considers as good consequences.
Because of this ethical discussion is important in
psychiatry.

PSYCHOTIC INDIVIDUAL’S FREEDOM OF RELIGION: TWO
PERSPECTIVES
Mari Stenlund

Purpose of my paper is to consider two
perspectives of a psychotic individual's freedom of
religion (includes here also freedom of belief and
thought). My method is a philosophical conceptual and
argumentational analysis. Individual's freedom of
religion has classically understood as "external
freedom". From this perspective freedom of religion is
realised, when nobody restricts individual's believing
and religious practice. According to laws and ethical
norms of psychiatry a psychotic individual's external
freedom of religion should be restricted for example, if
his health or safety is in danger, because the
psychotic individual is not considered as a competent
person. From this perspective antipsychotics given in
involuntary treatment is a problem, because freedom
of thought is considered as a unrestricted human right
and the medication is supposed to influence to
thinking. Freedom of religion is possible to understand
also as "a sum of external and internal freedom".

Internally free person is authentic and competent.
From this perspective a psychotic individual's internal
freedom of religion is restricted by psychos, because it
has made person to believe noauthenticly. Goal of the
involuntary treatment and the antipsychotics given in it
is to return and maximize a patient's freedom of
religion. This is not, however, a classical way to
understand freedom rights, even though it is used as a
argument of coercion in psychiatry. This perspective is
problematic also, because internal freedom is more
difficult to determine than external freedom. It is also
possible to restrict freedom by saying, that one just
wants to help person to find his authentic self.

NEUROSCIENCE, COMPULSION AND THE PATHOLOGY OF
ADDICTION
G. Lynn Stephens and George Graham

The proposition that drug addiction is a species of
compulsion is popular in addiction theory and
psychiatric research.  Often it is used to identify the
syndromal distress or psychological disability that
makes addiction a disorder.  Addiction is a source of
distress and disability because it is a species of
compulsion, so the assumption goes.  But just what
can be done with this assumption in neuroscience?  If
addiction truly is a type of compulsion and if its
compulsive nature qualifies it as a disorder, then if
neuroscience can describe just what is compulsive
about addiction, neuroscience will have identified the
‘pathology’ of addiction.  It will have explained what
makes addiction a disorder.  That would be an
impressive result.  It would help to quiet critics of the
deployment of neuroscience within psychiatry who
charge that neuroscience can describe brain function
but it cannot warrant or ground attributions of
pathology.

This paper examines a popular account of the
neuroscience of compulsive drug seeking to learn if
neuroscience can warrant the attribution of pathology
to addiction.  The theory is known as Incentive
Sensitization Theory (IST).  IST focuses on how drug
cues trigger ‘excessive’ motivation for drugs, leading
to compulsive drug seeking, drug taking, and relapse.
We argue that without invoking norms of autonomous
agency and self-control (prudential norms which
themselves are not proper parts of brain science) no
attribution of pathology to compulsive or addictive drug
seeking is warranted.

SYNERGETIC PSYCHIATRY AND MOLECULAR
NEUROSCIENCE IN THE RE-VALIDATION OF THE
CATEGORIES IN PSYCHIATRY
Drozdstoj Stoyanov, Georgi Popov, and Jakob
Korf

The postmodern process of globalization reflects
in psychiatric categories, diminishing the influence of
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the separate paradigms and therefore of the
restrictive medical qualifications. Novel
methodological views are involved in the global mental
health care, such as the person-centered care
(J.Mezzich) and the values-based practice (KWM
Fulford), directed to “understanding the meaningful
mental connections”.
However a fundamental revision in the psychiatric
categorization is the area of “explaining the causation
of the mental disorder” is still necessary.
One possible path is the attempt for introducing the
synergetic approach in psychiatry and molecular
neuroscience. This means that no theoretical view is
wrong but they are to be applied in the evaluation of a
psychiatric case using the of complementarity’s (Bohr)
principle.
This requires revisiting of the fundamental categories
of organic and functional in psychiatry. It is already
clear that this dichotomy does not correspond to the
modern scientific reality. But when we have a non-
classical terminological apparatus at our disposal, we
could describe the whole spectrum of events 
for the specific mental disorders which may enable us
to once again return to the terms “organic” and
“functional”, outlining two hypotheses:

1. Organic (micro level) and functional (macro
level) present a continuum. This hypothesis suggests
a linear explanatory model.

