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ARTICLE

Design for mental health: can design promote
human-centred diagnostics?

Lars Veldmeijera,b , Gijs Terlouwa , Job van ‘t Veera , Jim van Osb

and Nynke Boonstraa,b

aResearch group Healthcare and Wellbeing, NHL Stenden University of Applied Sciences,
Leeuwarden, The Netherlands; bDepartment of Psychiatry, Utrecht University Medical Center,
Utrecht, The Netherlands

ABSTRACT
Many have suggested different ways of conceptualizing
mental health conditions in mental health services.
However, eliciting the unicity of the individual experience
of mental health conditions in the diagnostic process
remains challenging. In this position paper, we describe the
diagnostic process in psychiatry and outline three chal-
lenges for which insights from the design research para-
digm, in particular so-called generative sessions, may
represent an opportunity for innovation. We suggest that
by implementing generative sessions, conversations about
individual experience can be initiated, the focus on diag-
nostic categories can be shifted towards personal variation,
and the integration of empirical evidence of recovery can
be facilitated. Therefore, we argue that exploring generative
sessions in the diagnostic process can stimulate incremen-
tal and iterative advancements in diagnostic systems. To
test its hypothesized impact on clinical practice, we recom-
mend several directions for further research in co-creation
with traditional mental health professionals, people with
mental health conditions, and people with lived
experience.
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Background

It is estimated that at least one in four people will develop a mental health
condition throughout their lifetime (World Health Organization 2001). Over
the past years, different shifts are transforming mental health care services.
For instance, promoting mental wellbeing and emphasis on preventative
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measures is something of growing interest. The emergence of positive
psychology resulted in a focus on people’s positive attributes, psychological
assets, and resilience (Seligman and Csikszentmihalyi 2000). The Foresight
Report concluded after reviewing extensive evidence that there are five ways
of promoting wellbeing: to connect, be active, take notice, keep learning,
and give (The Government Office for Science 2008). In line with this, the
recovery movement made important contributions to the recognition of the
ability of people with mental health problems to participate in society
(Davidson 2016), while in person-centred care the acknowledgment of
experiential knowledge contributed to the focus on an individual’s goals and
life circumstances (Dixon, Holoshitz, and Nossel 2016). Despite these devel-
opments, all focussing on concepts like resilience, autonomy, and agency of
people, many individuals will still need clinical care, starting with a process
of diagnosis and followed by application of a treatment plan. In the
Netherlands – and in Western Medicine in general – the diagnosis is crucial
for financing and operationalizing the treatment.

Instead of using the terms mental illness and mental disorders, we use
the more neutral term ‘mental health conditions’, in line with The Lancet
Commission report on Ending Stigma and Discrimination in Mental Health
(Thornicroft et al. 2022). We only refer to mental illness and mental disorders
to quote technical terms that remain the norm in clinical practice. In our
view, mental health conditions are complex, part of the human condition,
and subjective. The clinical relevance of mental health conditions refers to
qualities of persistence, subjective suffering, and care needs.

Diagnosis and classification in psychiatry

The diagnostic process – arriving at a diagnosis – is a tailor-made process for
each individual. It is an ongoing process of weighing data, aetiological con-
sideration and hypothesis formation based on theory (Ruissen 2014). The
diagnostic process is a professional activity based on three elements,
grounded in research (Bruyn et al. 2003): theory development of the prob-
lems/complaints and problematic behaviour, operationalization and its subse-
quent measurement, and the application of appropriate diagnostic methods.
At the heart of this process are hypotheses, selection of tools, and verifiable
predictions. Tools and methods currently used in the diagnostic process can
be categorized into interviews, observations, questionnaires, and tests
(Barelds and Luteijn 2019). The diagnosis – the product of the diagnostic
process – is considered important for treating people with mental health
conditions. However, what should constitute a diagnosis remains a topic of
discussion (Frances and Widiger 2012; Guloksuz and van Os 2018; Whitaker
2010). Currently, the diagnosis identifies the symptoms, causes,
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consequences, sustaining factors, disabling influences, and underlying mech-
anisms of the suffering – all as interpreted by the professional. Most import-
antly, diagnosis allows for the personal variation that exists between people.
Thus, a professional wants to get a good understanding of the person’s situ-
ation to start therapy and treatment with a focus on reducing suffering and
incapacity (Pies 2012) and to increase resilience.

