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The fact of life as the psychophysical unity which the organism exhibits, renders the separation [between 

“sciences of nature” and “sciences of mind”] illusory. The actual coincidence of inwardness and 

outwardness in the body compels the two ways of knowledge to define their relation otherwise than by 

separate subjects. (…) It must be described as extended and inert, but equally as feeling and willing –and 

neither of the two descriptions can be carried out to its end without trespass into the sphere of the other 

and without prejudging it. The physical-outward description cannot be carried to its end without 

compromising the freedom and thus the genuine reality of the mind; the vitalistic-inward description not 

without compromising the total determination and autarky of the “extended” realm.  

 

Hans Jonas, The Phenomenon of Life 
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Abstract in English 

Currently, the two dominant models of physical disabilities are the medical and the social models. 

While the medical model reduces disability to an impairment of the person’s body, the social 

model reduces disability to social oppression imposed on the person’s impaired body. Despite 

their opposing views, both models rely on a conception of the person’s body as only a 

physiological unit, with objectively determinable functions and structures. By comparing such 

functions and structures with those of the average body, the body of the disabled person is 

conceived as abnormal. Two interrelated problems arise from these conceptions of disability: 

both models overlook the lived experience of the embodied person, and pathologize the disabled 

person’s body. 

By studying the embodiment of the disabled person within a framework inspired by 

phenomenology and embodied cognitive science, in this thesis I develop a non-reductive account 

of physical disabilities and of normal embodiment. In this account, the disabled person is 

considered not only as a physical body but also, and primordially, a lived body. Such non-

reductive account focuses on how the disabled person relates to a shared environment. The 

findings in this thesis are based on an experiment that I –as a part of an interdisciplinary team of 

researchers- designed and performed involving people with cerebral palsy (CP). 

In section I of the thesis, I present the empirical and practical approaches to physical disabilities. 

In article 1, I investigate joint actions involving people with CP to understand important 

underlying processes of basic interactions between disabled and non-disabled people. In article 

2, based on the results of the experiment, I develop a proposal of how to understand person-

centered care and how to apply it in the rehabilitation of disabled people. Article 3 offers a 

methodological guide for researchers interested in investigating complex phenomena, e.g. the 

experience of physical disability, which involves first person and third person approaches within 

a phenomenological framework.  

Section II focuses on theoretical investigations of the nature of physical disabilities. In article 4, 

I develop the Ecological-Enactive (EE) model of physical disabilities. The EE model aims to 

integrate the lived experience of the disabled person and a description of the person’s living body, 

into an account of disability, which disentangles normal from pathological forms of embodiment. 

Finally, article 5 applies the insights from the EE-model to the different kinds of oppression, 

their mechanisms, and their effects on the embodiment of disabled people.  

Overall, this thesis shows the relevance of approaching the phenomenon of disability from the 

perspective of the embodied mind developed by phenomenology and embodied cognitive science 

for understanding what physical disabilities are, how they affect the person’s engagement with 

the environment and with other people, and how social oppression contributes to the 

phenomenon of disability.  
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Resumé på Dansk 

 

I dag er de to dominerende modeller angående fysisk handikap den medicinske og den sociale. 

Mens den medicinske model reducerer handicap til en funktionsnedsættelse af en persons krop, 

så reducerer den sociale model handikap til den sociale undertrykkelse, der pålægges personens 

funktionsnedsatte krop. På trods af deres modsatrettede perspektiver, så beror begge modeller 

på en opfattelse af en persons krop som en fysiologisk enhed, med objektivt bestemte funktioner 

og strukturer. Ved at sammenligne sådanne funktioner og strukturer med den gennemsnitlige 

krop, forstås kroppen hos den handicappede person som unormal. To nært forbundne problemer 

udspringer af disse to forståelser af handicap: begge modeller overser den levede erfaring hos 

den kropsforankret person, og sygeliggører den handicappede persons krop. 

Ved at studere den handicappede persons kropsforankring i en forståelsesramme inspireret af 

fænomenologi og kropsforankret kognitionsforskning, udvikler jeg i afhandlingen en ikke-

reduktiv fremstilling af fysisk handicap og af normal kropsforankring, hvor den handicappede 

person ikke kun er forstået som en fysisk krop, men også, og først og fremmest, en levende krop. 

Sådan en ikke-reduktiv fremstilling fokuserer på, hvordan en handicappede person relaterer til 

omgivelser der er delt med andre. Afhandlingens resultater baserer sig på et eksperiment som 

jeg—som del af et interdisciplinært forskerhold—har designet og udført, og som involverer 

mennesker med cerebral parese (CP eller spastisk lammelse). 

I afhandlingens sektion I præsenterer jeg de empiriske og praktiske tilgange til fysisk handicap. 

I artikel 1 undersøger jeg fælles handlinger (joint actions), der involverer mennesker med CP for 

at forstå de vigtige og underliggende processer for basal interaktion mellem handicappede og 

ikke-handicappede personer. I artikel 2, baseret på eksperimentets resultater, udvikler jeg et 

forslag til hvordan man kan forstå person-centeret pleje og hvordan man kan applicere forslaget 

i rehabilitering af handicappede personer. Artikel 3 fremsætter en metodologisk guide for 

forskere, der er interesserede i at undersøge komplekse fænomener, som involverer første-person 

og tredje-person tilgange i en fænomenologisk forståelsesramme. 

Sektion II fokuserer på teoretiske undersøgelser af fysisk handicaps natur. I artikel 4 udvikler jeg 

en ’Ecological-Enactive’ (EE) model af fysisk handicap, som søger at integrere den handicappede 

persons levede erfaring og en beskrivelse af denne persons levede krop i en fremstilling af 

handicap, og dermed adskille normale fra patologiske former for kropsforankring. Til sidst 

anvender artikel 5 indsigterne fra EE-modellen i forhold til forskellige former for 

undertrykkelse, deres mekanismer og effekter på handicappede personers kropsforankring.  

Samlet set viser afhandlingen relevansen af at tilgå fænomenet, handicap, fra perspektivet af en 

kropsforankret bevidsthed udviklet i fænomenologien og den kropsforankret 

kognitionsforskning, for at forstå hvad fysiske handicap er, hvordan de påvirker en persons 

engagement i sine omgivelser og med andre mennesker, og hvordan social undertrykkelse 

bidrager til fænomenet, handicap. 
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Introduction  

1. A phenomenological approach to physical disabilities 
 
The definition of ‘physical disability’ appears at first sight as a very straightforward one. It is usually 

understood –following the medical conception- in terms of bodily impairments or activity 

limitations. However, when examined more carefully, philosophically difficult questions arise. One 

of the first issues is the very notion of the ‘normal body’. “To understand the disabled body, one 

must return to the concept of the norm, the normal body”, claims Lennard Davis at the beginning 

of the introduction to The Disability Studies Reader (2017). But, how should we understand the notion 

of the ‘normal body’? A simple but unsatisfactory answer resorts to the notion of average, claiming 

that the normal body is the average body.  

The body is thus analyzed in terms of structures and functions measurable quantitatively, and 

determinable as normal or abnormal depending on how much they deviate from the structures and 

functions of the average body. This position, which is the dominant in medical approaches to 

physical disabilities, has implicitly taken a stance on the nature of the body as a physiological unit. 

This stance, however, overlooks the dual nature of the body that phenomenologists like Husserl and 

Merleau-Ponty have forcefully described: the body is a unity of a living physical body and a lived 

body with a first person perspective on the world (see Husserl, 1989; Merleau-Ponty, 2012).  

If we take seriously the dual nature of the body, it becomes clear that reducing the normal body to 

the average body in terms of physiological parameters is, at least, problematic, given that, according 

to the phenomenological approach, the very notion of normality is primordially an experiential one, 

which emerges in the relation between the embodied person and her surrounding world. 

Independently of the statistical notion of average, our experience of the world is already structured 

around the normal/abnormal distinction. A burned finger give us an experience of the touched 

surface that deviates from the normal (Husserl, 1973b, 1989), looking at a painting from too close 

deviates from the normal (Merleau-Ponty, 2012) and visiting a foreign culture give us the initial 

impression that the way people do things there is not normal (Husserl, 1973a; Steinbock, 1995), and 

so on.  
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The questions about normality and the normal body lead to questions about the experience of the 

shared world for a person with a physical disability: does the world appear differently for disabled1 

and non-disabled people? And, if it does, in what aspects is it different? These abstract problems 

become practical ones when we analyze concrete basic interactions between disabled and non-

disabled people. Why is it often difficult for disabled people to interact smoothly with non-disabled 

strangers in daily life situations? What are those processes that we take for granted in daily 

interactions, which break down in interactions involving disabled people?  

Addressing issues about the difficulties that disabled people face in their everyday lives raises 

political and ethical questions too. Is it true, as the social model of disability claims, that disabilities 

are caused by oppressive societies that exclude physically impaired people? How should we 

understand oppression and what effects does it have on the embodiment of a disabled person? The 

very nature of these questions compels us to not only deepen our reflections on oppression, disability 

and embodiment, but also to think about our responsibility and ethical duty as a society to develop 

solutions to improve the conditions of life of disabled people. In this sense, philosophical and 

theoretical approaches to physical disabilities can contribute to the political causes that fight against 

oppression and marginalization of disabled people, and strive for the construction of a more open 

and inclusive society. 

Importantly, as proclaimed by the disability rights movements (Nothing About Us Without Us), these 

philosophical and practical issues can only be addressed satisfactorily by taking seriously the lived 

                                                 

 

 

1 Choosing between the terms ‘disabled people’ and ‘people with disabilities’ is a politically charged 

decision. Activists within the social model in the UK prefer using the term ‘disabled people’ to emphasize 

that they are disabled by society, and to take distance from defenders of the medical model, who use the 

term ‘people with disabilities’. However, the choice is not so simple, and it varies from country to country. 

In Denmark, for instance, the disability movement has fought for the term ‘people with disabilities’, to 

avoid being objectified as ‘disabled’, and to call attention to the fact that the person’s identity goes beyond 

disability. Yet, for simplicity, and following Barnes’ observation (2016) that ‘disabled people’ mirrors the 

usage of terms that make reference to other minority groups (“we say ‘gay people’ not ‘people with 

gayness’”), I will use the term ‘disabled people’ in the Introduction. Thanks to Jacob Nossell and Kristian 

Martiny for discussions on this matter.  
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experiences of disabled people, and by including them in the analysis and development of theoretical 

approaches to physical disabilities. 

In the following sections, I will present the medical and social models of disability, and I will show 

how they are both reductive accounts. I claim that the reductive character of both models springs 

from their conception of the disabled person’s body as only a physical body, overlooking the person’s 

lived experience of her own body. I will briefly argue that integrating the disabled person’s 

experience opens up the space to develop a non-reductive account of physical disabilities based on 

the disabled person’s embodiment. Then, I will justify the relevance of an empirical and 

phenomenologically guided investigation of physical disabilities for the general issues I address in 

this thesis. Lastly, I will explain the composition of the thesis and the questions addressed.  

The medical model conceives disability in terms of bodily impairments that affect the person’s bodily 

structure or function. The notion of impairment that underlies the medical conception of disability 

directly leads to the statistical notion of average discussed earlier. According to WHO’s 

International Classification of Functioning, Disability and Health, impairments involve a “deviation 

from certain generally accepted population standards” (ICF 2001, 12). Such deviation is, on its turn, 

conceived as a clinically evident pathological condition (see Boorse 2010). Then, once disability is 

understood as an individual pathology, it needs to be diagnosed, treated and cured through 

rehabilitation or normalisation (see Moore and Slee 2012). 

One of the aspects of the medical model that has been most criticized by disability rights movements 

is that it leaves out of consideration the role of society in the person’s disability. By locating 

disability in the person’s body –as impairments and body limitations- the medical model overlooks 

or disregards the fact that societies tend to marginalize disabled people, pushing them to poverty, 

joblessness, and ultimately to reclusion in segregated institutions (see Oliver 1996). In the 1970s, a 

competing model of disability was developed by the Union for the Physically Impaired Against 

Segregation (UPIAS), an inspiring political movement in the United Kingdom. The social model, 

as they called it, was based on a simple, yet powerful idea: disability is entirely caused by social 

oppression (see UPIAS 1974; Davis 1990). In this way, they neatly distinguished between physical 

impairment –as a physiological phenomenon- and disability, as a social phenomenon. Disabled 

people were thus entitled to fight for inclusion, and against social structures that disable them 

(Shakespeare 2006).  

Importantly, despite the clear opposition between the medical and social models of disability, they 

are both based on a conception of the body as a physiological unit, with functions and structures 
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that are objectively determinable and measurable (see Hughes and Patterson 1997). By focusing on 

the social structures that affect the disabled person’s participation in society, the social model leaves 

in place the medical conception of the body. Thus, Michael Oliver, one of the prominent figures 

behind the social model, claims that “disablement has nothing to do with the body” and “impairment 

is in fact nothing less than a description of the physical body” (1996, 35). The body of the disabled 

person is, for the social model, as well as for the medical model, an impaired physiological body, and, 

therefore, a body in a pathological condition.  

There is another important feature shared by the medical and the social models: they are reductive 

accounts of disability. By the term reductive, I make reference to scientific reduction: the idea that 

an entity x can be explained in terms of a more basic or prior entity y, or that x fully depends upon 

or is constituted by y. As Van Riel & Van Gulick formulate it: “saying that x reduces to y typically 

implies that x is nothing more than y or nothing over and above y” (2019). Then, while the medical model 

ultimately reduces disability to physical impairment, the social model reduces disability to 

oppression and social barriers imposed on impaired physiological bodies.  

The reason for the reductive character of both models of disability, I propose, is their underlying 

conception of the body as only a physiological body, overlooking the person’s lived experience and 

situatedness in the world through their embodiment. In this sense, if we want to integrate the lived 

experience of the disabled person in our understanding of physical disability, we should turn our 

attention to research resources that investigate the relation between the embodied agent and the 

environment. Such resources are found in embodied cognition, phenomenology and ecological 

psychology. Then, we can formulate the question that should guide the research on physical 

disability as follows: how does the world emerge as a meaningful environment for a disabled person 

in relation to their embodiment?   

Since the aim of this research is to provide a non-reductive account of physical disabilities, in which 

the disabled person is considered as a full-blown person, and not only a physical body, the starting 

point for this research is the phenomenological distinction between lived body and physical body. 

The embodied person is, according to the phenomenological tradition, a unity of the physical body, 

perceptible by everyone, and the lived body, experienced by the person as a capacity to move, to act 

and to feel: as an “I-can” (Husserl, 1989, Merleau-Ponty 2012, Zahavi 2003). This distinction already 

points to a fundamental issue in our understanding of physical disabilities: they are not just a matter 

of physiological limitations, but also, and primordially, of the person’s lived experience of their own 

body. Inseparable from this conception of embodiment is the understanding of the environment as 

a field of possibilities and invitations to act to a person according to their lived I-can.  
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These phenomenological insights inspired developments in ecological psychology and embodied 

cognitive science, which focused on the study of the relation between the agent’s bodily skills and 

the meaningful shared environment. Importantly, the theory of affordances developed originally by 

Gibson proved to be of great help in characterizing how the environment emerges for the disabled 

person as a field of possibilities for action (Chemero, 2009; Gibson, 1979; Rietveld & Kiverstein, 

2014). These approaches constitute the theoretical basis of this thesis. 

The relevance of the theoretical approaches chosen is demonstrated by the results and insights I 

arrive at throughout the articles in this thesis. Because of the very nature of the issues here 

addressed, the results and conclusions can only be partial, and aim at contributing to ongoing 

discussions around physical disabilities. Moreover, they aim at contributing to the application of 

phenomenology and enactive cognitive science to the study of embodiment. Overall, the articles put 

into dialogue different disciplines around the topic of physical disabilities, thus advancing 

discussions in relation to joint action, healthcare and rehabilitation, mixed methodologies, normal 

and pathological forms of embodiment, and the impact of oppression in embodiment.  

 

2.  Framing the theory: the case and the experiment 

 
The approach to physical disabilities described in the previous section would remain abstract and 

incomplete without empirical data derived from direct contact with disabled people. Since the aim 

of this thesis is to offer a non-reductive account of physical disabilities, it is essential to investigate 

the different kinds of processes that underlie the actions and interactions that disabled people 

engage with in daily basis. These processes are of various kinds: some are subpersonal and 

unconscious, and others are experiential. Some bodily movements are automatic, and we are not 

conscious of them –like our saccadic eye movements at a given moment- while we are completely 

aware of other elements in an action, like whether it was hard or easy to perform a given task.  

Therefore, I, as a part of an interdisciplinary team of researchers, designed an experiment to study 

interactions involving disabled people, in a way in which we could gather information not only of 

the objectively measurable bodily processes, but also of the experience of the participants in a 

rigorous manner. We decided to focus on the specific case of cerebral palsy (CP), and to investigate 

simple interactions involving people with CP.  

CP is an umbrella term that covers congenital and non-progressive motor control disorders, derived 

from brain lesions in areas that control movement, balance and posture (Bax et al., 2005; Ritterband-



16 

 

Rosenbaum et al., 2011). Most cases of CP result from an interference in brain development in utero 

(Krägeloh-Mann & Cans, 2009) and, against a widespread belief, only 10-20% of the cases are 

thought to be caused by neonatal asphyxia (Blair & Stanley, 1997). Genetic factors can also be a 

cause of CP (Colver et al., 2014). The overall prevalence of CP is calculated in 2.11 per 1000 live 

births (Oskoui et al., 2013), and it is the most common disabling impairment in childhood (Uldall et 

al., 2001). 

CP can be classified according to its clinical symptoms and signs, into spastic, dyskinetic, or ataxic; 

and according to its topographical involvement of extremities (diplegia, quadriplegia or hemiplegia) 

(Sanger et al., 2003). The most common form of CP is spastic CP, which covers around 80% of the 

cases (CDCP). Spasticity is caused by a lesion in the upper motor neurons, leading initially to 

weakness and loss of dexterity, and later to a muscular overactivity and exaggerated tendon jerks 

(Abbruzzese, 2002; Sheean & Mcguire, 2009). 

In mild cases of CP, the person experiences some degree of contracture and spasticity –muscle 

stiffness- in one arm and leg on one side of the body (hemiplegia), which affects fluid mobility and 

fine manual dexterity. However, in more severe cases, the person’s four limbs (quadriplegia) can be 

affected, with a combination of spasticity and dyskinesia, so that the person will require a wheelchair 

for mobility, and assistance for eating and communicating. In addition to these symptoms, the 

person can have learning difficulties and cortical visual impairment (see Colver et al., 2014).  

For the experiment, only people with spastic CP were recruited. Because the tasks they were asked 

to perform were hand-to-hand, it was also a requirement that the person had limited functionality 

in one or both hands. Because they had to be able to perform the tasks, participants were chosen so 

that their level of severity of CP was from mild to medium, which correlates with level I-III in the 

manual ability classification system (MACS) (Eliasson et al., 2006) and in the gross motor function 

classification system (Palisano et al., 1997).   

In the experiment, a person with CP performs simple tasks with another person. The non-disabled 

person belongs to one of three groups of people: a relative of the person with CP, a therapist, or a 

stranger. Both persons sit across each other at a table, and a facilitator gives them instructions about 

the tasks they are asked to perform: passing a glass of water, lifting a tray, and other basic exercises. 

After having performed the tasks with the person of one group, then the person with CP stays in 

the room and performs the same tasks with the person from the next group, in random order. 

Additionally, a control group of strangers performed the same tasks in identical circumstances, to 

compare CP-interactions with non-CP interactions.  
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The setup designed for this experiment pays heed to the interactive turn in embodied cognitive 

science, and the need to study social interactions in a truly interactive manner (De Jaegher & Di 

Paolo, 2007; Gallagher, 2005; Schilbach et al., 2013). Therefore, the experiment aims at providing 

a rich account of the phenomenon of joint action involving people with CP by gathering important 

information about the many processes unfolding during the interaction. Crucially, we obtained first 

person reports from the participants through phenomenological interviews2 we conducted with 

them after they performed the tasks in which they reflected on their experience of the interactions.  

In addition, we used the latest technology in eye-tracking devices in order to measure where the 

participants were looking during the interaction. This application of eye-tracking technology takes 

a step forward compared to previous research on eye-tracking in which the individual is isolated. 

Doing so represents an important achievement in research on social cognition and social 

interactions. As Tatler et al., claim: “As we increasingly move towards the study of eye movements 

and perception in ecologically valid situations, it becomes clearer that not only might it be 

inappropriate to study vision in isolation from action in many circumstances but it might also be 

inappropriate to study individuals behaving in isolation from other individuals” (2014).  

And, finally, we measured bodily movements of the participants, in order to determine how quick 

they were in performing the task and responding to the instructions, among other parameters that 

give us a more detailed account of subpersonal processes during the interaction. In sum, the 

experiment is a novel approach to the study of social interactions involving disabled people for a 

number of reasons. It is conceived within the framework of embodied cognition and the paradigm 

of interactive social cognition, and puts their main principles into practice in the design of the 

experiment. It uses technology to measure unconscious processes and complements it with 

phenomenological interviews. And, lastly, we integrate the different kinds of information into a 

unitary account, by developing a framework based on insights from phenomenology, embodied 

cognition and ecological psychology.  

3. The thesis: questions and composition 
 

                                                 

 

 

2 Phenomenological interviews are semi-structured interviews based on ‘how’ questions intended to make the 

participants aware of phenomenologically relevant aspects of the experience reflected on. Then, the reports 

generated during the interview are analyzed to identify generalizable features or structures of subjectivity. For a 

detailed account, see Høffding and Martiny 2016.  
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The specific data analyzed and the corresponding theoretical framework developed vary throughout 

the five articles that constitute this thesis. They vary according to the different aspects of physical 

disabilities that are being studied, and the particular emphasis of each article. The range of issues 

addressed in the articles is wide, in line with the complexity inherent to the subject matter of 

physical disabilities, given that it can be studied from very diverse perspectives, and in relation to 

different theoretical and practical problems. However, all of the articles in this thesis deal, in 

different degrees, with issues that are 1) phenomenologically relevant as well as of relevance for 

embodied cognitive science and ecological psychology, 2) important for healthcare practices, and 

policy-making, and 3) methodologically challenging.  

The main questions addressed throughout this thesis are: 

1) What can we learn about joint actions in general from the joint actions involving people with 

CP?  

2) How to orient the practice of healthcare and rehabilitation of physical disability, so that the 

person of care is considered as a whole, thus avoiding depersonalized treatments?  

3) How to study in an integrated manner complex phenomena involving qualitative and 

quantitative levels of description, such as physical disabilities? 

4) How to conceive disability in a non-reductive manner and how to distinguish it from a 

pathology? 

5) What role does oppression play in disability and how does it affect the disabled person’s 

embodiment?  

 

The articles in this thesis are divided into two sections. In the first section, I develop an empirically 

grounded approach to the topic of physical disabilities in relation to specific issues in different fields, 

namely, joint action (article 1), healthcare and rehabilitation (article 2), and a phenomenological 

mixed methods approach (article 3). The second section focuses on theoretical investigations about 

the nature of physical disabilities. The articles in this section develop a model of physical disability 

that disentangles the notion of physical disability from pathological embodiment (article 4), and 

apply that model to give an account of oppression against disabled people (article 5). Although the 

articles in this section are theoretically oriented, they make use of data obtained in the experiment. 

  

4. Empirical and practical approaches to physical disabilities 

 
Article 1 – There is More to Joint Actions Than Functionality: Experiential Insights from 

the Case of Cerebral Palsy 

The focus of this article is primordially empirical, and it aims at understanding joint actions 

involving people with cerebral palsy (CP). The initial inspiration for the experiment, as well as the 
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guiding idea for the design of the specific tasks that participants performed, were personal reports 

of people with CP about the pervasive experience that they have when interacting with strangers 

in daily situations (Martiny 2015a and 2015b ). According to what some of them reported, they feel 

that things can easily go wrong when doing basic things together with other people: paying for a 

cup of coffee, receiving the change and the cup, and countless other daily things we commonly do 

together unreflectively. However, because of the complexity of joint actions, with multiple 

intertwined processes unfolding, it is not easy to know what exactly goes wrong, and why is it that 

sometimes things go smooth and well between a stranger and a person with CP when doing things 

together.  

With this idea in mind, I, together with an interdisciplinary team of researchers, designed an 

experiment in which we measured some of the parameters that we thought were the most relevant 

in joint actions involving people with CP: eye-focus, responsiveness to the instruction, time to 

perform the task, and spatial location of the point of interaction, among others. Importantly, the 

participants would also take part in a phenomenological interview. In this way, we gathered third 

person data about subpersonal and bodily processes, and first person reports about the experience 

of joint actions.  

Alongside the design of the experiment, we developed a theoretical framework inspired by embodied 

and bottom-up approaches to joint actions. Let me briefly explain the distinction between bottom-

up and top-down accounts of joint action. Many philosophers working on joint actions are interested 

in how to characterize two or more people engaging in an activity together, and distinguish it from 

cases in which people are just acting in parallel. Authors like Bratman, Gilbert, Searle, and Tuomela 

have developed what are usually called top-down accounts of joint action, in terms of the intentions, 

beliefs, commitments, and common knowledge of the participants (Bratman, 1992; Gilbert, 2015; 

Searle, 1995; Tuomela, 2007).  

However, in recent years, researchers on embodied cognitive science have claimed that top-down 

approaches are, at least, insufficient to account for joint actions. It is possible to identify three main 

objections to top-down accounts of joint actions. First, it is hard to explain cases of joint actions 

where no previous intentions, commitments or planning are involved. Many joint actions are 

spontaneous: they emerge in the interaction of agents that coordinate to reach a common goal. 

Gallagher and Ransom suggest the example of a person at a party that starts to dance and grabs his 

partner by the hand to dance with him. They start dancing without any previous planning, and only 

through time, a joint intention emerges (Gallagher & Ransom, 2016).  
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Secondly, as Butterfill (2012) has argued, it is accepted that engaging in joint action plays an 

important role in the development of the child’s ability to understand other people’s minds. 

However, top-down accounts of joint action presuppose those abilities in the person engaging in 

joint action, making it difficult to explain how they acquired those abilities in the first place. A 

related problem is that high-level accounts of joint action rule out the possibility of children and 

animals engaging in joint action (D. Tollefsen, 2005).  

 

Third, even if the high-level accounts were right about the mental states and processes needed for 

joint actions, we would still be lacking an explanation of how those mental states are implemented 

in concrete bodily processes of coordination in ongoing interactions (see T. T. Tollefsen & Dale, 

2018). These objections point to the need for an account of joint action that considers the bottom-

up (or low-level) processes necessary for people to coordinate their actions and act together. In the 

last decade, an alternative and complementary account of joint action has been developed to fill the 

gaps of a theory that, according to Tollefsen and Dale (2018), remained “skeletal”.  

Researchers on bottom-up and embodied approaches to joint action focus on bodily mechanisms like 

entrainment, perception-action matching, anticipatory postural adjustment, sensorimotor 

prediction, etc., that facilitate coordination, thus enabling joint actions. Besides these bodily 

processes, some researchers have introduced in the analysis the affective experience that interactors 

have during interactions (Fantasia et al., 2014; Fuchs & De Jaegher, 2009; Marsh et al., 2009). They 

claim that there is a direct relation between the degree of functional coordination in the joint action 

and the experience of harmony, rapport, or flow of the interactors. Marsh and colleagues tested 

empirically the claim that in activities where coordination and synchrony is higher, there would also 

be a higher feeling of being connected (2009).  

These insights seemed at odds with what we observed in our own experiment: coordination and 

goal-accomplishment could sometimes be attained at the expense of acknowledging the other 

person’s specific capacities and needs, thus leading to affectively negative experiences, and 

diminished experience of rapport, harmony and flow. The article challenges the claim that there is 

a direct relation between the functional dimension –conceived in terms of coordination and goal-

accomplishment- and the affective dimension –in terms of positive or negative experiences of the 

joint action. Research on joint actions involving disabled people –a field that has rarely been 

explored- allows us to identify underlying processes and to assess the relation between the 

functional and experiential dimensions of joint action.  
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In the framework we develop in the article, we interpret the eye-focus and bodily movement data in 

terms of different kinds of affordances available for the person in the environment. Then, we 

investigate the relationship between the way in which the environment is polarized by specific 

affordances –solicitations- for the interactors and the attitude they assume during the interaction: 

either a personalistic attitude or a functionalistic attitude. We observe that there is a strong 

correlation between the experience of the interactions and the attitude assumed by the non-disabled 

person. Thus, by integrating the objective and the first person reports, we show that 1- The 

functional dimension of joint actions is not directly related to the affective dimension, and 2- The 

openness and flexibility exhibited by the participants during the interaction mediates these two 

dimensions, and should be considered as a dimension of joint action in its own right, alongside the 

functional and experiential dimensions. 

This article contributes with: 

 A study of joint actions involving people with physical disabilities, a convergence of fields 

rarely explored.   

 An account of joint action that integrates objective data about personal and subpersonal 

processes with experiential reports about the interaction.  

 A framework based on the theory of affordances to integrate different types of data and 

characterize underlying processes in joint actions 

 A proposal to introduce a third dimension in the characterization of joint actions: the 

dimension of openness and flexibility, which mediates between the other two dimensions. 

 

Article 2 – New Perspectives on Person-Centered Care. An Affordance-based account 

Depersonalization of the person of care is one of the most pressing issues in healthcare nowadays. 

Some of the most common complaints in hospitals in Europe and the US are related to issues 

concerning communication and empathy. Furthermore, there is a growing amount of evidence that 

shows that a healthcare that considers the person as a whole has positive results, compared to 

healthcare that focuses only on the person’s disease or impairment. Person-Centered Care (PCC) 

defends the view that a radical change is necessary to address the problems of the disease-focused 

medical model.  

In this article, we reconstruct and summarize the main tenets of PCC, which we group in three 

principles: Personal, Participatory, and Holistic. Briefly, these principles claim that healthcare should 

consider the person’s perspective and values, should allow her to contribute to the decisions made 
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in relation to the healthcare treatment, and it should avoid a fragmented conception of the person, 

and strive for an interdisciplinary and integrated healthcare, in which the person’s biological, 

psychological and social aspects are considered.  

However, despite the growing interest in PCC, and the amount of resources invested in it by many 

researchers and important institutions worldwide, PCC has not developed into an established 

practice. Besides the deep problem with a system built around an impoverished conception of the 

person of care, the main problem of PCC is the lack of an agreement on how to interpret its principles 

and how to apply them in everyday healthcare practices. Rehabilitation for people with cerebral 

palsy is a good example of this situation. Despite the reorientation of rehabilitation following 

WHO’s 2001 guidelines, interventions with people with CP are still focused on activity limitations, 

disregarding psychological and social aspects which are at least as important.  

We propose in this article that a point of departure to apply the principles of PCC is to understand 

the conditions under which an interaction is experienced by the interactors as: 1) personally positive 

–that is, the person feels that she’s being acknowledged as a person-, 2) participatory –the person 

feels that her perspective is being taken into account- and 3) holistic –the person’s different aspects 

are being addressed in an integrated way. Thus, in this article we elaborate on the issues addressed 

in the article on joint action, and aim to apply the insights derived from it to practical issues in 

healthcare.  

This article aims at developing a proposal about how to understand some essential aspects of PCC 

and how to put them into practice. This proposal makes use of the theory of affordances and 

phenomenological insights about perception and empathy. Based on them, together with an 

interpretation of some of the data of the experiment involving people with CP, we offer an 

affordance-based guide to interpret and apply the principles of PCC. Our purpose in this article is 

to explore some of the necessary conditions for healthcare practices to be considered person-

centered. Specifically, we elaborate on what we have called the personalistic attitude –based on the 

capacity to balance mutual affordances and object affordances in an interaction- and explore how 

adopting such an attitude by healthcare professionals contributes to the application of the principles 

of PCC.  

Through this exploration of the relation between affordances, attitudes and the affective character 

of the experiences of the interactors, we address two interrelated issues in PCC: 1) we contribute to 

the conceptual problem of how to understand or interpret the general principles of PCC, and 2) we 

propose some practical guidelines about the personalistic attitude that the healthcare professional 
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should adopt within PCC. We claim that adopting a personalistic attitude by the healthcare 

professional is a necessary condition for all healthcare practice that deserves the name of PCC.  

For this article, we received feedback from professionals in healthcare working with disabled people 

in fields like psychology, physiotherapy, occupational therapy, and neuroscience, among others, 

through meetings and presentations we held at the Elsass Institute - Denmark. They regarded as 

positive and relevant our theoretical framework, since it allows them to put into words some 

practical knowledge that is usually hard to express, discuss, and teach to others. We have also 

received feedback from people with CP working at The Enactlab - Denmark. We attempted to do 

justice to their concerns in the best possible way and to follow their suggestions.  

