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Defending Patient Phenomenology:  
A Critique of Murphy’s Psychiatry in the Scientific Image 

Dennis Papadopoulos 

 

This paper aims to criticize conceptions of psychiatry that are narrowly focused on causal 
and naturalistic explanation, and therefore exclude phenomenological research practices. I take 
as exemplar of this mistaken paradigm Dominic Murphy’s (2012) prescription of a causal 
nosology for psychiatry, focusing on two of his basic assumptions: (i) The Causality Assumption 
that it is necessary for psychiatric research to advance causal accounts, rather than descriptions 
of experience or meaning; and (ii) The Naturalistic Primacy Assumption that psychiatric research 
can admit non-natural factors if these do not contradict findings from current cognitive 
neuroscience. An adequate accommodation of phenomenology requires overturning these 
commitments. This critique is important, I argue, because an inclusion of phenomenological 
insights into psychiatric research will yield a psychiatry that is both more empowering and 
critical of social institutions. It is above all patient experience that I seek to defend here. 

1. Murphy’s Recommendation for the Future of Psychiatry 

Murphy argues for three main theses that I want to criticise. First, he criticizes the 
Diagnostic and Statistical Manual of Mental Disorders  (DSM) for its failure to acknowledge 
both the need and utility for causal explanations of diagnostic categories (2012, 331; 344). In 
place of the DSM, he proposes a causal nosology (ibid., 333; 343), which would provide 
psychiatry with diagnostic tools that resemble those used in somatic medicine (ibid., 325). This 
thesis is what I refer to as The Causality Assumption . 

Second, he conceives of psychiatry as indistinct from applied cognitive neuroscience 
(ibid., 93). He expects that cognitive neuroscience’s relation to psychiatry can mirror the role of 
biology to somatic medicine, insisting this proposal is not mere biological reductionism (ibid., 
149) because social factors need to be accounted for (ibid., 256). However, these inclusions are 
always brought within the fold of “cognitive neuroscience,” broadly conceived. I call this thesis 
The Naturalistic Primacy Assumption . This naturalism seems to be how Murphy roots his 
dismissal of patient phenomenology. After all, if psychiatry is just cognitive neuroscience, what 
does it matter how patients understand their reality? In the end, Murphy leaves some room for 
the patient, but relegates it to the exclusively clinical side of psychiatry (ibid., 365-366). I will 
argue that it ought to be considered in psychiatric—that is, medical—research as well. 

Third, Murphy argues that when people have psychiatric disorders, their neurocognitive 
processes are dysfunctional (ibid., 87; 105). He provides an account of dysfunction that matches 
his broad conception of psychiatry’s domain. And it is on this account that he saves the 
two-stage medical-model. In the first stage, the psychiatrist is expected to identify dysfunctions 
in neurocognitive systems (providing a value-free description) and only after should she attend to 
an evaluation of which remedial action would be best (ibid., 26). It is this basic assumption about 
what a psychiatric disorder is that I take issue with. Instead of a two-stage medical model, I 
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endorse a dialectical and reflexive approach to understanding a patient as a person who might be 
radically different. I am not suggesting that the notion of dysfunctionality is never appropriate to 
characterize mental disorder. Rather, my point is that we can learn a great deal from patients 
when we look at how they function on their own terms, embracing difference, and not just how 
their functioning may seem “impaired.” 

I take Murphy’s nosology as my target, not because Murphy is the worst offender for 
medicalizing psychiatry, but because he presents an apparently accommodating front. It is 
because Murphy tolerates social causation, focuses his discussion on research rather than clinical 
practice, and demarcates psychiatry in broad terms that his position is especially hard to attack. 
Yet, despite his concessions, he is still resting this admirable breadth and inclusivity on a narrow 
footing that misses the importance of patient experience. 

2. Faithful Descriptions  

Prior to embarking on a research program of any sort, one must have an object of 
investigation—preferably one without any dubious ontological status. Despite this intuitive ideal, 
however, psychiatric research is often guilty of failing to adhering to this tenet. Strong cognitivist 
research programs—for example, research models relying on computational theories of 
mind—do not honour this ideal, since the very objects under investigation (mental disorders) are 
necessarily theoretical postulates. Friedrich Wertz explains that because scientific phenomena 
are external to experience, they “cannot be given directly to observation therefore they must be 
hypothesized” (1993, 9). That is, the cognitivist computational model crucially relies on a tacit 
ontological indeterminacy of scientific objects. 