Diagnosis refers to classification with treatment and prognostic utility (Pies
2012). Classification – the identification of a disorder – is, as opposed to
diagnosis, universal, static, descriptive, often dichotomous or polytomous
and, in the case of the DSM-5 (APA 2013), aetiology-free and atheoretical
(Ruissen 2014). Classification is identifying and assigning a mental disorder
to a described category – known in less friendly terms as ‘labelling’.
Classification helps understanding information on mental disorders and ena-
bles researchers to quantitatively record the prevalence of mental disorders,
as in the NEMESIS and NEMESIS-2 studies in the Netherlands (Vollebergh and
Schoemaker 2003; de Graaf, Have, and van Dorsselaer 2010). However, classi-
fications are sometimes perceived as nothing more than umbrella terms that
indicate a collection of symptoms or patterns that frequently occur
(Vanheule 2014) and have been criticized for as long as there is a classifica-
tion system (van Os et al. 2013; Boevink 2006; Menninger et al. 1958).
Therefore, it has been argued that mental health conditions should be con-
sidered more from the perspective of the individual experience of people
who suffer from these conditions (Stoyanov et al. 2012). Given that exploring
other paradigms is recommended (Leichsenring et al. 2022), that people with
lived experience should have an important role (Thornicroft 2022), and that
creative thinking is argued to be required (Borsboom, Haslbeck, and
Robinaugh 2022), we see this as an opportunity to investigate how the intro-
duction of insights of the design discipline might contribute to the diagnos-
tic process.

In its current state, the diagnostic process faces multiple challenges with
chances for innovation, with the challenge of eliciting and integrating the
individual experience of mental health conditions as a common denomin-
ator. In this position paper, we describe the diagnostic process’s current chal-
lenges and argue why insights from the design research paradigm represent
an opportunity for innovation. Based on literature, we have formulated the
following challenges:

Balancing the asymmetrical interaction

There is a need to change the balance of power between patients and pro-
fessionals in contemporary mental health care (Thornicroft 2022). For
example, the diagnostic process mainly relies on information people with
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mental health conditions provide, conditioned by diagnostic methods, such
as interviews, observations, questionnaires, and tests. While this seems
appropriate from a professional’s point of view, these methods can result in
asymmetry in interaction. Although asymmetry in interaction is common in
health professional-patient relationships (Robinson 2003), the therapeutic alli-
ance is pivotal in mental health care (Goldsmith et al. 2015). Interactions that
rely too much on the professional can shape the individuals’ complaints and
affect how they explain their illness and whether the professional adequately
hears the individual experience of distress and suffering (Heritage and
Maynard 2006). From the perspective of people with mental health condi-
tions, the expectation may arise that they mainly need to present their com-
plaints and therefore not speak about other aspects of their life (e.g. habits,
interests, talents, wishes). At the same time, empirical evidence shows that
focussing on strengths can promote recovery (Leamy et al. 2011).

Shifting the focus on diagnostic categories

The focus on diagnostic categories can obscure the individual experience of
mental health conditions (Allsopp et al. 2019), and can result in stigma (Ben-
Zeev, Young, and Corrigan 2010) and epistemic injustice (Crichton, Carel, and
Kidd 2017). This is not desirable because it is known that groups identified
by a common label have little in common. For example, it has been shown
that patients with a diagnosis of depression or schizophrenia display exten-
sive levels of heterogeneity in terms of psychopathology, need for care,
treatment response, illness course, cognitive vulnerabilities, environmental
exposures, and biological correlates – so extensive that it becomes implaus-
ible that these labels can provide much clinical utility (van Os 2010; van Os
et al. 2021). In the DSM-5, two people could receive the same diagnosis
without sharing any common symptoms, thus having different care needs
(Olbert, Gala, and Tupler 2014).