This article contributes with: 

 An application of the theory of affordances and phenomenological insights of embodiment 

and empathy to characterize essential features of Person-Centered Care (PCC). 

 A definition of PCC, where adopting a personalistic attitude and working with mutual 

affordances is necessary for healthcare professionals, to make the care personal, 

participatory and holistic.   

 A characterization of the ‘functionality trap’ in rehabilitation, which amounts to the 

adoption of an exclusively functionalistic attitude by the healthcare professional, 

overlooking subtle bodily cues and important information that can only be apprehended 

through a personalistic attitude.  

 Instructive examples that demonstrate how to work with a balanced personalistic and 

functionalistic attitude in rehabilitation.  

 

Article 3 – Framing a Phenomenological Mixed Method: From Inspiration to Guidance 

This work in progress addresses important methodological issues that arise from the study of a 

complex phenomenon like consciousness, approachable from the first person as well as from the 

third person perspectives.  The question addressed is, then, how to combine subjective reports with 

objective data, when the object of study demands it.  

Integrating qualitative and quantitative data when studying complex phenomena is not new, or 

restricted to consciousness studies. Mixed methods research (MMR) has become a field of study in 

itself, and it has been called, after the quantitative and qualitative paradigms, the third 

methodological movement (Teddlie and Tashakkori 2009). The discussion within mixed methods 

research concerns two main points: 1- the ontological commitments adopted by researchers 
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regarding the object of study, and, related to it, 2-the kind of relation that holds between 

quantitative and qualitative data, and how to integrate them.  

Even though the topic of MMR has called the attention of many researchers, there are few examples 

of MMR within a phenomenological framework. Recently, researchers within embodied cognitive 

science have developed methodological strategies to integrate objective and subjective data: Varela 

has proposed that there should be a relation of ‘mutual constraints’ between the two kinds of data 

(1996), and Gallagher suggests a relation of ‘mutual enlightenment’ between them (1997). However, 

these proposals have remained somewhat abstract, making it hard for the researcher to apply them 

to concrete investigation projects.  

In this article, we offer a methodological guide to develop a phenomenological mixed method 

research, and we present in a schematic manner the different stages of the research along with the 

many possibilities of conducting it. We divide the presentation in three parts: in the first part, the 

phenomenological frame, we elaborate on the theoretical commitments, the different frameworks to 

formulate the research question, and the possible design methods to approach the object of study. 

In this section, we offer criteria for the researcher to decide on several aspects of the investigation: 

whether mixing qualitative and quantitative data is aimed at corroborating results of one kind of 

data with the other, or at compensating for the weaknesses of each kind of data; if one kind of data 

is prioritized over the other; if the question is largely of quantitative or qualitative nature, etcetera. 

In addition, following Zahavi’s recent criticisms of phenomenologically inspired qualitative research 

projects (Zahavi 2019a, 2019b), we warn the researcher about the risk of ignorance of the 

phenomenological commitments, as well as the risk of ‘hyperphilosophizing’.  

In the second and third parts, we explain the best practice guidelines to collect data within a 

phenomenological framework, and how to interpret and analyze the data. There are many ways of 

collecting data, and there is not a step-by-step manual. However, phenomenology offers important 

resources to collect and interpret subjective reports. To offer the researcher a guide in this regard, 

we present examples from different fields in which this has been done successfully. In the third part, 

we explain how to make sense of the data and of the analyses, and, importantly, we present concrete 

criteria to assess the quality of that sense-making. These criteria, directed to assess the performative 

and phenomenological consistency of the results, is intended as a tool to evaluate the quality of the 

research as a whole.  

To make the presentation of the different stages of the phenomenological mixed method more 

concrete, we present three examples of studies conducted by us following this methodology in 
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diverse forms. The first study focuses on joint musical absorption, by studying musical performances 

of The Danish String Quartet (see Høffding 2018). The Second study, which is the one developed 

throughout this thesis, focuses on joint actions involving people with cerebral palsy. The third study 

focuses on prejudice against disabled people and develops a strategy to reduce prejudice based on a 

new hypothesis inspired by the enactive approach. We present each study divided in three parts, 

according to the three-fold structure of the article. Overall, the article offers a clear and schematic 

guide for the phenomenologically interested researcher to combine qualitative and quantitative 

methods in an investigation of a complex human phenomenon.  

In relation to the study that concerns this thesis, we show what choices we made among the different 

possibilities offered by a phenomenological mixed method at the different stages of development. 

For instance, we explain that our motivation for the study was holistic and complementary, leading 

to a form of triangulation in the design of the experiment, which means that we collected qualitative 

and quantitative data to gain a richer understanding of the phenomenon of joint action. This choice 

also implies that we reject the idea that one kind of data should be reduced to the other, or should 

compensate for the other’s weaknesses. Our experiment is also of the ‘transformative’ type, as long 

as it collects qualitative and quantitative data to advocate for a change in healthcare and 

rehabilitation practices (as developed in article 2). Regarding this study, we end by assessing its 

performative and phenomenological consistency.  

 

This article contributes with 

 A practical guide to develop a mixed method research within a phenomenological 

framework. 

 A presentation of concrete examples of phenomenological mixed methods applied to 

different fields of research. 

 A landscape of the many possibilities that a phenomenological mixed method offers for the 

researcher, and some practical hints to avoid common pitfalls.  

 Criteria to assess the quality of the research and its results in terms of their performative 

and phenomenological consistency.  

 

5. Theoretical considerations about physical disabilities 
 

Article 4 – The Ecological-Enactive Model of Disability: Why Disability Does Not Entail 

Pathological Embodiment 
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The issue about how to conceive physical disabilities has been a growing field of discussion since 

the second half of last century, with the emergence of activist groups in the United Kingdom and 

North America. These groups aimed at disputing the influential medical conception of physical 

disabilities, and at relocating the emphasis on social oppression exerted on physically impaired 

people. Despite their seemingly opposed conceptions, both models fail to account for the person’s 

embodiment and, crucially, for the person’s experience of the world through their own lived body. 

Because of this oversight, both models end up conceiving the person’s body in physiological terms 

–as an impaired body- thus, pathologizing their condition (Hughes & Paterson, 1997).  

This article brings together insights from enactive cognitive science, ecological psychology, 

phenomenology of embodiment, and Canguilhem’s philosophy of medicine, to develop the 

Ecological-Enactive (EE) model of disability. The EE model aims to: 1) integrate the lived 

experience of the disabled person, and a description of the person’s living –physical- body, into an 

account of disability 2) disentangle disabled from pathological forms of embodiment, and 3) provide 

criteria to distinguish normal from pathological embodiment in disabled people. In this regard, in 

this article we attempt to expand the theoretical tools of the enactive approach by characterizing 

normal and pathological forms of embodiment in terms of the agent’s capacity to establish new 

norms.  

We start by analyzing the notion of ‘the normal body’ as crucial for understanding physical 

disabilities. Indeed, the disabled body is construed by the medical model as the abnormal one, i.e., 

the one that is below the average in terms of its capabilities, skills and functions. The medical model 

adopts this conception of disability, since it allows for a quantification and objectification of the 

person’s body, and provides objective criteria for determining when a person’s body is impaired and 

disabled. We criticize this conception of the normal as the average and, following Canguilhem, we 

propose to understand the normal as more fundamental than the average (Canguilhem, 1991). The 

normal manifests itself in what is best for the individuals in a community or a form of life in their 

adaptation to an environment.  

Normality -i.e., the capability of the individual to adapt to its environment- is essentially an 

experiential notion, as long as it refers to the agent’s capacity to evaluate its own state from a first 

person perspective and act accordingly in order to maintain a dynamic stability with the 

environment: the agent looks for food when it feels hungry and so on. We call ‘bodily normativity’ 

this capacity of the agent to evaluate its situation, since it works as a guide for the agent to act in 

ways that keep the dynamic stability with the environment. Based on bodily normativity, the 
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environment emerges for the agent as a field of affordances that invite it to act. Those affordances 

appear as meaningful and alluring in relation to the agent’s specific interests and bodily skills.  

With these theoretical notions in place, we elaborate on a distinction between normal and 

pathological forms of embodiment. We do so both in terms of the capacity of the agent to maintain 

a dynamic stability with the environment by exploring for alternative affordances, and in terms of 

the person’s experience of their own lived body as an I-can. Based on this distinction between normal 

and pathological embodiment, it is possible to determine whether disabled people are pathologically 

embodied. We bring phenomenological reports of people with CP for analysis within this 

framework. 

We conclude with a brief reflection on the role of social norms and social structures on the 

embodiment of disabled people. Given that it is essential for the normally embodied disabled person 

to be able to explore for alternative strategies to deal with daily tasks, a friendly environment is 

crucial as long as it opens up the space for that person to come up with new ways of doing things. 

However, it is common for disabled people to face environments that makes it hard for them to be 

creative and to appropriate the spaces and things according to their bodily skills. By blocking the 

person’s capacity to explore for alternative affordances and establish new norms, unfriendly 

environments can turn a normally embodied disabled person into a pathologically embodied one. 

We explore this issue in depth in the next article. 

This article contributes with: 

 An explanation of the failure of the medical and the social models of disability in portraying 

the disabled person’s body as more than just a physical body. 

 Descriptions of the lived experience of the disabled person’s embodiment, and of the 

person’s living –physical- body, integrated into a unitary account of disability. 

 The theoretical basis to disentangle disabled from pathological forms of embodiment. 

 Introduction of Canguilhem’s notions of normality and pathology into enactive, ecological 

and phenomenological accounts of the relation between the agent and the environment. 

 

Article 5 – Disability, Oppression and Embodied Intersubjectivity 

According to the social model of disability, it is oppression, instantiated in social barriers, that causes 

disability in impaired people. In this article, we analyze the phenomenon of oppression within the 

framework provided by the Ecological-Enactive model developed in article 4, and investigate what 
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forms of oppression are there, and how they affect the disabled person’s embodiment. Throughout 

the article, we show that oppression inhibits the person’s capacity to explore for alternative 

strategies to deal with daily challenges, thus contributing to the pathologization of the disabled 

person’s embodiment.  

This article is novel and relevant in many ways. It aims at applying insights from ecological 

psychology and enactive cognitive science to pressing political and ethical issues, which is an 

uncommon, although pertinent, approach. It also introduces the theory about microaggressions and 

applies it to physical disabilities, an issue on which research is almost inexistent (see Freeman 2020).  

After briefly reconstructing the criticism to the medical and social models, and presenting the EE-

model, we analyze the notion of material oppression, which is the core of the social model’s proposal. 

The social model conceives oppression as the lack of infrastructure and material conditions for 

disabled people, which inhibits their access to social practices and undermine their autonomy to 

decide how to live their lives (see Davis, 1990, UPIAS 1974). We call this conception of oppression 

‘material oppression’ to distinguish it from intersubjective forms of oppression.  

We characterize material oppression, in ecological-enactive terms, as the mismatch between the 

affordances available in the environment and the skills of the disabled person. Communities build 

their environments according to their needs, skills, practices, and natural resources. In this way, 

human practices not only profit from the affordances available, but also contribute to build better 

and more specialized affordances. Typically, people develop their bodily skills within human 

practices, so there is usually a harmony between the skills of an individual and the affordances 

available in the environment. However, disabled people lack some skills that are common in the 

community, and develop other skills. Then, because environments are built by and for non-disabled 

people, the affordances available might not correspond to the skills that disabled people have or 

could develop. We explain how deep this mismatch goes, and what implications it has for the 

disabled person’s embodiment. This characterization of material oppression in ecological-enactive 

terms shows that it is necessary to consider the person’s embodiment in order to understand the 

effects of material oppression on disabled people.  

Despite being a very serious challenge, material oppression is not the only form of oppression 

exerted on disabled people, and it is probably not even the most serious one either. In this regard, 

the conception of oppression at the core of the social model is limited, as long as it overlooks a more 

subtle, but also more damaging form of oppression, namely, that arising in the interaction of 

disabled people with other members of the community. We will call this form of oppression 
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‘intersubjective oppression’, and we explore it following Young’s characterization of oppression 

(Young, 1990).  

Intersubjective oppression emerges with the exclusion or marginalization of minority groups by the 

dominating group in a society. The dominating group is the one that is able to impose a set of 

meanings and values as universal, while disregarding as deviant or inferior the marginalized groups 

that don’t share their values and perspectives on the world. The judgement of inferiority is attached 

to the body of the marginalized person. We propose to understand oppression in terms of the 

distinction between the living body and the lived body. The oppressed person is reduced by the rest 

of the community to a living body, with a stereotype attached to it, while their lived first-person 

perspective on the world is not recognized. The reduction of the person’s embodiment to a living 

body is the core of intersubjective oppression. The disabled person becomes, for the community, a 

deviant or inferior body, with the stereotype of ‘incapable and unreliable’ attached to it (see 

Beresford, 1996).  

The oppressed person develops what Young, following Du Bois, calls ‘double consciousness’ (1990). 

The person experiences their lived body primordially as an I-can, in relation to a field of possibilities 

for action and exploration, at the same time that the community perceives them only as a living 

physical body, with the judgment of  ‘incapable’ attached to it. Eventually, the person starts 

perceiving themselves in accordance with the way the community perceives them, thus generating 

a double consciousness composed by the person’s experience of their own lived body and the 

internalized perception of the community of them. In this way, the stereotype attached to the 

person’s body in intersubjective oppression distorts the person’s experience of their lived body as 

an I-can. In the same way, the person’s experience of the environment as inviting them to act is 

distorted. The person engages with the affordances in the environment “through the eyes of the 

community”, based on the dominant group’s expectations of them. In this way, intersubjective 

oppression operates ‘from within’, leading the person to doubt their own capabilities and skills. In 

severe cases of intersubjective oppression, the experience of I-cannot can become so pervasive that 

it turns a normally embodied disabled person into a pathologically embodied one.  

To finalize, we show how intersubjective oppression can occur even in the most basic daily 

interactions, often without anyone noticing it. To do so we evaluate some results from the 

experiment we conducted with people with CP. We analyze the data about the participant’s eye-

gaze and responsiveness during the interactions. These data tells us about where the people look 

and how fast they react to the instructions given to them. Interestingly, the data can be interpreted 
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as the manifestation of the attitudes the participants assume unreflectively during the interactions, 

which can tell us about the prejudices that people can inadvertently have and act upon.  

To interpret the data in relation to oppression, we make use of recent developments on the theory 

of microaggressions. We expand the notion of microaggression to account for oppression against 

disabled people, a field in which research is almost inexistent (see Freeman 2020, Keller and Galgay 

2010).  

This article contributes with: 

 An account of oppression in ecological-enactive terms. 

 A distinction of two forms of oppression, and an explanation about how they operate in 

relation to the oppressed person’s embodiment. 

 An explanation of the relation between oppression and the pathologization of the person’s 

embodiment. 

 Theoretical considerations about why political movements should go beyond resisting 

material oppression to also strive against stereotypes and prejudices against disabled 

people. 

 An account of how stereotypes and prejudices operate in the most basic daily interactions, 

causing great harm to disabled people.  

 An application of the theory of microaggressions to the study of physical disabilities.  

 

 

References 

Abbruzzese, G. (2002). The medical management of spasticity. European Journal of Neurology, 9. 

Barnes, E. (2016). The minority body: A theory of disability. In The minority body: A theory of 

disability (First edition.). Oxford University Press. 

Bax, M., Goldstein, M., Rosenbaum, P., Leviton, A., Paneth, N., Dan, B., Jacobsson, B., & 

Damiano, D. (2005). Proposed definition and classification of cerebral palsy, April 2005. 

Developmental Medicine Child Neurology, 47(8), 571–576. 

Beresford, P. (1996). Poverty and Disabled People: Challenging dominant debates and policies. 

Disability & Society, 11(4), 553–568. 



31 

 

Blair, E., & Stanley, F. J. (1997). Issues in the classification and epidemiology of cerebral palsy. 

Mental Retardation and Developmental Disabilities Research Reviews, 3(2), 184–193. 

Boorse, C. (2010). Disability and medical theory. In D.C. Ralston & J. Ho (Ed’s) Philosophical 

Reflections on Disability. (Dordrecht, NL: Springer), pp.55-88. 

Bratman, M. (1992). Shared Cooperative Activity. The Philosophical Review, 101(2), 327–341. 

Butterfill, S. A. (2012). Joint Action and Development. The Philosophical Quarterly, 62(246), 23–47. 

Canguilhem, G. (1991). The normal and the pathological. Zone Books. 

Center for Disease, Control and Prevention. Cerebral Palsy. Retrieved from 

https://www.cdc.gov/ncbddd/cp/facts.html (Accessed July 2020) 

Chemero, A. (2009). Radical Embodied Cognitive Science. The MIT Press. 

Colver, A., Fairhurst, C., & Pharoah, P. O. D. (2014). Cerebral palsy. The Lancet, 383(9924), 1240–

1249. 

Davis, K. (1990). A social barriers model of disability: Theory into practice. Paper Prepared for the 

Derbyshire Coalition of Disabled People. https://disability-studies.leeds.ac.uk/wp-

content/uploads/sites/40/library/DavisK-davis-social-barriers.pdf 

Davis, L. J. (2017). The Disability Studies Reader (5th ed.). Routledge. 

De Jaegher, H., & Di Paolo, E. (2007). Participatory sense-making: An enactive approach to social 

cognition. Phenomenology and the Cognitive Sciences, 6(4), 485–507. 

https://doi.org/10.1007/s11097-007-9076-9 

Eliasson, A.-C., Krumlinde-Sundholm, L., Rösblad, B., Beckung, E., Arner, M., Ohrvall, A.-M., 

Rosenbaum, P., Rosblad, B., & Krumlinde–Sundholm, L. (2006). The Manual Ability 

Classification System (MACS) for children with cerebral palsy: Scale development and 

evidence of validity and reliability. Dev Med Child Neurol, 48(7), 549–554. 

Fantasia, V., De Jaegher, H., & Fasulo, A. (2014). We can work it out: An enactive look at 

cooperation. Frontiers in Psychology, 5, 874. 



32 

 

Freeman, L. (2020) Introduction: Microaggressions and Philosophy. In  Freeman, L., & Schroer, J. 

W. (Eds) (2020). Microaggressions and Philosophy. Routledge. 

Fuchs, T., & De Jaegher, H. (2009). Enactive intersubjectivity: Participatory sense-making and 

mutual incorporation. Phenomenology and the Cognitive Sciences, 8(4), 465–486. 

https://doi.org/10.1007/s11097-009-9136-4 

Gallagher, S. (1997). Mutual Enlightenment: Recent Phenomenology in Cognitive Science. 

Journal Of Consciousness Studies, 4(No. 3), 195–214. 

Gallagher, S. (2005). How the Body Shapes the Mind. Oxford University Press. 

https://doi.org/10.1093/0199271941.001.0001 

Gallagher, S., & Ransom, T. (2016). Artifacting Minds: Material Engagement Theory and Joint 

Action. In G. Etzelmüller & C. Tewes (Eds.), Embodiment in Evolution and Culture (pp. 337–

352). Mohr Siebeck. 

Gibson, J. J. (1979). The Ecological Approach to Visual Perception. Psychology Press. 

Gilbert, M. (2015). Joint Action. In J. D. Wright (Ed.), International Encyclopedia of the Social & 

Behavioral Sciences (pp. 839–843). Elsevier. https://doi.org/10.1016/B978-0-08-097086-

8.63040-4 

Høffding, S. (2018) A Phenomenology of Musical Absorption. Palgrave Macmillan.  

Høffding, S., & Martiny, K. (2016). Framing a phenomenological interview: What, why and how. 

Phenomenology and the Cognitive Sciences, 15(4), 539–564. 

Hughes, B., & Paterson, K. (1997). The Social Model of Disability and the Disappearing Body: 

Towards a sociology of impairment. Disability & Society, 12(3), 325–340. 

Husserl, E. (1973a). Zur Phänomenologie der Intersubjektivität. Texte aus dem Nachlass. Dritter Teil. 

Martinus Nijhoff. 

Husserl, E. (1973b). Zur Phänomenologie der Intersubjektivität—Texte aus dem Nachlass -Erster Teil: 

1905-1920. Martinus Nijhoff. 



33 

 

Husserl, E. (1989). Ideas pertaining to a pure phenomenology and to a phenomenological philosophy. 

Second book. (R. Rojcewicz & A. Schuwer, Trans.; Kluwer Academic Publishers). 

International classification of functioning, disability and health: ICF. 2001. World Health Organization. 

Keller, R. & Galgay, C. (2010). Microaggressive Experiences of People with Disabilities. In D.W. 

Sue (Ed.) Microaggressions and Marginality: Manifestation, Dynamics, and Impact. John Wiley 

& Sons.  

Krägeloh-Mann, I., & Cans, C. (2009). Cerebral palsy update. Brain and Development, 31(7), 537–

544. 

Marsh, K., Richardson, M., & Schmidt, R. C. (2009). Social Connection Through Joint Action and 

Interpersonal Coordination. Topics in Cognitive Science, 1, 320–339. 

Martiny, K. (2015a). How to develop a phenomenological model of disability. Medicine, Health 

Care and Philosophy, 18(4), 553–565. 

Martiny, K. (2015b) Embodying investigations of cerebral palsy: a case of open cognitive science. 

Doctoral dissertation, Department of Media, Cognition and Communication, University of 

Copenhagen, Denmark.  

Merleau-Ponty, M. (2012). Phenomenology of Perception. Routledge. 

https://doi.org/10.4324/9780203720714 

Moore, M., & Slee, R. (2012). Disability studies, inclusive education and exclusion. In Routledge 

Handbook of Disability Studies. Routledge. 

Oliver, M. (1996). Understanding disability. From Theory to Practice. Macmillan Education. 

Oskoui, M., Coutinho, F., Dykeman, J., Jetté, N., & Pringsheim, T. (2013). An update on the 

prevalence of cerebral palsy: A systematic review and meta‐analysis. Developmental Medicine 

& Child Neurology, 55(6), 509–519. 



34 

 

Palisano, R., Rosenbaum, P., Walter, S., Russell, D., Wood, E., & Galuppi, B. (1997). Development 

and reliability of a system to classify gross motor function in children with cerebral palsy. 

Developmental Medicine And Child Neurology, 39(4), 214–223. 

Rietveld, E., & Kiverstein, J. (2014). A Rich Landscape of Affordances. Ecological Psychology, 26(4), 

325–352. 

Ritterband-Rosenbaum, A., Christensen, M., Kliim-Due, M., Petersen, L., Rasmussen, B., & 

Nielsen, J. (2011). Altered sense of agency in children with spastic cerebral palsy. B M C 

Neurology, 11(1). 

Sanger, T. D., Delgado, M. R., Gaebler-Spira, D., Hallett, M., & Mink, J. W. (2003). Classification 

and definition of disorders causing hypertonia in childhood. Pediatrics, 111(1), e89–e97. 

http://search.proquest.com/docview/72942143/ 

Schilbach, L., Timmermans, B., Reddy, V., Costall, A., Bente, G., Schlicht, T., & Vogeley, K. 

(2013). Toward a second-person neuroscience.(Report)(Author abstract). Behavioral and 

Brain Sciences, 36(4), 393–414. 

Searle, J. R. (1995). The Construction of Social Reality. Penguin. 

Shakespeare, T. (2006). Disability rights and wrongs. Routledge. 

Sheean, G., & Mcguire, J. R. (2009). Spastic Hypertonia and Movement Disorders: 

Pathophysiology, Clinical Presentation, and Quantification. PM&R, 1(9), 827–833. 

Steinbock, A. J. (1995). Home and beyond, generative phenomenology after Husserl. Northwestern 

University Press. 

Tatler, B., Kirtley, C., Macdonald, R., Mitchell, K., & Savage, S. (2014). The Active Eye: 

Perspectives on Eye Movement Research. In M. Horsley, M. Eliot, B. A. Knight, & R. 

Reilly (Eds.), Current Trends in Eye-tracking Research. Springer. 

Teddlie, C. & Tashakkori, A. (2009) Foundations of Mixed Methods Research. Sage.  



35 

 

Tollefsen, D. (2005). Let’s Pretend. Children and Joint Action. Philosophy of the Social Sciences, 

35(1), 75–97. 

Tollefsen, T. T., & Dale, R. (2018). Joint Action and 4E Cognition. In A. Newen, L. De Bruin, & S. 

Gallagher (Eds.), The Oxford Handbook of 4E Cognition (pp. 261–281). Oxford University 

Press. 

Tuomela, R. (2007). The Philosophy of Sociality. The Shared Point of View. Oxford University Press. 

Uldall, P., Michelsen, S. I., Topp, M., & Madsen, M. (2001). The Danish Cerebral Palsy Registry. 

A registry on a specific impairment. Danish Medical Bulletin, 48 (3), 161–163. 

UPIAS (1976). Fundamental principles of disability. Union of Physically Impaired Against 

Segregation. Available online: https://disability-studies.leeds.ac.uk/wp-

content/uploads/sites/40/library/UPIAS-fundamental-principles.pdf (Accessed July 

2020) 

van Riel, Raphael and Van Gulick, Robert, "Scientific Reduction", The Stanford Encyclopedia of 

Philosophy (Spring 2019 Edition), Edward N. Zalta (ed.), URL = 

<https://plato.stanford.edu/archives/spr2019/entries/scientific-reduction/>. 

Varela, F. (1996). Neurophenomenology. A Methodological Remedy for the Hard Problem of 

Consciousness. Journal Of Consciousness Studies, 3(No. 4), 330–349. 

Young, I. M. (1990). Justice and the politics of difference. Princeton University Press. 

Zahavi, D. (2003) Husserl's Phenomenology. Stanford University Press. 

Zahavi, D. (2019a). Applied phenomenology: Why it is safe to ignore the epoché. Continental 

Philosophy Review, 1–15. 

Zahavi, D. (2019b). Getting It Quite Wrong: Van Manen and Smith on Phenomenology. 

Qualitative Health Research, 29(6), 900–907. 

 

 

 

 

https://disability-studies.leeds.ac.uk/wp-content/uploads/sites/40/library/UPIAS-fundamental-principles.pdf
https://disability-studies.leeds.ac.uk/wp-content/uploads/sites/40/library/UPIAS-fundamental-principles.pdf


36 

 

 

 

 

 

 

 

Section 1 – Empirical and practical approaches to physical disabilities 

 

Chapter 2 

There is More to Joint Actions Than Functionality: Experiential Insights from 

the Case of Cerebral Palsy 

 
(Under review in Consciousness and Cognition) 

 

 
Kristian Martiny+

, Juan Toro+
, Mikkel D. Justiniano, John Paulin Hansen, Per Bækgaard, Asger Juhl 

 

 
+These authors contributed equally to this work 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



37 

 

There is More to Joint Actions Than Functionality: Experiential Insights from 

the Case of Cerebral Palsy 

 
Abstract  

We all engage in joint actions in our daily life, but what determines the positive or negative 

experiences of our joint actions? Most accounts have conceived of joint actions in functional terms: 

coordination and goal-accomplishment. Recently, the experiential and affective dimensions have 

been directly correlated with the functional dimension. According to the new accounts, people who 

have problems with bodily coordination would experience negative joint actions. In this 

experimental study, we test this hypothesis on joint actions with people with cerebral palsy (CP), 

who have limited bodily functionality. We record eye-focus, bodily motion and first-person 

experiences in order to investigate the relation between functionality and affectivity. The recordings 

show that in the case of joint actions in CP, experiences of negative joint actions occur, despite 

functional success, and experiences of positive joint actions occur, despite functional challenges. We 

therefore show that the relation between the functional and the experiential dimensions of joint 

actions is more complex than previously described. To understand this complexity we apply the 

theory of affordances to introduce a third dimension of joint actions that mediates the other two: 

the dimension of the openness of the system constituted by the participants in a joint action. 

Key words 

Joint action, cerebral palsy, affordances, affectivity, openness, personalistic attitude 

Introduction 

We all know the positive experience of a social interaction that goes smooth and easy, e.g. a perfect 

high five. Moreover, all of us know the negative experience of a social interaction that goes wrong, 

e.g. when one person goes in for a hug, but the other wants to shake hands. It seems clear that an 

essential aspect of joint actions is the experience the interactors have of the interaction. 

Nevertheless, the experiential dimension of joint actions has been overshadowed by the 

predominant accounts focusing mostly on the bodily processes that enable coordination among 

agents, such as the processes of entrainment (Haken et al., 1990), perception-action matching (Brass 

et al., 2001; Vesper et al., 2017), and anticipatory postural adjustment (Massion et al., 1999; 
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Nogueira-Campos et al., 2019). According to these accounts, the coordination of individual actions 

that underlies joint actions is based on the capacities of the interactors for active prediction and 

motor adjustment (Novembre et al., 2019; Pacherie, 2013; Sacheli et al., 2018). However, embodied 

and enactive accounts of cooperation have claimed that there is a strong and direct link between 

coordinated joint actions and the interactors’ positive experiences of connectedness, harmony and 

flow at the affective level (Fantasia et al., 2014; Fuchs & De Jaegher, 2009; Marsh et al., 2009). 

According to such accounts, people who have problems with bodily coordination would experience 

these positive feelings to a lesser degree, or not at all, making the joint action experience negative.   

 

Cerebral palsy is a disorder that occurs due to a non-progressive lesion in the developing central 

nervous system (Bax et al., 2005), typically in and around the motor cortex and cerebellum, which 

damages sensorimotor predictive models and processes (Edwards et al., 2012; Martiny, 2015; 

Ritterband-Rosenbaum et al., 2011) and causes limitations to bodily functionality (i.e. bodily 

coordination and adjustments). Given the functional conditions of coordination and prediction 

underlying joint actions, together with the correlation between functional and experiential 

dimensions, we would expect that joint actions involving people with CP render a negative, 

diminished or disturbed affective feeling of connectedness and rapport for the interactors. 

Surprisingly, no prior research in joint actions for persons with CP exists. There is, more generally, 

very little research on the intersection of joint actions and physical disability. In this experimental 

study, we test the hypothesis that the functional and experiential dimensions of joint actions are 

directly related and that people who have problems with bodily coordination would necessarily 

experience negative joint actions. We investigate this relation in the case of CP.  

Method 

The experimental set-up aims at comparing interactions involving a person with CP, with 

interactions where two persons without CP perform simple exercises (a control group). In the CP-

interactions the persons with CP perform the exercises separately with three different groups of 

non-CP participants, i.e. relatives and two stranger groups: therapists and random strangers. 

During the different sessions of CP- and non-CP interactions, recordings of eye-focus, bodily motion 

and first-person experiences are conducted, in order to investigate the relation between 

functionality (coordination and goal-accomplishing) and affectivity (positive or negative 

experiences).  

For the sake of experimental simplicity, all joint action exercises were performed with the two 

participants sitting down at a table in front of each other, and with the exercises directed at hand-
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to-hand joint actions (see Figure 1). They jointly perform six exercises, developed from what 

persons with CP experience as challenging everyday joint actions: 1) shaking hands, 2) 

giving/receiving an empty cup, 3) giving/receiving a cup of water, 4) giving/receiving a small ball, 

5) playing patty-cakes and 6) moving a tray with a cup of water together. The six exercises develop 

from more functionally and interactively simple (e.g. handshaking) to more complex joint actions 

(e.g. patty-cakes). The exercises were performed using both the left and right hand, to make sure 

that the persons with CP who only have one hand afflicted by CP would use this hand. 

 

Figure 1: Setup during an interaction. The two participants are sitting at a table, wearing the eye tracking 
glasses and performing two of the six tasks described. The Kinect camera is placed above the table to capture 
the movement of the arms. The persons in the pictures are researchers reenacting the setup. They have both 
given informed consent for the pictures to be published.  

 

The participants for the CP-interactions were chosen based on the groups of people that persons 

with CP interact with in their everyday life - namely, relatives (parents, siblings), therapists 

(occupational- and physiotherapists) and random strangers. In the CP-interactions the two 

participants would therefore be either CP-relative, CP-therapist or CP-stranger, and in the non-CP 

control group interactions it would be stranger-stranger (see Table 1). The recruitment process 

was done in collaboration with a healthcare institute working with CP, where the persons with CP 

and their relatives were recruited, and where the professional therapists, who were strangers to the 

persons with CP, were working. The strangers and the control participants, who also were 

strangers to each other, were recruited randomly through the affiliated university and the 

healthcare institute, using their network and media channels. 

The persons with CP were chosen according to their type (spastic cerebral palsy), location and 

degree of CP. Since all exercises are hand-to-hand interactions, it was a requirement that the person 

with CP had limited bodily functionality in one or both hands. However, they needed to be able to 

perform the exercises, so the degree of CP for the participants correlate with level I-III in both the 
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manual ability classification system (MACS) (Eliasson et al., 2006) and the gross motor function 

classification system (GMFCS) (Palisano et al., 1997). Due to the function of the eye-tracking device, 

none of the persons with CP had convergence insufficiency (CI).  

