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SUMMARY: Although mental health professionals traditionally have been viewed as
sole experts and decision-makers, there is increasing awareness that the experiential
knowledge of former patients can make an important contribution to mental health
practices. I argue that current patients likewise possess a kind of expertise, and
that including them as active participants in diagnosis and treatment can strengthen
their autonomy and allow them to build up important habits and skills. To make
sense of these agential benefits and describe how patients might act as co-regulators
of a therapeutic encounter, I look to the enactivist notion of “participatory sense-
making”.
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RESUMEN: Aunque tradicionalmente se ha considerado a los profesionales de la
salud mental como los únicos expertos y responsables de las tomas de decisiones,
cada vez hay más conciencia de que el conocimiento experiencial de los expacientes
puede contribuir a las prácticas de salud mental. Sostengo que los pacientes actuales
también poseen un tipo de experticia, y que incluirlos activamente en el diagnóstico
y el tratamiento puede fortalecer su autonomía y permitirles desarrollar hábitos y
habilidades importantes. Para dar sentido a estos beneficios y describir cómo los
pacientes podrían actuar como correguladores del encuentro terapéutico, recurro a
la noción enactivista de “hacer sentido participativamente”.

PALABRAS CLAVE: affordance, enactivismo, hábito, atención centrada en la persona,
psicoterapia

1 . Introduction

Although mental health professionals traditionally have been viewed
as sole experts and decision-makers, there is increasing awareness
that people who live with mental illness have a unique set of lived
experiences that render them epistemically privileged in certain re-
spects. Some theorists have gone so far as to suggest that just as
professionals are a source of expertise, former patients “have special
technical expertise in virtue of experience that is not recognized by
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degrees or other certificates” (Collins and Evans 2002, p. 238). Their
experiential knowledge can make an important epistemic contribu-
tion to research, treatment practices, and the development of diag-
nostic criteria (Tekin 2022). But do current patients likewise have a
kind of expertise? I will suggest that such expertise consists partly in
an epistemic dimension: current patients have knowledge about how
various symptoms impact their lives and relationships, what sorts of
treatments have proved to be effective in the past, and what it’s like
to utilize mental health services. In addition, their expertise involves
an agential dimension that centers around a kind of responsiveness
and attunement to available action possibilities. I argue that regard-
ing patients as experts and including them as active participants in
diagnosis and treatment can have important agential benefits insofar
as it allows them to build up important habits and skills.

To make sense of these agential benefits and describe how patients
might act as co-regulators of a therapeutic encounter, I look to the
enactivist notion of “participatory sense-making”. As first described
by De Jaegher and Di Paolo (2007), “participatory sense-making” is
a process of collaborative meaning-making in which new understand-
ings can be generated that were not available to the individuals on
their own. While the participants involved do remain autonomous,
separate agents, the relationship that arises between them has its
own properties that constrain and modulate their behavior. Through
the coordination of intentional activity, each agent’s understanding is
mediated and modified via the meaning-making activities of the other
participant(s). Rather than being unidirectional, regulating processes
are reciprocal and flow back and forth between the agents; there is a
mutual recognition of each other’s subjecthood and agency (Brancazio
2020).

Effective talk therapy sometimes counts as a striking example of
participatory sense-making: by way of bodily resonance and interac-
tive engagement, therapist and client jointly regulate their interaction
and engage in a collaborative interpretation of the patient’s experi-
ences. A myriad of shared, complicit, disputed, and rebutted signif-
icances and meanings can emerge in a constantly shifting way over
the course of the interpersonal encounter. In my view, the enactivist
notion of participatory sense-making can help to deepen our un-
derstanding of how shared, reciprocal involvement between patient
and health care professional “empower[s] and encourage[s] the [pa-
tient’s] autonomy, self-confidence, dignity, and self-determination”
(Toro and Martiny 2020, p. 632). Indeed, regarding current patients
as experts, and as co-regulators of participatory sense-making, is
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one powerful way to strengthen their epistemic agency (i.e., their
capacity to produce and share knowledge) and moral agency (i.e.,
their capacity to act and make choices). Specifically, it has poten-
tial to strengthen habits and skills (competencies) that undergird
autonomous agency. My proposed account highlights the important
sense in which autonomy is relational: individuals can develop and
sustain their capacity for autonomy only insofar as they are embed-
ded in a network of social relationships that scaffold and support
their agency (Barclay 2000).

2 . Patient Expertise, “Person-Centered” Care, and Reciprocity

The relationship between mental health care professionals and pa-
tients sometimes is understood in a relatively unidirectional or pater-
nalistic way (Sandhu et al. 2015): professionals diagnose and make
treatment decision, and the patient complies. The guiding idea is that
professionals have specialized knowledge, training, and skills they can
use to serve the best interests of patients. At the extreme, unilateral
decision-making can lead to nonconsensual modes of treatment, such
as involuntary hospitalization or forced medication. Whereas some
view non-consensual treatment as morally permissible in cases where
it preserves the best interests of patients and restores their auton-
omy, others emphasize that such treatment is likely to be ineffective
and has the potential to undermine people’s trust in mental health
care. As a result, patients may under-report symptoms or avoid seek-
ing treatment to avoid further restrictions on their freedom (Cherry
2010, p. 791).

Some theorists also have expressed concern that treatment deci-
sions that don’t take the patient’s specific needs and preferences
into account may violate their dignity (Pelto-Piri et al. 2013). Along
these lines, Potter (2019) notes that the testimony of mentally ill per-
sons may be discounted, dismissed, or utterly silenced; “testimonial
quieting” occurs when a speaker’s credibility as a knower is under-
valued due to negative stereotypes or controlling images associated
with mental illness. This counts as a form of “epistemic violence”
insofar as it undermines individuals’ ability to speak and be heard.
If patients begin to doubt their own worth as well as their ability
to make appropriate choices, their sense of themselves as capable,
efficacious, and in control may begin to diminish (Houlders et al.
2021). Such considerations suggest that unilateral decision-making
is not only a missed opportunity to gain a better understanding of
patients’ needs, but also can erode their sense of agency.
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I aim to examine how incorporating patients’ experiential expertise
into decision-making processes can function as one important way
to avoid such harms and promote their autonomy. But what do I
mean by “expertise”? Dings and Tekin (2023) rightly note that the
Expertise-by-Experience movement is complex, with a wide range of
goals and orientations, and that experts-by-experience can contribute
to mental health care at various levels (p. 3). At the macro level, they
are involved in co-design of policy; at the meso level, they contribute
to clinical guidelines; and at the micro level, they assist other patients
with recovery and offer practical and emotional support (Castro et
al. 2019). Here, I speak of the patient as an expert at the micro
level and in a narrowly defined context, namely that of their own
treatment. I will argue that viewing the lived experience of current
patients as a form of expertise resonates with key aspects of so-called
“person-centered care”, yet places even greater emphasis on patient
involvement and reciprocity. Again, note that this focus on current
patients is at odds with the usual way of approaching things: theorists
typically argue that former patients (those who have recovered from
any epistemic or agential impairments associated with their mental
illness) should be regarded as experts. In the concluding section,
I address the concern that many current patients are ill-equipped
to engage in participatory-sense-making because their capacities are
impaired.