2. The organic (micro level) and the functional
(macro level) in psychiatry exist only simultaneously
and the relationships are complex and nonlinear. 
The first hypothesis could present an explanatory
model for the so-called primary body (including
neurological) diseases which, at a later stage, provoke
psychiatric disorders too.

HARRY FRANKFURT AND THE IMPORTANCE OF WHAT WE
CARE ABOUT
John M. Talmadge

Harry G. Frankfurt is emeritus professor of
philosophy at Princeton University. Frankfurt proposes
that in addition to the traditional domains of
epistemology (what to believe) and ethics (how to
behave), we should acknowledge a third branch of
inquiry pertaining to a fundamental preoccupation of
human existence: the importance of what we care
about. Frankfurt is known for his thoughtful
exploration of the problems of human will, volition,
responsibility, and agency. 

In this paper we explore one particular theme in
Frankfurt’s analytical philosophy: his account of
freedom of the will based on his concept of “higher
order desires and volitions.” Frankfurt’s approach to
philosophy is relevant to any scientific attempt to
intervene in the lives of others, and he raises
questions that are both stimulating and disturbing. He
suggests that “wanton” individuals may be
fundamentally incapable of the change, for example,

commonly expected of persons suffering addictions.
We assert that Frankfurt’s analysis possesses the
potential for transforming our concepts of mental
health and disease.

If intervention and treatment in mental health
should include concepts of choice, responsibility, and
purpose, we suggest that modern practice is often
inattentive to such notions. The biological revolution in
psychiatry generates dramatic advances in
neuroscience. However, such necessary knowledge is
insufficient if we neglect the ideas that Frankfurt
illuminates as essential and of deep practical
significance.

IS THE DIAGNOSIS OF MENTAL ILLNESS AN OBSTACLE TO
HUMAN FREEDOM? 
Serife Tekin

According to the narrative self-constitution view
that has become more prominent with the influence of
the new trends in cognitive science, the self is
constituted and can be understood through narratives
that characterize individuals’ lives. W ithin the context
of the narrative self-constitution view, presented by
Owen Flanagan and Shaun Gallagher, this paper
argues that the Diagnostic Statistical Manual of Mental
Disorders (DSM), by way of giving meaning to one’s
self-experience, acts as a source of narrative that
contributes to the self-constitution of the individuals
diagnosed with mental disorder. Such meaning
creation emerges as an outcome of both the
individual’s appropriation of her self-experience within
the context of the DSM diagnoses, and the
community’s narration of her experience in the
process of the institutional practice of psychiatric
diagnosis. It is further argued that these diagnoses
constitute metaphysical and ethical obstacles to the
process of self-creation via restricting human freedom
on the road of self-discovery, and self-realization. This
is due to the reductionism of the biomedical model of
mental disorder that underlies the DSM diagnostic
scheme, which disregards the role of environmental,
social and cultural factors in mental health. Thus, in
the line of Eric Matthews’s argument that psychiatry
must treat the person as a whole, it will be concluded
that new mental disorder classifications are needed,
which would approach to the individuals not only as
physical beings subject to physical laws, but as
embodied subjects and active agents, taking place in
a biological, social and cultural environment.     

