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Abstract

Background: The article defines a comprehensive concept of cognitive objectivity (CCCO) applied to embodied
subjects in health care. The aims of this study were: (1) to specify some necessary conditions for the definition of a
CCCO that will allow objective descriptions and assessments in health care, (2) to formulate criteria for application
of such a CCCO, and (3) to investigate the usefulness of the criteria in work disability assessments in medical
certificates from health care provided for social security purposes.

Methods: The study design was based on a philosophical conceptual analysis of objectivity and subjectivity, the
phenomenological notions ‘embodied subject’, ‘life-world’, ‘phenomenological object’ and ‘empathy’, and an
interpretation of certificates as texts. The study material consisted of 18 disability assessments from a total collection
of 86 medical certificates provided for social security purposes, written in a Norwegian hospital-based mental health
clinic.

Results: Four necessary conditions identified for defining a CCCO were: (A) acknowledging the patient’s social
context and life-world, (B) perceiving patients as cognitive objects providing a variety of meaningful data (clinical,
psychometric, and behavioural data – i.e. activities and actions, meaningful expressions and self-reflection), (C)
interpreting data in context, and (D) using general epistemological principles. The criteria corresponding to these
conditions were: (a) describing the patient’s social context and recognizing the patient’s perspective, (b) taking into
consideration a variety of quantitative and qualitative data drawn from the clinician’s perceptions of the patient as
embodied subject, (c) being aware of the need to interpret the data in context, and (d) applying epistemological
principles (professional expertise, dialogical intersubjectivity, impartiality, accuracy and correctness). Genuine
communication is presupposed. These criteria were tested in the work disability assessments of medical certificates.
The criteria were useful for understanding both how objectivity fails during work disability assessments and how it
can be improved in the writing of certificates.

Conclusion: The article specifies four necessary conditions for the definition of a CCCO in health care and social
security medicine and the corresponding criteria for its application. Analysis of the objectivity of work disability
assessments in medical certificates for social security confirmed the usefulness of the criteria.
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Background
Objectivity is a contested concept in health care and
social security medicine. ‘Objective finding’ is the
traditional criterion of objectivity, based on the bio-
medical model of disease. It is also the officially sanc-
tioned criterion of objectivity in social security [1].
However, in most descriptions of mental illnesses and
conditions involving so-called ‘medically unexplained
symptoms’, no objective findings are present. In such
cases, an issue arises about criteria of objectivity that
could substitute for objective findings. Moreover, in
medical practice, it seems that objectivity is affected
by personal or social interests: human subjectivity
lurks everywhere. In this article, we define an epis-
temological concept of objectivity that takes the per-
vasiveness of human subjectivity into account, and
specify the practical criteria for its application. In an
analysis of the objectivity of work disability assess-
ments in medical certificates for social security, we
explore whether the criteria are useful and fruitful or
not.
Our analysis of the concept of objectivity takes a pre-

scientific starting point: not from objective findings of
what is in the body alone, but from the perception of a
patient or claimant of social security benefits as a whole
person. This presupposes a holistic concept of the
human being as constituted by body, soul and spirit,
forming an integrated whole [2]. Accordingly, a
common-sense understanding of objectivity is the point
of departure for our analysis. In human social life certain
data, facts or states of affairs exist that are there for
everyone to perceive, examine or discuss together with
others. This assumes that both perceptions and argu-
ments have a public character. People can confirm, or
disconfirm, the validity of one another’s perceptions,
arguments or statements. In this sense, a basic common-
sense understanding of objectivity means in principle
validity for everyone.
Philosophers have defined the concepts of objectivity

and subjectivity in fruitful ways [3–7]. It is relevant for
this study to distinguish between three senses of object-
ivity and subjectivity: ontological, epistemological and
ethical. We shall use definitions of ontological and epis-
temological (or epistemic) objectivity by John Searle as
our starting point.
Searle has defined the concept of ontological objectiv-

ity (hereafter O-objectivity) as follows:

[T]he ontological sense [of objectivity] refers to the
status of the mode of existence of types of entities in
the world. Mountains and glaciers have an objective
mode of existence because their mode of existence
does not depend on being experienced by a subject
([5], p. 44).

‘Objectivity’ as an ontological term refers to a mode of
existence that is independent of experience by a subject.
For our purpose, we maintain that the ontological sense
of objectivity, as traditionally used in the natural sci-
ences, refers to material entities. It also represents a
common-sense view of reality according to which what
is there for everyone to perceive and agree upon is ma-
terial reality.
We now come to the definition of O-objectivity as

applied to medicine. In the natural sciences – of which
biomedicine is a part – O-objectivity was earlier often
regarded as the only concept of objectivity. To say that
an objective finding is O-objective is to say primarily
that what is found is something that exists ‘outside’
experience [1]. An ‘objective finding’ of this kind is
pathological ‘reality’ as seen and felt by a surgeon or
pathologist. The concept of the objective finding so
defined presupposes that neither the patient’s nor the
physician’s consciousness (subjectivity) affects the con-
tent and rigour of a medical assessment.
We wish to emphasize that in certain biological sys-

tems such as the human being, subjective reality is fun-
damental [5, 8]. Searle writes that the concept of
ontological subjectivity (O-subjectivity) refers to a mode
of existence of a kind that exists ‘only as experienced by
some human or animal subject’. Examples are ‘pains,
tickles, and itches, as well as thoughts and feelings’ ([5],
p. 44). Other examples of O-subjective reality are: illness,
pain, anxiety, depression, well-being, quality and mean-
ing of life. Thus, subjective reality exists, but only as
entirely dependent on consciousness.1 Subjective real-
ities have a quality of felt experience, or awareness. To
describe them correctly one needs to take a first-person
viewpoint, i.e. the viewpoint of the experiencing subject.
In the present context, this means the view of the
patient or claimant. It has a first-person ontology, as
Searle maintains ([5], p. 52).
Aspects of human communication also have a first-

person viewpoint, sometimes expressing the experience
of being not only an ‘I’, but also a ‘we’[9], p. 43f ). At
other times, O-subjectivity in human communication
embodies an experience of the other person as a ‘you’, as
Martin Buber has clarified in relation to genuine dia-
logue [10]. This is a second-person viewpoint. Both the
first- and the second-person viewpoints express the spe-
cific character of human consciousness, which is an
ontologically subjective phenomenon.
When discussing epistemology, following Nicholas

Rescher [3], we use the term cognitive objectivity (C-ob-
jectivity) as a synonym of epistemological objectivity.
And we use cognitive subjectivity (C-subjectivity) as a
synonym of epistemological subjectivity.
With the concept of C-objectivity, ‘a statement is con-

sidered objective if it can be known to be true or false
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independently of the feelings, attitudes, and prejudices
of people’ ([5], p. 44). With regard to science, Searle
maintains that ‘[s]cience is indeed epistemically objective
in the sense that scientists try to discover truths that are
independent of anyone’s feelings, attitudes, or prejudices’
[5], p. 45). He adds: ‘So the fact that consciousness has a
subjective mode of existence does not prevent us from
having an objective science of consciousness’ ([5], p. 45).
It is possible to have a science of psychology, for ex-
ample. Description both of ontologically objective en-
tities and subjective phenomena can be C-objective.
Like other sciences, medicine is a C-objective science.

The American Medical Association’s Guides to the
Evaluation of Permanent Impairment display a C-
objective definition of objective findings, typically defin-
ing ‘objective finding’ in terms of quantitative measure-
ments (‘Objective Test Results’):

[…] for example, X-rays, computed tomography (CT),
magnetic imaging (MRI), laboratory tests, electrocar-
diography (ECG), electromyography (EMG) – with
specific findings that confirm or validate the diagnosis
and/or indicate severity of the particular condition. As
tests they are the most objective source of data avail-
able […]. ([11], p. 15)

The test apparatus described here, is based on C-
objectivity. The particular abnormal findings are to be
read and interpreted by a specialist with qualified
knowledge.
‘Objective finding’ is also defined cognitively as ‘a sign

that can be seen, heard, felt or measured’ ([12], p. 1316).
This definition broadens the scope of what can be found
objectively, not only by a test battery, but also, for ex-
ample, by what the physician observes from the patient’s
general appearance, e.g. distress and changed posture,
walk, and motor activity, and also the specific findings of
the professional examination of an embodied human be-
ing [13]. Another doctor would have observed approxi-
mately the same abnormalities, i.e. the observations can
be C-objective. It should be noted that C-objectivity oc-
curs in degrees, i.e. it is possible to be more or less ob-
jective, since the assessment of objectivity may vary with
the clinician or expert who undertakes it.
We believe that C-objectivity is appropriate to a

medical understanding of objective findings. A ‘find-
ing’ is never like an exact photography of reality. It is
the result of an interpretation of signs of abnormal-
ities or pathologies of the living human organism, an
interpretation that is always carried out in the terms
of professional expertise. In medicine, objective find-
ings must be seen primarily as C-objective.
To sum up so far: We have indicated three kinds of

human domains found in health care: (i) the human

body as a physical entity existing independently of
our perception of it, (ii) the psyche or mind (depres-
sion, angst, joy, despair, meaninglessness, etc.), which
has an O-subjective existence, (iii) the embodied hu-
man being, whose ontology we come back to below.
All of these human domains can be studied in a C-
objective way; and in all these domains, cognitive data
implies, as we conceive it, the existence of something
outside the data itself as the ontological reference of
the data.
One recognized definition of C-objectivity is inter-