CP-interactions   Participants 

Persons with CP n = 11 (6 women & 5 men, 22-44 years old) 

Monoplegic n = 2 (one hand afflicted) 

Hemiplegic n = 4 (one hand afflicted) 

Quadriplegic n = 5 (both hands afflicted) 

Relatives n = 11 (7 women & 4 men, 19-71 years)  

Parents n = 08 (4 women & 4 men) 

Siblings/helper* n = 03 (3 women) 

Therapists  n = 11 (9 women & 2 men, 31-49 years) 

Occupational therapists n = 5 (3 women & 2 men) 

Physiotherapists n = 6 (6 women) 

Strangers n = 11 (5 women & 6 men, 20-52 years) 

    

Control-interactions    

Strangers n = 22 (13 women & 9 men, 19-57 years) 

    

TOTAL n = 66 (40 women & 26 men, 19-71 years) 

*One person with CP ended up including her 

helper instead of her sister.  

  

Table 1: An overview of the participants in the different CP-interactions and in the control group. 

Both CP and non-CP participants were told beforehand about the overall idea of the project- i.e., 

investigating joint actions in CP- but none of them knew who they would interact with and how the 

interactions would proceed. Some of the strangers would interact with a person with CP and others 
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would interact with another stranger as part of the control group. Before meeting each other, the 

two participants in each joint action session were taken separately into the fitting room, where they 

were fitted with the eye-tracking glasses. For the controls, the fitting-order was done randomly. In 

the CP-interactions, the person with CP got their glasses on first and was then shown into the 

experiment room. Then the other participant (relative, therapist or stranger) got their glasses fitted 

and was shown into the experiment room. After finishing one CP-interaction session with one 

participant, the person with CP would stay in the room, and another participant would enter, and 

they would perform the exercises for the second time. This process was also done for the third and 

last participant. The order of the CP-interactions (CP-relative, CP-therapist, and CP-stranger) was 

chosen randomly, and changed among different CP-sessions in order to avoid both the same CP-

interaction order and a joint action learning process for the person with CP.       

The joint action session was conducted by an experiment facilitator, who in the beginning described 

the set-up (camera, eye-tracking glasses, figures on the wall, etc.) to the participants and then 

throughout the session described the individual exercises. The facilitator initiated and stopped the 

exercises (when needed), but didn’t communicate in other ways with the participants during the 

session. After finishing the six exercises, the facilitator performed a 15-20 minutes interview with 

the two participants about their joint interaction (see description below). This interview was done 

in all three different CP-interactions. The interview focused on getting first-person reports from 

the two participants on how they had experienced the joint actions. The overall design and analysis 

of the interviews is inspired by the recent approach in cognitive science which combines 

phenomenological and qualitative research (Høffding & Martiny, 2016; Martiny, 2017). This is a 

second-person semi-structured interview method with its own specific questioning and analysis 

techniques that use open ‘how’ questions and specific strategies to draw the attention of the 

participants to detailed aspects of their experience, enabling them to give detailed first-person 

descriptions of their lived experiences. In this case, the interview focus was on how participants with 

and without CP experienced the situation of acting together in the joint action exercises, how they 

experienced their own actions and the actions of the other participant, and how they experienced 

the interaction when functional challenges occurred. After the interview was done the participants 

signed an informed consent form.   

In the study, the participants’ gaze and movements were recorded during the interaction. The gaze 

is recorded using the Tobii Pro Glasses 2 (firmware version 1.24.1), while a Microsoft Kinect (v1) 

camera is used for recording 3D video data, which are later used for acquiring the hand movements 

of the participants. The eye tracking glasses enable recording of both gaze data as well as the video 
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stream from a front facing camera and the raw eye cameras. The gaze data is encoded in JSON 

(JavaScript Object Notation) format and includes various parameters describing the eye and gaze of 

the user. In this study, the gaze parameters, as well as the video stream from the front camera are 

used. The gaze is represented as a vector going out from the eyes of the user. Due to the known 3D 

location of the hands and face, the focus can be measured by the distance between the gaze-line and 

these specific points in space. In order to get an overall measure of an exercise, the sequence is 

grouped into one of the three regions of interest, based on the minimum gaze-distance. For a more 

detailed description of the format and the different parameters, see Wulff-Jensen, 2017. The gaze 

parameters are relative to the eye tracking device and can be directly synchronized and overlaid on 

the video stream from the front-camera, to visualize what a person is looking at (see Figure 2). 

Before the start of the interaction, the glasses are connected to a computer through a RJ45/LAN-

cable, where the glasses are calibrated to the user, using the Tobii Controller Software. During this 

session, a trigger-signal is sent multiple times and saved in the JSON-file, in order to synchronize 

the different devices. During the interaction, the devices are recording data locally. The data is later 

imported and analyzed using MATLAB (R2017a). 

 

Figure 2: Example of the front-video recorded during a demo-session. The blue dot in the middle represents 
the gaze point of the user. The person in the picture is a researcher reenacting the setup. He has given 
informed consent for the picture to be published. 

 

In order to capture the movement of the participants’ arms, a 3D camera is placed above the table 

(see Figure 3). The camera is directly connected to the above-mentioned computer, and can record 

color and depth video streams, as well as estimating posture of front facing people in the scene. 

However, due to the position of the camera relative to the participants and the surroundings/table, 
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the built-in pose estimation algorithm cannot be utilized. Instead, only the color and depth streams 

are used for further analysis. Since the table is fixed during the whole interaction, the center of the 

table is used as reference, with the x-axis going between the two participants and the z-axis going 

vertical up relative to the surface plane. By projecting the data points to the table-plane and with 

the use of morphological operations and linear programming, the data is segmented into belonging 

to one of the two participants (see Figure 3). 

 

Figure 3: Left: Image from the 3D camera during the ‘give cup with water’-exercise. Right: The 3D data has 
been projected to the table-plane and segmented into belonging to one of the two participants. The middle 
line is a dynamic border between the two participants, changing with the data. 

 

The different data streams are synchronized with respect to time, by means of trigger signals sent 

during the eye-tracking calibration. However, in order to investigate what the participants are 

looking at and to estimate parameters such as mutual gaze, focus on hands/head/interviewer, etc., 

the glasses must be localized globally. Since the interaction is in a fixed and controlled environment, 

this is solved using fiducial markers, more specifically ArUco-Markers (Garrido-Jurado et al., 2014). 

ArUco-markers are two-dimensional black squares coded with white binary patterns. These 

markers can be detected and identified using computer vision and this functionality has been 

implemented in the computer vision framework OpenCV (Bradski, 2000). Furthermore, if the 

cameras have been calibrated with respect to inner camera parameters, the location and orientation 

of the markers can be estimated as well. These parameters are only relative to the camera but given 

that the orientation and location of the markers are known, this can be utilized to estimate the 

location of the camera/eye tracking glasses within the environment of markers. Since the 
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environment/room of interaction is fixed, it is possible to use a combination of multiple markers to 

build a spatial frame of reference, where an arbitrary calibrated camera will be able to localize itself 

within. Combining the data from the eye tracking glasses and the 3D camera, yields a common 

reference system where the participants’ gaze can be compared to the movements.  

Theory 

In order to analyse the data obtained from the functional and experiential dimensions of joint 

actions, we introduce the theory of affordances. This theory has already been applied in the 

predominant embodied and enactive accounts of joint actions to explain how some possibilities of 

action only emerge for two or more people acting together - like lifting a very heavy object (Marsh 

et al., 2009; Richardson et al., 2007; Vesper et al., 2017). However, our focus here is not only on joint 

affordances and their normativity, but on how perceiving some affordances as relevant is connected 

with adopting specific attitudes in each situation. 

Affordances are defined as the possibilities for action that an environment offers an embodied agent 

(Chemero, 2009; Gibson, 1979; Rietveld & Kiverstein, 2014). The agent might engage adequately 

or inadequately, better or worse, with them: there is a normativity to the agent’s engagement with 

the affordances. This normativity is rooted in the practices of the form of life of the agents engaging 

with those affordances, and the specific demands of the situation in which the affordances become 

relevant for the agent (Heras-Escribano, 2019; Rietveld, 2008; Rietveld & Kiverstein, 2014). We 

define object-affordances as those offered by an object to an individual agent, e.g., a cup for grasping. 

The normativity of object-affordances is defined unilaterally and functionally in relation to the goal 

that motivates the engagement with the objects in each context. However, it is possible to identify 

another kind of affordances called mutual affordances, and they represent what each person affords 

the other in an encounter (see Gibson, 1979).  For instance, a person smiling at me affords me to 

smile back, and a person crying affords me to console her. The normativity of mutual affordances, 

unlike that of object-affordances, emerges out of the interlocking of interests and capabilities of the 

persons involved in the specific situation. It is not pre-determined by the goal of a single person 

(For an analysis of the different kinds of affordances, and the ethical implications of distinguishing 

them, see Brancazio 2020). 

Depending on the situation, the field of affordances becomes polarized for the person in relation to 

what is most relevant for her. This means that agents perceive some affordances as more salient 

than others, as having a higher force of attraction. These salient affordances are called solicitations 
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(Dreyfus & Kelly, 2007).  At the same time, the rest of affordances recede to the background as 

uninviting, because they are irrelevant in the specific situation. 

Where a person looks during an interaction is a good indicator of what affordances she perceives as 

relevant, i.e., which ones become solicitations (see Tatler et al. 2014). Focusing on the objects and 

the hands region –instead of, for instance, on the other person’s face- indicates that the person 

perceives the situation as dominated by object-affordances. Likewise, focusing on the other person’s 

face indicates that mutual affordances are being perceived as relevant for the interaction, thereby 

influencing the way in which the shared goal is to be accomplished by the interactors. 

In the interplay between object affordances and mutual affordances, joint affordances emerge, which 

define the possibilities for action available to two or more people acting together, e.g., carrying a 

tray together (Butterfill & Sebanz, 2011; Inui, 2018; Knoblich et al., 2011; Richardson et al., 2007). 

The kind of solicitations that polarize the environment determines the normativity of joint 

affordances: either one-sided and exclusively goal-directed (object-affordances), or open and co-

determined by the confluence of interests and capabilities of the interactors (mutual affordances). 

The affordances that polarize the environment correspond to different attitudes that the interactors 

can adopt during the joint action. Mutual affordances correspond to an open and personalistic 

attitude, in which the persons involved acknowledge each other as a person with specific interests 

and capabilities, thus establishing a conscious mutual connection (see Toro & Martiny, 

forthcoming). On the other hand, joint actions in which object affordances are predominant 

correspond to what we call a functionalistic attitude. In this attitude, the interactors regard 

coordination and goal-accomplishing as the top priority of the interaction, regardless of how the 

other person might prefer or consider optimal to perform the task. 

Results  

The first outcome of the data relates to the measure of eye-focus on specific regions of interest. Here, 

three areas of interest (AOI) are considered for the analysis of eye fixations: i) the other person’s 

hands, ii) the other person’s face, and iii) the experiment facilitator. Figure 4 shows the overall 

average of the eye-focus tracking in relation to the different target-groups and all the sessions 

grouped into the six exercises. When it comes to AOI for persons with CP there is no significant 

difference across all exercises and across the three different groups (relative, therapist and stranger). 

They focus primarily on the hand region of the other person. 
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Persons with CP Relatives, therapists, strangers and controls 

(TD) 

All Exercises 

  

Handshake 

  

Give/Receive empty cup 

  

Give/Receive cup with water 

  

 

Give/Receive ball 

  

Patty-cakes 

  



47 

 

 

Move tray with cup of water 

  

Figure 4: Eye-tracking 

The pie-charts visualize the average of the amount of time the participants focus on different areas of interest, 
which is grouped by each exercise. The left part shows the focus for the persons with CP, with respect to the 
sessions with the three different participants (relative, therapist and stranger). The right part represents the 
same sessions, but for the group of non-cp participants (relative, therapist and stranger, including control-
group, TD). 

 

The mean of the fraction of time the AOI is on the other person's face for the relative, therapist and 

stranger are 0.435 (SD ±0.240), 0.414 (SD ±0.195) and 0.248 (SD ±0.166) respectively, which can 

be compared with the mean of the control group 0.735  (SD ±0.214); see Figures 4-6. 

Further analysing the relationship between the fraction of time the non-CP participants look at the 

face of a person with CP and the group the non-CP belongs to (relative, therapist, stranger), we 

constructed a linear mixed effects model (using R (v 3.6.1) and the lme4/lmerTest  packages (v 

3.6.0)) of D) this fraction, as a function of F) the non-CP participants group (relative, therapist or 

stranger) and with R) a random intercept for the person with CP, to account for observed differences 

between the persons with CP. We compared this to a null-model that only had the random intercept 

for the person with CP.  
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Figure 5:  The fraction of time each non-CP and control person looks at the face of the other person as a box 
plot showing quartiles and median values. Note that the relative, stranger and therapist all meet a person 
with CP, whereas the control group meet a non-CP person. 

We found that the group of the non-CP participant affects the fraction of the time the AOI is on the 

PwCP's face (χ2(2)=7.94, p=0.019). Contrasting the three groups shows that only the difference 

between relative and stranger is significant (t(24.2)=2.69, p=0.033) with the difference between 

stranger and therapist not so, (t(24.2)=-2.31, p=0.062) when adjusting for multiple comparisons 

using Tukey’s method; the estimated marginal means are as above (0.435, 0.414 and 0.248) with a 

SE=0.061.  

For the full (vs null) model, the standard deviation of the random effects were 0.11 (0.10) for the 

intercept and 0.16 (0.19) for the residuals, and the ICC of the grouping variable of the 11 groups 

was 0.35 (0.21). The pseudo-R2 of the full model was 0.16 for the fixed effects and 0.46 in total. 
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Figure 6: The fraction of time each non-CP person looks at the face of the person with CP. The orange, pink 
and blue dots show data for each person with CP meeting a relative, stranger or therapists. Note that in 9 
out of 11 cases the stranger looks the least at the face of the person with CP. 

The bodily motion data measures the spatial information of the participants’ hands, as well as the 

location of interaction. The time of interaction has been annotated manually to extract three 

datasets: i) interaction time, ii) responsiveness in the interaction, iii) point of interaction. Figure 7 

gives a total overview of the different groups of joint actions: CP-relative, CP-therapist, CP-stranger 

and control group. Interaction time: Overall, the persons with CP took significantly longer time 

[Relative: (M=18.08, SD=4.86), Therapist: (M=16.90, SD=2.64), Stranger: (M=17.36, SD=3.44)] 

than the control group (M=14.03, SD=1.52) to do the exercises [Relative<>Control: (t(20)=2.63, 

p<0.01), Therapist<>Control: (t(20)=3.12, p<0.01), Stranger<>Control: (t(20)=2.93, p<0.01)]. 

Among the CP-interactions there are no overall and significant differences in time 

[Relative<>Therapist: (t(20)=0.71, p>0.4), Relative<>Stranger: (t(20)=0.40, p>0.6), 

Therapist<>Stranger: (t(20)=-0.35, p>0.7)]. In relation to the responsiveness in the interaction, 

the control-group (M=0.03, SD=0.24) and the CP-stranger group (M=0.04, SD=0.34) are overall 

more synchronized in their responsiveness [Relative<>Stranger: (F(250,247)=0.70, p<0.01), 

Therapist<>Stranger: (F(250,257)=0.61, p<0.001), Relative<>Control: (F(270,247)=0.35, 

p<0.001), Therapist-Control: (F(270,257)=0.30, p<0.001)],], than the CP-relative (M=0.03, 

SD=0.41) and the CP-therapist (M=0.02, SD=0.44) groups, which show no significant difference 

between them (F(247,258)=0.87, (p>0.27). Regarding the point of interaction, the control group’s 
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points of interaction (M=-0.02, SD=0.05) are significantly more balanced compared to the CP-

interactions [Relative: (M=-0.04, SD=0.07), Therapist: (M=-0.04, SD=0.07), Stranger: (M=-0.04, 

SD=0.07)], [Relative-Control: (t(1436)=-4.97, p<0.001), Therapist-Control: (t(20)=-5.25, 

p<0.001), Stranger-Control: (t(873)=-3.63, p<0.001)], followed by the CP-stranger group (p<0.05). 

There are no significant differences between the CP-relative and CP-therapist groups 

(t(1996)=0.46, p>0.6).  

a) 

  

b) 
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c) 

 

Figure 7: Bodily motion data 
Three different datasets are shown comparing the performance of CP-relative, CP-therapist, CP-stranger 
and typically developed adults (TD) interactions: 

a) (Interaction time): The average time it takes to complete an exercise. This is based on manual annotations 
of the different exercises.  

b) (Responsiveness): Histogram of the temporal offset of interaction, i.e., how fast participants initiate the 
movement towards the point of interaction and how fast participants reacted to the other person’s movement. 
A value of 0 means that both participants approach the point of interaction at the same time. If the value is 
negative, this means that the person with CP is behind/slower than the other person.  

c) (Point of interaction): The bars indicate the average of points of interaction, that is, the location at which 
the different interactions occurred. A value of zero indicates that the interaction occurred equidistantly to 
each participant, while negative values indicate that the interaction occurred closer to the person with CP.  

 

Regarding the first-person experience of the joint actions, the data show that the different 

interactions can be categorized into cases of affectively positive and negative experiences of joint 

actions (see Appendix Table 1). Positive joint actions mostly occur within the control group 

interaction and the CP- relative and CP-therapist interactions. Common aspects of affectively 

positive interactions are: 
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Natural: the interaction is experienced as fine, routine, smooth and without the need for verbal 

confirmation or thinking about the interaction.  

Open: the participants figure out together how they will interact, and they let the interaction take 

its own course.   

Attuned: the participants experience that they are emotionally aligned about how to interact, and 

they affectively acknowledge it and show it to each other.      

 

Negative joint actions occur within the interaction of CP-stranger. Common aspects of negative 

interactions are: 

 

Problematic: the interaction is experienced as uncertain, fearful and problematic, the participants 

are nervous, insecure, uneasy, and hesitant, and the atmosphere is dramatic and tense.       

Functional: participants are focusing primarily on getting the interaction done in a correct way, 

without making mistakes. 

Object focused: participants focus primarily on the hands and the exercise objects and not on the 

other person’s eyes, face, gestures, etc. 

Transgressive: the interaction goes beyond the personal boundaries, including emotional and 

bodily boundaries.   

Alert: participants become much more aware of themselves and the situation than they normally 

would.  

Discussion  

Figures 4 - 7 show that interactions with people with CP are functionally more demanding: the 

interactors take more time to perform the task, their interaction points were less balanced, and they 

focused less on the other person’s face, compared to the interactions of the control group. However, 

in all CP-interactions participants managed to coordinate and complete the exercises. Furthermore, 

the results from Figure 7 shows that the CP-stranger group was significantly more responsive and 

balanced in the interactions than the CP-relative and CP-therapist. Results from Figures 4 - 6 also 

show that the CP-interactions significantly differ in relation to eye-focus in face region across the 

three different groups, where CP-stranger look considerably less at the face region in comparison 

to CP-relative and CP-therapist. The first person experience reports (see also Table 1 in the 

Appendix), show that along with the control group the experiences of the joint actions for CP-

relative and CP-therapist, can be categorized as affectively positive, in comparison to the CP-
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stranger joint actions, which can be categorized as affectively negative experiences, based on the 

predominant experiences in each category. 

We can therefore observe that in the control group, smooth coordination and affectively positive 

experience go together. Since these are the most common cases of joint actions, mismatches between 

coordination and positive experience are usually overlooked. In CP-stranger interactions, 

coordination is not as smooth (even though interactors manage to coordinate and perform the tasks 

successfully) and participants report a negative experience. Following the current joint action 

accounts, this correlation is to be expected, given that problems in coordination should have a 

negative impact on the experience of the joint action. 

However, the rest of the interactions show that the dimensions of affectivity and functionality are 

not necessarily co-dependent. Despite coordination challenges, joint actions were still experienced 

positively in the CP-relative and CP-therapist groups. 

This indicates a complex relation between the functional and the experiential dimensions of joint 

actions, which has not been addressed by the predominant accounts of joint actions –including the 

embodied and enactive approaches-. We propose to clarify this complexity by applying the theory 

of affordances, as described above.  

Figure 4 shows that in joint actions with people with CP, strangers focus mostly on the other 

person’s hands and in the objects of the interaction. This indicates that the strangers perceive an 

environment polarized by object-affordances –most likely because of the difficulty to perceive the 

mutual affordances coming from the person with CP (see Krueger 2011 on the role of facial 

expressions in social cognition). In contrast, we see significantly higher percentages of interest in 

the face region for the control and CP-relative interactions, compared to CP-stranger interactions 

(Figures 4 - 6). In CP-Therapist interactions, the percentage of interest in face region is markedly 

higher too compared to CP-stranger interactions. This points to a profound difference in the 

polarization of the field of affordances, dominated by mutual affordances in the control, CP-relative 

and CP-therapist groups, and by object-affordances in the CP-stranger group. 

In CP-relative and CP-therapist interactions, the participants adopted a personalistic attitude, thus 

acknowledging the specific capacities of the person with CP, their preferred rhythm and general 

strategy to perform the tasks. In this way, the joint affordances they engaged with were influenced 

by the mutual affordances that dominated the interaction. 
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On the other hand, in the case of CP-stranger interactions, participants adopt a functionalistic 

attitude, concerned mostly with the objects of the action and the aim of accomplishing the goal of 

the interaction. In this case, the joint action closes down in relation to mutual affordances. 

We can understand the bodily motion data (Fig. 7) as a result of the solicitations that polarize the 

environment in each interaction, and the corresponding attitude adopted by the participants. The 

reason why it takes longer time for the CP-relative group than the CP-stranger group to perform 

specific demanding tasks, like passing and receiving a cup with water and moving the tray with a 

cup of water, is that in the former group the relative adopts the personalistic attitude, and by doing 

so, adapts to the optimal strategy of the person with CP to perform the task. The stranger, on the 

other hand, adopts the functionalistic attitude, and resorts to the predetermined way of doing things, 

overlooking the particularities of the person with CP. It also explains why the CP-stranger 

interactions are functionally more responsive than CP-relative and CP-therapist. Unlike the 

strangers, the relatives and the therapists make a pause before initiating action, to allow for the 

person with CP to decide on their own what would be the optimal way to perform the task, and 

afterwards they adapt to it. This pause causes interactions to be less responsive, compared to CP-

stranger interactions. 

How the joint actions unfold depends on the kind of affordances the participants perceive as more 

salient, and on the corresponding attitude they adopt. Engaging with mutual affordances and 

adopting a personalistic attitude opens up the space for interactors to explore for alternative 

strategies and unorthodox affordances. By doing so, the optimal way to accomplish the shared task 

for the interactors emerges out of what each person considers their own optimal performance, and 

that of the other person3. In this way, both participants constitute a system of joint actions that 

tends towards an optimal grip in the shared field of relevant affordances (see Rietveld and Kiverstein 

2014). 

The openness and flexibility with which the joint action unfolds constitute a dimension of the joint 

action in its own right, alongside the dimension of functionality (coordination and goal-

accomplishment) and the experiential dimension (the feelings of connectedness, rapport, flow and 

                                                 

 

 

3
 See Toro, Kiverstein and Rietveld, 2020 for a discussion of the importance of engaging with 

unorthodox affordances for people with disability.  
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harmony). We characterize the dimension of openness in terms of the influence that the mutual 

affordances exert on the course of the joint action, and the personalistic attitude adopted by the 

participants. Furthermore, we claim that the dimension of openness co-determines, together with 

the dimension of functionality, the affective dimension of the joint action.  

Control group interactions exhibited a high level of functionality together with a high degree of 

openness, which led to affectively positive experiences of the interactions. CP-relative and CP-

therapist interactions showed partial disturbances at the functional level together with a high 

degree of openness. Affectively, the interactions were experienced positively, insofar as the specific 

capacities and interests of the interactors were taken into account and informed the course of the 

joint action, thus making up for the functional disturbances. CP-stranger interactions, on the other 

hand, displayed a slightly higher level of functionality -compared with the other CP interactions-, 

which, together with a low level of openness, rendered affectively negative experiences. In these 

cases, the interaction was experienced as functional, unnatural, tense and transgressive (see 

Appendix Table 1). The interaction is experienced as transgressive since a low degree of openness 

and a focus on the functionality lead participants to overlook cues about personal boundaries and 

interests.   

This analysis aims at supporting the introduction of the dimension of openness of joint actions as 

essential to understand how the functional and the experiential dimension of joint actions are 

interrelated. We argue that the functional and experiential dimensions are not directly related, as 

current accounts propose, but are rather mediated by the degree of openness and flexibility exhibited 

by the joint action system as a whole. The case of joint actions with people with CP have shown the 

relevance of this dimension, which is typically overlooked or conflated with the affective dimension 

in current accounts of joint actions. 

Conclusions 

Based on empirical data about joint actions involving people with CP, we have tested the hypothesis 

proposed by embodied and enactive accounts of joint actions, according to which the functional and 

experiential dimensions of joint actions are directly related and that people who have problems with 

bodily coordination would experience negative joint actions. The results point to a more complex 

relation between those two dimensions: a relation mediated by a third dimension defined in terms 

of openness and flexibility of the system performing the joint action. This dimension of openness 

can be identified and characterized by applying the theory of affordances. What each person affords 
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each other, and how relevant those mutual affordances are for each person during an interaction 

determines the level of openness exhibited by the interactors. We have also shown that the 

dimension of flexibility and openness manifests itself in bodily and eye movements (gaze-focus and 

bodily responsiveness), as well as at the first person perspective, in relation to the attitude adopted 

by the interactors.  
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Appendices 

Table A.1: First-Person data 

The table shows a schematic account of the descriptions given by the participants from the different 

interactions between groups, controls and CP-relative, CP-therapist and CP-stranger. The descriptions are 

the basis of a conceptualized coding, and each code is categorized under a master heading relating to either 

positive or negative experiences of the interaction.   

Group Code  Descriptions 

Category: Positive Experience 

  Natural   “We're pretty fast at just getting going, because we both immediately 

feel that this is doable.” 

  Open   “I noticed that we could perform the task however we wanted, but 

because there's this interaction, we'll do it together.” 

Controls Attuned   “I didn't really feel any need to confirm that we were okay, because I 

just somehow felt we were attuned so to speak.” 

  Non-verbal  “It was almost as if we 'talked' about it by way of our cues. About how 

we would do it.” 

  Comfortable “Having checked each other out and smiled ensures a comfortableness in 

performing these tasks.” 

  Flow   “I don't think about it when it flows, but if it doesn't flow I think about 

it a lot.” 

    

  Natural   “It’s a natural routine, it's not something I think about. Pretty much 

never.” [CP] 

  Open   “I wait. It’s a collaboration. We wait and then the situation arises, and 

we do it in our own pace.” [Relative] 

Relatives Attuned   “Sometimes it's just automatic. It's like you know what I'm thinking and 

vice versa.” [CP]  
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  Habitual   “It’s pretty much just a reflex… I don't think about it a lot. It's just 

habits and experience.” [Relative] 

  Calm   “[Doing the tasks with my mother] was much more relaxed. She’s 

someone I trust 100%, and she knows me and my limitations.” [CP] 

    

  Connection “Because I don't know [the therapist], I need to connect more, so I’m 

aware of what each of us is doing in relation to the other.” [CP] 

  Open   “Just a huge openness from you [therapist], coming in with this great 

smile. [The stranger] was more hesitant about what was going on.” 

[CP] 

Therapists Waiting   “I chose to wait for the [person with CP]. I could see that she was 

reaching out with two hands, so I thought okay, that’s how we’ll do it.” 

[Therapist] 

  Contact   “I think I'm pretty aware that I need a connection with you on this, so I 

was pretty aware from the get go that I made eye contact.” [Therapist] 

  Focus   “I was also very concentrated when I had to receive the cup. I don’t look 

at you then, I look at the cup.” [CP] “Yes, I believe we do that, and 

afterwards we reconcile with the eyes or smile.” [Therapist] 

  Acting   “That’s why I thought it was up to you. I reach out my hand, and then 

you do what works for you. I don't think I give it much thought, I just 

do it.” [Therapist] 

    

Category: Negative 

Experience   

  Functional  “I didn’t notice anything specific about [person with CP’s] eye contact 

and body language. I focused a lot on the objects, doing it properly and 

performing the task.” [Stranger] 

  Alert   “I felt like I had to be ready in some kind of way. I have to consider 

something I'm not used to. Normally this just happens, but now I have 

to be ready for something entirely different.” [Stranger] 

  Careful   “I think I’m being more careful than I normally would, because I fear we 

will spill the water.” [CP] 

Stranger 

Correct   “I can relate to the need of performing the task correctly, but at the 

same time I also think I need to look you in the eyes to see who I’m 

doing the task with. So, it’s not just a robot.” [CP] 

  

Unnatural   “It’s not natural for me to do it with a [stranger]. I’d be afraid to look 

him so much in the eyes, because he doesn’t look me in the eyes.” [CP] 

  Dramatic   “It’s a bit dramatic, tense. Suspicious.’’ [Stranger] 
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  Transgressive “[The experience was] difficult and transgressive of personal 

boundaries. Because I could tell it was going to be a problem. You don’t 

really know how to react.’’ [Stranger] 

  Hesitant   “You seem a bit more insecure about what you yourself have to do… 

You’re more hesitant because you don’t know what to do in the 

situation.’’ [CP] 

  Insecure   “You fear that - how should I put it – that you do something that hurts 

the other person’s feelings. You really fear that. So, you get insecure.” 

[Stranger] 
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New Perspectives on Person-Centered Care. An Affordance-based Account 

 

Abstract 

Despite the growing interest and supporting evidence for Person-Centered Care (PCC), 

there is still a fundamental disagreement about what makes healthcare person-centered. In 

this article, we define PCC as operating with three fundamental conditions: personal, 

participatory and holistic. To further understand these concepts, we develop a framework 

based on the theory of affordances, which we apply to the healthcare case of rehabilitation 

and a concrete experiment on social interactions between persons with cerebral palsy (CP) 

and physio- and occupational therapists. Based on the application of the theory, we argue 

that in order for healthcare to be considered as PCC, professionals need to adopt a 

personalistic attitude in their care, defined (at the how-level) in terms of mutual affordances: 

how the professional and the  person of care acknowledges each other as a person in an 

interaction. In opposition, we define (at the what level) the functionalistic attitude in terms 

of object affordances, those related to a concrete goal. We show that PCC requires a balance 

of personalistic and functionalistic attitudes, since this contributes to a participatory and 

holistic conception of, and interaction with, the person of care.  

 

 

Key words: Person-Centered Care; cerebral palsy; theory of affordances; personalistic attitude; 

rehabilitation, Phenomenology 

 

 

1. Introduction  

Over the last two decades, there has been a growing interest among healthcare professionals in the 

person-centered approach. Person-Centered Care (PCC) should be seen as a systemic reaction to the 

more traditional disease-focused medical model (Anderson & Funnell, 2005), as well as a reaction 

to the failure of this traditional model to hold evidence-based medicine to account in its drive to put 

more epidemiology into clinical practice4. In contrast to the medical model, PCC defines health as a 

                                                 

 

 

4 Thanks to one of the reviewers for making this clear.  
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person’s wellbeing - in all its complexity - which cannot be reduced to the absence of disease 

(Cloninger & Cloninger, 2011).   

 

A growing body of evidence supports the need for person-centered changes in healthcare, as the 

influential report of the Institute of Medicine Crossing the Quality Chasm suggests (IOM, 2001). 

The need for PCC is not only motivated by the widely documented positive effect it has on the 

patient’s disease outcomes and quality of life (Castro et al., 2016; Epstein et al., 2010; Stewart et al., 

2000; Venetis et al., 2009), but it also addresses the patients’ demand for participation and inclusion 

(Whiston et al., 2017). It is revealing of the current healthcare situation that the most common 

complaints in hospitals in Europe and the US correspond to issues in communication and empathy 

between the professional and the patient (Eriksson & Svedlund, 2007; Fenning et al., 2019; Jangland 

et al., 2009; Reader et al., 2014). Overall, there is currently a general dissatisfaction with the 

fragmented and impersonal way in which healthcare systems conceive of and treat the patients 

(Ciechanowski & Katon, 2006; Institute of Medicine & Committee in Quality of Health Care in 

America, 2001; Schattner, 2014).  

 

To deal with healthcare challenges such as miscommunication, fragmentation and 

depersonalisation, PCC operates with three fundamental conditions5:   

 

Personal: The aim of PCC is to develop care that considers the unique and particular person and his 

or her relationship with other unique and particular persons (Mezzich et al., 2010; Swan, 2009). 

This means first of all to understand, recognize, acknowledge and respect the particular patient as 

a whole person, with a complex life situation and with his or her personality, perspective, abilities, 

desires, needs, values, concerns, beliefs, culture, traditions, habits, activities, preferences, etc. 