PHENOMENOLOGICAL ACCOUNT OF MEANING IN
PSYCHIATRY: A CONSIDERATION OF ERIC MATTHEWS'
BODY-SUBJECTS AND DISORDERED MINDS

Serife Tekin

In his Body-subjects and Disordered Minds, Eric
Matthews criticizes Derek Bolton and Jonathan Hill’s
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contention that meaning-explanation of human actions
is a form of causal explanation, which is presented in
their Mind, Meaning and Mental Disorder. This paper
examines this critique and suggests that Matthews’s
alternative proposal to approach the concept of
meaning in psychiatry from a phenomenological
perspective is valid. When trying to explain the
meaning of a human action, Bolton and Hill suggest,
we must include the subject’s contribution, in order to
account for its purposiveness and plasticity. According
to Matthews, these authors wrongly equate human
action with a mental state by identifying the subject’s
contribution with the ‘internalized structures and rules’
and suggesting that meaning is ‘encoded’ in the brain.
Deeming this line of thinking as a Cartesian residue,
Matthews offers a phenomenological account of
meaning as an alternative, which considers human
beings as body-subjects, with a mental life that has an
inescapable social dimension. Following Merleau-
Ponty, Matthews says that meanings exist ‘between’
people, not ‘inside’ them. This approach treats human
beings as wholes, situated at the intersection of
biological, social, cultural and political dimensions of
life and whose bodies are experienced as a means of
existing in the world. In this context, I argue that
Matthews’ use of phenomenology allows for the
treatment of human beings as active agents, who are
capable of choice, responsibility, and purpose; thus
facilitates a fuller understanding of the concepts such
as mental health and illness. 

MULTICULTURALISM, A RADICAL CHALLENGE TO OUR
UNDERSTANDINGS OF MENTAL HEALTH AND WELL BEING
Philip Thomas, Salma Yasmeen, and Patrick
Bracken

Globalization is leading to profound changes in
European cultures and identities. National boundaries
have become porous, as European legislation and the
expansion of the European Community have resulted
in the movement of large numbers of economic
migrants across Europe. The political context in the
UK is one that that increasingly speaks of the
‘failure’ of multiculturalism. Speeches by political
leaders,  the Chair of the former Commission for
Racial Equality, and Britain’s first Black Archbishop,
Ugandan-born Dr. John Sentamu, have all attacked
multiculturalism. Neo-liberal political commentators
have also contributed to this debate, arguing that
respect for difference has been accorded greater
importance than the cohesiveness of society as a
whole. In this paper we want to consider the
implications of this for the future of mental health
practice and policy in Britain.  To do so we will first
briefly consider what is meant by multiculturalism,
then examine some key assumptions about the
nature of the self that this is based in, using the
work and ideas of Charles Taylor. The concept of

autonomy is of great importance here, and Taylor
traces the origins of from Plato, through St.
Augustine to Descartes. W e contrast this
interiorized, individualized view of subjectivity with
evidence from social anthropology that the idea of
the autonomous self is a specifically W estern
understanding of selfhood. Finally, we set out some
of the implications of this analysis for mental health
practice in multicultural Britain. W e argue that if the
health inequalities that have historically affected
people from Britain’s BME communities are finally
to be brought to an end, it is essential that mental
health policy and practice respect cultural
difference. This presents a major challenge to
mental health services.

CLINICAL JUDGEMENT AS SKILLED COPING
Tim Thornton

There is a significant role in mental health
assessment for non-algorithmic and yet normatively
constrained clinical judgement. One model for this
is skilled embodied coping. But, as Dreyfus recently
argued, it is natural to think of this as pre- and
extra-rational and thus, in an important sense, as
mindless. Such a model would, however, strain our
understanding of the relation between implicit but
skilled and explicit and codified judgement. 

Drawing on the recent debate between Dreyfus
and McDowell and on the central importance of
habit in W ittgenstein’s discussion of rule following, I
argue that, even if skilled coping forms the bedrock
of explicit conceptual judgement, that does not
undermine its status as normatively answerable to
rational constraints.
 