2 . 1 . Experiential Knowledge and Responsiveness to Affordances

As noted already, my focus is on the agential benefits associated
with patient involvement. Still, to support my claim that patients
ought to serve as co-regulators of the interactions that take place in
psychotherapy settings, I need to say more about the sort of special
expertise that they possess. Such expertise consists partly in experien-
tial knowledge: patients have (a) daily lived experience of living with
a mental illness and managing associated difficulties, (b) experience
in dealing with health care providers and health care institutions, and
(c) experience in dealing with stigma or marginalization (Castro et al.
2019). They also are aware of how their illness impacts other aspects
of their lives, such as their interpersonal relationships, how they are
treated within the community, and others’ reactions to their illness
(Tekin et al. 2020). What is more, they understand how the scientific
framing of their illness (e.g., their DSM diagnosis) affects the kinds
of accommodations they receive in their jobs or in educational set-
tings. Finally, those who have been successful in maintaining a good
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quality of life and navigating their symptoms have a strong grasp of
what sorts of material resources or social scaffolds they need to cope
with their illness.

One important way that a patient’s experiential knowledge dif-
fers from the professional knowledge of a mental health practitioner
is that it is holistic: it encompasses the full phenomenon in the
way that it is experienced by the person (Borkman 1976, p. 448).
Mental disorder is a “psychobiological phenomenon” that involves
phenomenological, behavioral, social, cultural, genetic, and neuro-
physiological aspects (Flanagan 2013, p. 866). Paying attention to
the perspectives of patients is crucial to gain an understanding of
these different aspects and their interplay (Tekin et al. 2020, p. 90).
Whereas the professional is more theoretically and medically oriented
and focused on symptoms commonly associated with a particular
condition, the patient has a more immediate understanding of how
these symptoms impact their daily life, relationships, and self-image.
Experiential knowledge includes what Borkman labels the cathetic
dimension, i.e., an individual’s feelings about, and evaluation of,
themselves and various aspects of their situation (1976, p. 448). These
feelings and evaluations are an important part of what it means, for
them, to be mentally ill, which may differ from the meanings com-
monly ascribed to their symptoms.

In addition to these more straightforwardly epistemic insights, pa-
tient expertise has an integral agential dimension. To make sense this,
it is fruitful to adopt an affordance-based approach (Dings and Tekin
2023). Affordances are possibilities for action offered by the envi-
ronment: chairs afford sitting, and knives afford cutting. Whereas
the landscape of affordances is comprised of the entire set of affor-
dances that are available to a particular agent in a given environment
at a specific time, the field of affordances is the smaller subset of
affordances offered by the environment that stand out as relevant
for a particular agent in a specific situation (Rietveld and Kiver-
stein 2014). An agent’s field of affordances is integral to how they
experience the world and what they find meaningful. Which of the
environment’s available action possibilities take on relevance for an
agent and become part of their affordance field has much to do
with their specific interests, concerns, and desires. An agent’s field of
affordances changes in the context of disorder or treatment, as they
navigate symptoms or move toward recovery.

Dings and Tekin (2023) maintain that the expertise that patients
possess often is not a matter of knowledge in a propositional sense
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(knowing-that), but instead consists in responsiveness to affordances,
or a skill of navigating alterations in affordances, e.g., finding one’s
way in a world where one’s field of affordances has become con-
stricted due to symptoms or social stigma (Dings 2023). Coping skills
then can be understood as a kind of know-how. Building on these
ideas, it is reasonable to suppose that patients are directly acquainted
with how their field of affordances is contoured and how this field
contracts or expands depending on whether they are depressed or
manic, for example. They are attuned to the way in which some af-
fordances become especially inviting or salient, whereas others seem
closed off or uninviting. What is more, they have past acquaintance
with how some of the treatment methods that they have tried impact
their ability to engage effectively with action possibilities, including
those associated with work-related and social demands. This includes
awareness of how the side effects of psychotropic medications impact
their action possibilities. They also have a sense of what sorts of
treatment interventions work well for them, in the sense that they
expand their field of affordances, help them to gain a better “grip”
on available affordances, or increase their sense that the affordances
that solicit action truly reflect who they are (Dings 2018, p. 691).

One important benefit of this affordance-based approach is that it
emphasizes a patient’s lived experience of action possibilities and
acknowledges that such experience can be highly variable across
individuals with the very same diagnosis. After all, which of the many
affordances a subject is responsive to in a particular situation (i.e.,
what invites or repels action) depends partly on their unique goals,
concerns, needs, interests, and preferences. The affordances that take
on relevance entail a degree of self-referentiality (Dings 2020, p. 60)
in the sense that they relate to that specific individual. What is more,
alterations to an affordance field that occur due to symptoms can
impact different patients in different ways. There is not a singular or
universal way in which depression, for example, disrupts a patient’s
engagement with affordances; and if someone has difficulty writing
due to their symptoms, this will be far more disruptive for them
if writing tasks are central to their career. Thus, what counts as an
inability to gain a grip on affordances will be somewhat idiosyncratic.
Likewise, what counts as an effective treatment or coping skill, one
which facilitates engagement with relevant affordances, will differ
somewhat across patients. Whether or not this sort of variability
makes it difficult to attain objective knowledge in the context of
scientific research or the development of diagnostic criteria (Tekin
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2022), it is integral to devising an effective treatment approach for a
particular patient.

2 . 2 . Personalistic Care and Asymmetric Reciprocity

So-called “person-centered care” aims to create space for the expres-
sion of this sort of expertise. Rather than adopting a functional,
disease-focused, biomedical approach that focuses simply on a dis-
eased organ (i.e., the brain), it strives for a more holistic approach
that acknowledges other biological, psychological, and social aspects.
Central goals are to acknowledge, understand, and respect the per-
spective, abilities, desires, values, and complex life situations of indi-
vidual patients. There also is recognition that individual health care
professionals have a unique perspective that influences the provision
of care. Person-centered care is relational and participatory rather
than something that can be delivered unilaterally, from one person
to another. Petterson and Hem (2011) note that “those who are ab-
solutely sure what is the right thing to do, for themselves or others,
have no reason to listen to others or bother to re-examine their own
opinion” (p. 226). They may simply begin from a pre-established view
of what they believe is in the patient’s best interest. Person-centered
care, in contrast, approaches care as something that arises in the
specific interaction that takes place between persons in a particular
sort of relationship; thus, those providing care need to pay attention
and listen to the responses of patients, in part to know whether their
care is well-received or effective.