The integration of empirical evidence of recovery

Empirical evidence of recovery shows that recovery is best judged by the
person living with the experience (Slade and Longden 2015), and therefore
there is a need to co-create novel concepts and language with people with
lived experience (van Os and Guloksuz 2022). Individuals with mental health
conditions often refer to recovery as a personal transformative journey
(Deegan 1996; Piat and Lal 2012). From this perspective, an individual’s
experience of a mental health condition is essential for a diagnosis. Eliciting
individual experiences requires personalized diagnostics that allow for
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recognition of this experience and values as a more effective way of under-
standing mental health conditions (Allsopp et al. 2019).

Design for innovation in psychiatry

A design perspective may provide potential solutions for these challenges. A

growing number of projects apply design and design research in different

areas of mental health care. Design input ranges from improving mental

health care for young people through design (Nakarada-Kordic et al. 2017;

Johansson, Vink, and Wetter-Edman 2017; Scholten and Granic 2019) to the

(co-)design of psychiatric facilities (Sumartojo et al. 2020; Majd,

Golembiewski, and Tarkashvand 2020; Liddicoat 2019); the design of virtual

reality therapies for people with autism (Adams et al. 2022; Terlouw et al.

2020; Terlouw et al. 2021) and psychosis (Knight et al. 2021); the design of a

recovery program (Sanin, Spong, and McRae 2021); and even an attempt at

redesigning psychiatry (Dorst 2019). These examples represent the need to

explore different ways of conceptualizing mental health conditions (Dean

2017; Gardner and Kleinman 2019; van Os et al. 2019; Braslow, Brekke, and

Levenson 2021; Scull 2021; Leichsenring et al. 2022). This need is strength-

ened by the demand for transformation in mental health care (WHO 2022).

However, the exploration of how diagnosis can benefit from design remains

underexposed, while design and design research, in our view, offers many

possibilities for innovation in this specific area.

The potential of exploring design research in the diagnostic process

For innovation in psychiatry, design research is complementary to trad-

itional medical health research because it follows an iterative cycle instead

of a linear path (Roberts et al. 2016), and devises courses of action aimed

at changing existing situations into preferred ones (Simon 1996). In this

way, design research can address the unmet needs of people by describ-

ing solutions that would otherwise be difficult to imagine (Sch€on 2016).

As opposed to the diagnostic process of mental health conditions, it is,

from the perspective of design research, not sufficient to only examine

and analyse what people say/think/do/use if the aim is to gain a deeper,

more comprehensive understanding of their individual experience and

needs. From this perspective, it seems a valid question whether an indi-

vidual can be ‘known thoroughly’ if the diagnosis is merely based on

methods such as interviews, observations, tests, and questionnaires. This

does not imply that methods such as questionnaires have little use in the

diagnostic process, as they can alert professionals to the presence of
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mental health conditions but ultimately it does not give an appraisal of

the person’s individual experience (Vanheule 2017) and tacit knowledge.

To map the individual experience and incorporate tacit knowledge in the

design process, designers use generative sessions in addition to standard

diagnostic methods (Figure 1), as design research builds on the hypothesis

that a large part of how people think, feel, and act is determined uncon-

sciously (Sleeswijk Visser et al. 2005; Sanders 2010; Stappers and Sanders

2004).