subjectivity, not least in science today ([14], p. 23).
‘Intersubjectivity’ implies that a statement is ‘estab-
lished as true, probable or acceptable by procedures
that in principle can be followed by everyone’ (our
translation) ([15], p. 350). This presupposes intersub-
jective communicability. Defined in this way, the
meaning content of ‘intersubjectivity’ is close to that
of ‘confirmability’ as a methodological requirement.
As will be shown, intersubjectivity is important in the
analysis below.
We have already introduced the first- and second-

person viewpoints. We now introduce the third-person
viewpoint. The third-person viewpoint is the observer’s
point of view. It is the point of view of the scientist, appro-
priate for an object of the natural sciences. An important
inference from Searle’s concepts is that, because con-
sciousness has a first-person ontology, it “cannot be re-
duced, or eliminated in favour of, phenomena with a
third-person ontology” ([5], p. 52). In other words: We
can have a science of the third-person aspect of con-
sciousness, but the aspect of first-person ontology, of sub-
jective experience, cannot be reduced to third-person
ontology. We conclude that C-objectivity has to take into
consideration the reality of three irreducible viewpoints:
first-person, second-person and third-person. All three
viewpoints are necessary to describe the living, communi-
cating human being – as constituted by the dimensions
body, soul and spirit – living in interaction with environ-
ments [2].
Searle writes that a statement is C-subjective ‘if its

truth depends essentially on the attitudes and feelings of
observers’ ([5], p. 44). More examples of such attitudes
and emotions are prejudices, passions, biases, loyalties,
conformities, allegiances and unsupported opinions ([3],
p. 5) In daily life, people in general have a variety of such
first-person standpoints, which they may recognize as
important for themselves. In professional scientific con-
texts, however, C-subjectivity should be avoided as far as
possible. What is important is to be as aware of one’s
prejudices and preconceptions as one can.
Concerning the essential features of C-objectivity, Da-

vid Bell writes that the distinction between objectivity
and subjectivity in epistemology
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[…] serves to distinguish two grades of cognitive
achievement. In this sense, only such things as
judgments, beliefs, theories, concepts and perceptions
can significantly be said to be objective or subjective.
Here objectivity can be construed as a property of the
contents of mental acts and states. ([4], p. 310)

We agree with Bell in supporting Immanuel Kant’s
insight that the above-mentioned property entails ‘pre-
sumptive universality’ which means that: for a judgment
to be C-objective it must, at least, possess a content that
‘may be presupposed to be valid for all men’ ([4], p.
310). Hence, C-objectivity is a cognitive property of
mental acts and statements that in principle make them
valid for all rational humans, at least in the same histor-
ical cultural context. Practically, this is done by stating
valid reasons supporting judgements, beliefs, assess-
ments, theories, concepts or perceptions as objective. In
a nutshell: C-objectivity claims general validity, based on
reasons [1].
To secure, as far as possible, general validity in con-

crete situations, epistemological principles are necessary
in applying C-objectivity. One meta-principle is that ra-
tionality should be exercised with an appropriate goal in
mind ([3], p. 9). Applied to the present study, this means
that certificates should be written with a stated commis-
sion in mind [1]. The application of this methodological
rule is presupposed in the following analyses. Other
principles for the application of C-objectivity are impar-
tiality, accuracy and correctness [1]. We shall come back
to the use of epistemological principles below.
Objectivity has also an ethical sense, linked to the con-

cept of impartiality, which is commonly also understood
as a principle or criterion of justice as fairness. Often
viewed as synonymous with fair-mindedness, impartiality
holds 'that decisions should be based on objective criteria
rather than on the basis of bias, prejudice, or preferring to
benefit one person over another for improper reasons’
[16]. To objectively balance conflicting interests, duties
and goods in social collaboration requires impartiality.
We have now defined the concepts of objectivity and

subjectivity as a necessary condition for defining the
cognitive concept of objectivity that takes into account
human subjectivity. This concept has to avoid two types
of ontology that are still widespread: (a) Cartesian sub-
stance dualism (‘everything is either matter or mind’, i.e.
matter and mind are two separate and independent real-
ities), and (b) a reductionist monistic materialism
(‘everything is only matter’, i.e. subjectivity does not
really exist) [2, 17]. We believe that both O-objectivity
and O-subjectivity are necessary conditions for under-
standing living beings such as the human one, but they
should not be regarded as separate and independent of
each other. This is a fundamental aspect of a holistic

and multidimensional view of the human being [2]. A
cognitive concept of objectivity which takes into account
this view of the human being in health care and social
security is what we term a comprehensive concept of cog-
nitive objectivity (CCCO). Below we shall define the
CCCO and explain the criteria for its application in
health care.

Methods
Aim
The aim of the study was three-fold. The first aim was
to specify some necessary conditions for the definition
of a CCCO, which enable objective descriptions and as-
sessments even of subjective phenomena in health care.
The second was to formulate some necessary criteria for
the application of CCCO. The third was to investigate
the application of these criteria in a collection of work
disability assessments in medical certificates for social
security purposes written in a mental health care
context.

Design
The study was based on a theoretical design consisting
of two interacting parts. The first part used conceptual
analysis to specify some necessary conditions for the def-
inition of a CCCO and the resulting criteria for applica-
tion of the CCCO in health care and social security
medicine. The analysis was carried out by having in
mind a variety of assumed objective work ability or dis-
ability assessments in a collection of texts consisting of
medical certificates. The second part used the defined
criteria to make reasonable interpretations of the object-
ivity of work disability assessments in medical certifi-
cates issued for social security purposes, regarded as
texts. By ‘reasonable interpretation’ we mean an inter-
pretation allowed by the rules of grammar, semantics
and logic and the context of the text. Hence, the inter-
pretation was carried out, inter alia, from a hermeneut-
ical point of view, which emphasizes that meaning arises
within contexts and that the interpreter of a text is influ-
enced, among other things, by his or her pre-
understanding and cultural context [18]. Details regard-
ing how the analysis was carried out are found in our
earlier article [19].

Setting
The social and cultural setting of this study is a social
welfare system of the Nordic type in Norway. There is a
close relationship between the Norwegian health care
system and the Norwegian Labour and Welfare Admin-
istration (NLWA). Hence, clinicians have two roles to
handle, one as a practitioner treating the patient and an-
other as an expert writing certificates to third parties on
demand. The claimants are long-term patients at two
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units in the Division of Mental Health and Addiction at
the Vestfold Hospital Trust in Southern Norway (‘the
clinic’). Certificates written by both psychiatrists and
psychology specialists (‘experts’) working at the clinic
constitute the data for this study.

Material
Certificates from the clinic, commissioned by the local
office of the NLWA, were collected over 3 years between
1 January 2007 and 31 December 2009. Questions con-
cerning the patient’s medical details and possible educa-
tional or vocational activities were answered. Details of
the procedure by which dis-identified copies of the cer-
tificates were produced and received running numbers
have been described elsewhere [19]. In all, the material
consisted of 86 medical certificates issued for social se-
curity purposes in respect of 66 claimants (43 women
and 23 men) between the ages of 19 and 64 years (me-
dian age 40 years). They were written by 12 psychiatrists
and 12 psychology specialists. The material represents
28% of the claimants and 65% of the eligible experts. For
the present article, the 18 disability assessments from
this material were studied. In the quotations from the
assessments given below, the certificate being quoted is
identified by its running number.

Necessary conditions for the definition of a
comprehensive concept of cognitive objectivity
(CCCO)
The embodied subject
We must first reflect on how the embodied human being
should be envisaged. We believe the concept of lived ex-
perience provides a fruitful way of approaching a CCCO
for practical use in health care. An appropriate method
of describing lived experiences is phenomenology, which
is also an area of philosophical study and of understand-
ing of actual human experience (German: Erlebnis), es-
pecially ‘the ways things present themselves to us in and
through such experience’ ([20], p. 2). Our analysis in this
article shows that aspects of the lived experience not
only of the patient or claimant, but also of the clinician,
have to be taken into account.
Maurice Merleau-Ponty represents an approach within

phenomenology that combines philosophical phenomen-
ology with empirical sciences. We follow this approach
in dealing with the human being.2

We have drawn on Merleau-Ponty’s concept of the
embodied subject in fleshing out the conceptual struc-
ture below [17, 21, 22]. The human body is both bio-
logical organism and lived experience. Biological
organisms are not isolated things, as the science of ecol-
ogy shows. Neither is lived experience something that
occurs in a mind/body shut in on itself. A basic bodily
experience is that ‘my body is a movement toward the

world and […] the world is my body’s support’ ([21], p.
366). The embodied subject has to be understood as life
that stretches out towards and is supported by its sur-
roundings. Hence, human bodies should be basically
understood as interacting with one another and with
their surroundings. Merleau-Ponty writes that ‘we must
rediscover the social world […], not as an object or sum
of objects, but as the permanent field or dimension of
existence […]’ ([21], p. 379). In the present article, the
concept of embodied subject expresses the concrete liv-
ing human being, where material embodiment, bodily
experience of being in the world, and social, cultural and
social environments are regarded as dynamically linked
([17, 23, 24], pp. 159–175). In the analysis below we have
employed the following concepts from the phenomeno-
logical tradition: life-world, phenomenological object and
empathy. In stating four necessary conditions for the
definition of CCCO in health care, we have combined
these concepts with the concepts of O-objectivity, O-
subjectivity, C-objectivity and C-subjectivity as defined
above under ‘Background’.