 POSTHUMAN PSYCHIATRY: LIBERATION OR
OPPRESSION?
Angelica Tratter

New movements of evolutionary
“posthumanism” and “transhumanism” are
proclaiming the feasibility and desirability of custom
engineered human life, giving a competitive edge to
our mental and physical faculties, including our
personal identity. Almost immediately, these
movements have also been fiercely criticized on
epistemological, moral and political grounds
(Fukuyama, Sandel) and have become a hot topic
for bioethics (e.g. Jotterrand).
    W hile we can fathom that intelligence-based
biotechnologies embraced in "strong" versions of
posthumanism  (Bostrom, More) pose a challenge
to non-hierarchical visions of the human person,
such as unique individuality, authenticity and
communality (Mc Intyre, Taylor), relationality and
multiplicity (Bakthin, Lyotard, Gergen), they will also
increasingly blur the boundaries between medical
treatments of mental illness and consumer-driven
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“cosmetic neurology” (Chatteree) in the psychiatric
consulting room. 
    W orking from the ontological premise that as
individuals we are thoroughly social and historical
(Heidegger, Gadamer), it is likely to become difficult
for individuals to escape normative “vertical” effects
of technologically enhanced human ideals.
Consequently, for the critics and abolitionists,
psychiatry faces an old dilemma in new clothes: No
longer can psychiatrists only be accused of
oppressing the “mentally ill” (Szasz), but now they
could be charged with oppressing society at large.
Or can they? It is argued that psychiatric
abolitionists, while useful in the past, may now have
to face a much more powerful “enemy” than
psychiatry: our historically evolved values of
normative optimism, “bigger is better”, and “winner
takes all”, which pervade our culture across class
and race and facilitate the very “ills” we are trying to
cure.       

PERSON-CENTERED REVISIONS OF THE INTERNATIONAL
CLASSIFICATION OF DISEASE (ICD): WHERE DO
PERSONS AND MENTAL DISORDERS FIT IN THE ICD?
Werdie (C.W.) van Staden

The chapters of ICD takes the LOCATION of
disease as a high order classificatory distinction
whereby a chapter zooms in on a particular
anatomical or functional body part or system.
Similarly, the chapter on Mental and Behavioural
Disorders may suggest zooming in on the mind and
behaviour as being such a location, but that is
unsatisfactory, for I) the mind is dissimilar to body
parts or systems and may not be something that
qualifies conceptually as a (proper) location; ii) the
role of the brain is not vivid enough, yet the brain is
an inadequate or inappropriate substitute for the
more personal aspects captured by the concept
‘mental’; and iii) a holistic person-centred approach
in diagnostic classification would require also
zooming out not only in cases of mental disorder
but in case of a diagnosis from any chapter of ICD.

A classification system would be more person-
centred when it addresses the (ill) person and
(diseased) properties of the person by zooming out
and zooming in respectively. Zooming in better,
may call for a tangible bodily location for mental
disorder, such as “Disorders of Higher Brain
Functions”. Zooming out better, may call for a
counterpart to a diagnosis from any chapter, in
which is captured personal health and contextual-
environmental health aspects. The personal health
aspects may include the experience of heath
status; individual resources, functioning and
limitations; personal identity and social preferences;
dietary and substance use choices; and personality
patterns. Contextual-environmental health aspects

may include adverse life events; social
circumstances; occupational and economic
circumstances; and environmental living conditions.

WHAT AND WHERE IS THE SELF: USING GOTTLOB
FREGE'S SEMANTICS TO ELUCIDATE THE DEBATE AND
THE VARIABLE EXPERIENCES OF SELFHOOD 
Werdie (C.W.) van Staden

W hat and where is the self? A lack of clarity on
these questions and their practical significance in
mental health are underscored by experiences of
depersonalization (e.g. ‘I watched my body from a
distance’), obsessions (e.g. ‘I am obsessed by
thoughts about swearing unforgivably at the Holy
Spirit’), compulsions (e.g. ‘These thoughts compel
me to check the doors for hours on end’) and
delusions of thought insertion (e.g. ‘Alien thoughts
control and coerce me’). Mental health practitioners
and philosophers have come up with many answers
about what the self would be, such as the Cartesian
ego, the thinking substance, an incorporeal but
essentially conscious person, or even Plato’s
concept of a soul. Reductionist philosophers
consider the self a ‘mysterious invention’ that is
better dispensed with altogether or claim that the
self is nothing but a person, a human being, or a
particular description. Not so, say non-reductionist
philosophers calling upon the unique qualities of the
self. 