Generative sessions and creative expression in psychiatry

A generative session is a meeting in which individuals express their
thoughts, feelings, and ideas through creative exercises. In design, partici-
pants are prepared for a generative session through a cultural probe – a
technique designers deploy to collect inspirational (self-documentation) data
about participants’ lives, values, and thoughts (Sanders and Stappers 2012).
Generative sessions are not only focussed on the mind; the body is also
active – participants are thinking to make and making to think. Creative
expression is not new in psychiatry and mental health care. For example,
Creative Arts Therapies are well-known therapies that use the creative and
expressive process of art-making to improve and enhance individuals’ psy-
chological and social wellbeing (Shafir et al. 2020). However, Creative Arts
Therapies traditionally focus on the creative-expressive process as a form of

Figure 1. Categorizing aims and methods from the diagnostic process of mental health con-
ditions and generative design research, adapted from Sanders and Stappers (2012).1.
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therapy, while the generative sessions in this position paper are meant to
make tacit knowledge tangible to inform the diagnostic process for the
benefit of subsequent therapy. Both can potentially complement each other
but are not interchangeable in practice.

People as experts of their own experience: explicit, observable, and tacit
knowledge

In generative sessions, people are positioned as the experts of their own
experience, as designers believe perceptions of experience are essential to
understand people (Sanders and Stappers 2016). These experiences are seen
as tacit knowledge: knowledge that is not explicit and therefore difficult to
articulate (Polanyi 1966). In his book The Tacit Dimension, Polanyi (1966)
wrote: ‘I shall reconsider human knowledge by starting from the fact that we
can know more than we can tell.’ We argue that the same goes for people
and their mental health: individuals have a deeper understanding of their
mental health than they can tell. In the case of mental health conditions,
tacit knowledge could refer to latent attitudes, behaviours, habits, wishes, rit-
uals, and beliefs that affect the individual experience of mental health and
are difficult to make explicit. For example, if an individual with mental health
conditions knows he has trouble sleeping due to persistent anxiety, it can be
seen as explicit knowledge; it can be written down, transmitted, and under-
stood by a professional. The individual can also communicate his symptoms
and information on the duration, frequency, and intensity of these symp-
toms. Moreover, having trouble sleeping can easily be measured and moni-
tored, which makes it observable knowledge. It can also be observed if the
individual appears anxious or may have difficulty with daily tasks or social
interactions.

In contrast, the individual’s ability to cope with personal anxiety experien-
ces in daily life – which is highly contextual, intuitive, and subjective –

requires all kinds of knowledge that is internalized. The ability to cope – the
tacit knowledge – consists of underlying mechanisms such as disabling and
sustaining factors, triggers, and even strengths that enable the individual to
get through the day and manage the symptoms, which could provide poten-
tial starting points for recovery. However, this knowledge is developed
through personal experience and is difficult to tell or observe. Sharing indi-
vidual experience, even on an explicit level, can be impeded by various vul-
nerabilities, such as low literacy and intellectual disability, which are
prevalent in the mental health care population. Therefore, generative ses-
sions provide opportunities for innovation: in these sessions, individuals can
express themselves differently. From a design perspective, individuals can
co-create and talk about artefacts (i.e. objects made by human beings). This
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activity can provide profound insights into an individual’s narrative, context-
ual strengths, needs, and goals, which can inform the diagnosis (Figure 2).

Underestimating the capacity for productive collaboration

Although patients with severe mental health conditions have temporary
reductions in the mental capacity required for partaking in generative ses-
sions – over the life course, this is only a limited part of their experience and
for many patients their capacity for productive collaboration is underesti-
mated in medical environments. Nakarada-Kordic et al. (2017) aptly describe
in their paper on co-design and psychosis that frequent stigma, misrepresen-
tation and bias relating to psychosis could have easily led them to believe
that the most challenging aspect of engaging with this group would be their
state of mental health, while in the workshops it became clear that their
unique interests and needs presented a far more significant challenge. Also,
in recovery colleges – run by people with lived experience – many individu-
als show growth in their capacity for co-creation as required for generative
sessions. That people have the capacity for co-creation, even when suffering
from lasting unpleasant experiences that impact mental health, has been
shown in a design research study on loneliness. In a generative session, par-
ticipants who experienced loneliness and had difficulty expressing their
needs made artefacts to elicit their individual experiences of loneliness.
Making and talking through the artefacts showed that the unicity of each

Figure 2. Visualization of the potential process of sensitizing and generative sessions in the
diagnostic process of mental health conditions2.
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participant’s individual experience could only be met by co-designing tail-
ored interventions beyond the definition (or label) of loneliness (Veldmeijer
et al. 2020).

