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Sm: Charlton (1995) presentsa point of view
which I understandas follows: traditional diagnos
tic categories should be abandoned because they
lackexplanatorypower,and shouldbereplacedby
diagnoses in terms of deficits to information
processingmodules (analogous to software pack
ages,either applications or operating systems).Un
fortunately he does not pay any attention to the act
of diagnosis in the real clinical world: that is, a
transaction between an individual patient and an
individual psychiatrist in a specified social setting,
which includes the patient's family and the psy
chiatrist's professional context. The act of diagnosis
occurs when an individual and his/her (often
invisible) family decide to approach a doctor with
a problem with living, which may include (for
example) interpersonal hostility, role failure as
parent or partner, or difficultiesat work or school.
The patient and his/her social network approach
thedoctorfor an explanation,but primarilyto seek
a solution to the difficulties in their lives. The
solution which is offered or accepted will be
embedded in the explanation.

I wouldarguethatin offeringexplanations,we
should consider not merely scientific questions of
reliability and validity, but also questionswhich
may loosely be characterised as philosophical.
What bearing does the explanation have on the
individual's sense of self, of volition and agency?
How does the explanationinfluencethe broader
network's sense of responsibility? What claims
doesthe explanationmake on absolutetruth and
to what extent does it demand unquestioning
belief, or invite refutation and the generation of
alternatives?How does it influencethe nature
of the relationshipbetweendoctor and patient?
The function of explanation as narrative, subject
to revision and elaboration in an interpersonal
context, has been articulated by, for example,
Pocock (1995): the central idea is that explanation
(or diagnosis) has the power to do both harm and
good in a therapeutic setting, regardless of its
scientificstatus.

I do not question the scientific accuracy of
Charlton's â€˜¿�PCmodel' but I question the utility
of this kind of reductionism in the real world of
human suffering, and the absenceof regard for the
interpersonal nature of the diagnostic process.The
term â€˜¿�schizophrenic'has been subject to criticism,
but I would rather be a schizophrenicthan a
personal computer.
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Sm: Charlton(1995)is right to draw our attention
to the need for psychatriststo develop â€œ¿�acognitive
nosology based upon a modern understanding of
human psychological architectureâ€•.He argues, and
I agreewithhim, that our presentclassificatory
systems lack explanatory power and he therefore
calls for the use of single casestudies of patients
with definedcognitivelesionsbut he fails to give
examplesof which psychiatriccaseswould count as
â€œ¿�purepsychiatric casesâ€•.He also proposes a â€˜¿�PC'
model of the mind which harbours an homunculus.

I believethattheemphasisin thenewresearch
agendashould not be placed on somesuch notion
as a â€˜¿�purecase' but rather on symptoms such as
verbal hallucinations, visual hallucinations, particu
lax types of delusions, formal thought disorder,
thought insertion, thought withdrawal, etc. The
sites responsible for thesesymptoms and the psy
chological and neurophysiological processes under
lying these symptoms should become the focus of
study. In addition, it is clear that there may be
psychopathological processeswhich unify symp
toms which appear on a superficial inquiry to be
dissimilar. For example, a good casecan already be
made for saying that verbal hallucinations and
some kinds of passivity experiences are differ
ent manifestations of a similar if not identical
neuropsychological impairment, namely errors in
the monitoring of intentional acts. It is equally
important to emphasise that there are numerous
psychotic symptoms which psychatrists have not
been taught to attend to or recognise,particularly
in this current intellectual climate where a menu
approach to psychiatric diagnosis has become
prominent. These symptoms include such symp
toms as paraprosopia (Effis et a!, 1994) and â€˜¿�forced
gaze',a symptom which is too readily classifiedasa
passivity experience without the implications for
visual processing being taken into account.

Charlton's description of a â€˜¿�PC'model of the
mind must be understood only as an analogy.
Computer technology has given us a new language
and also new conceptual tools for thinking about
the mind. However, Chariton errs when he
â€œ¿�assumesthat the â€˜¿�consciousmind' behaves like a
computer operator who is inspecting a continuous
printout in order to generate appropriate behav
ioursâ€•.This way of conceivingof the mind falls into
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