Similarly, in their discussion of person-centered care, Toro and
Martiny (2020) distinguish between a functionalistic attitude toward
health care provision and a personalistic attitude. Someone who
adopts a functionalistic attitude views a person’s condition (e.g., the
fact that they have depression) in functional terms, as a limitation,
impairment, or disorder. The focus may be on a particular part of
the body, such as the brain, which is not carrying out its proper
function. Interaction between patient and professional becomes more
transactional and scripted, with the professional carrying out tasks ac-
cording to preconceived notions of how things should be done. What
is more, professionals may be guided by stereotypes, preconceptions
about illness and disease, and customary ideas about diagnosis and
treatment. They may even think of the patient as a token of a general
type, i.e., a generic person with condition x. When a mental health
care practitioner adopts a personalistic attitude, in contrast, the ex-
tent and nature of the patient’s involvement shifts. Practitioners view
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the patient as a unique individual, take the time to read a patient’s
bodily cues, and are willing to improvise and shift course in response
to patient input.

One central aspiration of person-centered care is reciprocity (rather
than monologue and unilateralism). When there is reciprocal en-
gagement, “interactors acknowledge that they both personally con-
tribute with parts that are necessary for deciding how to accomplish
the goal of the interaction” (Toro and Martiny 2020, p. 639), e.g.,
arriving at a treatment decision. This “implies moving from a per-
spective where only one person, either the professional or the patient,
is the focus, to a dyadic relationship in which the focus is on the in-
teraction” between them (Pelto-Piri et al. 2013, p. 7). In my view,
viewing patients as experts helps to emphasize the unique contri-
bution they can make to collaborative meaning-making, one which
is just as important as the expertise of professionals. In the next
section, I will argue that the notion of participatory sense-making
helps to conceptualize what Toro and Martiny (2020) describe as “a
dynamical and emergent process” of joint decision-making (p. 639).

However, to suppose that the patient has expertise is not to say
that power differences can (or should) always be eliminated com-
pletely nor that professional boundaries should disappear in these
encounters. Patients and mental health professionals do have differ-
ent roles to play, and different contributions to make. Especially
during phases when patients are severely impacted by symptoms or
lacking in self-insight, the expertise of the professional may play more
of a guiding role in decision-making. This has led some theorists to
speak of reciprocity as asymmetric rather than symmetric. In cases of
symmetrical reciprocity, there is a relation of reversibility: we adopt
the perspective of the other person by “imaginatively representing
their perspective to ourselves” (Young 1997, p. 342). However, some
have argued that it’s not possible to reverse positions, and that the
attempt to do so may obscure the lived experience of difference.
Rather than putting themselves in others’ position, individuals tend
to put themselves (with their own unique experiences and privileges)
into the positions that they perceive others occupying. Too often,
these imaginative projections involve the assumptions and solipsis-
tic meanings of privileged groups. In the context of mental health
care, such projections may end up reinforcing harmful stereotypes
and preconceptions about what mental illness is and how it impacts
people’s lives (Molas 2018).

Asymmetric reciprocity, in contrast, aims to understand other per-
sons across differences without identifying with the other or imag-
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inatively occupying their position (Molas 2018). This approach em-
phasizes the importance of appreciating diversity and engaging with
others on their own terms. Asking questions and listening attentively
are important ways of admitting that one does not already know
the other person’s perspective and that one is curious and eager to
understand them better. Professionals adopt a stance of humility,
acknowledge the limits of their own understanding, and avoid speak-
ing on their patients’ behalf (Molas 2018). The notion of asymmetric
reciprocity allows us to acknowledge that even though parties in the
interaction are not epistemic equals, patients still make a distinctive
and invaluable contribution. Actively involving patients in diagnosis
and treatment decisions does not require a “like for like” exchange
in terms of the resources provided or received, but instead, mutual
recognition and respect for both persons’ epistemic competencies
and insights. This can allow for an informed collaborative alliance
in which the patient acts as an active-informed contributor to their
own care, and the professional acts as a facilitator (Badcott 2005,
p. 177). Where there is shared deliberation, information is not sim-
ply an action from professional to patient, and consent is not simply
an act from the patient toward the health care professional. Care pro-
vision is professionally-guided (rather than professionally-dictated)
and dynamic (rather than static). In such exchanges, “care appears
as tinkering, dealing with the messiness and quirkiness of everyday
life, in our relationships with the world, others, and self, over time”
(Baklien and Bongaardt 2014, p. 630).

3 . Sense-Making and Autonomy

One theme that emerges from existing work on “person-centered”
care is an emphasis on asymmetric reciprocity and the importance
of forming a collaborative alliance. In the next section, I will argue
that the enactivist notion of participatory sense-making can help us
to make sense of the dynamics of these reciprocal interactions.

But first, to explain the enactivist notion of participatory sense-
making, I need to unpack associated notions of sense-making and au-
tonomy. While standard approaches in cognitive science conceptual-
ize cognition as computational information processing that is carried
out by the brain, enactivism characterizes cognition (sense-making)
as fundamentally relational, environmentally situated, and intricately
bound up with the dynamics of living organisms. An enactive agent
does not passively receive information and then form an internal
representation of things in their surroundings, but rather plays an
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active role in gauging the meaning and importance of environmen-
tal stimuli. In a basic biological sense, the enaction of meaning has
to do with survival and adaptivity; and among humans, adaptive
sense-making also concerns “faring well” in a particular socio-cultural
setting. What an agent perceives, and which action possibilities are
disclosed, is partly a matter of what exists in the world, and partly a
function of their bodily structure, capacities, and interests.

The notion of biological autonomy, understood in terms of self-
production and self-maintenance, is integral to the enactivist ap-
proach. Di Paolo (2009) defines an autonomous system as “a system
composed of several processes that actively generate and sustain an
identity under precarious circumstances” (p. 15). It has the capacity
to regulate and control both its own internal, self-constructive pro-
cesses, as well as its processes of exchange with the environment. A
living organism is autonomous in the sense that is self-organized and
self-sustaining; it is “constituted as a network of interdependent pro-
cesses, where the behavior of the whole emerges from the interaction
dynamics of its component parts in a self-organized [ . . . ] manner”
(Barandiaran 2017, p. 411). Autonomous agency occurs when this
living system regulates its coupling with its environment according
to norms of adaptivity, to ensure its continued existence and well-
being.

