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Outline of the Talk

• Implicit philosophical assumptions in medicine & science as 

analogue of implicit bias

• Tackling this philosophical bias in psychiatric education using the 

framework of conceptual competence





Philosophical Bias as Implicit Bias

• “Philosophical bias”: basic implicit assumptions in science
• Ontology: how the world is / the nature of psychiatric conditions & psychological 

suffering

• Epistemology: how & what we can know about it 

• Norms: how science (psychiatry) ought to be practiced

• Philosophical assumptions influence, justify and enable scientific & 
psychiatric practice

Andersen, et al. 2019. eLife



Are all philosophical assumptions biases?

• “When philosophical premises are chosen explicitly and purposely in this 
way, we would not call them ‘biases.’ In most cases, however, scientists 
remain unaware of these assumptions and of how they influence research. 
When a philosophical premise is implicitly accepted in our theories and 
methods, it becomes a philosophical bias.” (Andersen, et al. 2019)

• The important point is not whether philosophical assumptions are always 
biases (arguably they can be) but whether they remain implicit



Philosophical Bias

• Philosophical biases are typically acquired from folk intuitions, 
education and training, professional practices, disciplinary traditions, 
and all the things that define a scientific paradigm.

• In the traditional Kuhnian idea, philosophical biases tend to remain 
hidden during periods of “normal science,” and “paradigm shifts” tend 
to involve philosophical as well as scientific disagreements over 
foundations of a field



Philosophical Bias

• Philosophical assumptions are inherent to medicine and science; we 
cannot avoid them

• We can, however, make our implicit assumptions explicit

• That way these assumptions can be explicated, challenged, and if 
needed, replaced



We rarely give much thoughts to implicit 
assumptions

“Physicians, including psychiatrists, give a lot of thought in their 
everyday work to answer the question of whether or not a particular 
patient has a disorder; they rarely give much thought to the broader 
issue of what constitutes a disorder.”

Robert Spitzer

Harmful dysfunction and the DSM definition of mental disorder. 

Journal of Abnormal Psychology. 1999.



Rampant Confusion

“Are psychiatrists mistaking moderately useful bins for underlying 
cosmic secrets? It’s hard for me to tell exactly how many people make 
this mistake; the people who understand what’s going on and are just 
using the categories as rules-of-thumb tend to sound a lot like the 
people who don’t. My guess is most professionals, and an 
overwhelming majority of laymen, are actually confused on this 
point, and this messes them up in a lot of ways.” 

Scott Alexander, Ontology of Psychiatric Conditions

Astral Codex Ten



The Journal of Nervous and Mental Disease
2020 - Volume 208 - Issue 11 - p 848-856



Example: The Neo-Kraepelinian Approach

• Psychiatry should operate within the medical model

• There are natural disease entities in psychiatry

• There can be no scientific psychiatry without a serious, systematic effort to 
develop a valid classification of psychopathology

• Such a serious, systematic effort requires operationalized diagnostic criteria

• Research into biological aspects of mental illness is crucial for the 
identification of disease entities

• Validators such as clinical presentation, neurobiological findings, 
longitudinal course, & family history/genetics will converge when we 
identify psychiatric disease entities

Klerman GL The evolution of a scientific nosology. 1978



Example: The Neo-Kraepelinian Bias

• DSM-III claimed to be “atheoretical” but was deeply embedded in 
implicit Neo-Kraepelinian assumptions

• This combination of being “descriptive” while implicitly adopting a 
neo-Kraepelinian stance explains the apparent paradox that DSM-III 
was seen as a victory of the “medical model” and “biological 
psychiatry” despite being “atheoretical” with regards to etiology.





Example: Theorizing Causal Interactions

“… the history since the beginnings of modern science in the seventeenth 
century consists of assumptions and arguments that psychological and 
social causation are impossible or even incomprehensible, that there is 
no distinctive biological causation either, over and above physics and 
chemistry. The historical background is entirely hostile to the whole 

idea of biopsychosocial causal pathways…”

Derek Bolton & Grant Gillett

The Biopsychosocial Model of Health and Disease, 2019



Example: Theorizing Causal Interactions

A statement made to me by a senior and well-respected psychiatrist 
during a discussion on long-term biological effects of childhood 

trauma:

“trauma is a mental event and mental events cannot cause 
physical ones”



“brain disorders” & “genetic disorders”

Blair, 2015. https://www.linkedin.com/pulse/mental-
illnesses-brain-disorders-jeremy-blair



Philosophy & Psychiatric Education

• Despite the flourishing of philosophy of psychiatry as an academic discipline, 
mainstream psychiatry has remained largely insulated from philosophical 
discourse. 

• Conceptual and philosophical underpinnings of psychiatric theory and 
practice have not been accorded the prominence they deserve in psychiatric 
education

• This is not on the agenda for most psychiatric training programs



Philosophy & Psychiatric Education



Conceptual Competence

• Conceptual competence in the context of healthcare is the 
transformative awareness of the ways in which background 
conceptual assumptions (held by clinicians, patients, and 
society) influence and shape aspects of clinical practice, 
research, and education. 



Elements of Conceptual Competence

1. Conceptual assumptions (and conceptual questions)

2. Conceptual tools

3. Conceptual discourse

4. Conceptual humility



Elements of Conceptual Competence

• Conceptual assumptions and conceptual questions: making 
explicit the implicit conceptual assumptions & corresponding 
Qs that influence clinical interactions & diagnostic practices.