In this paper, I deploy a neo-Fregean theory to
clarify the process by which the self I) becomes
susceptible to these debates and ii) presents
variably in personal experiences. I clarify this
process as logically dependent on the ordinary
ability of the self to present in a wealth of relations,
including relations in which the self is estranged
(even extraordinarily) from its properties.
Accordingly, the self can be either estranged or well
equipped, depending on the position it occupies in
relations, whether in the conceptualisation or in the
personal experiences of selfhood.

DETERMINISM IN PSYCHIATRY
Miguel Vilaró-Colón

Determinism is the biggest ideological threat to
the exercise of freedom in science. It involves the
non-scientific and fallacious exclusion of the
possibility of the existence of contingent knowledge
and of making the recognition of determined
patterns the only source admissible as scientific
evidence. Nevertheless, deterministic strategies
continue to be the dominant methodological
positions in the experimental as well as in the
clinical sciences to this day. 

Experimental sciences continue to avail
themselves of the positivistic strategy of mixing two
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different kinds of facts: those gathered by direct
observation during de-contextualized conditions
with the use of mathematics to interpret these
results. In specific, medical sciences have made
extensive use of statistical methods to understand
the results of clinical investigations gathered during
controlled conditions. Nevertheless, this research
strategy is unable to come up with their proposed
ideal of the recomposed initial object of their study.  

The reason for this failure is a deficient
experimental design strategy and to ascribing to
mathematics the ability to make concrete what it
made abstract but reified.

A phenomenological analysis (M. Blondel, E.
Husserl) will uncover the weakness of the
positivistic position. An example will be given to
illustrate how the use of central tendencies and
correlation in statistics fails to make concrete what
it made abstract and reified. 

THE ROLE OF PSYCHOLOGISTS IN DETAINEE
INTERROGATIONS:  AN ETHICAL ANALYSIS
Laurel Bass Wagner

The American Psychological Association
asserts that psychologists play a vital role in the war
against terrorism, namely as consultants to
interrogations.  APA’s rationale for this position is
multi-fold:
a.  W hile psychologists serve individuals they also
serve society and the war-on-terror has created a
need for psychologists to contribute to “national
security.”
b. Psychologists have a long-standing tradition of
consulting in law enforcement settings and
consulting in detainee interrogations is a natural
extension of that tradition.
c. Psychologists are uniquely qualified to detect

and prevent “behavioral drift” in interrogations.
This paper focuses on the flaws in the

American Psychological Association’s position and
discusses the wide-ranging negative implications
and consequences of this ill-conceived policy.

FREUD, DETERMINISM, AND FREEDOM—WITH
“TRAILERS” ON HOBBES AND SPINOZA
Edwin R. Wallace

Rivers of ink have been spilled on whether
Freud was a hard determinism, a “free willist”, or a
combination of the two.  A thorough reading of his
corpus (whether in English or German) clearly
reveals that he was a firm proponent of the
universality of causation.  There is only one remark
in his compendious life-output that weakly implies
any waffling on the matter.  This passage is
unpacked both in itself and in its literary context to
demonstrate its tight compatibility with an
unrelenting determinism.  I elucidate how his

exceptionless “psychical causality” and “historical,
or psychogenetic, determinism” mesh smoothly with
his notions of psychopathology, autonomy,
rationality, and mental health.  The linkage between
his predominant approach to the mind-body relation
and his determinism is exemplified.  Two concepts I
have elsewhere broached, which are pertinent to
the issue, include “intersectional causation” and its
derivative epistemic principle “perspectival realism”
(not to be confused with Nietzshe’s radically
relativist notion of “perspectivalism”).  The
implications of determinism for ethics and moral
philosophy are reviewed.  Finally, the 17  centuryth

writers who adumbrated—and indeed influenced –
Freud’s thinking on these matters, Hobbes and
Spinoza, are considered.