First condition: Acknowledgement of the patient’s social
context and life-world
The WHO has acknowledged the importance of social
context in its development of the International Classifi-
cation of Functioning, Disability and Health, ICF (here-
after ICF) [25]). The ICF attempts to integrate the
medical model with a social model ([25], p. 20). The
manual describes human functioning in terms of body
integrity, individual activities or actions in environments
and participation in social life [25]. In his study of med-
ical practice, Eric J. Cassell emphasizes the patient’s
functioning using the terms of the ICF [26]. The ICF has
taken important steps towards recognizing the social
context of human functioning.
There are, however, basic problems with the ICF. Its

medical model of interpretation is still based on reduc-
tionist monistic materialism [2], and hence it provides
only the third-person viewpoint. Important concepts
such as intention or goal – which are integral elements
of an action – are not included among the components
of the ICF [2]. Rehabilitation doctors have struggled for
recognition of the subjective dimension of functioning
and disability [27]. The phenomenological notion of life-
world (German: Lebenswelt) can fill out the shortcom-
ings of the ICF in relation to subjective experience.
Edmund Husserl described the life-world as the con-

crete and immediate world of everyday experience [28].
This world is pre-scientific and is experienced even be-
fore ‘the split between physical and psychical‘ ([28],
p.189). ‘Life-world is an all-embracing term that includes
the “surrounding world” (Umwelt), both that of nature
and culture, including humans and their societies (“the
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world of culture”), things, animals, our overall environ-
ment’ ([28], p. 190). We believe that ‘life-world’ is the
appropriate overarching ontological term in health care
for the unity of the human, social world as it is experi-
enced by the embodied person. The life-world encom-
passes first-, second-, and third-person viewpoints as
already defined above under ‘Background’. It is import-
ant to note that, because a person’s life-world includes
first- and second-person viewpoints, there will always be
limits to how far the life-world can be described object-
ively. Merleau-Ponty writes that ‘the social exists silently
and as a solicitation’ even before we ‘come to know it or
when we judge it’ ([21], p. 379). ‘Life-world’ is now an
established term in psychiatry and psychology [29, 30].

Second condition: The patient perceived as a cognitive
object providing a variety of data
The second condition is based on an understanding that
the patient, as an embodied subject, appears as a living
cognitive object to an observer – in this case a clinician
– in a variety of ways when the latter is in authentic
communication with the patient. To explain this point,
we need first the phenomenological notion of the phe-
nomenological object. It is a mental object or ideal entity,
and not physical, as is the usual sense of the word ‘ob-
ject’. Karl Jaspers defines the concept of phenomeno-
logical, i.e. intentional object (German: Gegenstand) as
follows:

We give the name ‘object’ in its widest sense to
anything which confronts us; anything which we look
at, apprehend, think about or recognize with our
inner eye or with our sense-organs. In short anything
to which we give our inner attention, whether it be
real or unreal, concrete or abstract, dim or distinct.
Objects exist for us in the form of perceptions or
ideas ([31], p. 60).

We shall follow this definition, but add to it cognitive
aspects of emotions [8]. The quotation above is an ex-
ample of a fundamental philosophical insight that con-
scious states are intentional: they are about, or refer to,
intentional objects [5]. They are called ‘intentional’ be-
cause they are often directed by consciousness towards
something (the intended object), which could be, for ex-
ample, other people, the environment, numbers, facts,
states of affairs, signs, data or plans for the future. They
can also be about the subject’s own ego, psyche or mind.
According to phenomenology, perceptions, ideas and

emotions, as described above, typically have cognitive
contents, namely their intentional objects. Phenomen-
ology combines properties of the object ‘outside mind’
with the experience of ‘inside mind’ into a unified cogni-
tive act. In this act, as human beings we are related both

to objects in the external world, to other human beings
and to our own experience, and in this way meaning is
formed. ‘[T]he meaning of things, in a sense, exists nei-
ther “inside” our minds nor in the world itself, but in the
space between us and the world’ ([22], p. 34). Applied to
healthcare, the data from the patient acquire meaning in
the interaction between the patient and the clinician.
Such meaningful data are here termed ‘cognitive objects’.
We introduce the concept of cognitive object (Jaspers’
phenomenological object) in this study to expand the
application of C-objectivity to the human being as em-
bodied subject.
To explicate further the cognitive object in the inter-

personal context, we need the phenomenological con-
cept of empathy. Empathy is the ability to understand
and share the feelings of another. Phenomenologically,
empathy is intentionality directed at the experiences of
the other person. Understanding comes into being by
perceiving the other person in context. This understand-
ing is both emotional and cognitive. Imagining the other
person in his/her life arenas is also important [32, 33].
Empathy is recognized as a fundamental phenomenon in
human interaction and communication [34].
Intentional objects are perceivable and communicable

intersubjectively. Phenomenology explains this basically
in terms of the concept of empathy, which ‘allows us to
experience behaviour as expressive of mind. [Empathy]
allows us to access the feelings, desires, and beliefs of
others in their expressive behaviour. Our experience and
understanding of others is [however] fallible’ ([35], p.
155). Empathy is a means to intersubjective understand-
ing. We shall come back to the concept of dialogic inter-
subjectivity below.
Merleau-Ponty’s view of intentionality – as pre-

predicate unity of the experienced world and life –
helps us to become aware that not all aspects of a
problematic relationship between a person with ill
health and the work market (a work disability) can be
accessed as cognitive objects, i.e. as available to our
knowledge ([21], p. lxxxii); or, as Searle underlines,
not everything that a human being experiences can
be accessed as cognitive objects by others (i.e. from
the third-person viewpoint). Examples are ‘[u]ndir-
ected feelings of well-being or anxiety are not
intentional’ ([36], p. 327). In Searle’s terms this means
that some of patients’ or claimants’ undirected feel-
ings, including their well-being and anxiety, cannot be
accessed as intentional or cognitive objects. If well-
being as an undirected feeling cannot be accessed
completely as a cognitive object, its opposite, perman-
ent ill health, also cannot be fully described as an ob-
ject for other persons. This is interesting in our
context, because a common understanding of work
disability is that it is often complex and sometimes
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difficult to describe and explain in full. However, ill
health can still be described as a narrative (see
below).
We now describe the ways in which embodied subjects

present themselves and provide data for clinicians, di-
vided into clinical, psychometric and behavioural data,
as follows.

Data from clinical examinations
The concept of the embodied subject fully includes sci-
entific data from the human organism and its illnesses
and impairments. Descriptions of signs from clinical ex-
aminations in the different specialties of medicine and
psychology are fundamental cognitive objects.

Psychometric data
Psychometric data are obtained through psychological
tests. Psychology is defined as ‘the study of the nature,
function, and phenomena of behaviour and mental ex-
perience’ ([37], p. 619). Seen this way, we can say that
psychometric data obtained by psychological tests be-
long to the third-person viewpoint, the point of view of
the observer. However, evaluating a psychological test is
a challenging cognitive activity. Important questions are
the test’s theoretical orientation, practical issues,
standardization norms, reliability and validity [38].
Nevertheless, reflectively carried through, psychometrics
provides a way of obtaining meaningful data relating to
the embodied subject.

Behavioural data
In health care, behaviour can often be understood as
reaching out towards fellow human beings in terms of
what Jaspers calls ‘expressions’. He maintains that the
‘psyche and body are one for us in expression’ ([31], p.
225). We use Jaspers’ broad concept of behaviour to
characterize objects or data relating to the embodied
subject in terms of activities/actions, expressions and re-
flection. Behaviour has to be understood through em-
pathy ([[31], pp. 251–97). Other philosophers also
acknowledge that mental life expresses itself through the
body. P. M. S. Hacker, writes that ‘behaviour is not only
bare bodily movements, but smiles and scowls, a tender
or angry voice, gestures of love or contempt, and what
the person says and does’. Such behaviour ‘manifests the
inner’ and runs counter to Cartesian substance dualism
([39], p. 45).

Activities and actions in environments
Jaspers describes the psychiatric patient as an active hu-
man being in terms of a variety of objective perfor-
mances ([31], pp. 168–221). Since he wrote that in 1959,
WHO has developed the ICF to describe human func-
tioning [25]. Environmental facilitators and barriers are

public phenomena. Abilities (and competences) are also
phenomena that can be spoken about in a public or cog-
nitively objective way.3

Meaningful expressions of mind/body relation
The concept of meaningful expression, which is publicly
visible, comprises ‘meaningful objective phenomena’
(Jaspers) such as:

– Life in the individual’s ‘own personal world’, the
place where the individual ‘by means of his attitudes,
behaviour, actions […gives shape] to his
environment and social relations‘ ([31], p. 251). Or,
in other terms, the life-world of the individual so far
as it can be perceived by another person.

– Postures, movements, gestures, facial expressions,
gazes, and tones of voice ([31], pp. 253–74).

– A drive to express oneself in different ways: speech,
written productions, drawing, art and handicraft,
and individual outlooks of the world ([31], pp. 287–
97).