3 . 1 . Sensorimotor Autonomy and Habit

Some enactivists have proposed that self-production and self-main-
tenance also are operative at a higher level of organization that in-
volves sensorimotor patterns. So-called sensorimotor autonomy cen-
trally involves the nervous system and can be understood in terms of
the formation of dynamic neurobiological and sensorimotor patterns
(i.e., habits). Repeated enactments of a particular movement result
in neurobiological and sensorimotor patterns that are self-sustaining
and self-reinforcing: the more frequently a pattern of behavior is
performed, the more likely it will be repeated in the future (Egbert
and Barandiaran 2014, p. 3). The exercise of a habit reinforces its
durability and causes it to become more sedimented in the body.
Elements that support a habit, such as muscular dispositions and
neural connectivity patterns, become more ingrained via repeated
enactment. However, habits also are precarious in the sense that
their supporting elements become unstable if they are not exercised
frequently enough. Elsewhere, I have argued that habits encompass
not just sensorimotor patterns and overt movement, but also coordi-
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nated patterns of attention (Maiese 2022b). Such patterns comprise
an individual’s characteristic cognitive-affective orientation and their
customary tendencies to interpret themselves, others, and the world
in specific ways.

Over the course of learning and ongoing interaction with their
social world, human agents become selectively attuned to specific as-
pects of their surroundings and begin to exhibit recurring patterns of
bodily expressivity, engagement, and response. These “nested com-
plexes of sensorimotor coordination patterns, entrained by a history
of subtle self-reinforcement” (Egbert and Barandiaran 2014, p. 1)
comprise sets of structured habits that allow agents to engage fluidly
and meaningfully with their environment, often without the need for
high-level deliberation or reflection. Once these structured behaviors
become integrated with other sensorimotor structures and are enacted
repeatedly for the sake of achieving goals, we can begin to speak of
skills.

It is important to highlight that enactivists conceptualize habits
in an organic way, as self-sustaining, highly integrated configurations
that are also quite dynamic. Habits inherently oscillate between sed-
imentation and spontaneity —between stability and plasticity. On
the one hand, habits are stable in the sense that they involve built-
up, engrained patterns of behavior and response. Stabilized habits
and skills operate as methods for guiding and controlling the agent’s
interactions and allow for synergies of meaningful movement and
bodily know-how. On the other hand, habits are flexible in the sense
that they are susceptible to ongoing development and change.

Elsewhere, I have argued that this dual stability and plasticity of
habit is central to the autonomy of human agents (Maiese 2022a).
While the term “autonomy” has taken on many different meanings
in the philosophical literature on action and agency, these various
accounts of what it means to be self-determining share some com-
mon themes. First, autonomy is widely understood in terms of a
capacity to guide one’s life from one’s own perspective, and to act
in ways that genuinely express one’s cares and concerns (Frankfurt
1988). Second, many accounts emphasize that autonomous agency in-
volves responsiveness to changing circumstances; to exercise control,
an agent must be able to shift course and modify behavior (Weimer
2013). In my view, the notion of habit helps to make sense of the way
in which autonomy involves both stability (in the sense that an agent
maintains their neurobiological organization or structure), and plas-
ticity (in the sense that associated patterns can be extended, modified,
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or developed). First, the stability of habit allows for authenticity and
the formation of character, making it possible for agents to com-
mit themselves to long-term activities and direct the course of their
lives in accordance with relatively stable concerns and commitments.
Second, the flexibility of habit allows for reasons-responsiveness and
effective control. Rather than being a mere triggered response to
stimuli, autonomous action is guided, selectively targeted, and re-
sponsive to relevant considerations and environmental contingencies.

Social-relational factors are central to habit formation and
meaning-making, which always are situated within a particular so-
ciocultural environment and depend on social interaction. As indi-
viduals learn how to use various tools and develop linguistic sen-
sitivities well-suited for particular social contexts, neurobiological
configurations and coordinated behavioral patterns form and take
root. Thus, just as biological processes of self-maintenance depend
on energetic resources, the formation and maintenance of habits de-
pends on social resources. To make sense of the dynamics that occur
when two or more human agents jointly engage in meaning-making,
De Jaegher and Di Paolo (2007) introduced the term “participatory
sense-making”; it involves “the coordination of intentional activity in
interaction, whereby individual sense-making processes are affected
and new domains of social sense-making can be generated that were
not available to each individual on her own” (p. 497). This “co-
ordination” involves the non-accidental correlation between two or
more agents, so that their behavior matches to a degree far beyond
what is expected given what those agents can do. Once two or more
interactors are part of a coupled system, their expressions, behaviors,
and bodily dynamics modulate those of the other person(s) and their
habits and patterns of bodily attunement may begin to resonate.
Instances of coordination include synchronization, mirroring, antic-
ipation, and complementary movement. For example, consider the
infant who reduces their smiling and gazing, and then attempts to
re-engage their social partner via smiling and vocalizing (Striano and
Reid 2006).

This sort of reciprocal bodily attunement and mutual modulation
grows more complex over time as human agents develop a range of
projects that require them to communicate with others and exchange
information. Through this coordination of activity and the mutual
modulation of sense-making, participants sometimes can develop new
insights (De Jaegher and Di Paolo 2007). Processes of joint cognition
such as group brainstorming sessions, for example, involve highly co-
ordinated interaction in which many actors participate and there are
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fluid patterns of communication and response. As a result of this in-
tertwining of sense-making, participants sometimes gain a completely
new vantage point on a problem or interpret results in novel ways. As
we will see, participatory sense-making in psychotherapeutic settings
can help participants to cultivate important habits and skills that
undergird the exercise of autonomy.

3 . 2 . Individual Autonomy v. Interactional Autonomy

To see how this sort of habit development occurs, we need to examine
the interplay between individual autonomy and interactional auton-
omy that takes place during participatory sense-making. Whereas
individual autonomy involves organic autonomy and sensorimotor
autonomy (i.e., the habits of each participant), interactional auton-
omy results from the enduring patterns that self-organize and sustain
the interactive encounter (Di Paolo, Cuffari, and De Jaegher 2018,
p. 180). Colombetti and Torrance (2009) note that social interactions
have their own complex dynamics, norms, and momentum. The way
that an interaction unfolds both affects, and is affected by, the au-
tonomous behavior of each of the individual participants as well as
the behavioral patterns that characterize the interactive encounter.
There is one sort of “interactive order” associated with family in-
teractions, another associated with workplace interactions, and yet
another associated with therapeutic settings. While the participants
do remain autonomous, separate agents, the interaction process as a
whole has its own properties that constrain and modulate each per-
son’s patterns of behavior and attention (De Jaegher and Di Paolo
2007, p. 493). On the one hand, now that they are “components”
of a larger system, individual participants are extremely unlikely to
do certain things (such as abruptly disengage without explanation).
On the other hand, because the relational whole has a qualitatively
different repertoire of states and behaviors, it has greater potential
than the previously uncoordinated “parts”.