Towards the use of generative sessions in the diagnostic process in
psychiatry

In this section, we will argue why generative sessions are an answer to the
three challenges described earlier in this paper.

Balancing the asymmetrical interaction

We have argued that the asymmetrical interaction between the professional
and patient in the diagnostic process needs to be balanced. It has been pro-
posed that in the moral era of medicine, there is a need for a different rela-
tionship between professional and patient, in which the patient is seen as
equal (Berwick 2016; Groenewoud, Westert, and Kremer 2019; Brouwers, van
Gestel-Timmermans, and van Nieuwenhuizen 2013). In generative sessions,
people with mental health conditions can be guided in small steps towards
discovering, constructing, and expressing implicit levels of knowledge
(Sleeswijk Visser et al. 2005), co-developed with the professional. Explaining
the artefact embodies valuable information (Sleeswijk Visser et al. 2005;
Stappers and Sanders 2004), which can be achieved through storytelling
(Terken, Buskermolen, and Eggen 2015). Storytelling techniques collectively
build empathy and understanding for the expression of tacit knowledge (van
Rijn et al. 2011). Talking about artefacts in the diagnostic process could be
beneficial, as it has been suggested that important clues for recovery sup-
port can be found in people’s narrated struggles (van Sambeek et al. 2021).
From a socio-technical perspective, artefacts as boundary objects can pro-
mote dialogue and mutual understanding between stakeholders (Kuipers
2019), such as patients and professionals. They can help manifest different
perspectives through perspective-making and -taking, providing insights into
someone’s life, social context, and personal goals (Terlouw et al. 2022).
Conversations around artefacts may provide a shift in the power balance
towards a more reciprocal dynamic in interaction, letting individuals with
mental health conditions steer the dialogue into the area of their individual
experience.

Shifting the focus on diagnostic categories

We have suggested that the focus on diagnostic categories needs to be
shifted. The profound needs that are collected through generative sessions
can shift the focus from diagnostic categories to individual experience and
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personal variation. This can provide an alternative explanation for people
who do not feel their mental health experience is validated by diagnostic
categories. For instance, generative sessions can help explore multiple per-
spectives on the personal experiences of a psychotic episode. It has been
shown that delusional experiences may sometimes refer to higher-order per-
sonal dynamics and enduring meaning, which may not be fully captured by
a strictly medical perspective (Feyaerts et al. 2021). In addition, studies show
an association between creativity on the one hand and both bipolar disorder
and schizotypy on the other (Thys, Sabbe, and De Hert 2014). It raises the
question of why creativity is commonly neglected in the diagnostic process.
For some people, it could be an authentic way of expressing themselves and
help to find meaning and significance (Kapoor and Kaufman 2020). For
example, studies show that design activity could be therapeutic for some
people with psychosis (Illarregi et al. 2022) and can help draw out their
unique experiences and perspectives (Nakarada-Kordic et al. 2017). This
shows that design activity, as co-developed in generative sessions, holds the
potential to holistically stimulate perceptions of people with mental health
conditions, as recommended for mental health practice and research
(Gardner and Kleinman 2019; Borsboom, Cramer, and Kalis 2018). A holistic
perspective can address the dynamic interaction of different elements
(Federoff and Gostin 2009) and fits the concept of positive health (Huber
et al. 2011), positive psychology (Seligman and Csikszentmihalyi 2000), posi-
tive psychiatry (Jeste et al. 2015), and evidence-based practice (Rycroft-
Malone et al. 2004). The professional can play an active role by preparing
these sessions and giving meaning to the findings in co-creation with the
person with mental health conditions to form a diagnosis that comprises
individual experience and personal variation.