Self-reflection
Reason as the capacity for reflection is fundamental in
the human world. Reflecting on one’s own goals or in-
tentions is a part of being a rational being. This is be-
cause an important quality of the person is that he or
she is an agent, that is, an acting being [2]. A person’s
intention or goal is part of the world of reason. In clin-
ical work, too, there are opportunities for the clinician
and patient or claimant to reflect together ([31], p. 274).
A patient’s/claimant’s intention or goal is therefore a
cognitive object that the clinician and the patient/claim-
ant can reason and deliberate about.
To sum up: The second condition for the definition of

the CCCO enables clinicians to perceive the patient as a
living, cognitive object providing a variety of data, both
quantitative and qualitative.

Third condition: The interpretation of data in context
To make sense, the myriad of meaningful data about a
patient or claimant have to be interpreted by the clin-
ician. They need to be interpreted in light of the social
context, the purpose of the assessment, and clinical
knowledge. This third condition calls for specific atten-
tion to the ways in which the perceived data are inter-
preted by a clinician. The clinician will use his or her
knowledge and experience to make sense of the inter-
pretation in the current context. Clinical interpretation
has two aspects: one is in some way to describe the pa-
tient’s lived life, the other to make a professional assess-
ment of themes of that life. The first can be described as
a narrative, the second as a theoretical interpretation
[40]. The latter uses scientific models. Daniela Bailer-
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Jones defines a scientific model as ‘an interpretive de-
scription of a phenomenon that facilitates access to that
phenomenon’ ([41], p. 1). This definition is useful for
the use of practical models in health care, too.4 We
study work (dis)ability models below.
A basic aspect of interpretation is the circular relation-

ship between the whole and its parts. In our context, this
means that the data can only be understood when as-
pects of the patient’s life-world as a whole – daily rou-
tine, different activities, health condition, social
relationships, cultural setting and so on – are taken into
consideration [26]. Similarly, the patient’s life-world
taken as a whole can only be understood in relation to
the data on each of these aspects. When working out
this interpretative, i.e., hermeneutic circularity, the clin-
ician will ask the patient/claimant questions, comparing
the information given against experiences from his/her
own life-world and experience of being an embodied
subject. Sometimes it is relevant to check for coherence
and consistency among the data provided as compo-
nents of a life narrative.
In this clinical activity, the ethical sense of objectivity

comes to the fore. “[M]edical professionals have a par-
ticular obligation to create situations where it is possible
for patients to present themselves as subjects with integ-
rity and legitimate opinions” [42]. When writing certifi-
cates, questions about the credibility of a claimant’s
presentation of data will sometimes come to the mind of
the expert [1]. Sometimes, degrees of symptom magnifi-
cation or occasional malingering have to be considered
[43]. This requires a reasonable interpretation of the col-
lected data.

Fourth condition: The use of epistemological principles
The first three conditions involve perceiving and asses-
sing a patient/claimant in the particular relationship be-
tween the patient/claimant and the clinician. The fourth
condition consists in the use of general epistemological
principles for objectivity. Epistemological principles
should be used to ensure the validity of interpretations,
descriptions and judgements of what is perceived, under-
stood and assessed as C-objective. Well-known epis-
temological principles for application of C-objectivity are
the following [1]:

Intersubjectivity
C- objectivity was defined in terms of intersubjectivity
under ‘Background’ above. Applied to clinical assess-
ments, by ‘intersubjective validity’ we mean ‘what is the
case/evident or true according to current professional
expertise’. This means that an account should be built
upon available facts or data, and that it should be sup-
ported by arguments [44]. (Germanic terms are saklighet
[Norwegian] and Sachlichkeit [German]). What is

clinically described or assessed should be intersubject-
ively communicable and testable by other professionals
in the same or similar contexts.
In psychotherapy, the practice of intersubjectivity is

specified as a kind of interpersonal exchange that, fol-
lowing Buber (see above under ‘Background’), in this art-
icle is called dialogic intersubjectivity [10, 45]. In
certificates, for example, the concept of dialogic inter-
subjectivity is found in use when the expert refers to im-
portant life-world events that the expert and patient/
claimant have talked about together (a cognitive object
as described in the second condition for the CCCO
above). An interpretation of the patient’s problem situ-
ation is constructed by the patient and therapist to-
gether. This interpretation is then written out in a
certificate as an account of some relevant and important
aspects of the patient’s/claimant’s life and work history.
The intersubjective communication is primarily between
two subjects, but the account (in the certificate, in this
example) is written in such a way that it can be under-
stood and considered to be objectively valid not just by
those two persons but by any competent reader.

Impartiality
An account should not be twisted by the omission of
some information that the writer (e.g. of a certificate)
ought to understand is important for the receiver and
for the purpose of the certificate. The descriptions
should be factual and sober and not biased or tenden-
tious [1].

Accuracy and correctness
The information should be copious enough that the re-
ceiver can imagine the claimant’s situation for him/her-
self, thus allowing misconceptions about the real
situation to be avoided [1].
A greater degree of objectivity is ensured by using

these principles. When they are not used, C-subjectivity
can result.

From defining conditions to criteria for their application
The CCCO has been defined above in terms of four ne-
cessary conditions. These conditions can now be
expressed as the following criteria for the application of
a CCCO in health care and social security medicine:

First criterion
To take into consideration the patient’s/claimant’s social
context and, when appropriate, also life-world (lived ex-
perience). At the least, important aspects of the patient’s
social context (e.g. close relatives) should be considered.
First- and second-person perspectives should be
recognized.
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Second criterion
To take into consideration a variety of quantitative and
qualitative data from the clinician’s empathic perceptions
of the patient as a cognitive object.

Third criterion
To be aware of the need to interpret the data in terms of
both the patient’s/claimant’s lived experience and of a
professional assessment.

Fourth criterion
To apply general epistemological principles to ensure
objectivity in the concrete situation.
The use of all these criteria presupposes genuine com-

munication between the expert and the patient/claimant.
To sum up: The patient/claimant should be seen as a

whole human being, and listened to in his/her social
context. When appropriate, relevant aspects of his/her
life-world should be appraised. The clinician should
recognize the patient as an embodied subject, not as a
merely physical object, i.e. as his/her (clinician’s) own
cognitive object, perceived through the use of empathy
and imagination. The clinician should use his/her inter-
pretive capacity to understand the variety of data from
the patient/claimant, in the context of his/her clinical
knowledge and experience and the purpose of the as-
sessment. To ensure objectivity of assessments, it is im-
portant to use some generally recognized
epistemological principles in the concrete situation.

Application of the criteria of the CCCO in medical
certificates for social security
The material on which this analysis is based consists of
social security certificates written by psychiatrists and
psychology specialists in their role as experts to deter-
mine claimants’ eligibility for social benefits. It is a re-
quirement that such assessments should be objective. In
Norway, the law prescribes that ‘[a]nyone who issues
medical certificates, medical reports, etc., shall be care-
ful, precise and objective’ ([46], §15). The government
admits that claimants diagnosed with illness without ob-
jective findings, but with credible chronic disability, are
also eligible for disability benefit. This has provided
greater room for the use of professional discretion con-
cerning the objectivity of assessments of work disability.
The certificates were written in a context where the

claimant and the expert had met each other for at least
one interview in the hospital setting. The expert had ac-
cess to the patient’s earlier medical files, and in addition
often knew aspects of the patient’s life from ongoing or
earlier treatment spells. The certificates were all written
in such a way that the reader understands that the ex-
pert has empathy with the claimant.

All the 18 certificates that constitute the material for
this study concluded with ‘at least 50% work disability’,
for a few years ahead or permanently. No disability is de-
scribed in the texts in terms of objective findings. The
main reason for this seems to be that no certificate con-
tains a diagnosis from the group of organic mental disor-
ders (ICD 10 diagnostic block F00-F09).
It should be noted that the expert assessing disability

is not obliged to conclude with any specific quantifica-
tion of the level of work disability. The specific level,
50% or higher, is decided by the NLWA on the basis of
information about loss of income, and often also on re-
ports from work ability training or work ability testing in
various settings.
According to Norwegian law, a certificate from a

health care expert should usually contain three parts: (a)
background and relevant history, (b) a description of
current data from clinical examination and interview,
and (c) assessments and conclusions or recommenda-
tions [47]. In this article, we study (b) in terms of de-
scriptions of the patient or claimant’s present functional
disability in relation to work. We also study (c).
We do not study whether or not the requirements of

the law – that appropriate treatment and attempts to re-
turn to work have been completed – are fulfilled in the
legal sense. We have no information as to whether the
claimants’ applications for disability benefit were granted
or not.