(Leplege et al., 2007). Secondly, it means to  acknowledge the personal subjectivity of the healthcare 

professional and how this influences the provided healthcare (Mead & Bower, 2000).   

                                                 

 

 

5 Mead and Bower operate with five conditions for patient-centered care: 1) biopsychosocial perspective, 2) ‘patient-

as-person’ 3) sharing power and responsibility, 4) therapeutic alliance and 5) `doctor-as-person' (Mead & Bower, 

2000). In our conceptualisation of PCC we group 2) and 5) under the heading of personal and 3) and 4) under the 

heading of participatory.  
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Participatory: PCC conceives persons as healthcare agents, with the right to make decisions about, 

and to participate in, their own care. Participation should be structured in such a way that the 

decision-making processes are shared between the persons or family members, and the healthcare 

professionals, thereby empowering and encouraging the person’s autonomy, self-confidence, 

dignity, and self-determination (McCarthy & Freeman, 2008). The relation between the different 

healthcare agents (i.e., patients, family members, and professionals) should therefore be understood 

interpersonally and between persons with authority, power, control and agency on both sides of the 

table (Ingram, 2009; Leplege et al., 2007; Mead & Bower, 2000; Slater, 2006). 

Holistic: Healthcare research and practice should go beyond traditional bio-medical disciplines and 

be able to account for biological, psychological, and social aspects of the person. Such an 

interdisciplinary approach is seen as providing a holistic and biopsychosocial model for healthcare 

(Mead & Bower, 2000; Smith et al., 2013; Wade & Halligan, 2017).    

 

These three conditions of PCC overlap with other healthcare approaches, such as the 

biopsychosocial model and a group of related ‘centered’ healthcare approaches, namely the 

patient/client-, family- and relationship-centered approaches (Hughes et al., 2008). Despite the 

research and healthcare resources that have been put into PCC and the many detailed accounts and 

associated approaches that try to translate PCC into concrete practices of healthcare (Gibson et al., 

2019; Morgan & Yoder, 2011; Schattner, 2014), PCC has not developed into an established 

healthcare practice. The dominating practice at healthcare institutions is still the traditional disease-

focused medical model. Scholars argue that the current problem with PCC is a systemic one, namely 

that there is currently no political, economic, educational and organizational incentives and 

infrastructures for using and/or assessing a PCC healthcare model (Berwick, 2009; Jørgensen et al., 

2017; Nicolucci et al., 2013; Wade & Halligan, 2017).  

 

Whereas we support the overall systemic criticism of current healthcare, what we see as the biggest 

challenge for PCC is that proponents of PCC don’t agree on how to understand the three conditions. 

Due to this disagreement, in addition to the increased popularity of PCC, Ekman et al. (2011) have 

provocatively argued that the challenge is currently not to convince people to practice PCC.  Rather 

it is to convince them that although they believe they are practicing PCC, they are not - at least not 

consistently or systematically.  

 

1.1. Framing and experimenting with rehabilitation 
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Rehabilitation is not an exception to the current situation in PCC. For example, rehabilitation of 

cerebral palsy (CP) has, since the beginning of the century, refocused its aim to both understand 

and reduce activity limitations, participation restrictions, and the personal dependence that 

characterize CP (Barnes, 2001; P. Rosenbaum et al., 2007; P. L. Rosenbaum et al., 2007). This focus 

follows the World Health Organization’s International Classification of Functioning, Disability and 

Health (ICF, 2001). Despite extensive work, the practical impact of this research and these 

treatments, strategies, and interventions has been quite limited (Pandyan et al., 2005; Scianni et al., 

2009; Sheean, 2001). Indeed, a systematic review of the work with children with CP, shows that 

none of the interventions actually addresses the psychological and social areas of participation, 

environmental and personal factors, even though this is an important part of the ICF rehabilitation 

focus. The focus of interventions is exclusively biomedical, and it is aimed at body structures and 

functions (Novak et al., 2013). This shortcoming in the rehabilitation of CP has led to an even more 

increased emphasis on PCC for working with rehabilitation of CP (Aisen et al., 2011). 

 

Conceiving a person’s condition (e.g., CP) exclusively in functional terms - as a limitation, 

impairment or disorder of a specific bodily function -, can cause healthcare to become fragmented 

and depersonalised, making it impossible for the healthcare professional to apply the three tenets of 

PCC. Such a tendency toward depersonalisation and fragmentation is, as already described, 

occurring across all healthcare practices. However, if healthcare as a whole has fallen victim to such 

‘functionality trap’, the situation is even more so for rehabilitation. Thus, we can make substantial 

progress by analysing the field of rehabilitation in relation to the problem of understanding and 

applying PCC. Throughout the article we will therefore focus on PCC in rehabilitation, without 

neglecting the aim to understand and apply PCC in healthcare in general.  

 

To deal with the challenges of PCC in rehabilitation, we need to understand the underlying 

conditions that determine when a social interaction in rehabilitation is experienced as personally 

positive or negative, when it is experienced as participatory and when it could be said to be holistic. 

We should be able to compare the social interactions with healthcare professionals in rehabilitation 

with other daily interactions with for example strangers and relatives, so that we can identify and 

distinguish the conditions of positive social interactions in healthcare from daily settings. For 

example, what is the difference between a relative caring for a person with disability and a healthcare 

professional? And what is the difference between the interactions of a person with disability and a 

stranger in the streets and a stranger (i.e. professional) in a healthcare setting? 
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To create such understanding and comparison of different social interactions, we will offer a 

framework based on the theory of affordances and apply it to a specific experiment on interactions 

between persons with CP and therapists, relatives and strangers. The theory of affordances, claims 

that  agents perceive the environment primarily in terms of affordances, which are the possibilities 

for action that an environment offers an embodied agent, based on its bodily skills and abilities 

(Chemero, 2009; J. J. Gibson, 1979; Rietveld & Kiverstein, 2014). These possibilities for action are 

invitations that the environment provides the agent to interact with things, animals and other 

people in the environment. The notion of affordance therefore allows us to inquire into the ways in 

which the environment and other people emerge for a person as inviting some specific actions, and 

discouraging others. According to Gibson’s original formulation, “The affordances of the 

environment are what it offers the animal, what it provides or furnishes, either for good or for ill” 

(1979, 119. Italics in the original). In the framework we develop here, we enrich the notion of 

affordance by linking it to central phenomenological insights about perception and empathy.  

 

Our primary goal in this article is to develop a philosophically grounded proposal of how to 

understand some essential aspects of the three conditions of PCC, and how to put them into practice 

in rehabilitation and healthcare settings. The experiment we discuss throughout the article allows 

us to show, in more concrete terms, the essence of our philosophical proposal, and to offer some 

guidelines about how to apply it to concrete healthcare practices.  

 

2. The Experiment: Conditions for positive social interactions 

In Martiny, Toro, et al. an experiment is designed to reproduce interactions that people with CP 

have in their everyday lives when interacting with their physiotherapist or occupational therapist, 

with relatives and with complete strangers. In the experiment a person with CP with limited bodily 

functionality in one or both hands sits at a table in front of either a relative, stranger or therapist 

(who is also a stranger to the person with CP). Following the instructions of a facilitator, they 

perform basic hand-to-hand tasks together: they shake hands, pass and receive a cup with and 

without water, pass and receive a small coin-shaped object, play patty cakes, and move a tray with 

a cup of water on top. The participants perform the tasks with both hands, to make sure that the 

person with CP uses their impaired hand.  

 

During the interaction, the participants wear eye-tracking glasses, in order to measure where they 

are looking at every moment of the interaction. Based on recorded 3D video data, parameters related 

to the bodily movement of the participants are measured: how quickly they respond to the 
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instruction, how long it takes them to perform the task, where on the table the interaction occurs, 

among others. Following the PCC principle of considering the person’s experience, 

phenomenological interviews with the participants are conducted about their experiences of the 

interaction.  

 

11 persons were recruited for each participant-group in the different CP-relative, CP-therapist and 

CP-stranger interactions. Regarding the 11 participants with CP, the persons were chosen 

according to their type (spastic cerebral palsy), location and degree of CP. The person with CP had 

limited bodily functionality in one or both hands, but they needed to be able to perform the exercises, 

so the degree of CP for the participants correlated with level I-III in both the manual ability 

classification system (MACS) (Eliasson et al., 2006) and the gross motor function classification 

system (GMFCS) (Palisano et al., 1997). Due to the function of the eye-tracking device, none of the 

persons with CP had convergence insufficiency (CI).  

 

In addition to the CP-interactions, corresponding non-CP interactions between two strangers 

without CP were also conducted for control-comparison. In these interactions the two strangers 

performed the same exercises in the same experimental setting as for the CP-interactions. The 

recruitment process was done in collaboration with a healthcare institute working with CP, where 

the persons with CP and their relatives were recruited, and where the professional therapists, who 

were strangers to the persons with CP, were working. The strangers and the control participants 

were recruited randomly through the affiliated university and the healthcare institute, using their 

network and media channels. Both CP and non-CP participants were told beforehand about the 

overall idea of the project, but none of them knew who they would interact with and how the 

interactions would proceed. Some of the strangers would interact with a person with CP and others 

would interact with another stranger as part of the control group. 

 

2.1 Areas of interest and relevant affordances 

The eye-tracking data of the experiment reveals important differences throughout the groups and 

their interactions. Relatives and therapists looked, on average, at the face of the person with CP 

significantly more than the strangers. In a task like playing patty-cakes, both the therapists and the 

relatives looked at the face of the person with CP 47% of the time, while the stranger only did so 

21% of the time. In the same task, the stranger focused on the other person’s hands 73% of the time, 

while relatives and therapists did so 50% and 48% of the time, respectively. These data show that 

the strangers, when interacting with a person with CP, perceive the situation and the environment 



71 

 

in a very different manner than the relative and the therapist. Meanwhile, the two strangers in the 

control group focus mostly -much more than the other groups- on each other’s face: throughout all 

exercises, they focused on the other person’s face 73% of the time.  

 

According to these results, the low percentage of time that the stranger focuses on the face of the 

person with CP –compared to the other interactions- is not explainable by the sheer fact that they 

are strangers to each other. There are two reason for this: 1) the therapist looked at the person with 

CP considerably more than the stranger did, despite the fact that the therapist and the person with 

CP also didn’t know each other. And 2) participants in the control group were strangers to each 

other, and their rate of looking at each other’s face was the highest of all groups measured.  

 

We can understand these differences in terms of affordances. According to the theory of affordances, 

as described above, we perceive the environment primarily in terms of invitations to act and 

interact.. Furthermore, depending on the situation, some affordances appear more attractive than 

others: if I’m thirsty, the affordance ‘drinkable’ of the glass of water will appear very relevant, while 

other affordances, like the chair to sit on, will recede to the background as less relevant in my current 

situation (see Dreyfus & Kelly, 2007). Where a person looks during an activity is a good indicator 

to determine what affordances that person values and perceives as relevant, and which ones appear 

as less valuable and relevant.  

 

Therefore, according to the data, the affordances perceived as relevant in the CP-interactions by the 

therapist and the relative are different from those that appear relevant to the stranger. While the 

therapist and the relative focus more on the affordances coming from the face of the  person with 

CP, the stranger focuses much more on the hands of the person with CP and on the objects related 

to the task (the cup of water, the tray, and so on). This difference can be described not only in terms 

of the individual affordances that they find relevant, but on the kind of affordances that appear 

relevant to them.  

 

We can distinguish two kinds of affordances: object and mutual affordances. Object affordances, as 

the name suggests, are those affordances provided by objects in the environment. When we engage 

with object affordances, we do so with a functionalistic attitude: for instance, I sit on the chair because 

I’m tired, and I know that the function of the chair is to sit on it. Engaging with an object affordance 

presupposes the perception of the object as having a function in the context it is encountered. Mutual 

affordances, on the other hand, correspond to what two people afford each other: a sad person, for 
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instance, affords being consoled, and someone smiling at me affords me smiling back6. When we 

engage with mutual affordances, we acknowledge the other as a person with her own experiences, 

perspectives, interests and capabilities. It is a bidirectional relation, of mutual adjustments. 

Whenever we act on mutual affordances, we do so with what we call a personalistic attitude, an 

attitude of openness to the other’s experiences and particularities. Therefore, a specific kind of 

attitude is associated with the affordances that appear as most relevant for a person in the 

interaction. Object affordances correspond to the functionalistic attitude, and mutual affordances 

correspond to the personalistic attitude7.  

 

The notion of personalistic attitude can already be found in the phenomenologist Edmund Husserl’s 

analysis of the different ways in which a person can direct their attention to the surrounding 

environment8. In what he calls the ‘naturalistic attitude’, the person experiences the realm of the 

objective nature -the physical- as foundational for the other layers of experience, like that of the 

psychological properties of animals and people. In this attitude, a person is perceived as a body with 

physical properties, and beyond those, also psychic properties. The person in the naturalistic 

attitude conceives other people’s behavior in the causal terms of stimuli and response. But we are 

not always in this naturalistic attitude: when we interact with other people, shake their hands and 

have a conversation, we adopt the personalistic attitude. We don’t think of them in terms of physical 

bodies with psychic features, we directly perceive them as persons, that behave according to 

motivations, not stimuli. In the personalistic attitude, I share the world with the person I’m 

interacting with and we motivate in each other specific responses. In brief, there is, between us, a 

“conscious mutual relation” (Husserl, 1989a).  

 

                                                 

 

 

6  Gibson proposed the notion of mutual affordances, and considered it extremely important for an account 

of perception: “The richest and most elaborate affordances of the environment are provided by other 

animals and, for us, other people. (…) Sexual behavior, nurturing behavior, fighting behavior, cooperative 

behavior, economic behavior, political behavior – all depend on the perceiving of what another person or 

other persons afford, or sometimes on the misperceiving of it” (Gibson 1979, 126-127). Nevertheless, he 

didn’t develop it further. We hereby propose a phenomenologically inspired notion of mutual affordance. 
7 See also Brancazio 2020 for a detailed account of the different types of affordances.  
8 The theory of affordances was deeply influenced by Husserlian phenomenology through Gibson’s 

reading of Merleau-Ponty’s Phenomenology of Perception. See (Lobo et al., 2018).  
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Husserl goes on to claim that the personalistic attitude is more fundamental than the naturalistic 

one: “Upon closer scrutiny, it will even appear that there are not here two attitudes with equal rights 

and of the same order, or two perfectly equal apperceptions which at once penetrate one another, 

but that the naturalistic attitude is in fact subordinated to the personalistic, and that the former only 

acquires by means of an abstraction (...)” (Husserl, 1989a).  

 

Thus, based on the data about the participants’ gaze, and the affordances that appear relevant for 

them, we can say that the CP-relative and the CP-therapist interactions are guided by the 

personalistic attitude. Both relatives and therapists engage with both object and mutual affordances, 

thus acknowledging the other person’s experiences, capabilities and perspective. On the other hand, 

CP-stranger interactions are guided only by the functionalistic attitude: the stranger is mostly 

concerned with the object-affordances related to the task and with accomplishing the goal as 

functionally efficiently as possible, disregarding the specific mutual affordances coming from the 

other person.  

 

The data from the control group show that mutual affordances are predominant in common 

situations when two strangers engage in simple tasks, like paying for a cup of coffee and then 

receiving it. The fact that participants in the control group looked at the other person’s hands only 

20% of the time indicates that object affordances were not the most relevant for them during the 

tasks. They were rather focused on mutual affordances, that is, they coordinated with the other by 

way of looking at each other’s face and eyes.  

 

2.2 Affordances, attitudes and experiential reports 

The behavioral data about the areas of interest which the participants focused on is consistent with 

the first person reports that they gave in the phenomenological interview afterwards. The CP-

relative interactions were experienced as habitual, natural and attuned. They know each other well; 

they have performed the same tasks countless times and the relative has acquired an implicit 

knowledge of how to deal with daily life tasks in ways that suit the person with CP.  

 

Interestingly, CP-therapist interactions were experienced positively too, despite the fact that they 

didn’t know each other beforehand. Both the individuals with CP and the therapists experienced an 

open and focused connection in the interactions. This is how one of the therapists described her 

approach to the task of moving the tray: “I chose to wait for [the person with CP]. I could see that 

she was reaching out with two hands, so I thought ‘okay, that’s how we’ll do it’”.  
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It is possible to see the personalistic attitude operating in the approaches of relatives and therapists. 

It is an approach that reveals the openness required for the task to be performed in an optimal 

manner for the person with CP. By looking at the person with CP, a connection is established that 

goes beyond the mere functionality and creates a personal relation and relaxed atmosphere that 

allows for exploration, errors and learning.  

 

Strangers in the control group experienced the interactions as natural and easy. Unlike in the CP-

interactions, where participants experienced some level of challenge to coordinate, strangers in the 

control group were able to coordinate almost immediately: “It was almost as if we talked about it 

by way of our cues - about how we would do it.” Sometimes it is hard for them to reflect about 

activities that they do in a non-reflective manner every day, like passing a glass of water or shaking 

hands. Nevertheless, many of them were aware of the role of establishing a connection with the 

other person: “with strangers, the easiest way to get information is through the body, but especially 

through eye contact. I feel I use that a lot.”  

 

In clear contrast, CP-stranger interactions were experienced negatively: participants described 

them as insecure, transgressive, functional, unnatural, and even dramatic. For one of the strangers, 

the interaction was “difficult and transgressive of personal boundaries. Because I could tell it was 

going to be a problem. You don’t really know how to react.” This is not an uncommon experience 

among the strangers in the CP-stranger interactions. Probably because they don’t know how to 

react, they inadvertently switch from a personalistic attitude, which they would adopt in other 

situations, to a functionalistic one. This is how another stranger described the strategy employed: 

“I focused a lot on the objects, doing it properly and performing the task”. An interaction guided by 

the functionalistic attitude thereby precludes the openness necessary for exploring alternative 

strategies.  

 

2.3 Attitudes, bodily parameters and functionality 

The contrast in the CP-interactions between the personalistic attitude, adopted by relatives and 

therapists, and the functionalistic attitude, adopted by strangers is also reflected in the bodily 

parameters we measured. One of them is the responsiveness parameter, which determines how 

quickly the participants react to the instructions given by the facilitator of the experiment. The CP-

stranger interactions showed a responsiveness very similar to that of the control group. This means 

that both the stranger and the person with CP would react to the instruction as quickly as two 
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people without CP in the same conditions. On the other hand, CP-relative and CP-therapist 

interactions showed less responsiveness to the instruction. This difference is consistent with the 

functionalistic attitude adopted by the stranger in the CP-interactions, in contrast with the 

personalistic attitude adopted by the relative and therapist. While the therapist and the relative 

make a short pause to allow for the person with CP to take the initiative and decide on her own 

what is the best way for her to perform the task, the stranger immediately starts doing what she 

thinks is the way the task should be done, leaving no time for the person with CP to find their 

optimal way. This also explains why in very demanding tasks, like passing and receiving the cup 

with water, the CP-stranger spent less time compared with the CP-relative and CP-therapist 

interactions. Notably, there was no overall significant difference in the time to accomplish the goal 

throughout the interactions. This means that, despite the attempt of the stranger to perform the 

task in an efficient and quick manner, in the long run it made no difference, compared to the more 

open and calm way in which participants in the CP-relative and CP-therapist interactions did it.   

 

This analysis sheds light on important relations between functionality and personally lived 

experiences in daily interactions between people with and without a disability. The worst cases are 

those in which functionality overrules other possible approaches, exemplified by the CP-stranger 

interactions. Naturally, these interactions are guided only by the goal, and are functionally 

successful, but experientially dissatisfying and awkward. CP-therapist and CP-relative interactions 

show a different relation. By involving the other person’s perspective and capabilities, the 

interaction is experienced more positively. Interestingly, adopting the personalistic attitude did not 

impact negatively on the functional parameters: CP-therapists and CP-relatives were still 

successful, and overall spent the same amount of time to accomplish the tasks as the CP-strangers. 

Therefore, adopting the functionalistic attitude did not make the interaction more efficient, but 

adopting the personalistic attitude did generate a positive experience while performing the tasks. 

 

3. Discussion: From the theory of affordances to Person-Centered Care 

The relations analyzed in the experiment between functionalistic and personalistic attitude, object 

and mutual affordances, closedness and openness in social interactions and the corresponding 

personal positive and negative experiences, point to essential features of conditions for social 

interaction. In this section we will elaborate on what this means for PCC by revisiting the personal, 

participatory and holistic conditions of PCC. In doing so, we acknowledge that there are important 

differences between the experimental setup above, and the social interactions of everyday 
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rehabilitation and healthcare. As we will show, however, there are still fruitful lessons to be learned 

for PCC, in the theory of affordances and the experiment.     

3.1 Personal: Balancing functionalistic and personalistic attitudes  

One recurrent issue in the literature on PCC is about how to understand the desideratum of 

involving the patient-as-person? Said in another way, what is it that makes a healthcare practice 

truly personal? Does the healthcare professional need to “enter the person’s world”, as Gzil and 

colleagues (2007) say? Is it that the person’s “subjective experience, personal history and emotions 

should all be taken into account”? (Leplege et al., 2007). We propose to conceive the personal 

condition in PCC in terms of the personalistic attitude. 

As we have seen above, a person adopts a personalistic attitude in an interaction when she 

acknowledges the other as a person, with a particular experience of and perspective on the situation. 

Importantly, each situation calls for different specific (inter)actions and relations. In comparison to 

how the relatives relate to the person with CP in performing their tasks, it is not possible for a 

physio- or occupational therapist (since they are strangers) to know beforehand what is the best 

way to make the person with CP feel acknowledged in performing the tasks. Thus, the notion of 

personalistic attitude we present here doesn’t offer a step-by-step methodology or manual to 

produce positive rehabilitation and healthcare interactions. This would make the attitude 

functionalistic, focusing explicitly and solely on achieving the healthcare goals of the interaction. 

Adopting such functionalistic attitude frames the normative nature of the interaction in terms of 

functional values, which means that the interaction is valued as successful if the goal of the action is 

accomplished, and unsuccessful if it is not. The functionalistic attitude and values operate at the 

‘what-level’ of the interaction, focusing on the goal of the interaction. However, if one focuses only 

on values at this level, the interaction is experienced negatively, as seen with the CP-stranger 

interactions. 

In contrast, the personalistic attitude is based on our inherent capacity of ‘reading’ situations and, 

more importantly, perceiving the other as a person with a distinct personal experience of and 

perspective on the situation. In the experiment, the relatives relate to the person with CP in one 

way, the therapist in another way, and the control group relate to each other as strangers in a third 

way. Common for all these relationships however, is the fact that the interactions are experienced 

as positive. This highlights that what matters here is not only the goal that should be accomplished 

in the interaction, but how the goal is accomplished. This is a point also made by Gibson and 

colleagues (B. E. Gibson et al., 2019) in relation to the practice of rehabilitation. Instead of focusing 
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solely and functionally on accomplishing the healthcare goals in rehabilitation, a qualitatively 

positive experience is equally defined at the how-level, i.e., by how the rehabilitation interaction 

unfolds, how the goal is accomplished and how it is experienced by the persons involved. Adopting 

the personalistic attitude therefore changes the normative value setting of the interaction, by 

emphasizing how the persons experience the interaction. Based on this analysis, we see the 

personalistic attitude as a necessary condition for rehabilitation in particular and healthcare in 

general to be considered under the heading of PCC. In the rest of the discussion, we will elaborate 

on this claim.   

The personalistic attitude is a necessary condition for PCC for several reasons. Schattner (2014) 

describes 15 different barriers for a high-qualitative healthcare encounter and interaction, such as 

time constraints, fragmentation, depersonalisation and biomedical reduction. Interestingly, most of 

the barriers can be overcome, according to Schattner, in changing healthcare attitudes. In healthcare 

interactions, there is a danger that the practitioners are distant, technical, organ-focused, and 

technology-oriented (e.g. focused on iPad and computer), which reduces eye contact and personal 

and relational contact. In our terminology, the practitioners are solely focused on the what-level, 

the goals of the healthcare, and have adopted a functionalistic attitude. Such strategy is - as we have 

seen above - the core ingredient for a negative personal experience in social interactions, not to 

mention the psychological effects it has on a person not to be considered as a whole person in an 

interaction9. Furthermore, as Schattner points out, this attitude makes the professional overlook a 

variety of relevant cues and information for providing their care.   

This occurs because our attitude and our perception of a situation are deeply interrelated. If we 

approach the situation openly, with a personalistic attitude, and if we take the time to read the cues, 

and are willing to improvise according to the changing circumstances, we will perceive an extremely 

rich landscape of affordances (Rietveld & Kiverstein, 2014). In this attitude, the presence of another 

person will increase the richness of the environment, because it adds the possibilities of doing things 

together: mutual affordances emerge in the environment. In contrast, we can also approach the 

situation with a predetermined functionalistic mind-set, a strict goal, and a tight time-limit to 

accomplish it. Then we will perceive the environment as affording less possibilities. Only the 

                                                 

 

 

9 We thank Sofie Ejlersen for calling our attention to this point.  
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affordances we valued and expected beforehand will appear as relevant, leaving out other cues, 

information and possibilities for action that could help accomplishing the goal.  

Jensen and Pedersen describe the case of a doctor attending an elderly woman in a critical situation 

at the emergency ward of a Danish hospital. The woman constantly seeks for emotional support by 

reaching for the doctor’s hand, but the doctor keeps focused on the screen located above the patient’s 

head: “In theory, one could point towards multiple affordances that would guide the doctor’s action 

in a meaningful way, but these environmental possibilities do not appear as affordances to the 

doctor” (Jensen & Pedersen, 2016,  p92). They describe the doctor as having an evasive gaze, a 

reduced sensitivity to what the patient seeks from her, and a fixated attention to the biomedical 

numbers on the screen (ibid.).  

This closed perception of the situation affects, as we have seen, the perception of other persons in 

the interaction. With this attitude, we can only see the person through the lens of what we expect 

to see. We don’t go further than the mere surface of there being for instance a stereotype, illness, 

disease, diagnosis, disorder or a  ‘generic person’ - all instead of a particular person.   

As Schattner argues (see also (Schattner, 2009)) and we see in the experiment,  healthcare 

interactions guided by the personalistic attitude do not necessarily take more time than those guided 

exclusively by the functionalistic attitude. Nevertheless, the payoff is qualitatively better healthcare 

experiences and more cues, information and action possibilities in the interaction. In addition, as 

Schattner points out, the personal attitude creates the foundation for a better communicative 

practice, because working as a professional with a personalistic attitude makes one attentive to the 

tacit and silent dimensions of the patient. In the theory of Embodied Cognition (EC), which applies 

the concept of affordances, being attentive to the tacit aspect means to be attentive to non-verbal 

expressive behaviours such as movement, posture, gestures, bodily and facial expressions in one’s 

communicative praxis. For communication in a therapeutic setting, EC-based rehabilitation focuses 

on embodied, tacit and situated affordances, in order to illustrate new ways of scaffolding 

communication between therapist and patient. Better communication and increased focus on the 

tacit aspects contribute to the therapist’s clinical reasoning and guidance (Gallagher & Payne, 2015; 

Øberg et al., 2015). 

We are not arguing here that a functionalistic attitude should not be an essential part of a healthcare 

interaction. In for example delivering good rehabilitation for a person with CP, certain healthcare 

goals need to be accomplished, clinical programs and strategies need to be followed, and the 
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therapist needs to be aware of and attend to this. However, it is fundamentally important, as we 

have shown, that the way that the goals are accomplished is not exclusively functional, but that the 

therapist is also aware and attentive to the individual person with CP in a personalistic manner. 

Developing good rehabilitation is therefore a matter of balancing the functionalistic and 

personalistic attitudes. 

We use the concept of ‘balance’ to highlight the relation between the functionalist and personalistic 

attitudes and how this relation structure the value and experience of the healthcare interactions. 

However, we do not see this balance as an even or equal relation between the two attitudes. Different 

aims and tasks in healthcare require different types of interpersonal engagement, where the 

functionalistic and personalistic attitudes will be combined in different ways. For example, in 

working as a physician in a clinical setting it requires a more functional, goal-oriented type of 

interpersonal engagement, than working as a nurse, where the caring for a patient should emphasize 

the personal aspect of the engagement (e.g. an openness towards the patient’s experiences). In both 

cases the functionalistic and the personalistic attitude should structure the interaction, and although 

they maybe unequally prioritized, they should not overshadow one another or polarize the situation 

so that only object or mutual affordances are attended to. Ultimately, the notion of balance points 

to the idea that it is essential not to let the functionalistic attitude become the only attitude in play, 

since the perception of the person as more than just a physical body is based on the attention paid 

to the mutual affordances.      

In the experiment, we also saw differences in how relatives and therapists were able to manage this 

balance. In both interactions, they were given precise instructions to perform the tasks and the goal 

of each task. Unlike in the CP-stranger interactions, these instructions didn’t polarize the 

environment for them in such a way that they would only perceive as relevant those object-

affordances related to the tasks and goals. Relatives and therapists balance the relation between 

functionalistic and personalistic attitudes in different ways, since the therapists have a specific 

interest, defined by their profession and educational background in physio- or occupational therapy. 

Relatives don’t have this functional interest, and it’s important to keep it that way. A relative 

shouldn’t be a therapist, even if they are included in the healthcare process, because an overly strong 

functionalistic attitude, especially in a family relation, can lead to personally negative experiences 

in the interaction. 

We will further discuss the balance between the functionalistic and personalistic attitude when we 

discuss the participatory and holistic conditions of PCC. At this point, however, we will state our 
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claim that : 1) Only approaches that keep a balance between the functionalistic and personalistic 

attitudes in the person-professional interaction can be counted as PCC approaches, and 2) 

approaches that don’t embrace the personalistic attitude, will lead to qualitatively and personally 

negative experiences in the healthcare interaction.       

At this point, we want to avoid the misunderstanding that the personalistic attitude is acquired 

through something like empathy-training (e.g.,(Schattner, 2012). We don’t understand empathy in 

a commonsensical way of being able to ‘put oneself in the other person’s shoes’, as a theory of mind 

and mental ability that can or should be trained. On the contrary, we follow the phenomenological 

understanding (Husserl, 1973b, 1989a, 1989b; Zahavi, 2014) where empathy is seen as an essential 

structure of human consciousness. We are endowed from birth with the capacity to directly perceive 

-without complex mental inferences - other people’s emotions (Gallagher, 2005; Krueger, 2018; 

Merleau-Ponty, 2012; Scheler, 2008). Empathy is a fundamental structure for perceiving an other 

as a person with distinct experiences and perspectives on the world.  

Adopting the personalistic attitude in rehabilitation consists therefore of an effort by the therapist 

to keep open the innate empathic capacities, so that the mutual affordances are not overshadowed 

by the object-affordances of the specific tasks at hand. The challenge and issues of balance are 

therefore not to train empathy, but rather to learn how to work with a functionalistic attitude, while 

not disregarding one’s empathic capacities that are a fundamental part of the personalistic attitude.  

3.2 Participatory: A matter of concordance and we-interaction 

If the personalistic aspect is disregarded in a healthcare interaction of, for example, rehabilitation, 

the danger is also that the participation in the process becomes functional. It can become a checklist 

service or a script-mediated practice (B. E. Gibson et al., 2019). Here the person participates by 

exchange of information and data or by performing the healthcare goals set by the therapist and her 

clinical program. In such cases, as Gibson and colleagues describe it, the participation becomes 

‘transactional’, ‘business-like’, ‘standardized’, ‘objectified’ and ‘scripted’. As we saw with the CP-

stranger interactions, the participation closes down: mutual affordances recede to the background 

as unappealing or irrelevant. The participants stop focusing on engaging with each other to 

accomplish the goal. Instead, they separately use their own pre-established strategy.    

The aim should be to balance the personalistic and functionalistic attitudes in order for the 

participation of a person in rehabilitation to become an affectively positive experience. A way to 

elaborate on this balance is in relation to shared decisions in goal-planning, which is a fundamental 
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part of PCC (Dekker et al., 2020; Levack et al., 2011; Rosewilliam et al., 2011). In the experiment, 

the goal of the tasks was given by the facilitator, i.e., shake hands, pass and receive a cup, and so on. 

However, the goals were only specified at the functional what-level. At the how-level the goals were 

open, i.e., it was up to the participants themselves to figure out how they would perform the 

interactions together to achieve the goal. Participants in the CP-stranger interactions adopted a 

functionalistic attitude: they focused on object affordances, didn’t include the other’s personal cues 

in planning how to achieve the goal, and the effect was a negative personal experience. In contrast, 

the CP-relative and CP-therapist participants adopted a personalistic attitude and focused on mutual 

affordances and personal cues, thus opening up the interactive space for participation of each other 

in deciding how to accomplish the goals.  