 R. Lachmann, J. Lachmann, and E. Butterfield criticise cognitive psychology for this 
ontological indeterminacy: “Logico-mathematical forms may be viewed as reflecting mental 
structures and mechanisms. … The prudent theorist … does not know what ontological claims to 
make for his inferred mechanisms” (1979, 530). Because the supposed mechanisms of a 
computational model have no independent ontological status from the investigation, there is a 
gap with which rigorous description has something to add to such a scientific inquiry. It is this 
need for rigorous description that opens up the possibility for phenomenological inquiries to 
fruitfully inform future scientific research. 

Aaron Mishara and Michael Schwartz develop one possible example of a 
phenomenological approach, arguing that phenomenological descriptions can help develop more 
effective interventions and generate new hypotheses for neuroscientific research (2013, 127). 
They explain that phenomenology helps break down assumptions of the naively given world we 
call “normal,” so that we might better picture the sometimes very different world of others (ibid., 
132; 133). They explain:  

the fear of subjective experience as being unreliable, and therefore the 
resistance …to shift paradigms to a more embracing definition of human 
experience as embodied intersubjective relationship … has prevented 
psychiatry from being able to augment diagnostic classification systems on this 
basis. (Ibid., 137) 
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Here we have a criticism of approaches like Murphy’s. The fear of the “unreliability” of 
subjective experience cuts off his program from important sources of information. 

Mishara and Schwartz’s view of the relationship between phenomenology and 
neuroscience is considered part of a broader development within cognitive neuroscience, which 
is centred on the idea of a “working self” (ibid., 138). In-line with phenomenology as part of 
neuroscience, they suggest that “it still has not been investigated how a phenomenology of the 
patient’s subjective experience of symptoms may provide fine-grained analyses that could be 
linked with very specific neural circuit dysfunction” (ibid., 139). The implication here is that we 
ought to make such an investigation, that phenomenology is well suited for this task, and that 
locating “fine grained neural dysfunction” is an aim that is compatible with phenomenological 
methods. 

Although Mishara and Schwartz present a research project compatible with a certain 
understanding of phenomenology, they are relying on a defanged conception of phenomenology, 
which is compatible with most of Murphy’s project. So while they rightly hold that patient 
phenomenology has an important role to play in neuroscience, a supporter of Murphy’s general 
project could rectify this error by producing a more broad, more inclusive, and more holistic 
cognitive neuroscience compatible with a two-stage medical model. Mishara and Schwartz’s 
phenomenological criticism loads phenomenology with preconceptions about neurology. This 
limits its radical method of approaching a phenomenon without theoretical preconceptions 
framing the experience.  

2.1 Phenomenology as Primordial 

As a methodology, phenomenology takes up the “primordial” as its object of study, both 
the pre-objective and non-representational. As soon as someone presumes that a 
phenomenological analysis might lead to insights about a neurocognitive process, they already 
imports the natural attitude from neurology which in turn structures the experience. Against this, 
I argue that the utility provided by phenomenology is found in its detachment  from the scientific 
that can nevertheless productively interact with theoretically loaded methods of scientific 
inquiry. 

The descriptive project is important because it outlines what theories are about. In the 
natural attitude, theorizing is entangled with direct experience. Phenomenology and scientific 
abstraction are both ways of disentangling the natural attitude. On one hand, scientific constructs 
leave the immediate experience in search of something general, a disembodied, impersonal 
“truth.” On the other hand, phenomenology holds our interpreting to the lived reality that 
inevitably grounds any interpreting. Neither is “basic” or “superior.” These lines of inquiry are, 
rather, complementary. 