Work (dis)ability models as structuring devices for our
interpretation
We have seen above that the use of professional prac-
tical models is important in fulfilling the third criter-
ion of application of the CCCO – that concerning
data interpretation. We therefore use work (dis)ability
models to structure our interpretation of disability as-
sessments. In our earlier study we found that the fol-
lowing three models of work (dis)ability are implicitly
in use in the text collection as a whole [19]

– The biomedical disability model (BDM): This model
‘views disability as a problem of the person, directly
caused by disease, trauma or other health condition’
([25], p. 20). The basic question is whether a
person’s disability is caused by a disease or not. A
disability is described in only general and medical
terms [19]. Earlier analyses have shown that the
form used in work (dis)ability assessment is
structured according to the BDM, with ‘objective
finding’ as the fundamental criterion of objectivity.
The basic sense of the concept seems to be O-
objective [1]. It is not obligatory for experts to use
this form.
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– The ability-based health model (AHM): This model
is based on action theory and on the holistic and
relational definition of health by Lennart Nordenfelt
[48]. Three components of the definition constitute
what we have termed health factors. These are: (a)
ability (or capacity), which in the ICF is a qualifier
of the component activity [25]; (b) environment,
described by the ICF in terms of barriers or
facilitators; and (c) goal or intention – a factor not
considered in the ICF [2, 19]. For an assessment to
be qualified as using the AHM, the expert must
describe the claimant holistically in a particular
context, giving specific details about all three of the
health factors specified above. The factors abilities
and goals are examples of data belonging to the
second criterion of a CCCO.

– The mixed health model (MHM): This model is
intermediate between the BDM and the AHM. The
BDM is most often used as a base, but with one, two
or three of the above mentioned health factors
added to the descriptions [19]. In some other
descriptions, health factors are described without
taking the BDM into account.

All three of the models of work (dis)ability are found
in use in the collection of the 18 disability assessment
texts analysed in this study. We investigated whether
these disability assessments apply the four criteria of the
CCCO, and if they do, in what way. Where the fourth
criterion is concerned, we focus on professional expert-
ise, dialogic intersubjectivity and accuracy. Here, we
highlight our most striking interpretive findings.

General causal assessments based on the BDM
In one group of 10 certificates, the BDM is used exclu-
sively in three certificates; in the other seven, the BDM
is used as the basic model, but the claimant is described
by a few words in a social context, meaning that the
model used is the MHM. Table 1 shows the reasoning
process in one of the assessments based on BDM alone
(cert.12). A greatly reduced ability to work is worded as
‘owing to prolonged depression’. Permanent, complete
work disability status is recommended by the expert.
The two other certificates based on BDM alone demon-
strate the same reasoning process in the case of a
middle-aged woman with 20 years of dependence on
psychoactive substances. Functioning was described only
in relation to symptoms or impairments in these three
certificates.
Among the certificates that included a few words

about the social context, cert. 43 (Table 1) assesses a
claimant as work-disabled, but comments that the cause
of the disability seems to be obscure. Cert. 73 (Table 1)
gives a condensed summary of another claimant’s

situation. The expert formulates a hard-hitting argument
by grounding it in a description of poor functioning and
negative self-image over the course of many years. The ex-
pert seems to be saying: Trust me, this claimant is per-
manently unable to work. There are two more certificates
in this group that describe relationship stress as having
significance for the work (dis)ability. One of these is cert.
7 (Table 1), which describes a claimant living with a hus-
band suffering from chronic excessive alcohol consump-
tion. Two common features of this group of certificates
are the following:

– Only a third-person viewpoint is employed.
– The assessments are short and focused on the causal

relationship between illness and work disability.
Aspects of the claimant’s life situation are not
included in the assessments, or only to a small
degree.

These features are not surprising, as the BDM is
strictly scientific and does not include social contexts
other than labour services [19]. A basic deficiency in
these descriptions is that the social context is not de-
scribed well enough to explain the disability. These
assessments do not fulfil the first criterion to take at
least the patient’s social context into consideration.
Concerning the second criterion of the CCCO in

this group of certificates, the assessments are based
on standard clinical examinations. Neuropsychological
examination was the only psychometric test used as
part of the work disability assessment (n = 2). Behav-
ioural data (belonging to the second criterion) are,
however, not provided. The certificates do not distin-
guish between the claimants’ experience and the pro-
fessional assessment. This is in accordance with the
form used, which does not make this distinction. The
third criterion is not fulfilled.
Concerning the fourth criterion of the CCCO, to apply

general epistemological principles, we tested the applica-
tion of the principle of professional expertise. When the
sentences assessing the work disability are analysed, as
they were in our study, the permanent disability that is
claimed on the basis of causal reasoning alone is uncon-
vincing. The descriptions lack some information that
would demonstrate more clearly the reasoning from
premises to a conclusion. The assessments based on the
BDM fulfil the principle of professional expertise to a
lesser degree than if social context had been described
more closely. This point is demonstrated in one of the cer-
tificates when a broader social description in the medical
history is taken into account (cert. 12, Table 1). This cer-
tificate states that the claimant’s suffering is caused by a
range of disabilities: ‘limited knowledge of the Norwegian
language, dyslexia, lack of school education, economic
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problems’ and also ‘lack of desire to recover’. It is likely
that these mainly social disabilities were an important
background to the final assessment. We can also say that
the 10 assessments based on the BDM do not fulfil the
principle of accuracy because they lack important infor-
mation about the claimant’s social context.

A social medical assessment based on the MHM
One MHM-based certificate (cert. 81, a middle-aged
woman, diagnosis F60.7), using the BDM as the under-
lying model is, however, different from the others. It uses
the NLWA form, but transcends it by describing a de-
manding social situation in the family in some detail,
but still only from a third-person viewpoint. The hus-
band is on permanent disability benefit and has his own
problems, and two of their three children have special
needs at school. The claimant is described in terms
of symptoms, but also of activity limitations: ‘She has
great interpersonal problems and also has problems
of taking care of her own needs and those of her
family’. She is assessed as having ‘such great personal
and family difficulties that she appears unable to
work’. The expert also argues that in reality she has
not worked for 10 years. This certificate fulfils the
first criterion of taking the social context into consid-
eration. The description enables the reader to under-
stand the claimant’s difficult social situation and to
follow the reasoning process towards the conclusion
of long-term work disability. The epistemological
principles of professional expertise and accuracy are
to some extent fulfilled.

MHM disability assessments where the BDM is left out
The remaining certificates (n = 7) are structured as the
experts themselves choose. One common feature of
these certificates is that the assessment includes more
aspects of the claimant’s life situation. The claimant’s
subjectivity also comes to the fore.
Five of the seven certificates have been interpreted as

applying the MHM, but without using the BDM as a
base. These certificates are predominantly written in a
third-person viewpoint, but they also approach the first-
person viewpoint. The first-person viewpoint is
expressed clearly in a certificate when what the claimant
thinks, feels or experiences is quoted directly. None of
the certificates in our study material does this. However,
in these five certificates the experts state the claimant’s
opinion and use this statement of the claimant’s first-
person viewpoint in the argument in favour of work dis-
ability. This is thus a use of what we term the close to
the first-person viewpoint. One expert writes about a
claimant that he was fired from a job in which he had
invested a lot of his strength and sense of responsibility:
‘When he was made redundant he collapsed, and he has
realized that he cannot face entering into new arrange-
ments to try out his work ability’ (cert. 35). Another ex-
pert writes: ‘To questions about his thoughts on
employment, he says that he never will dare to meet
others in an office or working place’ (cert. 16). The de-
scriptions fulfil the first criterion of context and lived ex-
perience more than the previous certificates discussed.
The certificates distinguish between descriptions of

the claimants’ opinions, etc., and the professional assess-
ment. It is clear from the assessments that the experts

Table 1 Some work disability assessments (translated from Norwegian). The claimant’s main diagnosis (ICD-10) is given

Cert. 7: ‘Development of depression, little ability to set limits and a great deal of stress in close relationships [have] eventually made her unable to
function at work. It is known that it takes a very long time for a person to return to occupational functioning after developing such a state, and it is
unlikely that she will be able to gain employment within the foreseeable future’ (elderly woman, F33).

Cert. 12: ‘Her ability to work is assessed as greatly reduced owing to prolonged depression. In addition, she is much preoccupied with pain and what
this is doing to her. Her condition is assessed as chronic. She will, as she now appears, not be able to function in any job, nor in job training. She is
assessed as disabled in the ordinary job market. Further treatment in psychiatric secondary care is not indicated’ (middle-aged woman, F33.1).

Cert. 43: Relationships with immediate family, especially a daughter with special needs, are described generally. There is no information as to whether
the daughter’s situation has affected the claimant’s disability or not. The described activity limitations refer to interpersonal interactions: ‘Poor ability
to impose herself, speak up about her own opinions, needs etc.’ Appropriate treatment is described as completed. No measures to improve her work
ability are reported. She is judged to be permanently disabled, suffering from chronic ‘reduced perseverance, pain in her body after effort, has to rest
for days afterwards’. The expert writes that ‘the causes of her physical complaints seem obscure, but underlying psychological condition and personal
factors have at least been contributing factors’ (middle-aged woman, F41.8).