For example, consider how, during a game of charades, all the par-
ticipants must adjust their sense-making so that it converges towards
the “right” gesture and the “right” interpretation. They jointly regu-
late their mutual coupling and follow interactive norms that pertain
to that specific interactive situation (Di Paolo et al. 2018, p. 188);
and they are sensitive to breakdowns and jointly attempt to recover
them. Via the perception-action loops of the various players, the
meaning of gestures is collaboratively constructed over the course
of the game. Still, it remains possible to individuate each of the
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participants and differentiate them from the social interaction that
is unfolding. Participatory sense-making presupposes and requires
autonomous interactors who can opt to partake in the interaction
process in accordance with social norms, defy these expectations, or
even disengage from the social interaction altogether. In the case of
charades, for example, it must remain possible for each individual
participant to leave the room, break the rules, or even refuse to
continue playing the game.

However, if one of the participants does refuse to play, this sig-
nifies a breakdown in interactional autonomy and puts an end to
that participatory interaction. This reveals the “primordial tension”
at the core of participatory sense-making, which Di Paolo, Cuffari,
and De Jaegher (2018) describe as a tension between an individual
order and an interactive order. Whereas an individual agent acts and
makes sense in accordance with their embodied habits of behavior
and attention, an enactment of specific habits and behaviors may be
in tension with the autonomous relational dynamics of the encounter.
For example, an action, utterance, or gesture that unilaterally ad-
vances the goal of one agent might frustrate the interactive dynamics.
Alternatively, one agent may orchestrate the social encounter so that
it moves along a pre-defined track (Di Paolo et al. 2018, p. 187).
This might involve one agent taking complete control of the way
that the interaction unfolds, without giving the other agent an oppor-
tunity to act as a co-regulator. Balancing interactional and individual
autonomy, in contrast, is a matter of co-regulating the interaction,
and requires that each agent regulate their own participation. We
can speak of a truly participatory interaction only if (i) there is
co-regulation at the level of interaction dynamics that takes on an
autonomous organization, and (ii) the autonomy of each individual
participating in the interaction is not destroyed in the process (De
Jaegher et al. 2016).

In some cases, participants enjoy a kind of synergy. Each agent’s
actions, utterances, gestures, etc., are in line with their intentions,
skills, and sensitivities and expressive of their habits (thereby pre-
serving their individual autonomy), and also aligned with those of
the other participant. What is more, the autonomy of the interaction
is preserved, so that it continues to modulate the sense-making of
each participant. Although interaction processes do involve asymme-
tries due to the ebbs and flows of mutual regulation, these regulating
processes continue to flow back and forth between the agents. For
example, in some cases, one participant may take on the role of sto-
ryteller, while another participant is regulated as a listener. However,
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so long as there is mutual recognition of one another’s subjecthood
and agency, participants can “jointly ratify one another as authorized
co-sustainers of a single, albeit moving, focus of visual and cognitive
attention” (Goffman 1964, p. 134). Participants’ behaviors become
coordinated through this mutual immersion in the interaction, and
no single participant has total, isolated control over their own behav-
ior, the other’s behavior, nor the unfolding interaction.

However, dissonance is an inevitable feature of interpersonal inter-
action; this is directly connected to (i) the primordial tension between
individual autonomy and interactional autonomy, and (ii) the fact
that dyadic interaction involves two “centres of gravity” that contin-
ually oscillate between activity and receptivity, or “dominance” and
“submission” (Fuchs and De Jaegher 2009). Such tensions can lead
to awkward or convoluted behavior on the part of individual agents
or a lack of behavioral coordination. In some cases, dissonance or
breakdown occurs due to over-determination. For example, one par-
ticipant may attempt to force the other into a particular epistemic
frame, by applying a label or operating with a stereotype. Along
these lines Fourlas and Cuffari (2022) note that “at the level of
direct interpersonal encounter, participants sometimes, even habitu-
ally, interact with objectifications, mythologies, and projections rather
than actual, contradictory, idiosyncratic others” (p. 356). As a result,
meaningful social interaction is replaced by “a stubborn maintaining
of solipsistic meanings” (p. 361). One participant occupies the role
of regulator in a sustained way and effectively takes control over the
sense-making involved in the encounter. However, dissonance can
occur even in cases where the intentions and sensitivities of both
agents are aligned, but the interactive patterns at play frustrate those
intentions (Di Paolo et al. 2018, p. 184). For example, two people
may have a recurring argument even when each of them resolves
not to let that happen again. In some cases, interactive dissonance
is experienced as discomfort or difficulty in the flow of sensorimo-
tor engagements rather than major frustration. Nonetheless, if such
dissonance is sustained, interactions eventually break down. Utter-
ances, gestures, or other actions that restore synergy and allow the
participants to overcome dissonance effectively assert both individual
agency and interactive engagement.

It is precisely via the process of overcoming dissonance and navi-
gating potential breakdowns that the participatory labor of “(re)cre-
ating sense” takes place (Di Paolo et al. 2018, p. 184). By way of
clarification, accommodation, and the reorienting of attention, partic-
ipants can generate shared forms of meaning-making, knowing, and
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relating. Fourlas and Cuffari (2022) describe linguistic interaction as
a matter of becoming and emphasize that the autonomy of human
agents is open, unfinished, and inherently oriented toward acting in
relation to others (addressing others, getting into conflict with others,
or collaborating with others). These theorists suggest that interaction
participants must be themselves, and yet also be ready to be changed
by the interaction. I propose that the “becoming” that occurs in the
context of social interaction and dialogue should be understood as
a matter of habit development, modification, and transformation. In
section 5, I will say more about how engaging in participatory sense-
making facilitates habit formation and allows interactors to develop
new skills, sensitivities, and know-how that are central to the exercise
of autonomy.

4 . Participatory Sense-Making in Therapeutic Settings

How can the interactive dynamics involved in (a) participatory sense-
making, and (b) negotiating the tension between individual autonomy
and interactional autonomy, help to shed light on what occurs during
constructive therapeutic encounters? I argue that these enactivist
ideas help to conceptualize key elements of “person-centered care”
and what some theorists have described as “tinkering”. What is more,
these ideas shed light on the “over-determination” that can occur
when treatment decisions are made more unilaterally or imposed in
a paternalistic fashion.

My proposed account builds on the work of Gallagher and Payne
(2015), who describe the dialogue between therapist and patient as “a
joint action that requires coordination, i.e., where the activity evolves
in sequences of turn-taking and perception-action loops” (p. 75); this
means that clinical reasoning is not just in the head of the ther-
apist, but instead involves both patient and professional. In many
cases, this will involve spoken words and back-and-forth verbal dia-
logue. However, this sort of joint reasoning does not necessarily re-
quire that the patient make explicit suggestions or recommendations;
rather, the patient’s embodied responses and emotional expressions
can contribute to the reasoning process. These nonverbal cues help
to communicate patients’ awareness of changes to their affordance
space that have occurred due to symptoms or stigma, or in response
to particular treatment methods. Decision-making occurs partly via
a meeting of eye gaze and gesture as the therapist interacts with
the patient and feels resistance or accommodation; via “mutual en-
active coupling” that involves joint attention and joint action, they
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engage (together) in clinical reasoning and sense-making (Gallagher
and Payne 2015, p. 73).