One way to translate this participatory interaction into a PCC rehabilitation  practice, is through 

what Gibson and colleagues have recently called ‘tinkering’ (B. E. Gibson et al., 2019). Tinkering is 

a flexible, experimental approach to healthcare that adapts to the person and the situation at hand, 

and which involves a continuous questioning of what to do and how to do it. Uncertainty, humility, 

doubt in one’s expertise, and risking failure are fundamental parts of tinkering. The way to perform 

tinkering in a rehabilitation interaction is, as Gibson and colleagues suggest, “by reading the body, 

responding to the situations, listening to others, interpreting expressions of doubt, and all the while 

keeping an eye on everyone’s safety” (B. E. Gibson et al., 2019). This means that tinkering should 

be seen as “a dance in which each partner responds to the other without necessarily articulating the 

steps” (ibid), but where different forms of partnerships exist in order to negotiate the goals and to 

personalize and optimize therapy.  

Gibson and colleagues see tinkering as a dance of compliance -a form of soft paternalism. Here the 

therapist persuades and benevolently manipulates the patient to comply with her research- and 

evidence-based knowledge of the healthcare goals and situation. Persuasion includes empathy, 

listening and encouragement. It requires that the patient trusts in the therapist’s knowledge and 

competences, and it is justified whenever it serves the patient’s goals. Whereas, we see the tinkering 

description as a constructive way to understand the practice of the therapists in the CP-therapist 

interaction, we are skeptical about the persuasion interpretation of tinkering. It makes the 

interactive dance in rehabilitation individualistic and not participatory in a strong sense. Each 

individual has their own goal and part to play, and whenever these individual goals and parts 

coincide then tinkering and compliance are justified (B. E. Gibson et al., 2019).  
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In contrast to this mildly participatory conception of tinkering and compliance, we suggest that 

shared decisions in the goal-planning processes in tinkering should be seen as a collaborative 

process of concordance (Dowell et al., 2018). The aim of tinkering at the functional what-level is to 

achieve one’s individual goals of, for example, delivering good rehabilitation for a person with CP 

and for the person with CP to learn to perform a specific bodily action, to strengthen specific 

muscles, etcetera. However, at the personalistic how-level, the focus is on sharing a participatory 

process towards a joint goal. This process can be structured in a number of different ways, but there 

should be a reciprocal engagement between the person with CP and the therapist in the interaction. 

Participation in this way is not conceived in terms of individual actions coming together, but rather 

of a reciprocal and shared we-interaction.  

Such we-interaction can be seen in the experiment where the person with CP, the relatives and the 

therapists throughout the CP-interaction tried to find out the best way to accomplish the goal. In 

order for shared decision-making processes in a we-interaction to be considered collaborative and 

in concordance there needs to be symmetry in the interaction (Mead & Bower, 2000). The way we 

should understand symmetry is not at the what-level of how much the therapist and a person with 

CP individually know, their individual status in making a decision or if there is consensus about 

their goals and plans. A therapist knows more about rehabilitation than a person with CP, but the 

latter knows more about their own life. Symmetry should instead be understood at the personalistic 

how-level. This means that interactors acknowledge that they both personally contribute with parts 

that are necessary for deciding how to accomplish the goal of the interaction. Thus, they have 

different roles to play, but their contribution is considered of equal value in the accomplishment, 

and they should have equal level of access to acting and contributing in the negotiation. In this way, 

deciding on their joint goal and how to accomplish it becomes a dynamical and emergent process, 

and the result is a participatory process. 

The interpretation of tinkering as concordance and we-interaction fits with the theory of 

affordances. When we find ourselves in an environment with another person, the field of affordances 

is changed in very important ways:  things we could not do before -like lifting a very heavy object- 

become possible through collaborating with the other person. The affordances that we engage with 

in collaborating with other people are called joint affordances (Inui, 2018; Knoblich et al., 2011; 

Richardson et al., 2007). In order for those joint affordances to become relevant for both persons, 

they need to have a joint goal or a joint interest. In this way, joint affordances are essentially related 

with mutual affordances: both people need to be able to perceive what they afford each other, and 

by doing that they open up the space for joint affordances.  
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Thus, participatory rehabilitation processes can be understood as those in which the therapist and 

the patient are responsible for negotiating what affordances are the most meaningful ones in the 

different environments in which the patient spends their time. This insight is in line with Dekker 

and colleagues’ recent contribution to the discussion on how to set meaningful goals in 

rehabilitation. As they claim, “an exploration of the client’s fundamental beliefs, goals and attitudes 

(‘global meaning’) is the starting point for the identification of a meaningful overall rehabilitation 

goal” (Dekker et al., 2020). We propose that the point of departure for this exploration is the 

therapist’s personalistic attitude, in which she also brings to the table her expertise on the functional 

aspects, while opening up the space for the patient and their relatives to contribute with those 

affordances of the environment which are especially meaningful for them. The outcome of this 

process is that the therapist acquires a more accurate idea of how the patient perceives the 

environment, and how to orient the rehabilitation so as to improve the person’s capacity to engage 

with the most relevant affordances.  

 

3.3 Holistic: Perspective-Taking and Complexity 

The personalistic attitude is also a necessary condition for the interaction in healthcare to be holistic. 

If a healthcare professional disregards the personalistic attitude, working in a very closed and 

functionalistic way, the perspective taken on accomplishing a healthcare goal will be reductive, one-

sided and focused at the what-level - success or failure. In rehabilitation of persons with CP, the sole 

focus is currently, as we have shown, biomedically on the body structures and functions (i.e., on the 

person-as-object). This focus falls into a ‘functionality trap’ and disregards the psychological and 

social areas of participation, environment and personal factors.  

However, working holistically means to acknowledge as a professional that the person is not 

exclusively an object nor a subject. The person is both an object of care or biomedical interest, and 

a subject with her own individual experience of the world structured by social situations, relations 

and interactions (Gibson et al., 2019; Pols, 2005; Toro, Kiverstein and Rietveld 2020). This relates 

to the conception of the person’s body as being a unit of a lived –experienced- body, and a living –

physical- body, which is one of the main insights of the phenomenological movement (see Husserl 

1973, Sartre 2003, Merleau-Ponty 2012).  

This means, that depending on the perspective that one takes when understanding and interacting 

with the person in healthcare the focus can be on: 1) the person’s individual experiences (first person 

perspective), 2) the situational, contextual, practical and cultural relationships that the person is 
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embedded within (second person perspective), or 3) the behaviors, objectives and bodily functions 

and parts, categorizations, statistics and evidence that explain and define the person’s physiological 

conditions (third person perspective). Balancing the functionalistic and personalistic attitude means 

therefore also being able to shift between these perspectives in a healthcare interaction. In this way 

the healthcare interaction becomes holistic, i.e., working with the whole person, by working with 

both the objective and subjective aspects of the person, and with a first-, second-, and third-person 

perspective on the person. 

The holistic aspect has specific consequences for how we understand and practice rehabilitation. For 

instance, in the case of CP, researchers have argued (Martiny, 2015) that from a third-person 

biomedical perspective of e.g. a neuroscientist, it makes sense to talk about a lack of progress in the 

development of postural and motor control. Thus, rehabilitation according to ‘normalized’ 

tendencies of postural and motor control makes sense. However, from a first person perspective it 

makes no sense in talking about rehabilitation in this way. CP is a congenital disorder, which means 

that there is no experiential ‘before and after’ the disorder occurred, i.e., an experience of what I 

could do before that I can’t do now. There is no experience of a lack of control, because the way 

people with CP experience their body, actions and daily life is how it has always been for them. They 

have developed their own forms of body control, so in this respect it makes more sense to talk about 

habilitation, of figuring out how to help people with CP to negotiate their interactions with the 

world and other people.  

However, here the complexity increases, because when we talk about interactions with other people, 

strangers, relatives, etc. there is a social norm and practice that regulates them. This norm and 

practice  is typically based on the ‘normal abled body’ (Canguilhem, 1991; Shildrick, 2009; Toro, 

Kiverstein and Rietveld, 2020). As we saw in the experiment with the CP-stranger interactions, the 

strangers can’t use ‘normal’ bodily cues to negotiate the interaction, and therefore they panic. 

Instead of compensating by adopting the personalistic attitude, as the therapists and relatives do, 

the strangers adopt a functionalistic attitude, which makes the experience of the interaction 

negative. The social normality that is conditioning the interaction can be understood from the 

second-person perspective and it adds another perspective to understand (re)habilitation in CP, 

namely, by helping persons with CP navigate interactions in the normal, abled-body, world.  

Perspective-taking in rehabilitation thereby questions the dominating way that rehabilitation has 

been conceived, i.e., in exclusively functional, medical and normalizing terms as seen in the recovery 

model of rehabilitation. The recent “ultrabilitation” approach (Buetow et al., 2017, 2019) is aligned 
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with this questioning. It proposes that we should reconfigure the goal of rehabilitation to move 

away from normalization and recovery (bringing people back to a previous state of normal) and 

towards supporting human flourishing. In this way people can focus on a life of meaning and 

purpose, where one can develop and use one’s capabilities, grow in ways that feel transformative 

and enhance one’s human abilities beyond existing norms. In this respect, we should go beyond 

talking only about disability and impairment and include a focus on enhancement and ability.  

Changing the way, we talk about disability relates to a change in how we value disability. It is a 

change from what Barnes (2014, 2016) calls the ‘bad-difference’ view on disability to what she calls 

the positive, ‘mere-difference’ view. The former sees disability as something bad, that makes people 

worse off, reduces their well-being, and something that should be ‘cured’. In contrast, the latter 

values disability as a part of human diversity, something that makes people different, and not 

something bad or harmful. When Buetow and colleagues want to avoid using the term ‘habilitation’, 

it is because they do not accept the ‘bad-difference’ view on disability and they want to avoid the 

idea that people with disabilities such as CP should aim to develop their maximal functioning as 

part of their ‘cure’. The term ‘ultra’ means beyond, and the idea is to go ‘beyond fitness’, i.e., of fitting 

to specific standards. It’s a way of valuing the ‘mere-differences’ of disability, in order to open up 

healthcare, and get away from predetermined functional and normalised standards for qualitative 

good care. Good personal care should instead be seen as a person-centered process, that is open-

ended, multi-perspective (biopsychosocial and technological), embraces diversity and where goals, 

plans and practice are negotiated through a participatory partnership. In this way, a person with 

disability can enact and value ways of being that go beyond functionality. 

The ‘ultrabilitation’ approach is another constructive translation of the three conditions of PCC into 

a specific healthcare practice. However, due to the increased complexity of such an approach, it is 

difficult for the individual healthcare professional to operationalise it. In rehabilitation, the 

individual therapist tends to address only those aspects of disability that fall under their range of 

expertise, while leaving the rest to other specialists. This creates an artificial fragmentation of the 

whole person being cared for. We argue in this paper that it is therefore necessary for the healthcare 

professional to work with a balanced functionalistic and personalistic attitude, with a participatory 

process, and with perspective-taking. But is it at all possible for one therapist to acquire such 

competences and perform such healthcare practice?  

We have made our argument based on person-to-person interactions, which means that the answer 

to this question would seem to be ‘yes’. A qualitatively good healthcare professional should be able 
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to do this. However, we want to nuance this answer. We want to argue that the personalistic attitude 

is a necessary condition for any healthcare approach to count as PCC, since it is involved as a 

necessary condition for the specific participatory process and for making the care holistic. This is 

not to say, however, that the individual healthcare professional should be able to adopt all three 

perspectives on the person in their care. The optimal way to do this is through interdisciplinary 

collaboration with other professionals, where the different professionals in one team take different 

perspectives and address different aspects of the person.  

PCC is more than the person-professional interaction, and that is the reason why many scholars 

have argued that the current systemic problem with PCC arises at the level of the current political, 

economic, educational and organizational incentives and infrastructures for using or/and assessing 

PCC. That being said, we believe that our argument still stands, namely that in any structured 

healthcare interaction (collaborative, interdisciplinary or not), the personalistic attitude in the 

encounter and interaction is necessary. It contributes with an open-ended, participatory and more 

holistic, less fragmented conception of, and interaction with, the person in rehabilitation and 

healthcare. Ultimately, this is what allows personally better healthcare experiences to occur.    

Finally, the fact that in the experimental setup, therapists were able to generate an open 

environment in which the person with CP was acknowledged and included in the interaction, shows 

that adopting a personalistic attitude is possible without adding too much workload to the 

healthcare professional. To be sure, there are important differences between the experimental setup 

here discussed, and the actual setup of everyday rehabilitation processes. Prima facie, it could be 

claimed that these differences – that include specific material and time constraints - explain why 

therapists in our setup were able to adopt the personalistic attitude, while rehabilitation in general 

has fallen into the ‘functionalistic trap’. Even though we endorse these criticisms to the current 

healthcare system, we don’t agree with that line of reasoning. We believe that the differences 

between the setups are secondary, since the distinction between functionalistic and personalistic 

attitude operates in all social interactions: from the most informal encounters of strangers to more 

regulated rehabilitation processes between patient and therapist. Therefore, the therapists that 

volunteered for the experiment should be seen as examples to follow for healthcare professionals 

interested in PCC, rather than as counterexamples to controvert the current situation of PCC in 

rehabilitation.  

4. Conclusion 
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We have defined PCC as operating with three fundamental conditions: personal, participatory and 

holistic. By framing and discussing these three conditions in relation to the theory of affordances 

and by linking the theoretical claims to an experiment involving people with CP and therapists, we 

have developed an interpretation of PCC that allows for specific recommendations vis-à-vis its 

application in healthcare in general and in rehabilitation in particular. Applying new perspectives 

from the theory of affordances, we have shown that it is essential for healthcare professionals to 

adopt a personalistic attitude –defined in terms of mutual affordances-, if they aim at practicing PCC 

and at making the care personal, participatory and holistic. 

 

We have highlighted an existing ‘functionality trap’ in rehabilitation and in healthcare more 

generally, which means the challenge for PCC is to balance the personalistic and functionalistic 

attitude in a meaningful way. By this we don’t mean that the healthcare professional should be 

trained in empathy, for example, but rather to learn how to work with a functionalistic attitude, 

while not disregarding one’s innate empathic capacities that are a fundamental part of the 

personalistic attitude. 

We have also given instructive examples that demonstrate how to work with a balanced 

personalistic and functionalistic attitude in rehabilitation to make the care personal, participatory 

and holistic. We propose concrete interpretations of the healthcare strategies of ‘tinkering’, 

‘perspective-taking’ and ‘ultrabilitation’ as a fruitful way to develop PCC. We hope this promotes a 

less ambiguous and more philosophically grounded version of PCC that contributes to its 

development from a mere trend into an established healthcare practice in rehabilitation, and 

healthcare in general.  
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Framing a Phenomenological Mixed Method: From Inspiration to 

Guidance 
 

Abstract 
Despite a long history of philosophers and phenomenologically inspired researchers that combine 

phenomenology with qualitative or quantitative methods, there is only a few examples for working 

with a phenomenological mixed method that informs qualitative and quantitative data collection, 

analysis, and interpretation. Researchers have argued that when working with a phenomenological 

mixed method, there should be a ‘mutual constraint and enlightenment’ between the qualitative 

(first-person, subjective) and the quantitative (third-person, objective) methods for studying 

consciousness. However, no clear guidelines of how to work with such mutually constrained and 

enlightened mixed method have been presented. In this article we aim to provide the required 

guidance and discuss what a framework for phenomenological mixed methods could look like. We 

draw on the vast methodological resources that come from research in mixed methods and discuss 

already existing examples of phenomenological mixed method research. The aim is to depict the 

landscape of possibilities available for those interested in mixing qualitative and quantitative 

methods phenomenologically, as well as the risks and common pitfalls that researchers face while 

doing so. We develop a three-fold, best practice, structure for conducting phenomenological mixed 

method research, focusing on the phenomenological frame, the phenomenologically informed 

collection of qualitative and quantitative data (tier one), and the phenomenologically informed 

analysis and interpretation of data (tier two). We present three examples of phenomenological 

mixed methods to study complex social phenomena to show the concrete applications of the 

developed three-folded, best practice.  

 

1. Introduction 

How do we investigate consciousness with its manifold of nuances and complexities? Philosophers 

working within the philosophical tradition of Phenomenology have, since its development, tried to 

answer this methodological question, while breaking up disciplinary frontiers. In his work, Merleau-

Ponty, for instance, developed his analysis and descriptions of experience, by incorporating 

experiments, data, and cases from various disciplines outside philosophy, e.g. neurology, physiology, 

(developmental) psychology and psychopathology (Merleau-Ponty, 1963, 2012). Early in its 

development, phenomenology also became the source of inspiration for researchers from disciplines 

outside philosophy such as psychology (e.g. Katz, Buytendijk and Straus) and psychiatry (e.g. 
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Jaspers, Binswanger, Minkowski and Blankenburg). More recently, phenomenology has been 

applied in qualitative research (e.g. applied psychology, anthropology, sports science, nursing 

studies and educational research) and quantitative research (e.g. cognitive science and neuroscience). 

This shows that working with phenomenology in many cases means to work interdisciplinary. 

In spite of these examples of working with phenomenology in an interdisciplinary context, there 

are fewer examples of working with a phenomenological mixed method, i.e. working with a 

phenomenologically informed method that includes both qualitative and quantitative data 

collection, analysis, and interpretation. In using such mixed method, researchers have argued that 

there should be a ‘mutual constraint’ (Francisco Varela, 1996) or ‘mutual enlightenment’ (Gallagher, 

1997) between the qualitative (first-person, subjective) and the quantitative (third-person, objective) 

method for studying consciousness. However, there are no clear guidelines of how to work with 

such mutually constrained and enlightened mixed method. In this article we will discuss what a 

framework for phenomenological mixed methods could look like, by drawing on the vast 

methodological resources that comes from research in mixed methods. The aim is to offer some 

guidance for those interested in mixing phenomenological, qualitative and quantitative methods. 

In section 2, we discuss what we mean by a ‘phenomenological mixed method’, why it makes sense 

to work with such mixed method and how one can design different types of phenomenological mixed 

methods depending on one’s research question or problem. Afterwards, we will in section 3 look at 

the inspiration and challenges found in the literature for framing and informing one’s research 

phenomenologically. We finish section 3 by presenting three experiments where we have worked 

with a phenomenological point of departure to investigate different complex phenomena of social 

experience, namely joint musical absorption, joint actions involving people with physical disability, 

and prejudice towards people with physical disability and mental illness. This first part of the article 

corresponds to what we call the phenomenological frame, which frames two intricately linked tiers 

of the phenomenological mixed method. In section 4, we introduce tier one: the collection of 

qualitative and quantitative data within a phenomenological framework, which highlights the 

application of the ‘phenomenological interview’. We bring in here the three experiments to 

exemplify concrete cases of qualitative and quantitative data collection. Finally, in section 5, we 

develop tier two, which corresponds to the phenomenologically informed analysis and 

interpretation of the data collected in tier one. In this section, we also show how we have analysed 

the data in the three experiments.  

This three-part structure will serve as a guide of best practice for the phenomenological mixed 

method researcher:  
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The phenomenological frame: The philosophical commitments, theories and concepts that 

frames two intricately linked tiers from the theoretical point of the departure and until the 

answer to the research question or problem.   

Tier one: The phenomenologically informed qualitative and quantitative data collection.   

Tier two: The phenomenologically informed qualitative and quantitative data analysis and 

interpretation. 

 

Although, these three parts are presented in the article as chronological first, second and third steps 

to take in order to conduct a phenomenological mixed method, they can’t be clearly distinguished 

in the actual research process. The three parts are intricately linked, and a best practice for 

conducting phenomenological mixed method requires many steps back and forth between the three. 

We also do not believe that such best practice involves the development of a procedure-like manual 

for researchers to follow within each of the three parts. As will be clear in the article, there is not 

one paradigmatic way to work with a phenomenological mixed method, but different ways and 

degrees to which qualitative and quantitative methods can be mixed phenomenologically. 

 

2. Mixing with Phenomenology: What, why and how 

To understand what we mean by a phenomenological mixed method, it is useful to start by defining 

what is meant by mixed methods. ‘Mixing’ is an umbrella term used to refer to the multifaceted 

procedures of combining, integrating, linking, and employing multiple methods (Creswell, 2003; 

Creswell et al., 2003). These multiple methods should be both qualitative and quantitative, 

distinguishing them from ‘multimethod’ research where the methods used only come from one area 

of either qualitative or quantitative research (Tashakkori and Teddlie 2003a, 2003b). Mixed method 

research can therefore be defined broadly as “research in which the investigator collects and analyses 

data, integrates the findings and draws inferences using both qualitative and quantitative 

approaches’’ (Tashakkori & Creswell, 2007, 3). Such approaches could include the qualitative 

methods of interviews, participant observations, field studies, qualitative questionnaires, focus 

group, archival investigation and the quantitative methods of lab experimentation, physiological 

measures, computational simulations, mathematical modelling, and quantitative surveys.  
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2.1. Theoretical Foundation and Commitments 

One general question is, nevertheless, whether it is at all possible to mix methods coming from 

qualitative and quantitative research, given their epistemological and ontological differences? 

Critics of mixed methods argue that there is a problem of commensurability and that mixing is not 

possible without contradiction, because the different methods reflect epistemologies and ontologies 

that are not compatible (Small, 2011, 77). For example, in a mixed method study one might apply a 

quantitative method that is developed from a positivist perspective, with a belief in a mind-

independent reality, and the aim of discovering objective truth, while at the same time applying a 

qualitative method developed from a hermeneutic perspective that inherently questions the 

existence of a mind-independent reality, and is used to interpret subjective experience.  

For a solution to the problem of commensurability, proponents of mixed method have turned to 

pragmatism as an epistemological foundation (e.g., Denscombe, 2008; Greene, 2007; Johnson & 

Onwuegbuzie, 2004; Morgan, 2007; Rallis & Rossman, 2003). The basic principle in pragmatism for 

mixed methods is that the act of discovery should be prioritized over the theoretical (e.g. positivist 

or hermeneutical) justifications for knowledge. The researcher should apply whatever means and 

methods she finds useful to seek answers to the research question and problem (Creswell & Plano 

Clark, 2011). Instead of debating whether this methodological strategy of ‘whatever works’ is 

justified or not, we will pursue another strategy. We aim to explore the mixed method that uses the 

philosophical tradition of phenomenology as its theoretical foundation. We will show that the 

phenomenological mixed method is a way of prioritizing both the act of discovery and its theoretical 

justification.  

Although phenomenology is not a homogeneous tradition, in the context of a mixed method, we 

take it to conform to some general commitments. Fundamentally, the aim of phenomenology is to 

attain an understanding and description of the structures of human experience. It aims at being a 

rigorous science of consciousness, by pursuing ‘the things themselves’ and taking experience 

seriously. This means letting the descriptions of conscious experience themselves come to the fore, 

withholding pre-established theories, explanations, and beliefs about the objects of conscious 

experience. It also means that phenomenology is opposed to the belief in the metaphysical realism 

that fuels various objectivist, scientistic and naturalistic approaches (Gallagher & Zahavi, 2008). 

Metaphysical realism defends a mind- and experience- independent reality that can only truly and 

objectively be discovered by reducing and/or eliminating aspects of human experience and 

subjectivity. Such belief is, according to phenomenology, based on the objectivist illusion that 
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experience can be reduced to other worldly objects and that it is possible to obtain a pure, absolute, 

and objective perspective on reality.  

In contrast, phenomenology argues that any understanding of the world comes from the first-person 

perspective of someone, even if this someone is a scientist that aims to take up an objective and 

third-person perspective in her research. This does not mean, however, that the aim is to develop a 

subjective account of experience. Like a scientific approach, phenomenology avoids subjective and 

biased accounts of experience that focus particularly on idiosyncratic experiences. Instead, the focus 

is on the interdependence of both subjectivity and objectivity:  

“the phenomenologists’ focus on the first-person perspective is as much motivated by an 

attempt to understand the nature of objectivity, as by an interest in the subjectivity of 

consciousness. Indeed, rather than taking the objective world as the point of departure, 

phenomenology asks how something like objectivity is possible in the first place.” (Gallagher 

and Zahavi 2008, 24). 

Phenomenology therefore seems to be a fruitful theoretical foundation for mixing qualitative and 

quantitative methods, since it aims at maintaining a methodological complexity by clarifying both 

the subjective and objective aspects of conscious experience. 

2.2 Developing a phenomenological design 

Before figuring out how one’s mixed method research should be phenomenologically informed, it is 

helpful to decide first on what kind of mixed method design the research should apply. This relates 

to the motivation for conducting the research, the criteria for mixing the methods, the type of 

research and the overall framework.  

2.2.1 Motivations 
A general motivation for working with a phenomenological mixed method is, if one’s research 

question or problem concerns the investigation of complex conscious experiences that involve both 

subjective (first-person) and objective (third-person) aspects. The specific motivations for mixing 

qualitative and quantitative methods in such complex investigation can, nevertheless, be of different 

nature. Venkatesh et al. (2013) clarify seven different motivations for working with mixed methods. 

For the sake of simplicity and in relation to a phenomenological mixed method, these can be reduced 

to three: 

1. Strengthening: To use both qualitative and quantitative methods to strengthen the 

understanding of a complex phenomenon, either a) by verifying the findings from one type 
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of data with data from the other type (confirmation/corroboration) or b) for the one type of 

method and data to compensate for the weaknesses of the other type (compensation).  

 

2. Improvement: To use both qualitative and quantitative methods to develop a richer 

understanding of complex phenomenon, either a) by the one type of study to expand the 

understanding of the findings of the other type (expansion) or b) by using one type of study 

to develop research questions and hypotheses for the other type (developmental). 

 

 

3. Holistic: To use both qualitative and quantitative methods to develop a more holistic 

understanding of a complex phenomenon, either a) by using the mixed methods to gain 

complementary views on the same complex phenomenon (complementarity), b) to use the 

mixed methods to provide a complete picture of a phenomenon (completeness) or c) to use 

the mixed methods to obtain divergent views of the same complex phenomenon (divergent).     

 

2.2.2 Criteria 
Regardless of which motivation one has for working with a phenomenological mixed method, in 

designing the mixed method study one will have to decide among the following criteria (Creswell 

et al. 2003):  

1. Implementation: When will the qualitative and quantitative data be collected? Will it be at the 

same time (concurrent) or in different phases over a period of time (sequential)? 

 

2. Priority: How will the qualitative or quantitative methods be prioritized? Will they be 

regarded as equally important, or will one be prioritized over the other, due to e.g. practical 

constraints of data collection or the need to understand one type of data before moving on 

to the other?   

 

3. Integration: At what stage in the research process will the ‘point of mixing’ occur? Is it in 

setting up the research question, during data collection, analysis, interpretation, or a 

combination of different stages?  

 

4. Mixing form: How will the mixing occur? Will the one type of data: a) be linked to the other 

type of data through sampling (connecting), b) inform the data collection of the other method 

(building), c) be brought together with the other type of data for analysis and comparison 

(merging), d) be embedded or nested within the other dataset (embedding) or e) be mixed 

with the other type of data using multiple mixing forms of a)-d)? 

 

2.2.3 Types of design 
Depending upon both the motivation and the criteria one has decided upon, one will end up with a 

specific type of phenomenological mixed method design. This design can have one research track, 

starting with either the qualitative or quantitative method and then proceeding to the other method. 

It can also have two research tracks where the qualitative and quantitative methods are used in 
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parallel, or it can have cross-over tracks where the two methods are integrated into each other’s 

tracks.  

Such design with single, parallel, or cross-over tracks, can be categorized within the following five 

major types of mixed method designs (Creswell, 2003; Creswell & Plano Clark, 2007): 

1. Triangulation: Merging qualitative and quantitative data to understand a research problem. 

2. Embedding/Nested: Applying either qualitative or quantitative method to answer a research 

question within a largely quantitative or qualitative study. 

3. Explanatory: Applying qualitative method and collecting qualitative data to help explain 

and/or interpret quantitative results. 

4. Exploratory: Applying a quantitative method and collecting quantitative data to test and 

interpret a relationship found in qualitative data. 

5. Transformative: Applying both qualitative and quantitative methods to advocate for change 

in e.g. action, policy or ideology.   

 

2.2.4 Framework 
The type of phenomenological mixed method design one chooses can be conducted as a basic study 

or experiment. It can also be conducted within a larger research framework, making it an advanced 

design. Such advanced mixed method designs may involve (Fetters et al., 2013):  

1. Multistage: Using different stages of the research process to collect data, by applying a 

combination of different mixed method criteria and types of designs (e.g. longitudinal 

studies).  

2. Intervention: Using different mixed method designs to develop an intervention, understand 

contextual factors during the intervention and/or explain the intervention results.  

3. Case study: Using both quantitative and qualitative methods and data to develop a 

comprehensive understanding of a specific case.  

4. Participatory research: Involving the voices and lived experience of specific target-groups (e.g. 

people from marginalized or underrepresented populations) to inform the direction and 

design of the research.  

To sum up, before figuring out how to phenomenologically inform one’s mixed method research 

it is helpful to decide upon one’s motivation for doing the research, the research criteria and 

type, and whether the investigations is conducted within a larger research framework. For 

researchers that have not worked with a phenomenological mixed method before, this might 

seem as too many decisions to make. How to get started?   

 

3. How to start: A Phenomenological Point of Departure 

As mentioned above, the distinguishing feature of working with a phenomenological mixed method, 

is that the theoretical foundation comes from phenomenology. This means to be inspired by and 
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committed to specific theoretical ideas, when deciding on the design of one’s mixed method research, 

as well as in the collection, analysis and interpretation of the research data. In other words, it means 

to phenomenologically frame one’s mixed method and take responsibility for the framing by being 

able to account for its methodological commitments. However, to figure out in the beginning of 

one’s mixed method research how to phenomenologically frame the research is not without 

challenges. There is a spectrum between not being aware of one’s phenomenological point of 

departure and being overly and unproductively focused on it.  

 

3.1 Dealing with the challenges of Ignorance and Hyperphilosophizing 

Early on, in the integration of philosophical phenomenology in psychiatry, Minkowski warned 

against taking the one-way street of naïvely applying ideas, concepts, and methods from 

phenomenological philosophy within psychiatry. That would lead to what he calls 

‘hyperphilosophizing’, which risks deforming the psychopathologcial work in psychiatry 

(Minkowski, 1970: xxxix). When integrating philosophical phenomenology and psychiatry, we 

should remember that they are two distinct disciplines, with different backgrounds and aims. 

Psychiatrists are interested in understanding the first-person experience of their patients, in order 

to diagnose and help them in a clinical practice, whereas phenomenologists are focused on the first-

person experience of the patients, in order to provide more detailed phenomenological descriptions 

and analyses. This means that psychiatrists should focus on understanding and helping their 

patients, not letting phenomenology get in the way of that. At the same time, it means, that 

psychiatrists that are phenomenologically inspired, should not ignore the theoretical resources that 

come from phenomenology. These challenges of ‘ignorance’ and ‘hyperphilosophizing’ are not 

isolated to the integration of philosophical phenomenology in psychiatry. They have become the 

core of a recent and intense debate about how phenomenology should inform qualitative research.  

Clearly, there are many ways to work with a phenomenologically informed qualitative method, as 

seen for example in Amedeo Giorgi’s descriptive phenomenological method, Max van Manen’s 

hermeneutic phenomenology and Jonathan Smith’s interpretative phenomenological analysis 

(Giorgi, 2009, 2012; Smith et al., 2009; van Manen, 2017; Van Manen, 1990). One can be more 

orthodox, drawing heavily on Husserlian phenomenology, applying both the phenomenological 

method of epoché and reduction and classical notions such as lifeworld, pre-reflective self-

awareness, and intentionality. This is done with the aim of capturing the essential aspects of lived 

experience (Giorgi and van Manen). One can also draw lightly on Husserl, disregard the 

phenomenological methods of epoché and reduction, and aim at describing particular cases and 
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experiences of individuals (Smith). These two different phenomenologically informed strategies can 

be realized by means of different methods: A more manual-like and multi-step method that has a 

descriptive focus (Giorgi), an essentialistic, hermeneutical and interpretative method (van Manen), 

and an idiographic, non-reductive and interpretative method (Smith). So, how should one work with 

a phenomenological point of departure in qualitative research? 

While raising this question, Zahavi has criticized Smith for belittling and ignoring the contributions 

of philosophers like Husserl, Heidegger, and Merleau-Ponty (Zahavi, 2019b), and criticized Giorgi 

and van Manen for misinterpreting their contributions (e.g. the phenomenological method of epoche 

and the reduction) and for hyperphilosophizing (Zahavi, 2019a). Based on his critique, Zahavi 

suggests that a productive and pragmatic way for qualitative researchers to work with a 

phenomenological point of departure is to:   

 Familiarize themselves with the phenomenological theory and its philosophical origin, but 

refrain from focusing on its orthodoxy, adhering strictly to Husserl’s, Heidegger’s or 

Merleau-Ponty’s theories and method. It can be enough to familiarize oneself with 

contemporary research in philosophical phenomenology. 