The integration of empirical evidence of recovery

We reasoned that innovation starts with the integration of empirical evi-
dence of recovery. In line with empirical evidence of recovery (Leamy et al.
2011; Slade and Longden 2015; van Os and Guloksuz 2022), the Lancet
Commission report on Stigma and Discrimination (Thornicroft et al. 2022)
emphasized once again that the view of ‘nothing about us without us’ is
only possible through engaging people with lived experience. The integra-
tion of generative sessions in the diagnostic process corresponds to those
needs. As the aim in the moral era of medicine should be to add value to
the lives of patients (Berwick 2016), it seems worthwhile to explore if genera-
tive sessions in the diagnostic process make people with mental health con-
ditions feel empowered in the diagnostic process. Sanin, Spong, and McRae
(2021) already showed that participation in creative activities can generate
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feelings of empowerment and can contribute to recovery in the broader con-
text of mental health. Empowerment in personal recovery is linked to the
ability of individuals to discover, develop, build, and learn to use their
strengths effectively (Boevink 2009). In generative sessions, insights can be
gained into the contexts in which a person has strengths and the contexts
in which the problems manifest themselves more. With these insights, mul-
tiple perspectives can be explored, ultimately leading to the necessary
actions for recovery, which is deeply personal (Anthony 1993). From a design
perspective, the diagnostic process should be iterative, moving along with
the dynamics of the individual experience of mental health conditions. In
this process, the professional can position himself as a co-learner by entering
a shared transformative journey in which the right actions to achieve recov-
ery are learned together (Boumans 2015) (Figure 3).

Future research

In this position paper, we illustrated how insights from the design research
paradigm, in particular generative sessions, can stimulate the suggested incre-
mental and iterative advancements in diagnostic systems (Stein et al. 2022). For
future research, several directions can be explored, including traditional mental
health professionals, people with mental health conditions, and people with
lived experience. First, the application of design research methods in mental
health care needs to be reviewed. A second direction for future research is
reviewing the evidence from the diagnostic process and personal recovery.
Together, these directions can provide working factors that could be integrated
into the design rationale of the generative session’s concept. This concept

Figure 3. How design research can potentially strengthen the diagnostic process of mental
health conditions.3.
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needs to be co-designed, tested and studied to explore for which target group
generative sessions are most suitable. When the concept has been tested, the
effect of the concept on the relationship between the patient and the profes-
sional should be examined, and the user experience should be mapped. Most
importantly, it should be investigated whether people with mental health con-
ditions feel their care needs have been answered instead of measuring the
quality of care by the remission of symptoms.

Conclusion

In this position paper, we have discussed and visualized the potential added
value of generative sessions to the diagnostic process of mental health con-
ditions. We have outlined three challenges in the diagnostic process where
generative sessions can be an opportunity for innovation. We have sug-
gested that generative sessions can help initiate reciprocal conversations
about individual experience, can assist in shifting the focus from diagnostic
categories to personal variation, and can support the integration of empirical
evidence of recovery. Therefore, we have argued that exploring generative
sessions in the diagnostic process can stimulate incremental and iterative
advancements in diagnostic systems. We have recommended several direc-
tions for further research in co-creation with traditional mental health profes-
sionals, people with mental health conditions, and people with lived
experience.

Notes

1. The original figure (Sanders and Stappers 2012) linked methods to different levels of
knowledge in design research. We have adapted this model by adding the methods
used in the diagnostic process of mental health conditions and thereby providing
insight into why the use of generative sessions can be beneficial in gaining a
complete picture of a person’s experience and knowledge of mental health
conditions, as the figure shows tacit and latent knowledge is not addressed by the
traditional methods.

2. This framework comprised the central components of context mapping (Sleeswijk
Visser et al. 2005) and redesigned these components to fit the needs of mental
health care based on the academic literature.

3. This framework visualises the novel concept of generative sessions in the diagnostic
process of mental health conditions. Future research with people with lived
experience and traditional mental health professionals should inform the exact
operationalisation and effects of generative sessions in clinical practice and determine
if they should have a place in the diagnostic process.
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