Here, I aim to take a closer look at the dyadic interaction between
therapist and patient whereby they jointly regulate their mutual cou-
pling, sustain the dialogue, and engage in collaborative interpreta-
tion. They often do so by taking “dialogic turns”: the person taking
a turn regulates the sense-making and orients the attention of the
other participant, and their verbal utterance or gesture “creates and
projects a space of meaningful responses, reactions, and rejoinders”
for the other agent to take up (Di Paolo et al. 2018, p. 223). This is
followed by responses, follow-ups, contradictions, requests for clari-
fication, or attempts at interpretation. For example, one participant
may repeat an utterance and thereby bring it to shared attention as
a possible object of regulatory action. Reported utterances often are
refractions of the original phrase or statement and take the shape of
a commentary. They include simple repetitions as well as modified,
abbreviated, or extended repetitions that seek to aid the interpretive
process (Di Paolo et al. 2018, p. 240). For example, a therapist might
ask the patient, “earlier you said that you don’t think that cognitive-
behavioral therapy will work for you; why not?” Or, a patient might
ask, “you say that medication has helped me in the past; but have
you considered that because SSRIs cause me to gain weight, they are
worsening some of my symptoms?” Repeating an utterance brings
it to shared awareness and thereby makes it a possible focus for
interrogation. The participant who authored the reported utterance
may attempt to return to their previous statement by repeating a
point they made previously, clarifying what they said, or modifying
it (Di Paolo et al. 2018, p. 242). This give and take also encompasses
reciprocity at the bodily level, in the form of gaze direction, gestures,
and facial expressions (Gallagher and Payne 2015).

Just as a patient’s habits of behavior and attention may shift in
response to the therapist’s comments, questions, facial expressions,
or gestures, the therapist’s outlook on diagnosis or treatment may
shift over the course of the dialogue. As the interpersonal encounter
unfolds, a myriad of new understandings can emerge and take shape.
In some cases, there may even be questioning of the normative struc-
ture that frames the interactive encounter. Di Paolo, Cuffari, and
De Jaegher (2018) note that dialogues are always potentially meta-
dialogues; participants can question and critique the norms and ex-
pectations that structure social interaction (p. 243). When a medical
framing of mental illness is adopted uncritically in psychiatric set-
tings, this can reinforce accepted “truths” about what it means to
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be mentally ill. However, recent developments in neurodiversity and
Mad Pride suggest that many individuals with psychiatric diagnoses
do not understand their condition in medical terms. As active par-
ticipants in dialogues with professionals, patients can question this
medical framing of mental illness and thereby put pressure on the
norms that structure the “interactive order” of many mental health
care settings.

In my view, the notion of participatory sense-making helps to
unpack the interpersonal dynamics associated with what Toro and
Martiny (2020) describe as a “personalistic” mode of care. Recall
that such care acknowledges the need for holistic treatment and
emphasizes that the patient’s experiential perspective needs to be
incorporated into the decision-making process. Likewise, it recog-
nizes that the therapist has a particular life history and a unique
perspective that influences the provision of health care. Truly par-
ticipatory sense-making is reciprocal rather than being a scripted,
unidirectional activity or something that simply can be transferred
from mental health practitioner to patient. Key elements are reci-
procity and mutual recognition, with each participant (both patient
and professional) being modulated by the contributions of the other
person. This allows for a kind of interactive “dance” to occur.

What Gibson and colleagues (2020) call “tinkering” is a flexible,
experimental approach to health care that centers around uncertainty
and humility and involves a continuous questioning of what to do
and how to do it. It involves reading others’ body language, reading
situations, listening to what others say (and don’t say), and inter-
preting expressions of doubt. For example, a therapist might invite
a patient to reflect on their past experience with a particular inter-
vention (e.g., journaling) or try out a particular treatment method
(e.g., exposure therapy) but sense resistance or defensiveness via the
patient’s spoken utterances, intonation, facial expressions, posture,
or other aspects of bodily expressiveness. These sorts of bodily cues
may indicate a need to take an alternative approach or adjust the
treatment plan. What is more, because the effectiveness of a particu-
lar treatment approach may vary over time, goals and priorities need
to be negotiated and renegotiated. During the early part of an acute
episode, the mental health practitioner may need to take on more of
a regulator role and assume more control in guiding the interaction.
However, as clients are increasingly enabled, the balance of control
and decision-making can and should shift toward a greater degree of
patient involvement. In some cases, the best thing to do will be to
allow patients to pursue a mode of treatment that, in the opinion of
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the mental health practitioner, is not in their best interest. However,
trying out a particular treatment strategy that ultimately proves to
be ineffective is part of the tinkering process. Once a decision has
been implemented, the patient and professional evaluate it together
after some time has passed and shift course if needed. This sort of
“tinkering” allows for dynamic, improvisational participatory sense-
making to unfold.

Crucially, such encounters involve a balance between individual
autonomy and interaction autonomy. Because participants cannot
communicate with each other unless there is space differentiating
them and across which they communicate (Young 1997, p. 352),
the autonomy of the individual agents needs to be preserved and
there needs to be a recognition of each participant’s distinct perspec-
tive and expertise. When there is reciprocity, participants take turns
adopting the regulator role; they both recognize the other person and
experience being recognized by them. Again, reciprocity does not re-
quire that each participant contribute equally, whether in degree or in
terms of the kinds of knowledge provided. However, it does require
that the patient be viewed as a co-contributor and a co-regulator.
Reciprocal recognition allows the participants to become aware that
their acts may conflict or be aligned with the intentions or point of
view of the other person. Such recognition also involves a sensitivity
to the sort of dynamics that might lead the interaction to break down.
When therapist and patient jointly regulate their mutual coupling,
are sensitive to dissonances and potential breakdowns, and jointly
attempt to overcome them to sustain the encounter, this preserves
interactional autonomy. During therapeutic encounters where there
is “critical participation” (Di Paolo et al. 2018), neither professional
nor patient assumes complete control over how the encounter un-
folds. Instead, there is “an enhancement of inclusive and reflexively
engaged participation for all participants and on their own terms”
(Fourlas and Cuffari 2022, p. 357). In the next section, I will say
more about how such encounters have the potential to promote au-
tonomy.