 

 Look beyond the different proposals currently found within the qualitative research literature 

and towards the inspirational and successful applications of phenomenology in other 

disciplines, for example psychiatry.  

 

 Avoid ‘hyperphilosophizing’, i.e., avoid directly adopting Husserl’s, Heidegger’s, or Merleau-

Ponty’s philosophical method and including methodological steps that are irrelevant for 

qualitative researchers such as epoché and the phenomenological reduction. Rather, be 

informed by the comprehensive theoretical framework (ideas, concepts and ways of working) 

that philosophical phenomenology has to offer, so that it makes sense in a qualitative research 

context and allows for better qualitative research results.  

 

A different, but also pragmatic way to work with phenomenology has been proposed in a 

quantitative research setting. Gallagher (2003) has proposed what he calls ‘front-loaded 

phenomenology’, where the idea is to front-load concepts and distinctions from the 

phenomenological analysis into the design of an experiment. The idea is for the phenomenological 

analysis to inform the quantitative researcher in designing the experimental set-up. The analysis 

should not, however, be integrated naïvely and at face-value. It should be tested through preliminary 

and experimental trials that help to specify or develop the analysis. Such way of working with 

phenomenology in a quantitative setting is seen in cognitive science where experiments using 

neuroimaging applies the phenomenological distinction between “sense of agency” and “sense of 

ownership” (Chaminade & Decety, 2002; Farrer & Frith, 2002; Ruby & Decety, 2001). In front-
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loaded approaches there is, however, no requirement of qualitative data collection. The researcher 

can fully disregard the subjective experiences of the participants in the experiments.  

 

3.2. Mixed Method Collaboration 

What do these insights from phenomenologically informed qualitative and quantitative research 

mean for a phenomenological mixed method? It is striking in the different proposals and discussions 

that it is typically the psychiatrists, or the qualitative or quantitative researchers themselves who 

must integrate and apply phenomenology in their research. They must do so without 

‘hyperphilosophizing’ or ignoring important phenomenological insights.  

As we have discussed elsewhere (Martiny 2017b, Høffding 2017), we propose instead, that within a 

mixed method research context the mixing of phenomenology, qualitative and quantitative research 

should be done through a collaborative effort and as a team approach (Teddlie & Tashakkori, 2003b, 

pp. 44-45). Philosophers and qualitative and quantitative researchers should join forces and 

resources to figure out together how phenomenology productively and pragmatically should inform 

the mixed methods in order to investigate a complex research question or problem. Such 

collaboration can be conceived of in at least three ways: 

1. Multidisciplinary: Working in parallel or sequential, but within their own discipline. 

 

2. Interdisciplinary: Working jointly, but with their own disciplinary perspective.  

 

3. Transdisciplinary: Working jointly, using a shared framework that transcend their 

disciplinary boundaries and might also transcend academia and engage, for example, 

citizens, therapists, practitioners, etc.   

 

Our point here is not to propose one collaborative way of working with phenomenological mixed 

method, but to point out that through collaboration, it is possible to deal with the challenges of 

‘ignorance’ and ‘hyperphilosophizing’. This is not to say that one researcher absolutely cannot do 

this alone. Rather it is to say that it is naïve and unrealistic to believe that one researcher, specialized 

within one or maybe two disciplines, with one set of expertise, tools and techniques, alone can 

conduct high-level research using a phenomenological mixed method. Also, there is no need for 

such demanding individual conduct, because fruitful examples already exist of how to collaborate in 

framing the mixed method research phenomenologically. 
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3.3. Three Examples: A Phenomenological frame for studying complex social phenomena 

We have engaged in such collaboration in three different studies where we have taken up a 

phenomenological point of departure for framing our mixed method research in order to investigate 

complex social phenomena. The first example concerns social experiences in joint musical 

absorption, whereas the two other examples concern social experience in the case of physical 

disability.  

3.3.1 Improving the understanding of musical absorption 

Based on previous phenomenologically informed qualitative work with understanding joint musical 

absorption (Høffding, 2018), a mixed method design was developed with the motivation of 

improvement (Høffding et al. forthcoming). That is, to expand and develop the current 

understanding of the complex phenomenon of joint musical absorption. Inspired by previous 

experiments using heart rate synchronization (HRS) in the context of shared experience in fire-

walking ritual (Konvalinka et al., 2011) and in choirs (A. Hemakom et al., 2016; Müller et al., 2018; 

Müller & Lindenberger, 2011), the aim was to develop a phenomenological mixed method 

experimental study. A study that would include concert performances where musicians play, while 

we investigate the relation between their experiences and HRS. The research question of the study 

therefore concerned the understanding of the relation between shared experience of musical 

absorption and HRS. To conduct the experiment an interdisciplinary research team of biologists, 

psychologists, engineers, computer scientists, and phenomenologists collaborated with the 

musicians of “The Danish String Quartet”. 

Seen within a larger research framework this investigation can be understood as a case-study of 

joint musical absorption that adopts the exploratory type, i.e. applies a quantitative method (HRS) 

to test and interpret a relationship found in the previous phenomenological qualitative research. 

However, within the basic experiments it can be understood as a type of triangulation, attempting 

to merge qualitative and quantitative data within an experimental setting. The previous 

phenomenological informed qualitative research served as the phenomenological point of departure 

that was ‘front-loaded’ into the design of the experiment.    

3.3.2 Understanding and changing social experience in the case of cerebral palsy 

Based on previous phenomenologically informed qualitative work with understanding social 

experience in living with cerebral palsy (CP) (Martiny, 2015a, 2015b), two phenomenological mixed 

method designs were developed. One design with the motivation of providing a holistic 

(complementary) understanding of joint actions that include cases of CP and physical disability 
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(Martiny et al. under review, Toro & Martiny, forthcoming) and the other design with the 

motivation of providing a holistic understanding of prejudice towards people with physical disability 

in order to reduce it (Martiny et al. under review). 

In relation to the first design, it is surprising that no prior research in joint actions involving persons 

with CP exists. According to embodied and enactive accounts of cooperation, however, there is a 

strong and direct link between coordinated joint actions and the interactors’ positive experiences of 

connectedness, harmony and flow at the affective level (Fantasia et al., 2014; Fuchs & De Jaegher, 

2009; Marsh et al., 2009). This means that people who have problems with bodily coordination, such 

as people with CP, should experience these positive feelings to a lesser degree, or not at all, making 

their experience of joint action negative. We therefore developed a phenomenological mixed method 

experiment, to question whether functional and experiential dimensions of joint actions are directly 

related and people who have problems with bodily coordination necessarily experience negative 

joint actions. An interdisciplinary team of philosophers, psychologist, computer scientists and 

cognitive scientists were collaborating to conduct such phenomenological mixed method 

experiment.  

In regard to the second study, phenomenologically informed cognitive science was applied to 

suggest another strategy than the dominating Contact-hypothesis (Binder et al., 2009) for reducing 

prejudice. The Enact-hypothesis was proposed, which posits that two conditions are necessary in 

working with prejudice reduction interventions: 1) interventions should work with engagement to 

reduce prejudice, and 2) work should focus on the second-order level of attitudes formation. A 

specific intervention using a theater performance was developed and the effects on prejudicial 

attitudes towards people with physical disabilities was investigated using a mixed method 

intervention design. A large team of both researchers (philosophers, psychologists, researchers in 

performance studies and cognitive science) and practitioners (theater director, actors, dramaturgs, 

scenographer and musician) collaborated on conducting such phenomenological mixed method 

intervention.   

Seen within a larger research framework, both phenomenological mixed method studies can be 

understood as participatory research projects. The mixed method design of both studies is developed 

from the self-descriptions of people with CP, found in the previous phenomenologically informed 

qualitative research. However, the basic joint action study can be understood as a design of 

experimental triangulation, attempting to merge quantitative and qualitative data in an 

experimental setting. The previous phenomenologically informed qualitative research serves as the 

phenomenological point of departure for ‘front-loading phenomenology’ into the design of the 
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mixed method experiment. The triangulation was conducted to understand joint actions involving 

people with CP, with the aim to be transformative by applying the results to reorient healthcare and 

rehabilitation practices. Therefore, in terms of collaboration, this study is not only interdisciplinary, 

but also transdisciplinary, as it engages with healthcare professionals, like psychologists and 

therapists. This also applies to the study of prejudice towards people with physical disability, where 

phenomenology was front-loaded, in designing a mixed method intervention for transforming 

prejudicial attitudes.     

 

4. Tier one: Phenomenologically Informed data collection 

After having figured out how to frame and inform one’s mixed method design phenomenologically, 

the next step is to collect the qualitative and quantitative data. Most influential examples of 

phenomenological mixed method work specifically with phenomenological interviews as a way to 

collect data. In broad terms, the ‘phenomenological interview’ can be described as a framework that 

integrates philosophical insights and concepts from the phenomenological tradition with qualitative 

interview techniques in order to collect, analyze and interpret qualitative data. According to 

Høffding and Martiny (2016), the qualitative interview is informed by four principle 

phenomenological commitments:  

1. To the thing itself: Using the interview to acquire detailed first-person descriptions of an 

experience in question. 

 

2. Invariant structures: Using the interview to grasp the invariant structures of experience. 

 

3. Subjectivity cannot be reduced to objectivity: In the interview, the first-person perspective needs 

to be understood on its own terms. 

 

4. Enaction, embodiment and embeddedness: Phenomenology construes subjectivity as embodied, 

enactive and embedded. The interview directly confronts us with these aspects of experience. 

 

The phenomenological interview is a collaborative framework where philosophers can take part in 

collecting data and where researchers outside of philosophy can engage with phenomenology. Two 

of the most influential examples of how to work with phenomenological interviews in a mixed 

method context comes from psychiatry and cognitive science.    

4.1. Examples of Data Collection in a Clinical Setting 

In clinical work on schizophrenia, two phenomenological interviews have been developed to 

supplement standardized diagnostic systems such as ICD-10 and DSM-5. These interviews are 
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called the Examination of Anomalous Self-experience (“EASE”) (Parnas et al., 2005) and, the 

Examination of Anomalous World Experience (“EAWE”) (Sass et al., 2017). They combine a 

primarily Husserlian informed phenomenology with a semi-structured qualitative interview design 

and a semi-quantitative psychometric checklist to collect data of patients’ subjective experience. The 

motivation for working with such phenomenological mixed method is primarily improvement, 

expanding the understanding of schizophrenia seen in the standardized diagnostic systems. It does 

so by prioritizing the qualitative method and data, i.e. the patients’ subjective experiences. It collects 

the qualitative data concurrent with quantitative data, using quantitative checklist and scoring 

sheets as a manual for the qualitative interview. Although there may be different types of mixed 

method design employed in this clinical work, e.g. triangulation, the main type of design is 

transformative: the qualitative and quantitative data are collected in order to advocate for change 

in the psychiatric understanding and diagnosis of schizophrenia. In addition, the research 

framework that has been used to develop this phenomenological mixed method is participatory, 

since it has been developed based on qualitative data of self-descriptions obtained from patients 

suffering from schizophrenia.  

 

EASE and EAWE and their results have shown to be highly relevant both for diagnosis of 

schizophrenia and for the psychotherapeutic work. In relation to the latter, phenomenologically 

informed body-oriented psychotherapy (BPT) (T. Fuchs et al., 2019; Thomas Fuchs, 2005; Thomas 

Fuchs E. & Schlimme, 2009; Thomas Fuchs & Koch, 2014; Koch & Fuchs, 2011) shows other ways 

to work with a phenomenological mixed method in schizophrenia research and clinical practice. In 

Galbusera et al. (2018), part of this work is conducted within an intervention framework where 

qualitative and quantitative methods are used to collect data sequentially before and after a BPT-

intervention. The methods for data collection include qualitative interviews, standardized symptom 

evaluation manuals and Motion Energy Analysis software. They are used to understand and 

describe the therapeutic change processes for patients with schizophrenia using BPT, and the 

relation between the changes processes and therapeutic results.    

Many of the productive examples where phenomenology inform qualitative and quantitative data 

collection are seen in advanced research design that aims to improve or provide more holistic 

therapy and healthcare (see Zahavi & Martiny, 2019; Toro & Martiny, forthcoming). Such design 

typically uses transformative ideas within an intervention or participatory research framework. 

However, examples of phenomenologically informed data collection also exist in basic designs 

within a more traditional and theoretical research context.  
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4.2. Examples of Data Collection in an Experimental Setting 

Within cognitive science, the phenomenological mixed method called ‘Neurophenomenology’, was 

famously developed by Varela and related to the proposal of naturalizing phenomenology (Varela & 

Shear, 1999; Varela, 1996). Varela argued that in order for cognitive science to work as a scientific 

method for studying consciousness a mutual constraint should exist between first-person 

(qualitative) and third-person (quantitative) methods in collecting and validating both subjective 

and empirical data. Philosophical phenomenology is used as the foundation for developing the 

rigorous first-person method, with its sophisticated ways of providing descriptions of experience. 

Practically, this means that in an experimental setting, the cognitive scientists and the participants 

should be trained in Husserlian phenomenological methods to better attend to and collect data of 

subjective experiences. The cognitive scientists should use a version of the phenomenological 

interview, called the “explicitation interview” (Vermersch, 1994), to help the participants better 

describe their subjective experiences. At the same time, the cognitive scientists should record the 

participants’ brain activity using quantitative methods such as EEG.  

 

The neurophenomenological mixed method is an example of a concurrent data collection where 

qualitative and quantitative data are equally important. The aim is to mutually integrate and merge 

the qualitative and quantitative methods in both the research design, data collection and 

interpretation, so that a more complex understanding of conscious experience is provided. 

Paradigmatic examples of this way of conducting neurophenomenology are seen in the investigation 

of illusory depth perception (Lutz, 2002; Lutz et al., 2002), and in understanding the experience of 

seizures for people with epilepsy (Le Van Quyen & Petitmengin, 2002; C Petitmengin et al., 2007; 

Claire Petitmengin et al., 2006). 

 

In its early version, neurophenomenology was a solution to the criticism of working with qualitative 

data of subjective reports in experimental research, since at the time neurophenomenology was 

developed, qualitative data were seen as scientifically problematic (Nisbett & Wilson, 1977). In 

neurophenomenology, a correlation between the first-person and third-person data is therefore 

established, so the objective third-person data can validate the first-person descriptions, and the 

first-person reports can guide the electrophysiological analysis. The motivation for working with 

the mixed methodology of neurophenomenology is therefore strengthening, using qualitative and 

quantitative methods and data to both corroborate the findings of one type of data with data of the 

other type, and compensate for the weaknesses of each type of data.  
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In later developed versions of neurophenomenology scholars work with a different and more 

‘radical’ motivation (Petitmengin, 2017). Here the aim is holistic, taking seriously the complexity of 

lived, embodied, embedded, emotive and enacted aspects of experience, while also including 

experimental investigations of these aspects. In order to collect data, neither the cognitive scientists 

nor the participants need to be trained in the Husserlian phenomenological method. Rather the aim 

is to develop a more detailed mixed method of how to integrate and work mutually with 

phenomenology, qualitative interview and experimental (cognitive) science. Such ways of working 

with a neurophenomenological mixed method are seen in the framework of ‘micro-phenomenology’ 

and ‘cardio-phenomenology’ (see Depraz, 2018).  

One general problem with the neurophenomenological mixed method is, nevertheless, that many 

scientists are still puzzled about how to collect data of the lived, embodied, embedded, emotive and 

enacted aspects of experience in lab experiments using, for example, brain scans. Embodied 

cognition, as proclaimed by Goldman and De Vignemont (2009), is haunting the laboratories of 

cognitive science. By reviewing two decades of literature on neurophenomenology, Berkovich-

Ohana (2017) argues that neurophenomenology is appealing philosophically, but it is technically 

and practically too ambitious and it is extremely difficult to implement experimentally, for example 

in data collection. There is a danger that the neurophenomenological mixed method primarily 

appeals to philosophers, but won’t be used by other qualitative and quantitative researchers.  

4.3 Best Practice for collecting data 

A phenomenological mixed method is nevertheless a productive way to work for researchers 

interested in collecting both qualitative and quantitative data to investigate the complexity of 

conscious experience. For example, investigating the different pre-reflective and reflective levels of 

conscious experience, and the unconscious (e.g. biological and neurological factors) that relate to 

and help structure such experiences.  

One way to make it easier to implement a phenomenological mixed method is to simplify how 

phenomenology informs and impacts the data collection. In Høffding and Martiny (2016), we have 

criticized the ‘micro-phenomenological’ method for developing a phenomenological method of data 

collection, that requires strict, Husserlian-inspired, methodological steps. Such steps are taken in 

order to supposedly acquire data of the pre-reflective dimension of conscious experience. We believe 

that such approach misunderstands the philosophical commitments of working with 

phenomenology and is at risk of ‘hyperphilosophizing’. It creates a confusion of how the 
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phenomenological foundation should inform the data collection, as if there was one right 

phenomenological way to collect data.  

Instead, we suggest that before going to the first tier of data collection in a phenomenological mixed 

method, we should be aware of our phenomenological point of departure as described above. While 

collecting the data our focus should, however, be to live up to the best practice standards for 

collecting qualitative and quantitative data. These standards depend on the specific mixed methods 

that one is using, and it is here that collaboration becomes important, because to live up to the best 

practice standards requires qualitative and quantitative expertise. For example, to collect qualitative 

data using interviews and quantitative data using brain imaging requires years of practice and 

hands-on experience on each technique. The phenomenological point of departure should inform 

and inspire such data collection, but the process of collecting the data should rely on best practice 

and expertise with qualitative and quantitative methods. This means that it is not until we turn to 

tier two of data analysis and interpretation, that the phenomenological foundation and framework 

explicitly impacts the mixing of the qualitative and quantitative methods and collected data.    

4.4. Three Examples: Collecting data to study complex social phenomena      

Such phenomenologically informed best practice of data collection was used in our three 

phenomenological mixed method examples.  

4.4.1 Creative data collection of musical absorption 

The data collected to study joint musical absorption correspond to phenomenological interviews 

with the musicians (qualitative data) and a record of their heart rate using Firstbeat heart rate 

sensors to collect quantitative data units of beats per minute (BPM). For the very nature of the 

study, the quantitative data set of the study was collected during the musical performance 

(concurrently), and the qualitative data was collected after the concert performance (sequentially). 

In this case, a methodological question arises regarding how to link the two data sets in a coherent 

and rigorous manner. This methodological problem derives from the limitations of the 

phenomenological interview: even though it can disclose the experiential richness of specific 
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moments reflected on, it is not designed to hold a 1 to 1 relation with a recorded event describable 

quantitatively10.  

To face this methodological challenge, we recorded sound (Zoom H5 or H6) and video (Garmin 360 

virb) during the musical performance. The sound recorded allowed the musicians to evaluate their 

experience of absorption during the performance in a self-rating application. To evaluate their 

experience of absorption, the musicians listen to a recording of their just past concert while rating 

with one finger on a tablet using a sliding Likert scale going from “distracted” to “very absorbed”. 

Then, a synchronization of the timing of the self-rating with the timing of the music is automatically 

done. And, since the recording of the heart-rate is synchronized with the music in real time, these 

synchronizations work as a “bridge” to link the self-rated level of absorption and the heart-rate of 

the musicians.  

After the musical performance, the musicians participate in the self-rating sessions. The researcher 

could see the results of those sessions, and guide the qualitative interviews according to what he 

considered to be theoretically interesting. Through the data coming from the 360 degree video-

recordings we were able to contextualize the interpretation of the HRS, self-evaluation, and 

interviews. Among the relevant data provided by video-recordings are the musicians’ behavioral 

and facial expressions.  

4.4.2 Collecting data about social experience and CP in the laboratory and theater  

The two examples that focus on understanding social experience in the case of CP using a 

phenomenological mixed method show ways to collect qualitative and quantitative data in a more 

closed laboratory and a more open field setting. In relation to the laboratory setting, the research 

question concerned the relation between the functional and experiential dimensions of joint actions 

in the case of CP. An experiment using a phenomenological mixed method design was developed to 

compare joint interactions involving persons with CP, with interactions involving persons without 

CP (a control group). In the CP-interactions one person with CP performs joint action exercises 

with one person from three different groups of non-CP participants, i.e., relatives and two stranger 

groups: therapists and random strangers. In the control-setting two persons without CP perform 

                                                 

 

 

10 In this regard, the microphenomenological method, with its capacity to describe short periods of 

experience with great nuance, might be better suited to link the reflected experience with the 

quantitative data.  



114 

 

the same joint action exercises. There were six hand-to-hand joint action exercises including 

shaking hands and giving/receiving an object, which the two participants performed sitting down 

at a table in front of each other. 

Tier one concerned sequential data collection during and after the joint action exercises. 

Quantitative data were collected during the exercises, where the participants wore eye-tracking 

glasses (Tobii Pro Glasses 2), so that eye-focus and areas of interest were recorded. In addition, via 

a Kinect (v1) camera, 3D video data of the participants’ bodily motion and movements were 

recorded. Immediately after the exercises, phenomenological interviews were conducted with both 

participants, to collect qualitative data of how the participants experienced the interactions.  

In relation to collecting data in a field setting, a theater performance was used to reduce prejudice 

towards people with physical disabilities and a mixed method intervention design was developed to 

investigate the effect. The design consisted of sequential data collection before, during and after 

different theater performances. The quantitative data was collected before and after using a 7-point 

Likert scale quantitative questionnaire and an Implicit Association Test (IAT), and it was collected 

at a restricted research test-area close to the theater stage. During the performance, an interactive 

questionnaire was developed to collect quantitative data of the participant’s behavior in forming 

their attitude towards physical disability. This was done by measuring the consistency in time to 

answer the questions of the interactive questionnaire, the number of audience-members who 

answered, and whether they made answer-revisions. The questions were designed based on concrete 

scenes that the audience had just experienced, and the answers were submitted on a 10-point Likert 

scale by using a mobile answering-device that was placed in the participants’ seats. The answers 

were shown in ‘real time’, anonymously on a projection wall on stage that everyone could follow.  

Data from most of the audience (n = 2604) was collected using the interactive questionnaire, but 

only parts of the audience were recruited before (pre-group) and after (post-group) the performance 

and given the quantitative questionnaire and the IAT test. A focus-group (n = 30) was also recruited 

and given the quantitative questionnaire and the IAT test after the performance. Based on their 

individual quantitative data during and after the performance, 15 participants were chosen for follow 

up phenomenological qualitative interviews. For comparison, a control-group (n = 505) that did not 

see the performance, were given the quantitative questionnaire.  
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5. Tier Two: Phenomenologically informed analysis and Interpretation 

After having collected the qualitative and quantitative data, we turn to tier two of the 

phenomenological mixed method. Here it is important to note that in mixed method analysis and 

interpretation different ways and degrees of mixing can be used.  

5.1. Phenomenologically informed analyses 

The strategy that one uses for analyzing the data in a phenomenological mixed method depends on 

the research design that one has decided on (section 2.2) and how phenomenology informs and 

frames the research. Using Teddlie and Tashakorri’s (2008) typology of mixed method analysis, 

however, we can distinguish between the following ways to conduct a phenomenological mixed 

method analysis:  

1. Parallel: Involving qualitative and quantitative analyses of data as two separate processes 

of typically thematic analysis of narrative data (qualitative analysis) and inferential statistic 

for appropriate variables (quantitative). The method of triangulation can be used in parallel 

analysis.           

2. Conversion: Working with one data source where the original source is converted into the 

other form. E.g. qualitative data are converted into numbers (quantitizing) or quantitative 

data is converted into narratives or other types of qualitative data (qualitizing). 

3. Sequential: Analysis of data from one strand of the study emerges from or depends on the 

analysis of the other previous strand. This includes qualitative to quantitative analysis, 

quantitative to qualitative analysis or an iterative mixed analysis where there are more than 

two phases of sequential analysis.  

4. Multilevel: Analysis where the one type of analysis is used at one level (e.g. student) and the 

other type of analysis is used at another level (e.g. classroom) to answer an interrelated 

research question.  

5. Fully integrated: Analysis where interactive mixing of qualitative and quantitative analyses 

occurs through iterative, reciprocal and interdependent processes, breaking down the 

barriers between traditional qualitative thematic and quantitative statistical analysis.   

6. Inter-traditional: Using analytical aspects from one methodological tradition within the 

analysis of data from another tradition.  

 

The different types of mixed analysis can be conducted within one single track (e.g. conversion and 

sequential), two tracks (e.g. parallel) or cross-over tracks (e.g. fully integrated). Analytical mixing 

where the multiple qualitative and quantitative data sources are integrated during the analysis (e.g. 

conversion and fully integrated) is one of the unique characteristics of mixed method research.  

However, in most cases of mixed method analysis the data are analyzed separately either in parallel 

or sequentially. This analysis is done in the same way that single data sources are analyzed in single 

method qualitative or quantitative research (Small 2011, 71). This means for example that in using 
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qualitative interviews and a large sample quantitative survey in the mixed method, the interview 

transcripts and ethnographic field notes are analyzed qualitatively by e.g. thematic coding, inferring 

meaning, developing narratives and quoting passages, whereas the survey responses are analyzed 

quantitively by e.g. calculating averages, plotting distributions, estimating coefficients, and 

modeling formal relationships. After the two separate analyses have been conducted, either in 

parallel or sequentially, they are combined or connected as a mixed analysis. Such separate data 

analysis is typically seen in exploratory or explanatory (single track, sequential) and triangulation 

(two track, concurrent) types of mixed method.  

In examples of phenomenological mixed methods, this trend of separate data analysis is also 

dominating. This is seen in the early version of neurophenomenology where data from the first-

person descriptive reports and the EEG-recorded electrical brain activity are analyzed separately 

(Lutz et al. 2002). However, later developed versions of neurophenomenology (e.g. micro-

phenomenology and cardio-phenomenology) aim to be more radical and work with a fully integrated 

analysis. We support such effort, but at the same time believe that further research is needed in 

order to develop a best practice of fully integrated analysis within phenomenological mixed method.   

That being said, we want to emphasize the point that whatever type of phenomenological mixed 

analysis one uses, it should live up to the best practice standards for analyzing qualitative and 

quantitative data, respectively. Phenomenology can especially be useful in the best practice analysis 

of the qualitative data, applying its descriptive techniques and tools. This is seen in many of the 

examples of phenomenological mixed methods discussed above, where qualitative interviews are 

used, and the phenomenological analysis is applied in making descriptive discriminations of the 

interview reports.  

5.2 Making sense of the analysis 

After having mixed the analysis, either through separate or integrative analysis, the mixed analysis 

should be interpreted. In the literature of mixed methods such interpretation is described using the 

term ‘inference’ to imply that the interpretation is a process of sense-making, i.e. making sense of 

the findings, results and outcomes of the mixed analysis (Tashakkori & Teddlie 2008; Teddlie & 

Tashakkori, 2009). In framing such interpretation process within a phenomenological mixed 

method, it is important to keep in mind our phenomenological commitments. We are committed to 

maintaining the complexity and irreducibility of conscious experience and the interdependence of 

both subjectivity and objectivity. This is done by understanding the interpretation process as a 

social practice that rests on the observations, experiences and expertise of the individual researchers, 
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but which is developed into shared knowledge of a research community through an intersubjective 

sense-making process. In other words, the sense-making processes include a diverse group of 

researchers with different perspectives of either first-person, qualitative or third-person, 

quantitative character, where both of these perspectives are embedded, contextualized and 

culturally influenced by the second-person, intersubjective perspective of the community. The aim 

of a phenomenological interpretation process is to meaningfully integrate these three perspectives 

and make sense of the research findings, results and outcomes to (hopefully) answer the research 

question.  

The different motivations for working with a phenomenological mixed method will highly influence 

the interpretation, which means that a fundamental part of the sense-making process includes 

keeping one's phenomenological frame and research questions in the foreground. In addition to this 

suggestion, Teddlie & Tashakkori (2009, p. 289-293) provide some more general guidelines for 

mixed method sense-making. This includes separating each research question and its subquestions, 

so that the results relevant for each question can be summarized and examined. The questions can 

for instance be separated into the qualitative and quantitative research strand, where the best 

practice standards for sense-making should be applied to both. This exercise will provide some 

tentative interpretations and answers to the questions, which should then be mixed, i.e. compared, 

contrasted, combined, or the difference between them should be explained. The overall aim is for 

the different interpretations and answers to be integrated into one meta-interpretation.  

For a phenomenological mixed method, the meta-interpretation should provide a generalized 

understanding of the structures of conscious experience in question. This means that although some 

partial interpretations and partial answers within either the qualitative or quantitative sense-

making process might refer to particular experiences and cases, the meta-interpretation should end 

up with generalized descriptions and understanding. In a phenomenological mixed method, the 

interpretations and answers will therefore include a continuum of both particularity and 

generalization.  

One way to achieve such generalization in the sense-making process is to perform what in 

phenomenology is called ‘factual variation’ (Froese & Gallagher, 2010). This variation is a 

supplement to Husserl’s phenomenological method of ‘eidetic variation’, where one uses the 

imagination, like in thought experiments, to provide detailed descriptions of specific conscious 

experience, by stripping away unessential content and capturing the invariant structures of the 

experience (Gallagher and Zahavi 2008, 28-30). The danger of only using imagination in an 

interpretative process is that one might end up with empty abstractions and theories, or overlooking 
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aspects and nuances of complex experiences that are difficult to imagine. Thus, by including and 

working with qualitative and quantitative data in the sense-making process we are forced to refine, 

revise, or even abandon our habitual way of thinking. As a result, we can provide more detailed 

descriptions of experiences and their structures (Zahavi, 2005, 141–2). This is the sense-making 

strategy of factual variation. 

5.3. Assessing the quality of sense-making 

The meta-interpretation and the provided research answers of the phenomenological mixed method 

should be assessed in terms of the validity and quality of the sense-making processes. According to 

Teddlie & Tashakkori (2008, 2009) this should refer to the quality of the design and procedures, 

and the rigor and transferability (i.e. replication) of the interpretation and research results. In 

relation to a phenomenological mixed method, we propose that such validity and quality can be 

understood in relation to the ‘performative consistency’ (Petitmengin & Bitbol, 2009) and the 

‘phenomenological consistency’ of the sense-making process (see Høffding and Martiny (2016)). 

These forms of consistency can be defined as follows: 

1. Performative consistency: The degree to which there is consistency between the three aspects 

of the phenomenological mixed method, i.e. the phenomenological framework 

(commitments, theories and concepts), tier one (the qualitative and quantitative data 

collection) and tier two (the mixed analysis and meta-interpretation). Such performative 

consistency should follow the best practice standards for each aspect.  

 

2. Internal phenomenological consistency: The degree to which it is possible in the meta-

interpretation to make comprehensible the different qualitative and quantitative data and 

analyses of the investigation.  

 

3. External phenomenological consistency: The degree to which it is possible for the meta-

interpretation to work with and against already established theories and understanding of 

the complex phenomena in question. External phenomenological consistency is related to 

the methodological steps of ‘intersubjective validation’ (Varela and Shear 1999, 10) and 

‘intersubjective corroboration’ (Gallagher and Zahavi 2008, 29–31). 

 

5.4. Three Examples: Making sense of complex social phenomena 

The mixed analysis and sense-making process for our three examples of phenomenological mixed 

method were conducted to obtain a high degree of performative and phenomenological consistency. 

5.4.1 Tier two: Making a coherent story of joint musical absorption 

The quantitative and qualitative analysis are conducted separately and in parallel in tier two of the 

phenomenological mixed method study of joint musical absorption. The study also uses conversion 
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analysis, because the qualitative experience of musical absorption is translated into a quantitative 

rating system. Figure 1 shows an example of how the quantitative data is analyzed and visualized 

for one specific movement of a performance. The similarities of BPM across the musicians is clear 

in the graph, while the self-ratings of absorption are less homogeneous. Nevertheless, self-ratings 

converge around second 450, where a clear drop of absorption can be observed for Rune and 

Frederik S., and to a lesser degree for Frederik Ø. There is also, between seconds 400 and 500, a 

peak of absorption for all four musicians.  

 

Figure 1. Graphs of post-concert self-ratings for immersion during a part of a particular concert in 
Denmark (left panel) and the associated HR profiles for each quartet member recorded during the 
actual concert. The y-axes represent (arbitrary) values on the rating scale, and heart beats per 
minute (BPM), respectively. The x-axes represent time in seconds. Note that the y-axes for each 
plot are scaled to the individual rating and HR curves for purposes of visual presentation. 