Cert. 57: ‘Assessment: X now wants to gain a disability pension. Based on what is described above, he believes that he will not be able to get into
employment again. If he is required to do so, his anxiety level will increase significantly, with the risk of alcohol abuse and hence increased risk of
suicide. He is now more satisfied with his life than for many years, he has control with respect to alcohol, he has leisure pursuits that he is satisfied
with, and he feels that he gradually has learned to come to terms with life. He has made use of the therapy hours here at the clinic in a very
satisfactory manner and has gained insight into how his life has been the way it has. [...]. The patient is now [an elderly man] who is seeking
disability benefits. The undersigned supports him in this. For the patient, having to deal with a job with many obligations now will destroy the life
he has today’ (elderly man, F60.6)

Cert 73: This is a claimant who is described as having been addicted to drugs since he was a teenager. He is currently on medication-assisted treat-
ment. ‘The extensive and continuous drug addiction has resulted in major social-medical problems. During treatment it has emerged that he no lon-
ger believes that he can cope with work or work training. His image of himself is very poor [….]. I assess the patient as having had 100% reduction
in work ability for many years, and I find it hard to envisage that this will change in the future’ (middle-aged man, F11.2).
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have given some weight to claimants’ opinions. We
emphasize that four of them are the first ones among
the certificates studied to fulfil explicitly the third criter-
ion: To be aware of the need to interpret the data in
terms of both the patient’s experience and the profes-
sional assessment. The fifth, however, does not distin-
guish clearly between the claimant’s opinions and the
expert’s own professional view of these opinions. It is
therefore an interesting case. The certificate relates to a
claimant who was unable to complete a work training
programme at an appointed place because the require-
ment to attend 2 days a week created great anxiety in
him. As can be seen in the assessment part of cert. 57
(Table 1), the claimant’s opinion has permeated the ex-
pert’s assessment. This is clear from the following state-
ments: ‘He believes that he will not be able to get into
employment again. If he is required to do so, his anxiety
level will increase significantly, with the risk of alcohol
abuse and hence increased risk of suicide.’ It looks as if
the expert has taken the claimant’s opinions at face
value. The data regarding the claimant’s opinion have
entered into the expert’s assessment in a direct way. This
assessment does not fulfil the third criterion.

Narrative and dialogic intersubjectivity based on the AHM
The last two certificates briefly describe abilities, envi-
ronments and goals, all in the particular context of the
work-disabled claimant, i.e., the AHM is used. Due to
lack of space, we shall analyse only the most detailed
certificate here (cert. 44, a young woman, diagnosis
F48.00). The text in it is introduced as follows: ‘Know-
ledge of the patient’s education, work experience and oc-
cupational training is taken as granted. Other
information is here given fully, because it is considered
significant in explaining her level of functioning to-day’.
Information about the claimant’s work disability is given
in terms of a life narrative.
Cassell has characterized a narrative in the health-care

context, the following aspects of which are relevant to
our study. A narrative should reveal ‘the chain of events
that led to the present state’. It should explain both
causative factors and the patient’s ‘purposes and goals’.
The ‘meanings that the patient has attached to what has
and is happening’ also belong to it, as do ‘the patient’s
values. What the patient thinks is important’ ([49], p.
93). We analyse cert. 44 with these aspects in mind.
First, fundamental influences on the claimant’s situ-

ation in her childhood are described: an alcohol-abusing
and violent father, and an unstable, chronic sick mother.
She was sexually abused for 5 years in childhood and
was bullied at school.
Second, the claimant’s moral standards and important

actions are described. The expert writes that she man-
aged to stop her incipient drug abuse and also tried to

help others to stop their drug abuse. ‘She has always felt
responsibility in the family and has been a prop and
mainstay for everyone’. She now has a ‘secure family life’
with a husband and children. Central themes in the ap-
pointments with the expert have been her worries for
her sick mother, her children, her own failing ability to
work and social isolation. Her deserving efforts are
emphasized.
Third, she has suffered and been treated for, among

other things, asthma and chronic muscle pain. For as
long as she can remember, she has struggled with mental
problems and great burdens.
Fourth, at present she is in despair, because she feels

she has no control and is at the mercy of her life situ-
ation. She feels guilty for not managing to give her chil-
dren a better childhood.
Functionally, she is described as powerless and unable

to mobilize strength. She is said to be unable to go out-
side with her children as she wants. She has handed over
large parts of the housework to her husband. She man-
ages to care for the family’s dog and has a close female
friend whom she meets regularly. The narrative de-
scribes an ‘intertwinement of action and passion’ in hu-
man life ([50], p. 266).
The descriptions are written from a third-person view-

point, especially in regard to the claimant’s childhood.
As can be seen from the quotation above, the ‘close to
the first-person viewpoint’ has also been used. We inter-
pret this narrative also as written from a second-person
viewpoint. The life history is based on a clinical dialogue
that has been going on for some years. We regard this
certificate as fulfilling the first criterion: a description in
terms of the patient’s life-world.
The certificate demonstrates the kind of cognitive ob-

jects and data that belong to the second criterion: Im-
portant activities and actions (taking responsibility,
helping others), struggling with failing ability to work
and social isolation, reduced functioning and self-
reflection. Because some behavioural data are described,
we can say that the second criterion is fulfilled.
The two AHM-based certificates distinguish clearly

between the narrative data expressed by the claimants
and the experts’ assessments of these data. The third cri-
terion is fulfilled.
In regard to the fourth criterion, we assess this narra-

tive as fulfilling the epistemological principle of dialogic
intersubjectivity. Cassell has an illuminating description
of this kind of collaborative activity: ‘[I]t is true to call
the doctor the historian while the patient is the story-
teller’ ([49], p. 92). The narrative is a joint product be-
tween two collaborating subjects. It also fulfils the
principle of accuracy. This is an example of what Cassell
points out about narratives. They ‘include attitudes and
valence – the emotional force – of the teller […]’ ([49],
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p. 92). It is also an example of how the ethical sense of
objectivity comes to the fore. This sense is closely re-
lated to the virtue of justice conceived as fairness.
The assessment in cert. 44 interprets the claimant as a

‘traumatized and vulnerable young woman who seems to
have stood upright in the family since she was a child’.
The assessment explains why the claimant’s childhood
traumas remain untreated. The assessment concludes
that the claimant is long-termed disabled. The reasoning
process from premises to conclusions fulfils the condi-
tion of professional expertise.

Discussion
We have carried out an exploratory, interpretive study
of a small set of texts originating in disability assess-
ments in medical certificates produced for social security
purposes. Four criteria of application of the comprehen-
sive concept of cognitive objectivity (CCCO) have been
tested.
We believe that the way in which certificates are writ-

ten at the clinic that provided the study certificates is
representative of that found in the Norwegian mental
health care clinics [19]. The 18 certificates analysed
should ensure typical ways of describing work disability
in social security certificates. It is, however, likely that
greater variation exists among work disability assess-
ments than was observed in this study [19]. A limitation
of this study is that certificates in which ‘objective find-
ings’ were described were not included, and so the func-
tions of this criterion of objectivity in relation to
disability could not be studied.
Our findings suggest that it makes a significant differ-

ence whether the long-term disability of claimants with
mental illness is assessed using the BDM, with ‘objective
findings’ as an implicit criterion of objectivity, or using
C-objective criteria. When the BDM is used, the work
disability assessments tend to be short and focused on
determining the causal relationship between work dis-
ability and illness. The social context is sparsely de-
scribed, and the descriptions of the case lack sufficient
accuracy. Both the factual grounds and the BDM as war-
rant are insufficient to support the conclusion that the
claimant is permanently disabled. Using the BDM is in-
appropriate when there are no objective findings, and a
relative lack of objectivity is found in such assessments.
Objectivity improves when the BDM is supplied with so-
cial medical data.
In the two certificates where the AHM is used, the pa-

tient’s context has been extended somewhat. These cer-
tificates also describe the patient’s close to the first-
person viewpoints and loss of abilities, in addition to the
patient’s goal and reflections. The data are varied and
relevant for a disability assessment. In these certificates,
the experts use their own practical model as warrant for

concluding that the claimant is permanently disabled.
We do not know more about the practical models used
than that the claimant is seen as an agent, in relevant
context and having failing abilities. The objectivity of the
assessments is improved. We do not know, however, the
specific content of each expert’s warrant that made them
conclude that the claimant is disabled.
In discussing Merleau-Ponty’s and Searle’s notions of

intentionality above, we implied that not all aspects of a
person’s work disability or ill health are accessible or
available to our knowledge from the third-person view-
point. Describing chains of important life events narra-
tively in a text is a way of externalizing actions and
experiences for both the patient and the clinician. ‘Once
produced, the text becomes a matter for public inter-
pretation’ ([29], p. 335). Writing a narrative seems to be
a useful way of describing a complex work disability in
an intersubjective way.5 However, it seems to be difficult
to state the exact reasons why a patient or claimant is
permanently work disabled.
So far as the concept of objective finding is concerned,

‘objective finding’ as defined primarily O-objectively is
necessarily inappropriate in most medical conditions in
health care today. However, if, for example, a claimant
has advanced cancer, the O-objective pathological reality
of the cancer underlines the severity of his/her condi-
tion. The claimant is obviously permanently disabled for
work. On the other hand, we do not believe it is appro-
priate to designate all the C-objective descriptions and
assessments that can be found by perceiving a claimant
as a cognitive object as ‘objective findings’. We believe
that the concept of C-objective finding should be re-
stricted to the results of the clinical test apparatus plus
the signs of abnormality or pathology that can be found
by clinical examination of the embodied subject. We be-
lieve that the time has come to allow objective findings
to find their important but limited place among the
other criteria of the CCCO.