5 . Relational Autonomy and Social Scaffolds
for Self-Determination

There is evidence that the quality of a therapeutic relationship is
linked to mental health outcomes (Martin et al. 2000), and various
theorists have outlined the harms associated with lack of recogni-
tion and denial of agency in mental health care settings. In a study
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conducted by Bacha and colleagues (2020), for example, patients
reported that when they felt that knowledge about their condition
and treatment was withheld from them, they experienced the mental
health system as disempowering and dehumanizing. One participant
reported that her experience in hospital was like reliving the loss of
control she felt when she was abused as a child (Bacha et al. 2020,
p. 376). When a patient or their symptoms are viewed as objects for
medical investigation, or a professional dominates an encounter and
gives little or no “uptake” to a patient’s experiential knowledge, the
interaction that takes place is more like someone interacting with an
object rather than another subject (Di Paolo et al. 2018, p. 102). Ex-
amples of domination that sometimes occur in mental health settings
include surveillance, micro-management, and authoritarian coercion
to ensure patient compliance. Alternatively, a professional may sim-
ply fail to listen to a patient’s input or perspective. As a result of
being repeatedly dismissed or silenced, patients may begin to doubt
their ability to make appropriate choices and their sense of self-
efficacy may be diminished. This is connected to the fact that a
person’s socially recognized self-image, and their sense of themselves
as a competent agent, depend significantly on interactional recogni-
tion and validation (De Jaegher et al. 2016).

Along these lines, Di Paolo, Cuffari, and De Jaegher (2018) note
that if someone adopts the regulator role in an ongoing and sustained
way, this can diminish the autonomy of their interaction partner.
They describe a “strongly normative act” as one that dictates the
sense-making of another participant and limits their options rather
than achieving consensual coregulation. For example, if someone
shouts, “Don’t do that!” there is a kind of temporary high-jacking
of another person’s sense-making. This command orients the other
agent’s attention and can be understood as an attempt to put a social
interaction under the control of a single agent. In my view, the unilat-
eral imposition of diagnostic labels or treatment decisions by health
care professionals likewise can be understood as strongly normative
acts. In effect, the professional forcefully regulates the encounter and
issues a proclamation (“You have borderline personality disorder”)
or a command (“take this medication”). Or, if a patient’s input does
not have very much impact or solicit much attention, this can con-
tribute to less extreme regulation role imbalances. Being dismissed,
silenced, or otherwise excluded from decision-making can contribute
to “harms of recognition” (Brancazio 2020) and erode a patient’s
sense of agency.
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Conversely, available evidence suggests that patients who share
in decision-making have a heightened sense of responsibility and
commitment regarding treatment and better therapeutic compliance
(Badcott 2005, p. 177). McCann and Clark (2004) found that one
crucial element that increases self-determination among young adults
with schizophrenia is participatory involvement in decision-making
about their care. Similarly, Nelson (2003) proposes that empow-
erment and gaining control over one’s life encompasses decision-
making power, access to information and resources, a range of op-
tions from which to make choices (not just yes/no, either/or), and the
development of confidence and optimism regarding the possibility of
recovery (p. 188).

Building on these ideas, I argue that treating a patient’s experi-
ential insights as a form of expertise, and as crucial inputs to the
process of participatory sense-making in therapeutic settings, is one
powerful way to help them to develop competencies that undergird
autonomy. By way of participatory sense-making, subjects can de-
velop know-how that enables “more sophisticated ways of being and
thinking that are indeed liberty-inducing” (Matthews 2017, p. 404)
and expand their affordance field. This discussion reveals the funda-
mental relational dimension of autonomy. Insofar as “our ongoing
success as an autonomous agent is affected by our ability to share our
ideas, our aspirations, and our beliefs in conversation with others”,
autonomy competency is a debt that we owe to other people (Barclay
2000, p. 57). A focus on relational autonomy moves us away from a
one-sided approach that views either the mental health professional
or the patient as an independent decision-maker.

The notion that autonomy is relational builds on the idea that
human sense-makers are co-constituted via their participation and
engagement and that there is a tension between individual autonomy
and interactional autonomy. However, if this tension is navigated and
negotiated in a constructive way, the autonomy of both the individual
agents and the interaction can be preserved and they can develop
new habits, skills, and know-how. Thus, the practices associated with
participatory sense-making are at the same time practices of identity
building (Di Paolo et al. 2018) that help participants to develop
various autonomy competencies. Although the autonomy of both
professional and patient can be strengthened, I focus here on the
benefits for patients.

First, participatory sense-making cultivates habits of grounded rea-
soning. Whereas a person who is intuitively related to their values,
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feelings, and beliefs has a habit of reacting immediately and with-
out self-reflection, grounded reasoning centrally involves reflecting
upon one’s values, feelings, and evaluative beliefs and examining
whether these attitudes are warranted. This demands that the agent
acknowledge and consider external forms of information that may
challenge or undermine their existing beliefs and values. When a
therapist asks a question, this orients the patient’s attention toward
self-interrogation. To respond, they need to make their feelings, atti-
tudes, and beliefs more explicit. For example, a clinician might urge
a patient to express why they think a particular treatment would
not work well for them, given their specific symptoms or unique life
situation.

Second, participatory sense-making can help patients to develop
thinking habits that are more integrative. People who exhibit in-
tegrative thinking recognize complexity, revise their evaluative as-
sessments in response to new evidence, and see interrelationships
between different aspects of their lives. Along these lines, Tekin
(2014) characterizes self-insight as a patient’s understanding of four
components of their lived experience: (i) personal identity, (ii) puz-
zling mental states/symptoms, (iii) interpersonal relationships, and
(iv) the relationship between these three components. By way of in-
tegrative reasoning, patients may come to understand, for example,
how the distress they are experiencing is caused partly by workplace
stressors or aspects of their partner’s personality and behavior. Such
understanding can contribute to self-insight and help them gain a
sense of what “getting better” means for them. In contrast, someone
who approaches their illness in a more fragmented way might focus
entirely on symptoms and find it difficult to discern how they relate
to other facets of their lives.

Third, participatory sense-making cultivates habits of perspective-
taking. Rather than using their position of privilege to create further
distance between themselves and their patients, the professional en-
deavors to understand the patient’s perspective. This involves asking
questions, listening, and taking a genuine interest in patients’ life ex-
periences and concerns. The patient, in turn, tries to understand the
perspectives of mental health care professionals and considers their
specialized knowledge and expertise, including what they know about
the efficacy of available modes of treatment. As the professional and
patient each take their “dialogic turn”, they orient the other agent’s
attention toward an alternative way of viewing the situation. Viewing
things from the perspective of another provides an opportunity for
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someone to re-examine their own outlook, allow the viewpoints of oth-
ers to shape their understanding, and possibly question their image
of reality. Petterson and Hem (2011) describe a patient named Tor,
who is willing to listen to input from his psychiatrist, consider their
outlook on treatment, and modify his own perspective in response
(p. 223). This allows for a kind of intersubjective responsiveness
that Westlund (2009) suggests is crucial for autonomy. Listening and
perspective-taking can allow participants to engage in critical inves-
tigation of each other’s point of view and become more responsive
and attuned to relevant considerations.