• Conceptual tools: developing a philosophical vocabulary and 
acquiring familiarity with relevant arguments and frameworks 
with which to examine conceptual assumptions in a rigorous 
and systematic fashion



Elements of Conceptual Competence

• Conceptual discourse: examining in an organized manner the 
merits of the various responses to conceptual questions 
relevant to the institution and practice of psychiatry

• Conceptual humility: developing recognition of the tentative 
nature of scientific and philosophical formulations and of the 
value of pluralism in assessments of them



Conceptual Assumptions

• Some examples discussed earlier

• In working with trainees: gentle, open-ended questioning often the best 
way

• Avoid framing the issue in a polarized or threatening manner 

• Reading articles that discuss various conceptual & philosophical issues

• Identification of implicit assumptions & making vague assumptions 
more precise is a never-ending task (→ humility)



Conceptual Tools

•Acquisition of appropriate philosophical vocabulary, 
familiarity with commonly invoked distinctions, 
arguments, and conceptual frameworks



Conceptual Tools: Example of an Argument

“Often in discussions of this kind a hope is expressed that some biological 
‘abnormality,’ such as an endocrine or genetic disturbance, will be 

discovered and will resolve the issue once and for all. It is hard to see 
how this would answer the question any more than would knowledge of 

the biological cause or antecedents of left-handedness (surely there must 
be one) indicate whether that condition should be regarded as a normal 

variant or pathology.” 

Robert Spitzer
The diagnostic status of homosexuality in DSM-III: a reformulation of the issues. 

American Journal of Psychiatry. 1981.



Conceptual Tools: Example (cont.)

The reasoning: merely demonstrating the presence of a biological 
foundation is not sufficient to conclude that the characteristic in question 
represents “disorder” because

i. All mental characteristics ultimately arise in some fashion from the 
biological substrate of the brain 

ii. What is missing is an account of the sorts of biological differences 
that constitute “disorder” (an account of what counts as a 
dysfunction in biological terms)



Conceptual Discourse

• Conceptual competence requires the dynamic exchange and discussion 
of ideas. 

• Conceptual discourse is an active skill, not knowledge that can be 
acquired passively. 

• To acquire conceptual competence, trainees need to be able to examine 
responses to conceptual questions using conceptual tools in the 
training environment.

• Teaching such philosophical discourse to trainees can be aided by the 
use of conversations and debates that exist in the literature.



Conceptual Discourse

• Jerome Wakefield’s “harmful dysfunction” analysis of mental disorder, 
along with critical commentaries by Jablensky, Bolton, Fulford, 
Thornton & Brulde in World Psychiatry (2007)

• “The six most essential questions in psychiatric diagnosis: a pluralogue” 
in Philos Ethics Humanit Med (2012)

• Bulletin of the Association for the Advancement of Philosophy and 
Psychiatry https://aapp.press.jhu.edu/publications/aapp

https://aapp.press.jhu.edu/publications/aapp


Conceptual Humility

• Philosophical problems are rarely solved or settled conclusively. 

• Developing the virtue of conceptual humility involves the realization 
that these conceptual issues are highly complex and despite our best 
efforts often remain unsettled, that we are always operating within a 
philosophical framework, and that all philosophical frameworks have 
their limitations. 



Conceptual Humility

“Because the views we espouse are always open to objections and disagreement, our 
practice at its best nurtures in the philosopher a capacity to withstand huge shifts in her 
understanding of even her most deeply entrenched beliefs about how things are in the world. 
Good philosophy of all stripes fosters in the practitioner the virtue of epistemic humility.

The best philosophy teachers are the ones who are able to model this virtue. They show their 
students how the right kind of conversation can bring to consciousness the utter 
preposterousness of something that one has always taken for granted and then how to 
survive finding oneself turned around in one’s shoes.”

Nancy Bauer, 2015 (for Aeon)



Conceptual Humility

“The worst enemy of the best philosophy is ideology in all its forms. 
Philosophy at its best evinces deep skepticism about the stories powerful 
people and institutions tell about How Things Are.”

“The natural home of philosophy is in the agora, not the ivory tower.”

Nancy Bauer, 2015 (for Aeon)



Educational Formats

• Lecture series

• Discussion groups with pre-assigned readings

• Journal clubs

• Reading elective



Discussion Groups & Reading Electives

• A preferred format

• Advantage of placing learners in an active role

• Challenge for instructors lies in the appropriate selection of 
readings and in guiding trainees through the discussions 

• My experience: difficult to get contemporary (American) 
trainees to read anything as an assignment. I still use this 
format but use it as an elective option for interested & willing 
trainees.



Feedback from a Psychiatry Resident

“The most significant impact that this elective has had on myself as a 
developing psychiatrist is the introduction of ways in which I can better 
conceptualize mental illness and mental health. While I had previously 
hoped to have a more discerning view of the conditions we treat, I didn’t 
have a good frame of reference to discuss and understand the difference 
between a disorder or a medical condition, a categorical or dimensional 
phenomenon, scientific pluralism vs biological reductionism.”



Feedback from a Psychiatry Resident

“I think the most salient takeaway points I have from this elective, are in 
the area of scientific pluralism. With the hope of finding simple answers 
for our questions in psychiatry, I think that I had leaned towards 
biological reductionism in my views of mental illness. Arguments I read 
convinced me that this would be missing a large part of the causation of 
mental illness. Particularly, the readings on dimensional, categorical, and 
dynamic systems, and demonstrated explanations for diseases which ran 
counter to my conception of diseases as more discrete entities.”



Feedback from a Psychiatry Resident

“The assigned readings solidified my own agreement that approaching 
psychiatric issues from multiple organizational levels continues to be 
necessary, a point that I had not previously appreciated. Although I 
haven’t yet had the chance to learn psychotherapy myself, I think I have 
been dismissive of psychotherapeutic approaches, as well as social 
factors to some extent, in my approach to psychiatric conditions.”



The First Law of Ambiguity

“What happens in vagueness stays in vagueness, unless 
it is acted upon by a clarifying force.”



Questions?

awaisaftab@gmail.com