To conceive of psychology grounded in the primordial experience of being a mind, I 
suggest that psychiatry is not about cognitive neuroscience. Psychiatry must also be about the 
life of those struggling with mental disorders. The theories of psychiatry are ways of abstracting, 
generalizing, and devising rules to help people overcome a struggle with their mental life. 
Mishara and Schwartz get things backwards when they suggest we check the effectiveness of 
phenomenological description against its contribution to neurological theory. Instead, 
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neurological theory can make use of phenomenology as a kind of parallel processor providing a 
reference point with which scientific practice can—and should—check in. Our scientific theories 
and descriptions of patient experience should evolve cooperatively, yet independently; in 
partnership, not hierarchically.  

A defender of Murphy’s project, therefore, can only integrate those defanged 
phenomenological approaches (such as Mishara and Schwartz’s) into his or her theory through 
an erroneous inversion of the primordial with the theoretical. Murphy’s nosology is constructed 
using exemplars (typical cases which explain typical manifestations of causally defined 
impairments to mental functioning), each responding to a unique cause that could have a wide 
range of symptoms (2012, 349-350). Murphy could accommodate phenomenological 
descriptions as part of a rich and expansive set of exemplars that include case data. However, the 
nosology would still be set around dysfunctions causing a range of effects. These dysfunctions, 
understood as causal processes, are necessarily theoretical. Therefore the inclusion of a causal 
nosology loads the description of symptoms—the crucial description of what sort of patient 
experience is being caused— with a reductionist ontology, wherein meaningful experience must 
be articulable in an etiology of causal models. 

3. Reflexive Psychiatry 

I want to emphasize that the challenge I am making to Murphy, and related models, is not 
that phenomenology ought to be included in psychiatry because it is useful to a growing 
embodied and enactive understanding of neurology—although I think this is true. Rather, my 
argument seeks to demonstrate how the scientific conception of psychiatry—that is, a psychiatry 
that is divorced from the humanities, severed off of the meaningfulness of individual (existential) 
human life—suffers its alienation. In place of reducing meaningful human experience to causal 
models, psychiatric research ought to make use of reflexive research methodologies that oscillate 
between descriptions of experience and theoretical models of cause or treatment. This 
understanding balances psychiatry as an independent discipline between cognitive neuroscience 
and the humanities, between causation and meaning. 

Rather than identifying psychiatry as the study of theoretical mental disorders, I identify 
psychiatry’s object of study with the struggling mental lives. The theoretical interpretation of that 
life as functional or not (according to social norms or neurological systems) is a dominant and 
highly productive schema for psychiatry. By making this distinction, I seek to open up a new 
space for understanding the lives of the “dysfunctional.” In other words, by challenging the 
notion of “dysfunction” as a theoretical presupposition, I gesture for psychiatry research to 
reflect on the primordial world of meaning.  

In Foucault’s discussion of the nature of the “human sciences” in the Order of Things  he 
explains, “Since the human being has become historical, through and through, none of the 
contents analysed by the human sciences can remain stable in itself or escape the movement of 
history” (1970, 404). As a result, the more human sciences and the ontological categories they 
produce aim at general or universal truths “beyond the historical relativity of its origin and its 
choices … the more clearly it bears the marks of its historical birth” (ibid., 404). This is a 
problem for a static conception of what psychiatry studies. While the truths of cognitive 
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neurology may not be very easily seen to be historical, the idea that those lives that we currently 
call mentally disordered are dysfunctional is deeply historical. And, it is the latter which 
psychiatry tracks over time, through it’s various phases and forms. The close relationship with 
cognitive neurology is a new turn, and an important one, but it is a new turn in an ongoing 
investigation of something (mental lives) that is not limited to cognitive neurological definition. 

To his credit, Murphy acknowledges this problem. He rightly identifies that some 
concepts used in psychology are historically contingent and not strictly the product of rigorous 
scientific investigation (2012, 331). However, he believes this can be rectified in psychiatry by 
interdisciplinary consistency between psychology, neuroscience, and cognitive sciences (ibid., 
332). But this proposal misses an even more fundamental historical contingency: the very 
account of the “dysfunctions” of specific systems constituting mental disorders. Therefore, 
Murphy’s account fails to recognize how fundamental the problem of historical contingency is. 