Relatedly, participatory sense-making cultivates habits and skills
associated with self-regulation. The recognition of another person’s
autonomy that occurs in reciprocal engagement “involves not only a
sensitivity toward others, but a new kind of sensitivity to one’s own
effect on the interaction dynamics; the incorporation of a new interac-
tive skill of taking others into account” (Di Paolo et al. 2018, p. 220).
To sustain the dialogic encounter and address any misunderstandings
that arise, the patient will need to adopt an interpretive stance on
what they are saying, how they are behaving, and what sorts of feel-
ings they are expressing. This sort of active interpretation will invite
reasons-responsive changes to their own utterances, expressions, and
feelings, i.e., efforts to self-regulate. Insofar as modifying how they
behave and contribute to the interaction requires that they regulate
their own thoughts and feelings, there is an important connection
between self-regulation and interactive regulation (De Jaegher et al.
2016).

In addition, participatory sense-making allows for the develop-
ment of self-narration skills, which encompass linguistic habits and
habits of introspection. Via participatory sense-making and ongo-
ing co-regulation of dissonance, a patient and therapist can co-
construct a narrative that makes sense of the interrelationships be-
tween their symptoms, experiences, and interpersonal relationships.
In addition to promoting self-insight and honest self-assessment, this
co-constructed autobiographical narrative has the potential to expand
their sense of agency. For example, if they can construct a narrative
that highlights how they have overcome adversity in the past, they
may begin to see themselves as resilient, as capable of navigating their
mental illness. Or, if the narrative reveals how various hobbies or
personal relationships have contributed to their well-being, this can
make action-possibilities associated with those pursuits seem more
salient. In some cases, patients begin to tell a story about themselves
that focuses on their future and involves them moving forward and
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gaining more control over their lives. This can help them develop a
sense of what they want and what “getting better” means for them.

Part of recognizing a wide array of options is the ability to imag-
ine things otherwise and to envision a possible future that differs
in important ways from the past. Exercising autonomy is partly a
matter of being “able to adapt to changing environments, to imagine
alternative possibilities, to take necessary steps to change (unlucky)
situations” (Baumann 2008, p. 460). Participatory sense-making po-
tentially creates opportunities for this sort of imaginative endeavor.
For example, when a therapist asks, “have you considered the pos-
sibility that. . . ?” this orients the patient’s attention toward options
they may not have considered. To respond to the therapist’s ques-
tion, they will need to consider this possibility and imagine what
that possible future might look like. When done repeatedly, this can
allow patients to build up habits and skills associated with openness,
cognitive flexibility, and imagination.

Lastly, just as lack of involvement may make patients feel that
their contributions are worthless or lack credibility, being an active
participant in the conversation can make them feel that their contri-
butions have importance. When a patient’s experiential knowledge is
regarded as a source of expertise, this can help them to build a sense
of self-efficacy and self-trust. Specifically, engaging in participatory
sense-making has potential to strengthen a client’s confidence in their
beliefs, their sense of their own competence as an epistemic agent,
and their ability to engage in truthful conversation. And because the
exercise of autonomy depends partly on an agent’s ability to trust
their capacity to make choices, act on their decisions, and assess
the values and motivations that drive these decisions (McLeod and
Sherwin 2000 p. 262), these feelings of confidence and self-trust can
promote autonomous agency.

6 . Conclusion

I have argued that involving current patients in decision-making
and treating their experiential knowledge as a source of expertise
can allow for collaborative meaning-making —a form of participa-
tory sense-making— to occur. In my view, enactivist conceptions
of reciprocal engagement, autonomy, and habit shed light on why
being an active participant in diagnosis and treatment decisions
helps to advance self-determination and promote the development
of autonomy competencies among patients. Because collaborative di-
alogue allows for the stabilization of new habits and skills, it can
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foster self-reflection and self-insight, promote integrative reasoning
and perspective-taking, and cultivate self-efficacy. Indeed, emphasiz-
ing the involvement of patients and treating them as a source of
expertise is one powerful way to make mental health practices more
empowering.

One obvious and important objection to my argument is that be-
cause people with severe mental illness often exhibit impaired ratio-
nal abilities, they lack the ability to engage in participatory sense-
making and it makes little sense to include them in decision-making.
At the extreme, if a patient wishes to decline life-saving care, respect-
ing their autonomous choice may have terrible consequences, i.e.,
result in death. Thus, if a patient’s autonomy is seriously impaired,
the best thing to do may be to impose treatment unilaterally, to
safeguard their well-being and restore their capacity for autonomous
decision-making. However, the biological grounding of autonomy un-
der enactivism may go some way in addressing this objection. After
all, since biological autonomy is one key value, efforts to preserve
patients’ lives and basic well-being may be warranted even if these
measures override their wishes. What is more, it is important to high-
light that this objection rests on a highly individualistic understand-
ing of autonomy, according to which respect for autonomy requires
granting a patient the opportunity to decide for themselves, even if
this decision goes against what professionals believe is in their best
interest. Upholding autonomy, on this view, demands that health care
professionals respect a competent and well-informed patient’s right
to accept or refuse treatment (Pelto-Piri et al. 2013).

However, once we conceptualize autonomy in relational terms, we
see that it should not be understood as a matter of making de-
cisions and executing action plans entirely on one’s own. Instead,
the guiding idea is that patients contribute to the collaborative pro-
cess whereby decisions are made. Although they may not possess all
the features associated with fully autonomous, self-governing rational
agency, they usually do possess features that render them capable of
some forms of meaningful communication (Lillehammer 2020). Even
though patients do encounter cognitive and affective difficulties, most
are still able to appreciate the benefits, risks, and discomforts that
can reasonably be expected from various modes of treatment (Cherry
2010, p. 793). Rationality and decision-making competency come in
degrees, and local failures of rationality may not have implications for
someone’s overall capacity for rational decision-making (Houlders et
al. 2021). What is more, the capacities that agents do possess can be
scaffolded and supported by a clinician. Some theorists conducting
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research studies involving subjects with mental illness have found
that with careful implementation of procedures to provide critical in-
formation, even psychotic patients are able to comprehend and retain
information needed for informed consent (Wirshing et al. 1998). If
such procedures can enable those with mental illness to participate
in research studies, couldn’t similar efforts be made to support their
role as active co-regulators of participatory sense-making?

It is true that whereas health care professionals have undergone
formal, supervised training and examination before being licensed
to practice, most patients do not possess sufficient physiological and
pharmacological knowledge to fully appreciate the biological nature
of their illness. However, even if professionals have more to con-
tribute than patients who are severely lacking in self-insight, “more”
does not mean “all”. Even in emergency situations where coercive
measures are called for (to save the life of a patient), it remains
important to talk to the patient and involve them in participatory
sense-making to whatever extent possible. Such involvement offers
a powerful way to promote their self-insight and strengthen their
ability to exercise autonomy.
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