FREEDOM AND TRAUMA
Melvin Woody

Freedom of choice would be meaningless if I
had no way to embody those choices in action. But
the very body that gives me access to the world as
an arena of action also gives the world access to
me and renders me vulnerable to trauma, both
physical and psychological.  At first glance,
psychological trauma seems to be an archetypal
example of the loss of self-determination to
determination by external events. A sense of
complete helplessness and loss of control over the
environment is one of the hallmarks of the
traumatic experience that gives rise to post-
traumatic stress disorder.  W hat is most uncanny
about PTSD is how stubbornly that helplessness
and loss of control persist or reemerge long after
the event and after any physiological wounds have
healed.  The sufferer seems transfixed by that past
event, which erupts again and again, not as normal
memory, but as a sort of fragmentary
reembodiment of the traumatic experience. 
Therapy must seek to restore the sufferer's
freedom by liberating him from that transfixing
event.  In this paper, I will explore the dialectic of
freedom and compulsion in the traumatic
experience and in post-traumatic stress disorder.  
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DR. SADLER’S THINGS TO DO, SEE, AND EAT IN DALLAS

THINGS TO DO AND SEE:

The High Five

What could be more Dallas than a highway interchange that (literally) rises to the level of art?  I have to
agree that the High Five is a thrilling aesthetic experience, especially when you consider you can look
and have the wind blow through your hair too.  Many will argue about which entry is best, but I favor
southbound on highway 75 exiting to I-635 East.  The views are great from the top level, but be sure your
driver keeps an eye on the road, as it is 107 feet down!

http://www.associatedcontent.com/article/81786/dallas_highway_the_high_five_the_altar.html  

American Airlines Center

AA Center is a poster-child for the U.S Environmental Protection Agency’s  Superfund, which supports
converting toxic waste sites into usable public lands.  Winner of many awards, AA Center is the home of
the Dallas Mavericks basketball team and the Dallas Stars hockey team.

http://www.americanairlinescenter.com/ 

Hockey fans can catch the Dallas Stars vs. Edmonton Oilers on Sunday evening, October 5:

http://www.americanairlinescenter.com/events-and-tickets/event_details.php?eid=723  

While you’re in the West End neighborhood, check out Victory Park, the ultraglam mixed-business
development  - Times Squarish-lights and cool shopping, restaurants, and clubs.

http://www.victorypark.com/

The State Fair of Texas

Located in the Art-Deco laden Fair Park, the Texas State Fair is a massive farm show and carny
experience.  Big Tex, the cowpoke monolith, is the Fair’s symbol, and I understand he’s been outfitted
with a new set of duds for this year’s party.  The Texas Star, at 212 feet, is the tallest Ferris wheel in
North America.  A haven for coronary-artery plugging food (past culinary  achievements have included
chicken-fried Oreos). You happen to be in town for State Fair season!  Open 10 a.m. - 10 p.m.

http://www.bigtex.com/ 

NorthPark Center

The definitive Dallas shopping experience, NorthPark has recently expanded to colossal size, catering to
every upscale shopping impulse imaginable.  Even people who hate to shop can enjoy one of the best
collections of 20 -century sculpture in the USA - scattered throughout the mall.  (See also the  Nasherth

Sculpture Center)

http://www.northparkcenter.com/ 
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White Rock Lake

This moderate-sized, (9.08 miles around) inner-city lake is a destination for runners, cyclists, sailors, 
picnickers and gawkers (at the surrounding fine Dallas homes).  A protected running/biking trail runs the
complete shores of the lake, and a breakoff trail runs another 11 miles due north.

http://www.whiterocklake.org/ 

While you’re at White Rock, check out the Dallas Arboretum http://www.dallasarboretum.org/ , Dallas’
botanical garden on the east side of the lake. Built on two large (formerly) residential estates, the
Arboretum is one of the best features of East Dallas.