Foucault begins to offer a solution. He suggests that “the more it [History] accepts its 
relativity, and the more deeply it sinks into the movement it shares with what it is recounting” 
(1970, 404). So a “genuine” or honest, self-critical approach to the human sciences would have 
to engage with the dynamic, responsive, historical structure of the object of investigation. The 
science ought to track, and parallel, the development of its object. This can be done through a 
reflexive relationship between theory and purely descriptive phenomenology. 

3.1 Applying Phenomenology 

I propose that phenomenology can offer a more optimistic future for psychiatry because 
phenomenology provides a minimally presumptuous ground by practicing, as much as possible, 
the suspension of the natural attitude. In order to get an accurate description, the 
phenomenologist brackets her preconceptions and theoretical knowledge to produce a description 
that stands on its own. That is, a phenomenological description should not require any theoretical 
background to verify it. Joseph Keeping explains: “phenomenological claims must be 
reproducible by following the lines of thought and gesture expressed in language” (2014, 236). 
However, we should remember that the suspension of the natural attitude itself is always only 
partial. Thus, Keeping’s reproducibility criterion provides a more persuasive evaluation of 
phenomenological merit. Each reader, on their own, is the replication. Phenomenology is 
justified by the resonance found between the phenomenologist and the audience. This resonance 
is lost in abstraction into causal models and theoretical constructs. 

This directive sets phenomenological descriptions apart from the regular presumptions of 
scientific inquiry. In response to Murphy’s view that philosophical reflection, either in a 
hermeneutic reflexive practice or a phenomenological suspension of the natural attitude, is 
unnecessary for psychiatry, Francois LaPointe explains: “The pretension of possessing a method 
of investigation which would be philosophically ‘neutral,’ already implies a philosophy perfectly 
constituted and identifiable” (1972, 238). Following Maurice Merleau-Ponty, he argues against 
“the unscientific attitude of making science the ultimate source and goal of knowledge and life” 
(ibid., 245). Instead he stresses that “the life-world has meaningful structures of its own, which 
must be approached in a very different way if it is not to be radically reduced and distorted” 
(ibid., 245). This means that if the object of psychiatry is the life-world (the co-constituting 

Gnosis 15.1 | 2016 



 
94 

experience of embodied life and world through consciousness) of the patient, thinking about it in 
an uncritically causal or “scientific” way will distort it.  

In order to preserve a genuine account of the object under investigation, we ought to 
suspend our “philosophically neutral” scientific methods, bracket etiology, and just articulate the 
patient’s experience. The resulting description is comparably safe from patchy, blurry, or vague 
scientific categories. Such a description provides a reference point for the indistinct 
psychological constructs, which then makes the constructs more determinate because their 
operational definitions can be evaluated, capturing the described phenomenon in question, for 
better or worse. Applying this imperative to etiology, any specific causal story is not a 
description of a patient’s life; it is a construct that will fit better or worse with a descriptive 
account that was produced without that causal story in mind. 

 Since I am arguing for the inclusion of this method, I will consider Matthew Ratcliffe’s 
(2008) account of “double counting” in order to make clear how phenomenological and 
theoretical explanations might differ. Whereas my approach recommends adhering to 
phenomenological descriptions, Ratcliffe gives phenomenological explanations of patient 
reported experience that reveal interesting features traditional “scientific” accounts miss. 

Ratcliffe’s explanation relies on some of the specialized apparatus of traditional 
phenomenology; these are not theoretical postulates of entities or systems, but are explanations 
that, nevertheless, might be unintuitive, considering our ordinary use of language. Importantly, 
Ratcliffe talks about the possibilities of the patient, conceived as features of his lived experience 
rather than non-actual events (ibid., 122). Consider, for example, the way a doorway reveals the 
possibility of entering another room. This possibility does not reside in some “objective fact,” 
such as the recognition that “this door can be used to enter another room.” Rather, the 
experienced possibility comes from the recognition of the doorway as such,  regardless of 
whether or not I first experienced the doorway, inferring only afterward that the doorway is the 
ground for the opening of that possibility. The possibilities that seeing the door affords me can 
neither be divorced from the perception of the door in its sense-embedded whole, nor can it be 
inferred that the door affords such a possibility. That is, one does not see the door and think to 
oneself “oh, this door leads to the next room. I can take this door to go to the next room.” One 
sees the door as possibility for embodied action all at once. 