 

The qualitative data is analyzed in a best practice descriptive manner as done in the previous 

phenomenologically informed qualitative research (Høffding 2018). The qualitative data analysis is 

contrasted with the quantitative data analysis for enriching the self-rating data. Two of the 

musicians describe that the drop in the absorption rating represents a transition from the fourth to 

the fifth variation in the movement, which is a compositional change from something intimate, slow, 

and piano to something much quicker, forte, merrier, and almost silly.  
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In quantitative terms, this development in the composition manifests itself in an increased amount 

of bodily motion, which can account for the BPM development in Fig. 1. A break of around 0.5 

seconds precedes the fifth variation, which enters in a sudden and energetic way after a clearly 

audible joint, deep and fast in-breath. Two of the musicians reported the experience of ‘merryness’ 

as associated with some level of self-distance, which is absent in the intimate, piano variation 

preceding it. Another of the musicians agrees on the funny and almost silly character of the fifth 

variation. However, he doesn’t link it to a drop in absorption since the funniness can equally call for 

an absorbed state. These experiential reports help interpreting the different self-ratings for the three 

musicians. The fourth musician didn’t report a significant experience about the fifth variation..  

The slightly contorted and even smiling faces of two of the musicians during those crucial seconds 

around the fifth variation, observable in the video recordings, contribute to contextualize the mixed 

analysis of the two datasets. One might conclude that the change in the composition from the fourth 

to the fifth variation induces a drop in experienced absorption, which, perhaps not surprisingly, 

seems to generalize to the conclusion that musical genre and quality strongly impacts the sense of 

joint absorption of the performers. Further, one can conclude that the self-ratings on their own can 

be deceptive, and are best understood when constrained by interviews concerning those ratings. 

Finally, as an exploratory pilot experiment, the current study also shows the complexity of 

integrating qualitative (interviews) and physiological (HRS) aspects of musical absorption. The fire-

walking study (Konvalinka et al. 2011) that inspired the one on joint musical absorption, showed a 

clear correlation between HRS and personal relations between actors and spectators in the 

ceremony. Part of its success was the relative simplicity of the task of crossing the burning coals 

coupled with the audience being stationary, all directly impacting the BPM and hence the HRV. 

When performing, the musicians, however, are all almost constantly moving at different paces, 

which is why more research is needed to identify ways to separate analyses of interview, self-rating, 

music score11, quantity of motion, and HR before a meta-analysis can more conclusively answer if 

heart rate synchronization plays a role in joint musical absorption. These analyses will need to be 

perfected before the mixed method design can be said to possess a strong phenomenological 

consistency. 

                                                 

 

 

11 See Upham & Mcadams, 2018 for an impressive correlational analysis between musical score and breathing 

synchronization. 
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5.4.2 Tier Two: Triangulation as a way to understand social experience and change in the 
case of CP 

The qualitative and quantitative data were analyzed separately and in parallel in tier two of the 

phenomenological mixed method for studying joint actions in the case of CP. For the quantitative 

eye-tracking and bodily motion data this meant importing the data and analyzing it using MATLAB 

(R2017a). The quantitative analysis employed classical statistical models such as linear mixed effects 

model, full and null-models. The qualitative data was analyzed in a descriptive manner as done in 

previous phenomenological informed qualitative research on CP (Martiny 2015a, 2015b).  

 

The quantitative analysis showed that during the interaction, the strangers looked significantly less 

at the face of the person with CP compared with relatives and therapists. The control group looked 

at each other’s face much more than participants in the CP-interactions and was also significantly 

faster in performing the exercises. However, all CP-interactions completed the exercises 

successfully and it took them approximately the same time. In the most demanding exercises CP-

stranger interactions were as quick or quicker than CP-relative and CP-therapist. Also, in CP-

stranger and control group the participants responded quicker to facilitator’s instructions and 

moved quicker towards the point of interaction, than CP-relative and CP-therapists.  

 

The qualitative analysis showed that joint actions were predominantly experienced as either positive 

or negative. Positive experiences were described as ‘natural’, ‘open’, ‘attuned’, ‘habitual’ and ‘calm’. 

Negative experiences were described with terms like ‘unnatural’, ‘alert’, ‘transgressive’, ‘functional’, 

‘hesitant’, and ‘correct’. Overall, CP-stranger interactions were experienced negatively, while CP-

relative, CP-therapist, and controls had positive experiences of joint actions. 

 

In the attempt to combine the two analyses into a meta-interpretation, we illustrated a more 

complex picture of the relation between the functional and experiential dimensions of joint actions 

than previously described in the joint action literature. To make sense of this complexity and to 

develop a strong internal phenomenological consistency we triangulated the two datasets with a 

phenomenologically enriched theory of affordances.  
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Figure 2. Diagram of the triangulation in the joint action experiment involving people with CP. The triangle 
depicts vertically the relations holding between the theoretical and the empirical levels, and horizontally the 
relation between quantitative and qualitative data. At the theoretical level, there is the current account of 
joint actions. At the empirical level, the relation between the functional and experiential dimensions is studied 
based on quantitative and qualitative data (horizontal blue arrow). From this analysis at the empirical level 
emerges a finding that suggest a different account than the one offered by current theory (red vertical arrow).  

 

The aim of the triangulation was to disclose the fundamental structures of the complexity of joint 

actions by interrelating the qualitative and quantitative data (see Fig. 2). The theoretical framework 

allowed us to mix and interpret the data into a unified account of the phenomenon of joint actions 

involving interactions with people with physical disability. This account describes the different ways 

that functionality and experience are interwoven in joint actions, and how they are mediated by a 

third dimension of joint action. This is the dimension of the openness of the system constituted by 

the participants in a joint action (see Martiny et al, under review). To obtain a high degree of 

external phenomenological consistency the joint action account was applied in a rehabilitation 

research context to develop better personalized healthcare for people with physical disabilities (Toro 

& Martiny forthcoming).  

 

In tier two of the phenomenological mixed method, studying the effects of a theater intervention to 

reduce prejudice towards people with physical disability, the quantitative and qualitative data were 

also analyzed separately and in parallel. The quantitative analysis concerns the statistical 

comparison of data before, during and after the performance. Here we employed classical statistical 

models such as a series Kruskal-Wallis H tests for the quantitative questionnaire, an independent-

samples Mann-Whitney U-test conducted in SPSS for the IAT test, and the interactive 

Empirical Level 
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questionnaire was analyzed descriptively. The qualitative data was analyzed in a descriptive manner 

as done in previous phenomenological informed qualitative research on CP (Martiny 2015a, 2015b).  

 

The qualitative and quantitative analyses were interpreted separately, where the qualitative data 

showed that the performance changed the audience’s attitudes towards people with physical 

disability from being objectifying and prejudicial to being humanizing, personalistic and inclusive. 

The interactive questionnaire showed that the audience was highly engaged during the 

performance, with a small amount of people in the audience that changed their answers. The IAT 

test showed no change in attitudes after the performance, whereas the quantitative questionnaire 

showed both significant positive changes in the attitudes of people in the audience as well as effects 

of a decrease in positive attitudes.   

 

The meta-interpretation of the different analyses aimed at creating a strong internal 

phenomenological consistency by employing a triangulation strategy. A phenomenologically based, 

second-person theory of engagement was used to combine and mix the two datasets. The qualitative 

data helped understanding the apparent conflict between effects of both positive changes and 

decrease in positive changes of the attitudes, by clarifying that prejudice reduction is not a of matter 

decreasing negative attitudes or increasing positive attitudes. In contrast to Contact theories, we 

understand prejudice reduction as the nuancing of attitudes. In the performance this nuance effect 

is initiated by a self-reflection process where people in the audience become aware of the act of 

forming their attitude. This attitude formation is highly influenced and intensified by the social 

setting of the theater.  

According to the Enact-hypothesis presented as an answer to the research question, the reduction 

of prejudice occurs due to the increased engagement with people with physical disability, which 

creates an explicit and conscious nuancing and self-reflective effect. This explains the lack of 

significance in the IAT test, since such tests target ‘automatic’ and ‘implicit’ associations that 

operate at a lower (un)conscious level of attitude formation and change. However, to create a strong 

degree of external phenomenological consistency of the meta-interpretation, a new theater 

performance within phenomenological mixed method design was developed for reducing prejudice 

for people with mental illness, especially depression. 
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6. Conclusion 

Overall, in this article we aimed at unearthing and making explicit important methodological 

considerations underlying a phenomenological mixed method, to guide researchers through the 

difficulties of studying complex phenomena using qualitative and quantitative methods. We have 

described a three-part structure that serve as a guide of best practice for the phenomenological 

mixed method researcher.  

We do not believe, as also argued in Høffding and Martiny 2016, that best practice includes an 

exhaustive procedure-like manual for performing phenomenological mixed method. Nevertheless, 

by framing the mixed method research phenomenologically and beginning with a phenomenological 

point of departure, the research will proceed according to some clearly established commitments 

that avoid the ‘whatever works’ rationale and help the researcher to guarantee the rigorousness and 

consistency of the research.  

As we propose, this phenomenological frame should be developed through a collaborative effort, 

where philosophers, and qualitative and quantitative researchers join forces and resources to figure 

out together how phenomenology should inform the mixed methods. This means to figure out how 

phenomenology should inform the data collection (tier one) in a manner that avoids 

‘hyperphilosophizing’ and where the process of collecting the data can rely on best practice and 

expertise with qualitative and quantitative methods. Secondly, it means to figure out how 

phenomenology can inform the mixed analysis and interpretation (tier two) in whatever way and 

degree of mixing applied. Once again, the phenomenological mixing should live up to the best 

practice standards for analyzing and interpreting qualitative and quantitative data, respectively. 

Thus, in this article it has been our aim to show that there are different ways and degrees to which 

qualitative and quantitative methods can be mixed phenomenologically. We have developed the 

three-fold structure for conducting phenomenological mixed method research, as a guideline 

through the landscape of possibilities available for those interested in mixing qualitative and 

quantitative methods phenomenologically. 
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Disability, Oppression and Embodied Intersubjectivity  

 

Abstract 

The influential social model understands disability in terms of oppression instantiated in a material 

environment that disables people with bodily impairments by excluding them from full participation 

in society. According to the social model, disability isn’t due to a person’s physical condition but to 

their position in society. In this paper we turn our attention to the nature of the effects of oppression 

on the disabled person’s embodiment. In line with the social model, we claim that the situatedness 

of the person in what we call a “sociomaterial environment” is crucial for understanding disability. 

We depart from the social model, by understanding the person’s situatedness in a sociomaterial 

environment in terms of embodiment. Second, we set out to show how, the notion of oppression 

underlying the social model of disability is limited, as it focuses only on material forms of oppression 

– infrastructure, accessibility to public spaces and so on. It neglects subtler forms of oppression 

manifested in concrete intersubjective face-to-face encounters. We will show how the harmful 

effects of such intersubjective oppression come to operate “from within” the disabled person, deeply 

affecting the person’s experience of the body as an I-can. We borrow the concept of “inhibited 

intentionality” from Iris Marion Young to describe the effects of intersubjective oppression. Crucial 

for the normal embodiment of a disability is that the disabled person is given the space to explore 

unconventional possibilities that allow them to adapt to the unique challenges they face in daily life. 

Intersubjective oppression insofar as it leads to an inhibited intentionality, undermines this 

explorative capacity and leads to a pathologisation of the bodies of the disabled. To keep our 

argument in contact with the lived experiences of disabled people we make use of first-person 

phenomenological reports we gathered in experiments we conducted with people that have cerebral 

palsy (CP). 

 

Introduction 

The social model of disability, developed in the 1970s in the UK, has been deeply influential not 

only in academic studies of disability, but also in the public sphere. It has contributed to real 

improvements in terms of inclusion of disabled people12 into society and securing equal access to 

                                                 

 

 

12We follow Barnes (2016) in using the term ‘disabled people’ rather than ‘people with disabilities’. She 

writes:  
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opportunities. The social model starts from a conceptual distinction between physical impairment 

and disability. Disability, according to the social model, is to be understood in terms of oppression, 

instantiated in social barriers that exclude and disable physically impaired individuals. Disability 

isn’t due to a person’s physical condition but to their position in society. The social model clearly 

contrasts with the so-called “medical model”, according to which physical disability is identified 

with the impairment of a bodily structure or function that requires therapy in order to bring the 

person ‘back to normal’ (Shildrick, 2009). The social model claims that disability is a social product 

of unjust structures that exclude people with impaired bodies from participation in wider society.  

In a previous article (Toro, Kiverstein & Rietveld 2020), we presented a criticism of the medical and 

social models of disability as both relying on a misconception of the embodiment of disabled persons. 

They place the disability either in the body, as an impairment in bodily structure or function 

(Daniels 1985), or outside of it, as oppression and social barriers in the environment (Barnes, 2012). 

Both models operate with an understanding of the body as an impaired physical objective body. The 

social model by insisting on a distinction between disability and impairment, leaves in place a 

conception of the embodiment of the disabled person as that of an impaired, objective body. Both 

models of disability fail to recognize that people’s bodies are first and foremost lived bodies, with a 

first person perspective on the world.  

In this paper we turn our attention to the effects of oppression on the disabled person’s embodiment. 

In line with the social model, we claim that the situatedness of the person in what we call a 

“sociomaterial environment” is crucial for understanding disability. Humans inhabit a resourceful 

environment that is in equal measure social, material and cultural. We use the notion of 

“sociomateriality” to foreground the entanglement of material things in human social life (Mol 2002; 

                                                 

 

 

“I use 'disabled people' rather than 'people with disabilities' because 'disabled people' mirrors our usage of 

other terms which pick our minority social groups - for example, we say 'gay people' not 'people with 

gayness'. It is sometimes suggested that we should say ‘people with disabilities’ because 'disabled people' 

suggests that disability somehow defines the person. But I simply don't think that's true. Saying that 

someone is a disabled person doesn't mean that disability defines who they are anymore than saying that 

someone is a gay person means that sexuality defines who they are.”  

The term 'people with disabilities' is often associated with the medical model. However, it should be noted 

this is not the case in Denmark for instance. There the disability movement has fought for the term ‘people 

with disabilities’, to avoid being objectified as ‘disabled’, and to call attention to the fact that the person’s 

identity goes beyond disability. Our thanks to Jacob Nossell, Simone van Saarloos, and Kristian Martiny 

for discussion of this issue.  
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c.f. Suchman 2007). We depart from the social model, by understanding the person’s situatedness in 

a sociomaterial environment in terms of embodiment. We propose an account of the effects of living 

in an oppressive sociomaterial environment that integrates the concepts of the lived body with the 

living physical body. By applying our Ecological-Enactive (EE) model of disability to the analysis 

of oppressive environments, we will show how an oppressive environment can turn a normally 

embodied disabled person into a pathologically embodied one.  

Second, we set out to show how, the notion of oppression underlying the social model of disability 

is limited, as it focuses only on material forms of oppression – infrastructure, accessibility to public 

spaces and so on (see Davis, 1990). It neglects subtler forms of oppression manifested in concrete 

intersubjective face-to-face encounters (see Paterson & Hughes, 1999; Reeve, 2012; Shildrick, 2009). 

The Ecological-Enactive model of disability allows us to deepen the notion of oppression to include 

intersubjective forms of oppression, and analyze their impact on the embodiment of disabled people. 

We will show how the harmful effects of such intersubjective oppression come to operate “from 

within” the disabled person, deeply affecting the person’s experience of the body as an I-can.  

The EE model fully concurs with the political motivation of the social model, to rally disabled people 

around the demands for better living conditions, social inclusion and equality of opportunity. 

However it avoids the undesirable consequence of downplaying the disabled person’s real need for 

healthcare, which can be an unfortunate side-effect of locating the causes of disability solely in the 

social environment. The EE-model points to important  ways in which healthcare treatments for 

disabled people can be reoriented, avoiding the medicalization of disabled persons by recognising 

them as embodied subjects with lived experience, and not only as faulty mechanical bodies. This 

will allow us to expand the social model’s demands to strategies that alleviate harmful 

intersubjective forms of oppression instantiated in stereotypes and prejudices.  

We keep our argument in contact with the lived experiences of disabled people by making use of 

first-person phenomenological reports from people with cerebral palsy (CP). Cerebral palsy is an 

umbrella term that covers motor control disorders caused by non-progressive lesions in the 

developing central nervous system, typically around the cerebellum and motor cortex. These lesions 

cause activity limitations such as difficulties controlling movement in the affected limb or limbs (Bax 

et al., 2005; see also Rosenbaum et al., 2007, Colver et al. 2014). Many of the observations and 

reports we make use of in this paper were gathered in experiments we carried out in which people 
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with CP were invited to perform basic tasks in interaction with a relative, a therapist and a 

stranger.13  

The article is divided in five main sections. In section 1, we revisit the social model of disability. We 

provide a brief summary of the model and we criticise it on the grounds that the distinction between 

disability and impairment leads to a failure to recognise the lived embodiment of the disabled person. 

Section 2 introduces the Ecological-Enactive model of disability that corrects for this weakness in 

the social model. We put the model to work to distinguish what we call normal embodiment from 

pathological forms of embodiment sometimes experienced by people with physical disabilities. In 

section 3, we develop an account of material oppression experienced by disabled people in ecological-

enactive terms. Section 4 expands this notion of oppression to include intersubjective oppression. 

In section 5 we provide experimental support for our account of oppression. We use eye-tracking 

and body-tracking cameras to monitor the difference in eye-gaze and bodily movement of strangers, 

relatives and therapists in interaction with people with CP. We take this experiment to exemplify 

how oppression occurs even in the most basic daily interactions involving disabled people. We apply 

insights from the theory of microaggressions to interpret the empirical data. We conclude by 

developing further the implications of applying the EE-model to analyse oppression.  

 

1. The Distinction between Disability and Bodily Impairment 

The social model of disability has been called “the big idea” of the disability movement because of 

its political effectiveness in building a civil rights movement (Hasler 1993, in Shakespeare 2006, 29). 

This “big idea” is simple and compelling: disability is to be distinguished from impairment. Some 

people have physically impaired bodies. Disability by contrast is a culturally and historically specific 

phenomenon, the social product of an oppressive environment that excludes physically impaired 

people. It is society that transforms bodily impairment into disability. Society disables people with 

impaired bodies by excluding them from “participation in the mainstream of social activities” 

(UPIAS, 1975).     

While the notion of oppression is central to the social model of disability, it has rarely been made 

the subject of analysis or criticism by its defenders. This problem was noticed already in Abberley 

                                                 

 

 

13We describe the experiment in section 5 (see also Martiny, Toro, et al., under review).  
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(1987). He writes: “if the notion of oppression is to be of use in the analysis of disability in society, 

and most importantly of use to disabled people in understanding and transforming their own 

situation, we must clarify and develop what is meant by the term” (Abberley 1987: p.7). We can get 

an initial handle on the sense in which disabled people form an oppressed group by comparison with 

other oppressed social groups. Think for instance of women who are oppressed by patriarchal 

gender relations or minorities that are oppressed because of their sexual orientation, skin colour or 

body shape. In common with these other oppressed groups, disabled people experience 

discrimination, exclusion and marginalisation in the process of going about their everyday lives. 

They occupy a place in a society that is disadvantaged and disempowered compared to non-disabled 

people.  

Founders of the social model in the UK pointed to important social barriers related to infrastructure 

and material conditions of life as resulting in the oppression of disabled people. Examples are “flights 

of steps, inadequate public and personal transport, unsuitable housing, rigid work routines in 

factories and offices, and a lack of up-to-date aids and equipment” (UPIAS Aims, 1). Public social 

spaces such as universities and libraries were built and designed  mostly without considering the 

skills of disabled people and their possibility to  access them. In a paper from 1990, Ken Davis, one 

of the founder members of the Union of the Physically Impaired Against Segregation movement 

(UPIAS), made a list of social barriers that should guide the political action of the UPIAS movement. 

It was popularly called the ‘seven needs’, a list of “seven areas for practical action if the phenomenon 

of disability is to be overcome”. Among other needs, the list included access to housing, technical 

aids, transport, and personal assistance (see Davis 1990).  

The role of the social model within the UPIAS movement was mainly political. It brought together 

disabled people in a common struggle for social justice and equality of treatment. The social model 

triggered a change in the self-conception of disabled people: they shouldn’t feel ashamed or a burden 

to society anymore. Disabled people were empowered to fight against exclusion, stigmatisation and 

prejudice and for access to public spaces, adequate healthcare and employment and welfare benefit 

rights (see Shakespeare, 2006). UPIAS became a platform for disabled people to demand from the 

state the necessary conditions to gain “the maximum possible independence in daily activities, to 

achieve mobility, to undertake work, and to live where and how we choose with full control over 

our lives” (UPIAS Aims, 1974).  

The social model has undoubtedly played an important role in improving the lives of disabled 

people. However, one unfortunate consequence of the focus on improving the social conditions of 

disabled people was that the disabled person’s embodiment was downplayed and neglected. The 
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disabled person’s body was reduced to a physically impaired body. The contribution of the body to 

disability in the social model was rendered purely anatomical and physiological. Thus Oliver (1996), 

in a prominent early articulation of the social model, went as far as to claim: “Disablement has 

nothing to do with the body” and “impairment is in fact nothing less than a description of the 

physical body” (Oliver, 1996: 36). People are disabled by society, not by their bodies. Hughes and 

Paterson (1997) rightly objected that such an understanding of disability relies on a conception of 

the body of the disabled person as “a body devoid of history, affect, meaning and agency” (Hughes 

and Paterson 1997: p.329), that is, a body conceived exclusively in physiological terms, without a 

lived first person perspective on the world or any cultural or historical embeddedness.  

The distinction between disability and impairment relies on an untenable separation of the 

biological body from the person’s lived experience and from their historical and cultural situatedness 

in the world. The body that is impaired is the medium of the disabled person’s experience of the 

world. The impaired body thus cannot and should not be distinguished from the self that is subject 

to prejudice, social exclusion and disadvantage. As Meekosha notes: “Focusing only on the disabling 

affects of a prejudiced and discriminatory society (…) leaves the impaired body as untouched, 

unchallenged; a taken-for-granted fixed corporeality (Meekosha 1998, in Shildrik 2009; see also 

Edwards & Imrie, 2003). However, the reality for many disabled people includes lived experiences 

of pain, weakness and vulnerability (Silvers, 2010). 

In an earlier paper, we criticised the social model of disability for leaving in place an understanding 

of the embodiment of the disabled person in terms of impairment (Toro, Kiverstein & Rietveld 2020). 

We argued that this conceptualisation of the body of disabled people inadvertently leads to a 

pathologisation of their embodiment. Bodily impairment, at least in the context of discussions of 

disability, is understood exclusively as anatomical and physiological in nature, which is to say it is 

understood in biomedical terms. Defenders of the social model rightly reject the medicalization of 

disability. They identify the category of normality - and the normativity that produces it by 

establishing norms of how people should look and behave - as the main issue for disabled people (see 

Davis, 2017; Shildrick, 2009). Based on a widespread notion of normality, society has constructed a 

category for people that don’t fall under the idea of normal and able-bodied: the category of the 

disabled. The social model rightly criticizes the categorization of disabled bodies as abnormal. It 

condemns the implication that because the disabled person’s body deviates from the average person’s 

body, it is therefore not what it should be - namely able-bodied. Nevertheless, the notion of 

impairment the social model leaves in place relies on this very notion of normality it critiques. To 

distinguish the impaired body of the disabled person from the non-impaired body of the abled-bodied 
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person the social model relies on a distinction between normal and abnormal or impaired body. This 

distinction is typically made by reference to the deviation of the disabled person’s body from what 

is average, relative to a reference group - the group of able-bodied persons (Buchanan, Brock et al., 

2000). There is thus assumed to be a standard of normal functioning taken from the able-bodied, 

and relative to this standard disabled people can be classified as impaired.    

We suggested that to get around this problem what is needed is an expanded understanding of 

normality that avoids categorising the bodies of disabled people as abnormal because they may 

deviate somewhat from the average bodily capabilities of the able-bodied. A model of disability 

should avoid understanding the embodiment exclusively in terms of the disabled person’s 

impairment. Such an understanding overlooks the person’s experience of the lived body, precludes 

the possibility to distinguish between normal and pathological embodiment, and ends up 

categorizing all disabled embodiment as pathological. In contrast, we propose to understand the 

notion of normal embodiment in terms of the capacity of the person to adapt to the environment by 

exploring alternative strategies to deal with everyday challenges. For anyone that has had contact 

with a variety of disabled people, it will be clear they typically fit this description of normal 

embodiment. In the experiments we carried out, people with CP would naturally and spontaneously 

find a way to perform the tasks we asked them to perform that worked best for them. 

Of course much has changed since the social model was first developed in the 1970s. Still defenders 

of the social model are mostly concerned with the politics surrounding disability. Thus Barnes 

(2012) for instance rejects the criticisms that have been levelled at the social model as being of 

“interest to philosophers and some social theorists”. He claims “they have little, if any, meaningful 

or practical value in terms of research, policy and practice” (Barnes, 2012). We will argue that 

Barnes is mistaken. The political cause of the social model can be deepened precisely by recognising 

the disabled person’s lived embodiment, or so we will argue.  

We will follow Iris Marion Young (1990) in understanding oppressed people to share a common 

bodily experience - they “suffer inhibition of their ability to develop and exercise their capacities and 

express their needs, thoughts and feelings” (p.40). Oppression is deeply intertwined with the 

disabled person’s embodiment, not as an impaired physical body, but as  a body subject with a first-

person lived perspective on a meaningful environment. We will argue the powerlessness disabled 

people sometimes experience can be traced to their situatedness in the world through their lived 

embodiment. They experience the world as a landscape of possibilities for action; the oppressive 

social situation they experience as limiting these possibilities. This is something the social model 
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has failed to adequately recognise due to its unfortunate neglect of the disabled person’s 

embodiment.     

2. Normal and Pathological Embodiment 

We define what we will call “normal embodiment” in terms of the skills and abilities agents develop 

for remaining well-adapted to their environment. From enactive cognitive science we borrow the 

idea of agency, which we understand in terms of selective responsiveness to a landscape of 

affordances - the possibilities for action the environment furnishes organisms (Bruineberg & 

Rietveld, 2014). Any agent will regulate how it engages with its environment based on changes in 

its internal or external conditions. When the agent senses that it is hungry, thirsty, sick or fatigued 

what it senses is a disequilibrium with the environment that tells the organism all is not quite right. 

The organism should then take action to correct for this disequilibrium so as to bring about an 

improvement in its circumstances, while at the same time avoiding threats to its continued 

existence. We describe the organism’s capacity to distinguish between situations as better or worse, 

improving or deteriorating as bodily normativity. This evaluative capacity is what enables the 

organism and environment to continuously form a temporarily stable equilibrium with each other. 

Organisms reach this temporary dynamic equilibrium by establishing relatively stable ways of 

acting that regulate how it engages with the environment. In humans this bodily normativity does 

not function independently from social and cultural norms - the rules, standards and customs people 

follow by acting in agreement with what others do in their community (Wittgenstein, 1953). By 

taking part in communal customs and practices, people develop what we can describe as a “situation-

specific discernment”, a feel for what to do in a particular situation (Rietveld, 2010). Everything the 

person has learned by taking part in these practices feeds back into the way the environment appears 

to them in perception.  

We borrow from ecological psychology an understanding of the environment as made up of 

affordances. Affordances are the possibilities for action the environment furnishes. We have defined 

affordances in terms of relations between aspects of the sociomaterial environment in flux and 

abilities available in a form of life (see Rietveld & Kiverstein, 2014; cf. Chemero, 2009; Gibson 1979). 

Affordances “stand out” for an agent when they are of relevance because of the skills the agent has 

developed that give them an immediate sense of what to do in a particular situation. From a first-

person perspective, a person experiences herself being moved to take action by alluring inviting 

affordances that allow her to form a dynamic equilibrium with the environment. The agent 

experiences the environment as a field of multiple relevant affordances because of her skills for 

discerning how to act in a given situation. If the person is injured or tired, the solicitations that arise 
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for her in a given situation will not be the same as when she has just woken from a good night’s 

sleep and feels in the best of condition. The environment is, in an important sense, experienced 

differently for people with different abilities or in different physical conditions, analogous to 

Wittgenstein’s claim that “the world of the happy is quite different from the world of the unhappy” 

(TLP 6.43).  

We have suggested (Toro, Kiverstein & Rietveld, 2020) that pathological embodiment can be 

described as an inhibited or diminished capacity to adapt to changes in the environment. It manifests 

itself as the capability of following only one norm: that of avoiding change. By contrast, a person is 

non-pathologically or normally embodied when they are able to adapt to change in their 

circumstances, abandoning their previous habits when necessary to establish new norms, that is, 

new ways of doing things better suited to their situation.14 Normal embodiment implies that the 

agent is sometimes prepared to explore unconventional possibilities when the situation demands it. 

This flexible capacity is transformed in the person in a pathological state into a tendency to keep 

everything around as stable as possible. In this pathological state the person no longer feels she can 

establish new and better ways of doing things to deal with challenges that may arise in different 

situations. They can instead only establish one norm: that of keeping everything in their life as 

constant and stable as possible. Kurt Goldstein described how his patients with lesions in the 

cerebral cortex entered into what he described as a “catastrophic reaction” when confronted with 

unforeseen events (1940, 1995). Catastrophic reactions are very stressful and dangerous for the 

person, since they block their capacity to remain well-adapted to the environment. A person is 

pathologically embodied when they are regularly on the verge of catastrophic reactions: this 

possibility structures the social and material environment in such a way as to avoid at all costs 

unknown situations. In this way, their being-in-the-world is deeply changed, as their situation 

ceases to be an open horizon of possibilities for action, and it becomes an environment that is lived 

as threatening and hostile.  

The difference between normal and pathological embodiment is a difference in the being-in-the-

world of disabled people. The experience of I-cannot is a constant in the daily experience of a 

                                                 

 

 

14 Our characterization of normal and pathological forms of embodiment is inspired by Canguilhem’s 

distinction between the normal and the pathological (1991). In Toro, Kiverstein & Rietveld 2020, we 

describe in more detail how Canguilhem’s conceptions of life and normality anticipate certain central ideas 

of ecological-enactive cognitive science. 
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disabled person. It is, we suggest, an experience that must be constantly conquered by making 

bodily or environmental adjustments. However, for normally embodied disabled people, this 

experience of I-cannot can be described as a local I-cannot, with a background of I-can: I can try a 

different way, I can ask for help, I can do it slowly, and so on.  

In situations in which the person feels pathologically embodied, the experience of I-cannot deeply 

pervades their being-in-the-world. The connection that is normally in place between the person’s 

skills and the affordances the environment provides is severed. The person may experience a local 

I-can but against a global background feeling of I-cannot. Establishing a new and better way of 

doing things is no longer an inviting possibility for them. They must, as a matter of necessity, keep 

everything in the environment as stable as possible to preserve the fragile and diminished region of 

I-can, from the regular intrusion of the experience of I-cannot. The result is that the “I-cannot” sets 

limits to the “I-can”. The person strives to keep everything as constant as possible leading to a 

shrinkage in the space of possibilities they inhabit. 

So far, we have characterized the environment as the landscape of affordances which provides (often 

unconventional) possibilities for action that enable the disabled person to perform their daily 

activities. Proponents of the social model have shown the environment of the disabled person is 

truly a battlefield of political, economic and cultural forces. Disabled people act in an environment 

that doesn’t just enable, but also hinders them from leading a life in which they can flourish. 

Oppression, we will suggest in the next section, can be understood in ecological and enactive terms. 

If normal embodiment is understood in terms of the world drawing the person into action, we will 

argue oppression has the consequence that this calling-forth of the person’s capacities by the world 

is inhibited. Oppression leads to an undermining of the disabled person’s background feeling of I-

can and its replacement with a background feeling of I-cannot.  

3.  An Ecological-Enactive account of Material Oppression  

The human environment is a rich landscape of affordances that offers an abundance of affordances 

for people to engage with depending on their skills and interests at each moment. People have 

shaped the environment around them through the practices of their communities. At the same time, 

these practices are shaped by the affordances the environment offers. There is, for the typical 

member of a community, a harmony between the skills they have developed and the environment in 

which they are situated. However, the formation of the affordances the environment furnishes by 

sociomaterial practices can also serve to exclude certain groups of people. This can happen through 

conscious design. Hostile architecture designed to exclude homeless people from a public space is a 



160 

 

clear example. In order to dissuade homeless people from sleeping or begging in the streets of the 

city center, big cities install devices like benches with specific designs that would make it impossible 

for someone to lay down on them, and anti-loitering spikes on sidewalks (see Bergamaschi et al., 

2014; Chellew, 2019). This shows the struggle of different, although overlapping forms of life, to 

shape the public space, reinforcing certain regular ways of going on in a practice, while at the same 

discouraging others. Often, the environment is not consciously designed to exclude groups of 

people. Such exclusion is  however the by-product of the regular ways of acting that define the 

practice. The forms of life that dominate at a certain place get to play a determining role in shaping 

the possibilities for action the environment makes available.  