The Dallas Museum of Art

Dallas’ first and biggest art museum will be hosting the Tutankhamun exhibit during our meeting period. 
The DMA is a short walk from the Ritz-Carlton.

http://dallasmuseumofart.org/Dallas_Museum_of_Art/index.htm  

Nasher Sculpture Center

The Nasher is also a short walk from the Ritz, and hosts the collection of NorthPark developer Ray
Nasher’s 20  century sculpture  - one of the largest and best in the world.  The Nasher is a wonderfulth

brief museum experience, both inside and outside in the sculpture garden.

http://www.nashersculpturecenter.org/index.cfm

Deep Ellum

Located just east of downtown Dallas, Deep Ellum is an old warehouse district that was home to funky
rhythm-and-blues clubs and juke joints in the mid-20th century, and at the turn of the 21  has beenst

reclaimed by funky alternative music clubs, tattoo parlors, edgy restaurants, and people expressing
themselves through their bodily apparel.  

http://ondaweb.com/deep_ellum/ 

Gilley’s Dallas

Mickey Gilley’s original cowboy joint in Pasadena, Texas (outside Houston) was made famous years ago
by John Travolta and Debra Winger in “Urban Cowboy”.  The Dallas one is slicked up for visitors, but you
can still ride the mechanical bull, if you don’t mind hitting the floor at a high rate of speed.  

http://www.gilleysdallas.com/ 
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A FEW RESTAURANTS WORTH CHECKING OUT:

Dallas restaurants compare with the world’s best.  Dallasites are serious restaurant diners, estimates are
the metro area has 2000 Mexican restaurants alone!  A good online resource for all Dallas restaurants is
www.guidelive.com .  Here are just a few of my favorites.  Don’t forget the Tuesday evening dinner at
Three Rivers Ranch!

Pricey:
Perhaps our family favorite, Abacus was recently refurbished (though it was never shabby, and indeed,
was a spectacular space).  A wonderful mix of Southwestern and Asian food.

Abacus
4511 McKinney Avenue
214-559-3111

Italian cuisine with Sardinian touches, a destination restaurant in the Uptown area, not far from the Ritz.  

Arcodoro and Pomodoro
708 Routh St.
214-871-1924

Fabulous, but chances are you won’t get a reservation.  The hottest table in town.  Try lunch.  Great for
celebrity spotting.

Fearing’s in the Ritz-Carlton

Dallas’ celebrity chef showcases his Southwestern/Cowboy cuisine in a spacious and elegant setting. 

Stephan Pyles
1807 Ross Ave
Phone: 214-580-7000

Moderate:
On lower Greenville avenue on the near-East side of town, Daddy Jack’s has been serving fresh seafood
in casual, convivial quarters for many years.

 Daddy Jack's
1916 Greenville Ave
214-826-4910

Fine Vietnamese fare close to the Ritz.

East Wind
2800 Routh St.
Phone: 214-745-5554

Down the street from East Wind, is a fine steakhouse and more.  For those who can’t get enough steak
while in Texas.
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Perry's
2911 Routh St
214-871-9991

Dallas has several fine wine bars, but Cru is as good as any and close to the meeting.  Food is good too.

Cru Wine Bar
3699 McKinney Ave
Suite 107
214-526-9463

Economical:
An East Dallas institution, Matt’s Rancho Martinez is an excellent introduction to Tex-Mex, a blending of
Texas and Mexican traditions.  Try the Bob Armstrong dip, resembling bodily malfunctions in
appearance, but mighty fine to the taste.  Close your eyes if you have to.  The East Dallas location has a
terrific mural with Matt front and center, surrounded by various celebrities and historical figures - can 
you identify them all?   http://www.thetexmexchef.com/   

Matt's Rancho Martinez
6332 La Vista 
Dallas, Texas 75214
Ph: 214.823.5517

Located in the hip Knox-Henderson neighborhood a mile or so northeast of the Ritz, Fireside Pies packs
the people in for woodsmoke scented pizza for a reasonable price.

Fireside Pies
2820 N. Henderson Ave.
214-370-3916

A slick interior and reasonably-priced Mex-Mex taco fare in the chic Uptown “West Village” area make
the Taco Diner fun.  You can cross the street and catch an independent film at the Magnolia before, or
after, dinner. 

Taco Diner
3669 McKinney Avenue
Suite 307
214-521-3669
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