Ratcliffe uses this explanation of possibilities to offer an alternative to the standard 
psychiatric account of Capgras Syndrome, a disorder wherein a patient cannot recognize the 
possibility of interacting with familiar people (e.g., one’s spouse) in a normal way, making those 
familiar people seem like imposters. He explains: “There is the conspicuous feeling of 
unfamiliarity, the feeling that something is absent ” (2008, 153; author’s emphasis). He goes on 
to suggest that this feeling provides persistent and replicable evidence for the belief that the 
familiar person is an imposter (ibid., 162). This suggests that the two-stage model, dominant in 
psychiatric accounts, is problematic because it distinguishes between dysfunctionality of 
experience (the unfamiliarity of familiars) and belief systems (specifically the inconsistent 
supposition that someone is an imposter but otherwise non-threatening) (ibid., 161). 
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In a different example, Ratcliffe suggests that when psychiatrists differentiate between 
positive symptoms (the appearance of things not corroborated by other’s experience) and 
negative symptoms (the apparent lack of features normally present) in schizophrenia, they fail to 
recognize that “[o]ur phenomenology [whether you have schizophrenia or not] is not a cooking 
pot that can contain varying amounts of several distinct ingredients” (ibid., 190). That is to say, 
breaking our lived experience into symptoms seriously undermines the holistic integrity of that 
experience. After all, the world does not typically appear as broken into clearly and already 
distinguished parts, such as beliefs and apparent possibilities, feelings of unreality and unreality 
itself, or anything that could be “added” or “taken away” discretely. Although typical of a 
scientific worldview, these reductionist assumptions occur because they arise from a worldview 
that is itself always already fragmented into arbitrary theoretical models. As useful as these 
models can be, we need to nevertheless check them against something less ontologically 
dubious: namely, the world as it is experienced. 

4. Patient Experience 
Patient experience doesn’t allow for a preconceived distinction between value and fact. 

Patients have a whole world, a life, which is affected by their mental illness. Taking for granted 
that the object of psychiatry is the dysfunctional  mind misses the fact that it is a value-loaded 
mind in a value-laden life. So any genuine understanding of the mind, functional or 
dysfunctional, needs value. Charles Taylor explains that self-conception and self-reflection are 
inherently value loaded (1988, 317). From the point of view of the patient, their mental life is not 
valueless. The mentally disordered struggle in a life that is co-constituted by their values, which 
are sometimes attributed by the functions Murphy considers dysfunctional. This occurs because 
the kind of functionality Murphy wants to repair or treat are dysfunctions of causal systems. 
Instead of this kind of approach, Taylor suggests the functionality that psychiatry should be 
interested in is the “taking care of oneself” (ibid., 311). Taylor argues that often the “cure” in a 
treatment comes from within the patient (ibid.). As a result, the functionality that needs to be 
restored is the functional experience of the patient , not the functions of a patient’s systems. 

Murphy’s account assumes that there is typically a strong correlation between 
dysfunctions of cognitive neurological systems and dysfunctional “taking care of oneself.” This 
assumption implies a rather rigid conception of normal mental function, as it would occlude 
occasional hallucinations, unobtrusive addictions, periodic depression, frequent lapses of 
attention, and so on. I am inclined to suggest that “normal function” is widely varied, often 
including some “symptoms” that could be considered products of dysfunctional systems. That is 
to say, instead of saying that mental disorder is dysfunction, we could understand everyone as 
mildly dysfunctional and widely varied, but some of us end up struggling more than most; these 
struggles  are the dysfunction that needs to be addressed. Cognitive neuroscience might help but 
the object of study should be the struggle of a living person with a value-laden world, not the 
causes of their dysfunctional mental life. In this way psychiatry can make use of cognitive 
neuroscience without being subsumed under it. 