Conclusions
The study has defined a CCCO for use in health care
and social security medicine that ensures holistic think-
ing about human beings. Well-accepted definitions of
ontological objectivity and subjectivity, and epistemo-
logical objectivity and subjectivity, provided the point of
departure for the conceptual analysis undertaken here. It
was found that the C-objectivity is appropriate to a med-
ical understanding of objective findings. To expand the
understanding of ontological subjectivity as related to
material reality, the phenomenological notions of em-
bodied subject, life-world, phenomenological object and
empathy were included in the conceptual analysis. The
CCCO was defined by four conditions. The criteria cor-
responding to these conditions for the practical use of
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the CCCO in health care are: (1) To take into consider-
ation the patient’s social context and, when appropriate,
also life-world (lived experience). The patient’s perspec-
tive should be recognized (2). To take into consideration
a variety of quantitative and qualitative data from the cli-
nician’s perceptions of the patient’s life and the patient’s
test results. (3) To be aware of the need to interpret the
data in context. (4) To apply general epistemological
principles (professional expertise, dialogic intersubjectiv-
ity, impartiality, accuracy and correctness) in the con-
crete situation. The use of all the criteria presupposes a
genuine communicative interaction. The concept of
CCCO also comprises the ethical sense of objectivity,
which takes into consideration respect for human vul-
nerability, dignity, individual identity, autonomy and
integrity.
The four criteria were tested in an exploratory manner

on the disability assessments contained in a collection of
medical certificates written for social security purposes.
The criteria were illuminating and useful in an analysis
of what makes disability assessments for social security
purposes more or less objective. The findings of our ana-
lysis suggest that the four criteria constitute a useful tool
to aid an understanding of how objectivity in work dis-
ability assessments fails or can be improved or safe-
guarded. There is, however, a need to test the structure
of the concept and the criteria in various arenas in
health care where objectivity of clinical assessments is
important.

Endnotes
1Consciousness has two different senses: first, con-

sciousness in the sense of the human mind or ego, and,
second, consciousness as awareness of something. The
former is the subject or agent of all human perception,
understanding, thinking and remembering, imagining,
etc. The latter is a psychological state of the former in
its perception, understanding, thinking, conceiving, etc.

2Shaun Gallagher [51] and Evan Thompson [52] are
two representatives of this approach in our time.

3Jaspers has an interesting comment: ‘We can grasp
and investigate only what has become an object to us.
Psychic life as such is not an object [our italics]. It be-
comes an object to us through that which makes it per-
ceptible in the world, the accompanying somatic
phenomena, meaningful gestures, behaviour and actions.
It is further manifested through communication in the
form of speech. It says what it means and thinks and it
produces works. These demonstrable phenomena
present with the effects of the psyche.’ ([31] , p. 9)

4We will not enter into a discussion of evidence-based
medicine here, but remark that Peter C. Gøtzsche distin-
guishes in an illuminating way between four types of
clinical thinking as the basis for clinical decisions in the

context of evidence-based medicine. They are: (1) scien-
tific theoretical, (2) scientific empirical (divided into un-
controlled and controlled experience), (3) empathic-
hermeneutic humanistic and (4) ethical thinking [53]. A
group of health scientists has recently called attention to
the need to make explicit how interpretation is ‘involved
when combining and applying the knowledge compo-
nents’ in evidence-based medicine [54].

5It should be noted that one should be careful with
use of the term ‘objectification’ in interpersonal contexts.
This is because ‘objectification’ often connotes the act of
treating a person as a thing [55].

Abbreviations
AHM: Ability-based health model (a work (dis)ability model); BDM:
Biomedical disability model (another work (dis)ability model);
CCCO: Comprehensive concept of cognitive objectivity ; Cert.: Certificate;
C-objectivity: Cognitive objectivity (another term for epistemological
objectivity); C-subjectivity: Cognitive subjectivity (another term for
epistemological subjectivity); MHM: Mixed health model (a third work
(dis)ability model) ; NLWA: Norwegian Labour and Welfare Administration;
O-objectivity: Ontological objectivity; O-subjectivity: Ontological subjectivity

Acknowledgements
We would like to thank Jens Egeland and Randi Ullberg of the research unit
at the Division of Mental Health and Addiction at Vestfold Hospital Trust for
helpful comments on an earlier version. Thanks for helpful comments also
goes to Søren Brage, Harald Elvsåshagen, Bjørn Hofmann and Mattias Solli.
We are grateful to the librarians at the library of Vestfold Hospital Trust for
their help in obtaining literature. We also thank Kersti Wagstaff for invaluable
language guidance and excellent copy editing.

Funding
Vestfold Hospital Trust, Norway, financed this research project as the first
author has a permanent position as researcher in the hospital. No other
funding was received. The funding body had no influence or role in the
design of the study and collection, analysis, and interpretation of data and
in writing the manuscript.

Availability of data and materials
This project was ethically approved on the condition that the dis-identified
copies of certificates should be kept inaccessible to outsiders. Although
dis-identified, the combination of demographic and clinical information
given in the certificates, may result in identification of a participant.
The material is kept in a Research-Data-server owned by Vestfold Hospital
Trust. Access to the data for other researchers can in principle be provided
if the request is justified. Requests should be sent to the person in charge
of information security in Vestfold Hospital Trust by e-mailing
informasjonssikkerhetsansvarlig@siv.no

Authors’ contributions
The article was written in a continuous dialogue between HMS and ABdS.
HMS did the first and preliminary interpretations of the certificates and
wrote drafts of the article, which were reinterpreted, commented upon and
partly rewritten by ABdS. The disability assessments were analysed by both
authors. Both authors read and approved the final manuscript.

Authors’ information
HMS has many years of practical experience both as a general practitioner
and as a medical officer in the NLWA. As a professor of philosophy, ABdS has
practical experience in teaching health care ethics, philosophy of social sciences
and scholarly writing of essay to, among others, nurses and physicians.

Ethics approval and consent to participate
The Regional Committee for Medical Research Ethics (REK Sør S-07407b
10.06.08), the Norwegian Directorates of Health and of Labour and Welfare, and
the Data Protection Official for Research approved the study. The requirement
for informed, written consent of the claimants to participate was fulfilled.

Solli and Barbosa da Silva BMC Medical Ethics  (2018) 19:15 Page 14 of 16



Consent for publication
Patients have consented in written form to publication of extracts from
medical certificates for social security, written about them, on condition that
they are not identified by the extracts.

Competing interests
The authors declare that they have no competing interests.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Author details
1Research Unit, Division of Mental Health and Addiction, Vestfold Hospital
Trust, PO Box 2168, NO-3103 Tønsberg, Norway. 2Ansgar University College
and Theological Seminary, Fredrik Fransonsvei 4, NO-4635 Kristiansand,
Norway.

Received: 16 January 2017 Accepted: 21 February 2018

References
1. Solli HM. Justice, objectivity and disability assessments within social

insurance medicine. An ethical and scientific-philosophical analysis of three
disability models, seen in a historical perspective. [dissertation] (in
Norwegian, with English summary). Oslo: University of Oslo; 2007. Available
online at http://michaelquarterly.no/index.php?seks_id=117274&a=
1&treeRoot=117202. Accessed 4 Dec 2017

2. Solli HM, Barbosa da Silva A. The holistic claims of the biopsychosocial
conception of WHO's International Classification of Functioning, Disability,
and Health (ICF): a conceptual analysis on the basis of a pluralistic-holistic
ontology and multidimensional view of the human being. J Med Philos.
2012;37:277–94.

3. Rescher N. Objectivity: the obligations of impersonal reason. Notre Dame:
University of Notre Dame Press; 1997.

4. Bell D. Objectivity. In: Dancy J, Sosa E, editors. A Companion to
Epistemology. Oxford: Blackwell; 1992. p. 310–3.

5. Searle JR. Mind, Language and Society. Philosophy in the Real World.
London: Phoenix; 2000.

6. Bunnin N, Yu J. Objectivity. In: The Blackwell Dictionary of Western
Philosophy. Paperback ed. Oxford: Blackwell Publishing; 2009. p. 484.

7. Bunnin N, Yu J. Subjectivity. In: The Blackwell Dictionary of Western
Philosophy. Paperback ed. Oxford: Blackwell Publishing; 2009. p. 663–4.

8. Panksepp J, Biven L. The Archaeology of Mind. Neuroevolutionary Origins of
Human Emotions. New York: W.W. Norton & Company; 2012.

9. Searle JR. Making the Social World. The Structure of Human Civilization.
Oxford: Oxford University Press; 2010.

10. Kramer KP. Martin Buber's I and Thou: Practicing Living Dialogue. New
Jersey: Paulist Press; 2004.

11. Rondinelli RD, Genovese E, Katz RT, Mayer TG, Mueller KL, Ranavaya MI,
Brigham CR. Guides to the Evaluation of Permanent Impairment. 6th ed.
Chicago: American Medical Association; 2008.

12. Myers T. Mosby's Dictionary of Medicine, Nursing & Health Professions. 7th
ed. St. Louis: Mosby Elsevier; 2006.

13. Bickley LS, Szilagyi PG. Bates' Guide to Physical Examination and History
Taking. Philadelphia: Wolters Kluwer Health; 2013.

14. Schurz G. Philosophy of Science. A Unified Approach. New York:
Routledge; 2014.

15. Intersubjektiv(t). In: Lübcke P, editor. Politikens filosofi leksikon. København,
Politikens Forlag; 2010.

16. Impartiality. https://en.wikipedia.org/wiki/Impartiality. Accessed 4 Dec 2017.
17. Matthews E. Mental Disorder: Can Merleau-Ponty Take Us Beyond the

"Mind-Brain" Problem? In: KWM F, Davies M, RGT G, Graham G, Sadler JZ,
Stanghellini G, Thornton T, editors. The Oxford Handbook of Philosophy
and Psychiatry. New York: Oxford University Press; 2013. p. 531–44.