The type of oppression we wish to highlight occurs when there is a disconnect between the 

affordances that form in the practices of a dominant group and the skills and abilities of a minority 

group. Consider as an example a person that has a flight to catch. The possibility to travel by bus 

to the airport may stand out to them as inviting. At the same time they are coordinating their actions 

with several other relevant affordances such as the security procedures at the airport; the queue that 

awaits them for the checking of passports; the departure gate; and all of the affordances they must 

negotiate on the way to their final destination. Now consider a disabled person that confronts an 

identical situation. Let us assume the traveler is in a wheelchair. He feels the tension of running out 

of time to catch the plane. In order for him to relieve the tension, he also has to engage with the 

multiple solicitations that would take him to the airport to catch the plane. Nevertheless, because 

solicitations of smaller-scale affordances are nested inside of large-scale affordances, in order to 

engage with one affordance adequately, it is necessary for him to also engage with several of them, 

simultaneously and diachronically (van Dijk & Rietveld, 2018). He reaches the bus stop, but when 

the doors of the bus open, there is no way for him to enter the bus. His access to the affordances of 

the airport and of travelling to his final destination is suddenly precariously in the balance. The 

configuration of the landscape of affordances makes it easier for so-called “able-bodied” people to 

engage simultaneously with multiple relevant affordances, compared with disabled people.  The 

former are able to adjust what they are doing to several relevant affordances at the same time 

because of the way in which the affordances they engage with are nested over multiple spatial and 

temporal scales. The disabled person by contrast is only able to coordinate their activities with such 

a complexly structured nesting of possibilities if the environment set-up for non-disabled people 

cooperates. Thus their grip on the environment is doubly precarious: it is fragile because they are 

constantly confronted with bodily restrictions which they must repeatedly conquer. But the 
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challenges they face are made all the harder by an environment whose affordances are often not set-

up to complement their skills and abilities.   

The affordances the environment furnishes for the disabled person thus come with several important 

lacunae attached. We have just seen how the nested structure of the landscape of affordances has 

the consequence the disabled person will often struggle to be responsive to multiple solicitations 

simultaneously. They may feel incapable of relieving the tension generated by a suboptimal 

situation. Depending on the severity of the tension felt, and on how oppressive the environment is, 

her experience of her lived body in relation to the environment can turn from normal, in which the 

I-can is predominant with a local I-cannot, to a pathological one, with a pervasive I-cannot. In this 

latter state, the environment is experienced as hostile and threatening, and the person is at risk of a 

catastrophic reaction. In such a situation, what Silvers (2010) has described as “feelings of 

vulnerability, pain, weakness and enervation” become more salient.  

The pathological embodiment of a disabled person can thus arise as a consequence of engagement 

with an environment whose affordances are set-up in practices organised around the non-disabled. 

To avoid the disabled person’s embodiment becoming pathological, what is needed is an 

environment that is structured to facilitate the disabled person’s capacity to develop their own skills 

and strategies for dealing well with the daily challenges they encounter. It is essential that disabled 

people have a voice in shaping the sociomaterial practices through which the affordances of their 

environment form. As Paterson and Hughes (1999) note: “Any body that is excluded from making 

a contribution to the construction of the social world cannot find a home in it” (p.604). Furthermore, 

since the notion of pathological embodiment we propose here is understood in terms of a relation 

between the embodied person and the environment, this opens up the space to think about how 

disabled people can improve their own situation so as to feel better in an environment that oppresses 

them. For example, a healthcare practice oriented not at bringing the person ‘back to normal’, but 

aimed at developing the specific skills of the person, according to their interests and priorities in 

real life situations is needed. Moreover, a healthcare practice that doesn’t conceive the disabled 

person’s body only as a physical body, but also as a lived body, can reduce the feeling of I-cannot 

that dominates in situations that lead to pathological embodiment.15  

                                                 

 

 

15
 One of us has developed elsewhere a guide to apply such person-centered care (see Toro and Martiny 

forthcoming).  
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So far our characterization of oppression has followed the example of the social model in focusing 

on the structuring of a disability-friendly environment. We will give this dimension of oppression 

the label “material oppression”. Such a conception of oppression is however only partial insofar as it 

neglects the role of intersubjective interaction with other non-disabled people and how such 

interactions are also an important aspect of oppression disabled people experience. To understand 

the oppression of disabled people solely in material terms misses the way in which material things 

are entangled in social life.  

Authors like Thomas (1999), Paterson and Hughes (1999), Shildrick (2009), Reeve (2012) and 

Goffman (1963) have called attention to a subtle form of oppression that arises in the social 

interactions of the disabled person with others in their community. They have shown that the 

structuring of the environment in disability friendly ways doesn’t alleviate these intersubjective 

forms of oppression: “Although much progress has been made in removing sources of structural 

disablism, the prevalence of prejudice about disability in mainstream society and culture means that 

psycho-emotional disablism will be much harder to eradicate” (Reeve 2012). With respect to 

intersubjective forms of oppression it is crucial to understand the impact of stereotypes better. 

Stereotypes, our Ecological-Enactive model proposes, are not abstract preconceptions about 

minorities: they are embodied attitudes adopted by people – mostly inadvertently – when interacting 

with persons belonging to oppressed groups. We’ll show next how these embodied attitudes have a 

deep impact on the lived experience of oppressed people, and on disabled people’s readiness to act 

in the sociomaterial environment. One negative consequence of a political strategy that focuses only 

on the material infrastructure, ignoring that the environment is essentially a sociomaterial 

environment, is that more subtle but harmful forms of intersubjective oppression are ignored. From 

our EE perspective stereotypes and other intersubjective forms of oppression are part of the 

sociomaterial environment in which people are situated. An attractive feature of the EE model we 

have been developing is that it does not neglect the effects of intersubjective oppression on the 

disabled person’s embodiment, but rather, conceives of oppression as a sociomaterial phenomenon.  

4. The embodiment of intersubjective forms of oppression 

In the struggle to shape the niche according to the interests and skills of the dominant group in a 

community a form of oppression arises, which Iris Marion Young (1990) has described as “cultural 

imperialism”. Young describes how a dominant group can project a set of meanings, values, and 

perspectives as universal, representative of the experiences of humanity in general, while in fact 

excluding the perspectives of other minority groups in society (p.59). This has the consequence that 

the voices of minority groups are silenced and marginalised. In this process of domination, the 
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culturally dominated minority groups are marked as Other and difference reconstructed as 

degenerate or inferior because members of these groups deviate from what is normal.  

Stereotypes become associated with the bodies of the dominated individuals that shape how 

members of the dominant group see and interact with them. Members of oppressed groups desire 

recognition of their dignity as persons but what they typically receive from the dominant group is 

the judgement that they are “different, marked, or inferior” (Ibid, p.60). Young notes that this has 

the paradoxical consequence that while the oppressed person experiences themselves as invisible 

when it comes to making their perspective known, at the same time they experience their difference 

as conspicuous, marking them out from the dominant group (c.f. Goffman 1963). They live with the 

constant possibility of attack or harassment because of this difference. Random, systematic violence 

motivated by fear or hatred is a part of their social reality (Young 1990).  

The forms of oppression discussed by Young share a basic feature which, we argue, can be 

understood in terms of the distinction between the lived and living body. The oppressed person is 

reduced for the rest of the community to a living physical body whose lived first-person perspective 

on the world is not recognised. Their lived embodiment has been substituted and replaced by the 

stereotype associated with the oppressed person’s living body. Not all objectification of the person’s 

body carries a demonization16 –e.g., women in beauty contests-, but when the objectified body is 

also marked as ugly, loathsome or monstrous, the person becomes ostracized. Frantz Fanon, for 

instance, talks about being a black man among white people: “I found I was an object in the midst 

of other objects” (Fanon, 2008, 82), defined from the outside according to the stereotype the white 

had of the black, “The Negro is an animal, the Negro is bad, the Negro is mean, the Negro is ugly” 

(Ibid, 86). This reduction of the oppressed person to a stereotyped living body, defined from the 

outside by the community, is the core of what we are calling “intersubjective oppression”. 

The stereotypes disabled people fight against include preconceptions that they are incapable and 

unreliable (Beresford, 1996). At the same time, they experience their own body –the lived body– as 

opening them to a rich landscape of affordances. This creates a tension within them that Young, 

following Du Bois, calls ‘double consciousness’ (Young 1990). On the one hand they experience the 

environment as a landscape of possibilities based on the skills and abilities they have developed for 

                                                 

 

 

16 Thanks to Dan Zahavi for calling our attention to this point.  
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taking advantage of those affordances. On the other hand they experience their own bodies as 

incapable and unreliable because of how they are seen by others. Double consciousness is “the sense 

of always looking at one’s self through the eyes of others, of measuring one’s soul by the tape of a 

world that looks on in amused contempt and pity” (Du Bois 1969/1903: p.45, quoted by Young 

1990: p.60). The disabled person also looks at herself through the eyes of others, internalizing the 

oppressive gaze, not unlike Fanon’s experience: “My body was given back to me sprawled out, 

distorted, recolored, clad in mourning…” (2008, 86).  

An environment shaped according to the culture and practices of the dominating group contributes 

to the marginalization of disabled people. Marginalization is extremely burdensome not only 

because it can lead to poverty and forces the person to depend on welfare services but also because 

it leads to what Young (1980) describes as an “inhibited intentionality”. The body is the locus of 

intentionality – it is through the body that a person is open to the world and its possibilities. We 

have seen above how the possibilities that appear to a person drawing them into action depend on 

the bodily skills and abilities the person has developed often by taking part in sociomaterial 

practices. Normally, a person experiences the relevant affordances as inviting her to act according 

to her capacities and needs because she feels capable of engaging well with the affordances that 

matter to her. Young writes: “An uninhibited intentionality projects the aim to be accomplished and 

connects the body towards that end in an unbroken directedness which organizes and unifies the 

body’s activity” (Young 1980: p.146) 

This connection between the skills and abilities that organise the body’s activities and the 

affordances that stand out as inviting action is broken in inhibited intentionality. We have been 

describing how intersubjective oppression can lead to the loss of this confident feeling of I-can. 

Young (1980) describes this loss of confidence which “simultaneously reaches towards a projected 

end with an ‘I can’ and withholds its bodily commitment to that end in a self-imposed “I cannot” 

(p.146). It is this self-imposed I-cannot which we are claiming is a consequence of intersubjective 

forms of oppression. The gaze of others that tells her she is not capable, that refuses to recognise 

her contribution, reinforces her own experience of I-cannot. Fanon describes how “A man was 

expected to behave like a man. I was expected to behave like a black man - or at least like a nigger” 

(2008, 86). What Fanon’s observation highlights is how other’s estimations of you and your 

capabilities can limit and restrict your own sense of your possibilities. Prejudice (of an explicit or 

implicit variety – see the next section) can distort a person’s experience of their body as an I-can: 

“In the white world the man of color encounters difficulties in the development of his bodily schema. 

Consciousness of the body is solely a negating activity. It is a third-person consciousness. The body 
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is surrounded by an atmosphere of certain uncertainty” (Ibid 83). What Fanon nicely describes is 

how the person of colour can experience a landscape of affordances to which they lack access. They 

experience a lack of openness because of the double consciousness we described above – they see 

themselves through the eyes of the white world and its prejudices and hate.   

The situation is not essentially different for the disabled person. She is denied her individuality and 

is reduced to a stereotype by the community: she is perceived as someone incapable. We are 

suggesting that intersubjective oppression can be understood in terms of the inhibited intentionality 

of the disabled person’s skills and abilities for engaging the affordances of her environment.  The 

stereotypes of untrustworthiness, and incompetence operative in the gaze of others can lead to the 

I-cannot limiting and restricting the I-can. The disabled person comes to engage with the 

environment “through the eyes of the community” based on the dominant group’s expectations of 

her. She experiences herself as cut-off from possibilities the environment provides because she 

experiences her body as degenerate, incapable and not to be depended upon. The stereotypes 

attached to the living body by the community are transferred to the person’s experience of her own 

lived body. The community's negative judgement of her thus comes to obstruct the person’s 

performance “from within” hindering her capacity to tend towards an optimal grip on a field of 

relevant affordances. Affordances that would otherwise summon her to act on them are silenced by 

the doubts about her own skill and ability she has taken on from the community. It is on the basis 

of her skills and abilities that she is drawn into action by relevant affordances. But it is precisely her 

skills and abilities that are undermined when her body is reduced to a stereotyped living body. Thus 

the challenges the disabled person faces are compounded. Not only do they face prejudice 

comparable to the racial discrimination described by Fanon – although typically less severe. The 

disabled person already has an underlying activity limitation, which by itself makes it harder for her 

to engage with the relevant affordances in the environment as we described in section 3.  

Intersubjective oppression is, according to Reeve, “the most important form of psycho-emotional 

disablism” (Reeve 2012). What makes it so hard to eliminate is that stereotypes are often deep 

rooted, enacted by people unreflectively as they engage in normal, regular routine behaviours. In 

the next section, we will illustrate how intersubjective oppression can show itself in the most 

mundane of situations, in the form of unconscious non-verbal attitudes and responses of non-

disabled people interacting with disabled people –that is, as microaggressions-. We will draw upon 

the experiments we carried out with people with CP. These experiments were not carried out to 

test the impact of intersubjective oppression on disabled people’s embodiment. They instead serve 

as an illustration of how an important component of oppression manifests itself in many 
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inconspicuous and hard to notice forms in daily situations. While seemingly innocuous, the effects 

on the disabled person are serious. They can result in inhibited intentionality as we’ve described it 

in this section. That is to say, they can lead to a pathological embodiment, a self-imposed I cannot 

that undermines the disabled person’s global sense of I-can that is characteristic of their normal 

embodiment. 

5. Oppression as microaggressions in face-to-face interactions with people with cerebral 

palsy 

The notion of microaggression was first proposed by Chester Pierce, a black psychiatrist, in the 

early 1970s, to refer to very subtle forms of discrimination experienced by Afro-Americans. He 

characterized microaggressions as “subtle, stunning, often automatic, and non-verbal exchanges 

which are ‘put-downs’ of blacks by offenders” (Pierce et al., 1977, 65). Despite their subtlety and 

apparent innocuity, he claimed that “The enormity of the complications they cause can be 

appreciated only when one considers that these subtle blows are delivered incessantly” (1970, 265). 

In recent years, research on microaggressions has grown considerably, and has been applied to 

discrimination against minorities like transgender people, Muslims, Asian Americans, Latin 

Americans, indigenous peoples, among many others (see Freeman 2020 for an overview). However, 

systematic research on microaggressions against disabled people is almost non-existent (see 

Freeman 2020, Keller and Galgay 2010).  

Microaggressions are an example of what we called intersubjective oppression discussed in the 

previous section. They are always directed at marginalized groups, and tend to preserve the social 

hierarchies and the system of oppression as a whole (see Rini 2020, and Freeman & Stewart 2020). 

Since microaggressions are, by definition, hard to identify – even for the victims – it is disputed how 

to determine whether a microaggression has in fact occurred. McTernan (2018) proposes three 

necessary and sufficient conditions that may help with this problem: 1) Microaggressions are minor 

or subtle, so they seem innocuous. They typically include body language. 2) It must be plausible 

that the perpetrator of a microaggression did not intend to degrade or putdown the victim. 3) 

Microaggressions are a particular kind of putdown or degradation, that might “echo stereotypes 

about a group (…), highlight that an individual deviates from some norm (…) or that being a 

member of some group is deviating from the normal” (265). What unites these different putdowns 

is that they are committed by members of a dominant group, and they target members of a 

marginalized group.  
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Let us now turn to the experiment we conducted. Recall that our aim in discussing this experiment 

is to illustrate a pervasive but overlooked form of intersubjective oppression experienced by disabled 

people – namely, microagressions – that can lead to inhibited intentionality and thus to the 

pathological embodiment of a disability.  

The setup of the experiment consisted of a person with CP performing basic tasks with a relative, a 

therapist and a stranger separately. They sat at a table across each other, and a facilitator gave them 

the instructions. Afterwards, they participated in a phenomenological interview, to reflect on their 

experiences. Examples of the tasks they were asked to perform included passing and receiving a cup 

with water, lifting up a tray with a cup of water placed on it, and playing patty-cakes with a partner17 

The participants in our experiment wore eye-tracking glasses (Tobii Pro glasses 2), which allowed 

us to know where they were looking during the interaction. Interactions were also recorded via a 

Microsoft Kinect camera (V1), for 3D video data. We will focus our analysis on the behavior of the 

strangers, therapists and relatives that interacted with the person with CP. Two of the measured 

parameters are especially relevant for our argument. These are 1) the amount of time the interactant 

spent looking at the face or the hands of the person with CP, and 2) responsiveness of the 

participants to the instruction given by the facilitator of the experiment i.e., how long did it take for 

participants to initiate their movements after hearing the instruction? These two parameters are 

instructive as they tell us about the implicit attitudes that might unreflectively and tacitly guide an 

interaction while the participants’ attention is aimed at the task they have to perform.  

With regards to looking time our results show that during the interactions strangers focus 

considerably less on the face of the person with CP compared with relatives and therapists engaged 

in the same task. (It should be noted that the therapists in our experiment were also strangers to 

the person with CP). Overall, the stranger looked at the face of the person with CP only 25% of the 

time, while the relative did so 44%, and the therapist 41% of the time. This contrasted with eye 

contact with our control subjects (two strangers). The overall percentage of time control subjects 

looked at each other was 73%. Strangers also tended to spend a good deal of time looking at the 

hands of the person with CP (65%), while relatives and therapists did so much less: 51% and 48% 

                                                 

 

 

17 This experiment was designed and conducted by an interdisciplinary team of researchers affiliated 

with the University of Copenhagen - Center for Subjectivity Research, the Technical University of 

Denmark, the Elsass Institute, and the Enactlab. 
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respectively.18 In sum, strangers tended to look mostly at the hands of the person with CP, while 

relatives and therapists balanced their focus between the face and the hands of the person with CP.  

We suggest this difference in looking behaviour may point to a difference in attitude during the 

interaction. Probably, one of the reasons why strangers focus mostly on the hands of the person 

with CP is that there is a high degree of uncertainty about how they will perform the task. This 

uncertainty leads them to assume what we have called a ‘functionalistic attitude’ (see Toro and 

Martiny, forthcoming): their main concern is getting the task done. One participant told us in a 

phenomenological interview: “I didn’t notice anything specific about [person with CP’s] eye contact 

and body language. I focused a lot on the objects, doing it properly and performing the task.” Our 

subjects with CP also report feeling a pressure to perform the task ‘correctly’. One of the participants 

told us: “I think I’m being more careful than I normally would, because I fear we will spill the water”.   

Interactions with strangers in which there is so little eye contact and so high degree of uncertainty, 

are often experienced by both interactors as “tense”, “dramatic”, and even “transgressive”, to use 

some of the adjectives given by participants in the experiment. These experiences, together with 

the gaze data, point to what we have characterized as microaggressions. Recall the three features of 

a microaggression: (1) subtle body language; (2) non-deliberate (3) degrading echo of a stereotyped 

living body. We suggest these three features are in play in the looking behaviour of the strangers. 

The stranger inadvertently perceives the disabled person as a generic disabled person, and doesn’t 

attempt to go beyond this judgement by trying to establish a more personal connection with them, 

by looking them in the face and meeting their gaze. Most likely, strangers act in this way because 

of the uncertainty of the situation, not because they want to  engage in derogatory behaviour 

towards the person with CP. They do not act in this way deliberately. Nevertheless, the person with 

CP remains, for the stranger, a generic ‘disabled person’. This attitude of focusing attention on the 

task, and unconsciously reducing eye-contact, has an impact on how the person with CP engages 

with their environment. It turns their field of relevant affordances rigid. The person with CP feels 

the pressure to perform the task they have been given “correctly”. They must not spill water, or 

make other mistakes. Under this sort of pressure, the feeling of I-cannot becomes more salient for 

                                                 

 

 

18 For a detailed presentation and analysis of the data obtained in the experiment, see Martiny, Toro, et 

al. (under review).   
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the person with CP. She engages with the affordances of the jug, the glass and the tray through the 

eyes of the stranger, who is focused only on the correct performance of the task.  

Such an analysis is further supported by the data we obtained in relation to the second parameter - 

responsiveness. We observed that the level of responsiveness of the participants in interaction with 

the strangers is very similar to that of the control group, and considerably higher compared to the 

responsiveness of the relatives and therapists. Recall that responsiveness is a measure of how long 

it took for participants to initiate their movements after hearing the instruction. While therapists 

and relatives paused before they initiated the movement to perform the task, the strangers start the 

movement immediately after the instruction is given. In this way, the stranger denies the person 

with CP the possibility to explore alternative affordances for performing the task. Such an 

immediate reaction from the stranger implies that the way to achieve the task has already been 

decided. They immediately opt for the ‘normal’ way of lifting a tray or passing a glass of water, 

disregarding the specific capacities and skills of the disabled person. In doing so they preclude the 

possibility of the person with CP of exploring for new and better possibilities as they would 

ordinarily do in tending towards an optimal grip on the field of relevant affordances. This is how 

we described the lived embodiment of a disabled person situated in an oppressive environment. We 

admit, in the context of this experiment, oppression is likely to be very subtle.  However, the 

experience of these interactions is still unequivocally negative or awkward for both participants.19  

The contrast is evident if compared with the fluidity of interaction with relatives. Unlike the 

strangers, therapists and relatives made a pause after the instruction was given. This lower 

responsiveness points to a different attitude, in which therapists and relatives are open for the person 

with CP to decide by herself what would be the best way to approach the task. This attitude can be 

seen in the report given by one of the therapists: “I chose to wait for [the person with CP]. I could 

see that she was reaching out with two hands, so I thought ‘okay, that’s how we’ll do it’”. In a similar 

way, the parent of AU, one of the persons with CP, explained that “If I lead, then it becomes more 

difficult for AU to counter-react if I do something too quickly. It’s easier for me to adjust if AU has 

                                                 

 

 

19 This vague experience of awkwardness is characteristic of microaggressions: “a microaggression is an 

event that a member of an oppressed group perceives as possibly but not certainly caused by oppression. 

(…) If a person is confused by an event, thinking that maybe they were unjustly treated by oppressive 

circumstances but maybe it was an innocuous misunderstanding, then the incident counts as a 

microaggression” (Rini 2020, 114. Italics in the original).  
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an involuntary movement. (...) AU has a difficulty balancing. So, he knows which tempo it has to be 

in. It’s easier for me to adjust”.  

The person with CP also experiences that connection, in which they are acknowledged as a person 

by way of body cues: “Because I don't know [the therapist], I need to connect more, so I’m aware 

of what each of us is doing in relation to the other.” Thus, the therapist and the person with CP feel 

they are performing the task together, in a way that suits both of them. Making eye-contact is a 

crucial part of opening up the space and of the feeling of doing things together. As a therapist said 

in the interview, “I think I'm pretty aware that I need a connection with you on this, so I was pretty 

aware from the get go that I made eye contact.” In this way, subtle bodily cues, like establishing 

eye-contact and opening up the space for exploration, have a deep impact on how the person with 

CP experiences the environment and herself. The structure of the field of relevant affordances is 

less rigid, and more open for improvisation. Importantly, her feeling of I-cannot is greatly 

diminished, compared to the interaction with the stranger. This can be seen in the attitude of the 

persons with CP: they felt safe to try alternative and riskier strategies (see discussion in Toro, 

Kiverstein & Rietveld 2020).  

Our experiment showed how even subtle forms of oppression impact on the embodiment of the 

disabled person. This is in line with what research on microaggressions has shown, i.e., that despite 

their subtlety, microaggressions deeply affect members of marginalized groups (see Evans and 

Mallon 2020).We claim that such embodiment, which in a non-oppressive environment would have 

been normal, can through microagressions and other forms of intersubjective oppression turn 

pathological. The stereotype and prejudice disabled people experience, according to which they are 

incapable and unreliable, can in circumstances of  intersubjective oppression become an experience 

of an overarching I-cannot. What formerly was an experience of a local I-cannot, with a background 

of I-can, according to which the person feels capable of finding ways of doing things under difficult 

circumstances, can as a consequence of intersubjective oppression become an experience of an all 

pervasive I-cannot that shrinks the person’s room for manoeuvre in their engagement with the 

landscape of affordances.  

Conclusion 

We have shown how oppression can be understood in part in terms of the pathologisation of a 

disabled person’s embodiment. In this pathological state, the disabled person experiences a lack of 

access to the landscape of affordances. The person doesn’t feel capable of exploring for new 

affordances, since she will perceive them through the eyes of a community that largely considers 
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her in terms of a generic incapable, impaired or damaged body. New affordances are not inviting for 

her, even if they would be crucial for dealing with her specific circumstances. For this reason, she 

avoids new situations. In brief, in an oppressive environment, the person’s capacity to tend towards 

an optimal grip on a field of relevant affordances is obstructed by material and intersubjective forms 

of oppression. Material oppression has the consequence that the disabled person cannot tend 

towards an optimal grip because the landscape of affordances has a structure that does not fit with 

her bodily skills and abilities. Intersubjective forms of oppression have the effect of limiting “from 

within” her tending towards an optimal grip on her environment.   

This doesn’t mean that both forms of oppression are equally harmful. One important difference 

between both forms of oppression is the degree to which they can lead to an inhibited intentionality 

in which the person’s capacity to develop alternative strategies to deal with daily challenges is 

undermined by her self-imposed sense of I-cannot. Material oppression affects the disabled person’s 

capacity to engage with multiple solicitations simultaneously, because some of the important 

affordances may be missing or inaccessible for her. However, within some reasonable range, the 

person can preserve her inherent capacity to be open to alternative ways to deal with challenges and 

to establish new norms when the situation demands it. The disabled person can, under most 

circumstances, generate new and creative ways of facing daily difficulties. Intersubjective oppression 

undermines this capacity; the creativity with which the disabled person explores and develops new 

and better ways of doing things is undermined and inhibited by her double consciousness. Making 

progress in reducing oppression through a more inclusive structuring of the landscape of 

affordances doesn’t diminish proportionately intersubjective oppression. It doesn’t eliminate the 

stereotypes that are operative in the disabled person’s community and that undermines her bodily 

openness to her environment.  

The EE-model of disability we have put to work in this paper emphasizes the importance of lived 

experience and thus opens up the space to reintroduce embodiment into the conception of disability, 

while at the same time advocating for the social inclusion of disabled people. According to the EE-

model, reducing material oppression through a more inclusive infrastructure is important but will 

fail to fully correct for the injustice disabled people experience so long as intersubjective forms of 

oppression persist. Crucially, disabled people must be given the space to explore unconventional 

possibilities that allow them to adapt to the unique challenges they face in daily life. Intersubjective 

oppression undermines this capacity and leads to a pathologisation of the bodies of the disabled.  

Furthermore, by thinking disability in and through the person’s lived embodiment, we are able to 

do justice to the demands of disabled people for recognition. Disabled people experience 
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vulnerability, but they are also capable of leading a life in which they flourish. We suggest it is an 

ethical duty for communities to facilitate the participation and inclusion of disabled people in social 

practices. Here we are fully in agreement with the social model and its political cause. The cost of 

exclusion is, we’ve been arguing, the unnecessary pathologisation of the embodiment of disabled 

persons. The benefit of including disabled people is the construction of a more explorative and 

broad-minded society in general.  
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Conclusions 

Throughout the articles in this thesis, it has become evident that focusing on how the world emerges 

as a field of possibilities for action for the embodied person is a fruitful path to investigate physical 

disabilities. This is because in the perception of the shared environment by the disabled person, it is 

possible to identify and study many factors that are crucial in order to understand physical 

disabilities. These factors are overlooked by reductive accounts that focus only on the physical body 

of the disabled person, or only on the social barriers.  

To characterize and understand how the environment emerges for the disabled person, it has been 

crucial to introduce the experience of disabled people as a central element in the analysis. Guided 

by the phenomenological approach, I have interpreted the rich experiential reports of people with 

CP, in relation to their experience of themselves, of other people and of the surrounding 

environment while engaging in basic joint actions. In addition, inspired by a wide variety of theories 

and approaches, I have developed a framework in which the experiential reports of disabled people 

entered into a fertile dialogue with theories like enactive cognitive science, ecological psychology, 

phenomenology of embodiment, and Canguilhem’s philosophy of medicine, among others.  

Furthermore, while addressing some of the issues arising from working with objective data and 

experiential reports, important methodological considerations have become evident, which I –

together with Martiny and Høffding- present in a schematic manner (in article 3) to guide 

researchers interested in investigating complex phenomena involving first person and third person 

approaches. All of the articles in this thesis are examples –to varying degrees- of interdisciplinary 

approaches to the object of study, and of the relevance of integrating in a single account quantitative 

and qualitative data when investigating complex human phenomena like disabilities.  

One of the main themes in all of the articles in this thesis is the importance for the disabled person 

of perceiving the environment as an open field of opportunities for action. This theme is approached 

from different perspectives in this thesis, and I will briefly discuss its relevance in relation to the 

general topic of disabilities and embodiment.  

In the experiment that I present in article 1, it was possible to identify crucial processes that 

determine the way in which the environment appears for the interactors. Processes like looking into 

the other person’s eyes and making a pause before initiating the movement can have a deep impact 

on whether the environment appears as an open field of possibilities for action for the person with 

CP or as a rigid environment in which affordances have a strict normativity to them. Already in the 

first analysis of the experiment, it became clear how important it was to open up the space for the 
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disabled person to explore, make mistakes and find an optimal strategy to deal with the challenges 

of the situation.  

The reports of the participants with CP in the phenomenological interviews, that revealed their 

capacity and need to explore, served as the point of departure for the development of the Ecological-

Enactive model of disability that I present in article 4. In that article, I explore in depth the relevance 

of exploration in relation to normal embodiment and physical disabilities. It becomes clear that an 

essential feature of normal embodiment is the capacity to transcend the norms, to do things in 

different ways according to the specific skills of the person and the specific demands of the situation.  

It is precisely this capacity to explore and to find optimal strategies to deal with every day challenges 

that is most affected by oppression against disabled people. The capacity to play with the 

possibilities and to consider and try alternative strategies expands the horizon of action for the 

person. In this sense, oppression shrinks the environment in which the person can act. In article 5, 

I identify and characterize two forms of oppression with their corresponding mechanisms of action. 

Material oppression affects the person’s capacity to explore alternative strategies by undermining 

the relation of trust that the person has with the environment. For a disabled person in a materially 

oppressive environment, the environment appears as constantly disappointing: it can seem at first 

as if the environment had the resources for the disabled person to succeed in the current task, but a 

closer examination, or an actual engagement with some of the affordances, reveals their 

insufficiency. In these cases, the person feels an increased tension, where the environment does not 

show a way to relieve it. The environment then acquires a deceitful character for the disabled person, 

thus discouraging her attempts to explore it. 

Typically, material oppression affects the person’s experience of their own body as an I-can, but the 

person preserves some confidence in their capacity to find a way, even though sometimes it can 

require an extra effort. This is not the case with intersubjective oppression, which undermines the 

person’s confidence in her own capacities ‘from within’. Intersubjective oppression affects the 

relation of trust that the person has to her own capabilities, deeply affecting how the environment 

appears for her. Because of intersubjective oppression, a breach occurs between the bodily skills of 

the person and the affordances that appear as relevant and alluring in specific situations. The 

phenomenon of intersubjective oppression is theoretically interesting, since it disturbs the strong 

link that unites bodily skills and affordances. The cause for this rupture are the stereotypes and 

embodied attitudes that other people assume in relation to the disabled person, which end up being 

internalized by her. In this way, affordances that formerly would have been perceived as relevant 
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and alluring for her, cease to be relevant, not because she wouldn’t be able to engage with them, but 

because she perceives them through what society expects of her.  

Following these ideas, healthcare for disabled people should be focused not only on restoring the 

functionality to the impaired limbs or muscles, but on restoring and expanding the person’s field of 

relevant affordances. In order to do this, it is essential for healthcare professionals to work together 

with the disabled person to orient rehabilitation to those activities and affordances that are 

meaningful for the disabled person. The perspective and history of the disabled person are essential 

for designing a rehabilitation that makes sense for her, and should therefore be considered and 

decided on in a collaborative manner. In other words, person-centered care is needed.  

These considerations unavoidably lead to an ethical duty of society towards disabled people. This 

duty can be divided in two interrelated courses of action: to work on generating the conditions for 

disabled people to develop their skills in ways that allow them to integrate into society and feel 

acknowledged and appreciated. Doing so requires listening to them and attending to their positions 

and demands in the public sphere. The second aspect of the ethical duty of society toward disabled 

people is to keep doing research on physical disabilities from as many perspectives as possible, in 

order to gain a deeper understanding of what physical disabilities are and how to help disabled 

people.  

I hope this investigation serves as an example of how important and fruitful it is to put the 

experience of disabled people at the center of theoretical and practical considerations regarding the 

nature of disabilities, and how much there is still to be done in this field. We, as philosophers and 

human scientists, are called to engage in improving the life-conditions of minorities, and in better 

understanding the social conditions and structures that have marginalized disabled people for so 

long, causing so much unnecessary suffering.   

 