4.1 The Purpose of Psychiatry 
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Between “the dysfunctional” and the “pretty much functional” are those people who are 
considered neurologically normal but still seem to benefit from psychiatric treatment. Murphy’s 
nosology doesn’t leave psychiatry any leeway to handle these cases; for him, you either have a 
dysfunction and therefore a mental disorder or your problems are not to be treated as psychiatric. 
An alternate understanding of psychiatry’s purpose is outlined by Robert Woolfolk (1998). He 
sees psychiatry as a humanism, a structure for self-understanding that can support wellness as a 
goal. Further, because it isn’t committed to any conception of dysfunction relative to a norm, it 
can criticize normal experience. Psychiatry, on this account, is a value-laden science. 

Woolfolk accepts that the subject of the psychiatry is the experience of patients. He 
explains, “Self-knowledge derived from everyday life experience is framed most often within the 
boundaries of our personal concerns and our efforts to orchestrate our lives around those 
concerns” (1998, 110). This means he takes as his starting point the contextual, meaningful, 
experience as the object of investigation. Woolfolk goes on to explain that “we live our lives not 
as disinterested observers of events but rather as engaged participants whose existences are 
consequential to us” (ibid., 116). Here, he recognizes the essentiality of meanings and values in 
our everyday experience. Woolfolk concludes that “any undertaking, such as psychotherapy, that 
describes, analyzes, discovers, or modifies emotion will be deeply involved in moral-evaluative 
material” (ibid., 117). Thus he disagrees with Murphy’s two-stage model, arguing that patient 
experience, as necessarily value-laden, cannot be disentangled from either research or clinical 
practice. Further, Woolfolk recognizes the historical reflexivity intrinsic to psychiatric practice. 
He explains:  

Clearly the proliferation of therapy has the effect of further ‘psychologizing’ 
society, thus creating demand for therapy by sensitizing people to their 
emotional discomforts, establishing a psychological idiom and frame of 
reference for understanding life, and creating life expectations whose 
realization requires psychotherapy. (Ibid., 31) 

 With this observation Woolfolk addresses two of the central problems I raised. First, psychiatry 
is seen as historically related to society through psychologizing. Second, the patients conceived 
of here are those psychologized individuals who can make use of psychiatric resources, not 
necessarily only the neurocognitively dysfunctional. This conception tolerates people who are 
more or less neurotypical benefitting from psychiatric expertise. More importantly, it suggests 
that a consumer of psychiatric services is not an identity that relies on any intrinsic failure of 
neurocognitive processes. 

With these observations Woolfolk suggests psychiatry is or ought to be:  

an activity involving the development, elucidation, and application of practical 
knowledge and acumen through dialogue—a form of pedagogy encompassing 
fact and value analogous to what in other times has been called the cultivation 
of character or the development of practical wisdom. (Ibid., 5) 

This “cultivation” of “practical wisdom” suggests an aim in line with Taylor’s “taking care of 
oneself.” This contrasts starkly with Murphy’s vision. For Murphy, psychiatry is applied 
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cognitive-neuroscience:not a cultivation but a treatment, not about developing as a person but 
remediation of someone who is a dysfunctional person. 

I have criticized Murphy’s view by arguing that it fails to provide a holistic or authentic 
understanding of the object to be remedied. Murphy takes for granted that empirical evaluation 
of functionality carries with it no problematic philosophical baggage. He attempts to 
accommodate criticisms of breadth, but in doing so he misconstrues criticisms of the very 
foundation of scientific psychiatry as criticism of its narrowness. A properly broad account of 
psychiatry must include a distance from cognitive neuroscience, such that a careful reflection on 
the needs of patients can be understood, researched, and developed. This requires taking causal 
etiological knowledge as a research tool, which may not be accurate or useful. Instead of 
approaching patients with an eye to isolating what their dysfunction is, we ought to receive from 
them an expression of their struggles. This means that future research should aim to finding 
causes and remedies as alleviating struggles and developing the practical wisdom needed to take 
care of oneself. Cutting up psychiatry and dismissing phenomenological descriptions that do not 
contribute to neuroscience as “clinical” loses meaningful opportunities for research and 
treatment and takes for granted a theoretical ontology, which is a product of a history of 
psychologizing. 
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