18. Alvesson M, Sköldberg K. Reflexive Methodology. New Vistas for Qualitative
Research. 2nd ed. London: SAGE; 2009.

19. Solli HM, Barbosa da Silva A, Egeland J. Usefulness of an ability-based health
model in work ability assessments provided by psychiatrists and psychology
specialists writing social security certificates. Disabil Rehabil. 2015;37:771–8.

20. Sokolowski R. Introduction to Phenomenology. New York: Cambridge
University Press; 2000.

21. Merleau-Ponty M. Phenomenology of Perception. Transl. by Donald A.
Landes. London: Routledge; 2012.

22. Matthews E. Merleau-Ponty: A Guide for the Perplexed. London:
Continuum; 2006.

23. Getz L, Kirkengen AL, Ulvestad E. The human biology - saturated with
experience. Tidsskrift for Den norske legeforening. 2011;131:683–7.

24. Burwood S, Gilbert P, Lennon K. Philosophy of Mind. London: UCL
Press; 1998.

25. WHO. International Classification of Functioning, Disability and Health: ICF.
Geneva: World Health Organization; 2001.

26. Cassell EJ. The Nature of Healing. The Modern Practice of Medicine. Oxford:
Oxford University Press; 2013.

27. Ueda S, Okawa Y. The subjective dimension of functioning and disability:
what is it and what is it for? Disabil Rehabil. 2003;25:596–601.

28. Moran D, Cohen J. Life-world (Lebenswelt). In: The Husserl Dictionary.
London: Continuum; 2012. p. 189–93.

29. Stanghellini G. Philosophical Resources for the Psychiatric Interview. In:
KWM F, Davies M, RGT G, Graham G, Sadler JZ, Stanghellini G, Thornton T,
editors. The Oxford Handbook of Philosophy and Psychiatry. New York:
Oxford University Press; 2013. p. 321–56.

30. Fischer CT. Psychological Assessment. From Objectification Back to the Life
World. In: Slife BD, Williams RN, Barlow SH, editors. Critical Issues in
Psychotherapy Translating New Ideas Into Practice. Thousand Oaks: Sage
Publications; 2001. p. 29–43.

31. Jaspers K. General Psychopathology. Volume 1. Translated from the German
by J. Hoenig and M.W. Hamilton. Paperback ed. Baltimore: The John
Hopkins University Press; 1997.

32. Hooker C. Understanding empathy: why phenomenology and
hermeneutics can help medical education and practice. Med Health
Care Philos. 2015;18:541–52.

33. Zahavi D. Empathy, Embodiment and Interpersonal Understanding: From
Lipps to Schutz. Inquiry. 2010;53:285–306.

34. Batson CD. These Things Called Empathy: Eight Related but Distinct
Phenomena. In: Decety J, Ickes W, editors. The Social Neurosciences of
Empathy. Cambridge: The MIT Press; 2009. p. 3–15.

35. Zahavi D. Subjectrivity and Selfhood. Investigating the First-Person
Perspectiv. Paperback ed. Cambridge: The MIT Press; 2008.

36. Searle J. Biological Naturalism. In: Velmans M, Schneider S, editors. The Blackwell
Companion to Consciousness. Oxford: Blackwell Publishing; 2007. p. 325–34.

37. Colman AM. A Dictionary of Psychology. 3rd ed. Oxford: Oxford University
Press; 2009.

38. Groth-Marnat G. Handbook of Psychological Assessment. 5th ed. Hoboken:
John Wiley & Sons, Inc; 2009.

39. Hacker PMS. Wittgenstein on Human Nature. London: Phoenix; 1997.
40. Kögler HH. Interpretation. In: Honderich T, editor. The Oxford Companion to

Philosophy. Oxford: Oxford University Press; 2005. p. 441.
41. Bailer-Jones DM. Scientific Models in Philosophy of Science. Pittsburgh:

University of Pittsburgh Press; 2009.
42. Kirkengen AL, Thornquist E. The lived body as a medical topic: an argument

for an ethically informed epistemology. J Eval Clin Pract. 2012;18:1095–101.
43. Halligan PW, Bass C, Oakley DA. Wilful deception as illness behaviour. In:

Halligan PW, Bass C, Oakley DA, editors. Malingering and ilness deception.
Oxford: Oxford University Press; 2003. p. 3–28.

44. Toulmin S, Rieke R, Janik A. An introduction to reasoning. 2nd ed. New York:
Macmillan; 1984.

45. Nolan P. Therapist and Client. In: A Relational Approach to Psychotherapy.
Chichester: Wiley-Blackwell; 2012.

46. The Health Personnel Act. https://www.regjeringen.no/no/dokumenter/
act-of-2-july-1999-no-64-relating-to-hea/id107079/. Accessed 4 Dec 2017.

47. Regulation about requirements for health personnel’s certficates (in
Norwegian). https://lovdata.no/dokument/SF/forskrift/2008-12-18-1486.
Accessed 4 Dec 2017.

48. Nordenfelt L. The concepts of health and illness revisited. Med Health Care
Philos. 2007;10:5–10.

49. Cassell EJ. The Nature of Clinical Medicine. The Return of the Clinician. New
York: Oxford University Press; 2015.

50. Tengelyi L. Action and Selfhood: A Narrative Interpretation. In: Zahavi D,
editor. The Oxford Handbook of Contemporary Phenomenology. Paperback
ed. Oxford: Oxford University Press; 2012. p. 265–86.

Solli and Barbosa da Silva BMC Medical Ethics  (2018) 19:15 Page 15 of 16

http://michaelquarterly.no/index.php?seks_id=117274&a=1&treeRoot=117202
http://michaelquarterly.no/index.php?seks_id=117274&a=1&treeRoot=117202
https://en.wikipedia.org/wiki/Impartiality
https://www.regjeringen.no/no/dokumenter/act-of-2-july-1999-no-64-relating-to-hea/id107079
https://www.regjeringen.no/no/dokumenter/act-of-2-july-1999-no-64-relating-to-hea/id107079
https://lovdata.no/dokument/SF/forskrift/2008-12-18-1486


51. Gallagher S. Intersubjectivity and psychopathology. In: KWM F, Davies M,
RGT G, Graham G, Sadler JZ, Stanghellini G, Thornton T, editors. The Oxford
Handbook of Philosophy and Psychiatry. Oxford: Oxford University Press;
2013. p. 258–74.

52. Thompson E. Mind in life: biology, phenomenology, and the sciences of
mind. Paperback ed. Cambridge: The Belknap Press of Harvard University
Press; 2010.

53. Gøtzsche PC. Rational Diagnosis and Treatment. In: Evidence-Based Clinical
Decision-Making. 4th ed. Chichester: John Wiley & Sons, Ltd; 2007.

54. Engebretsen E, Vøllestad NK, Wahl AK, Robinson HS, Heggen K. Unpacking
the process of interpretation in evidence-based decision making. J Eval Clin
Pract. 2015;21:529–31.

55. Objectification. https://en.wikipedia.org/wiki/Objectification. Accessed 4 Dec
2017.

•  We accept pre-submission inquiries 

•  Our selector tool helps you to find the most relevant journal

•  We provide round the clock customer support 

•  Convenient online submission

•  Thorough peer review

•  Inclusion in PubMed and all major indexing services 

•  Maximum visibility for your research

Submit your manuscript at
www.biomedcentral.com/submit

Submit your next manuscript to BioMed Central 
and we will help you at every step:

Solli and Barbosa da Silva BMC Medical Ethics  (2018) 19:15 Page 16 of 16

https://en.wikipedia.org/wiki/Objectification

	Abstract
	Background
	Methods
	Results
	Conclusion

	Background
	Methods
	Aim
	Design
	Setting
	Material

	Necessary conditions for the definition of a comprehensive concept of cognitive objectivity (CCCO)
	The embodied subject
	First condition: Acknowledgement of the patient’s social context and life-world
	Second condition: The patient perceived as a cognitive object providing a variety of data
	Data from clinical examinations
	Psychometric data
	Behavioural data
	Activities and actions in environments
	Meaningful expressions of mind/body relation
	Self-reflection

	Third condition: The interpretation of data in context
	Fourth condition: The use of epistemological principles
	Intersubjectivity
	Impartiality
	Accuracy and correctness

	From defining conditions to criteria for their application
	First criterion
	Second criterion
	Third criterion
	Fourth criterion

	Application of the criteria of the CCCO in medical certificates for social security
	Work (dis)ability models as structuring devices for our interpretation
	General causal assessments based on the BDM
	A social medical assessment based on the MHM
	MHM disability assessments where the BDM is left out
	Narrative and dialogic intersubjectivity based on the AHM

	Discussion
	Conclusions
	Consciousness has two different senses: first, consciousness in the sense of the human mind or ego, and, second, consciousness as awareness of something. The former is the subject or agent of all human perception, understanding, thinking and rememberi...
	Abbreviations
	Funding
	Availability of data and materials
	Authors’ contributions
	Authors’ information
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Publisher’s Note
	Author details
	References

