
This article is originally published by ProBiologists, and is freely available at probiologists.com

Curr Res Psychiatry. 2026;6(1):6-8. 6

Editorial

Grimes T, Curr Res Psychiatry. 
2026;6(1):6-8.Current Research in Psychiatry

The vexatious black box of psychiatry may be 
smaller because of this issue

Tom Grimes1,*

1Texas State University, USA

*Author for correspondence: 
Email: grimes@txstate.edu

Received date: December 03, 2025
Accepted date: January 23, 2026

Copyright: © 2026 Grimes T. This is an 
open-access article distributed under 
the terms of the Creative Commons 
Attribution License, which permits 
unrestricted use, distribution, and 
reproduction in any medium, provided 
the original author and source are 
credited.

Editorial

Psychiatry is burdened by a much larger black box than several other medical practices. Some 
practitioners have chosen fields where mechanical interventions address a patient’s disability and so 
the black box is small. But psychiatry is one of those medical specialties whose practitioners confront 
perplexing unknowns. Putman notes the frequent instances of treatment failures, but he also notes 
that a worse situation is often a mild to moderate treatment success. Abject failures, as Putman 
observes, lead to a Plan B, another approach that might work [1]. But “mild success” can mean no 
follow-up at all. Presumably, these outcomes derive from what is hidden in the black box. 

In order to better manage these anomalies, Al-Khathami and his colleagues have suggested that 
the Saudi Arabian model of primary health care can help. They make a convincing case that best 
practices in medicine require a psychiatric component attached to each primary care visit as part 
of a comprehensive healthcare model. As Putman notes, people are living longer and thus they are 
acquiring and manifesting pathology in ways that past generations – and clinicians – have not had 
to manage or have had the opportunity to observe and learn from. Al-Khathami’s and colleagues’ 
recommendations offer both a way to treat more people in pain, but also give clinicians more data to 
study, more clinical experiences to apply, and therefore increase the chance that the unknowable in 
psychiatry may become less impenetrable [2].

Carillo’s commentary may be more important than he realizes. He notes an unfortunate attribute 
that characterizes the practice of medicine across all specialties: The overwhelming deluge of 
information that confronts physicians. For understandable reasons, new, originally collected data are 
given preference by science and medical journals as opposed to contextualizing commentaries and 
reflective analyses of previously published studies. However, this molecularization of knowledge – 
hundreds of individual studies, scattered across time and publication venues  – makes encompassing 
all the parts of a clinician’s practice difficult. And so as Carillo observes, clinicians tend to retreat 
to the familiar, the well-practiced, the safe diagnostic or therapeutic choice. Carillo is advocating 
the use of a trademarked software program, the Umbrella Collaboration, which he describes as a 
“tertiary evidence [synthesizer]” to help psychiatrists manage new information more effectively [3]. 
The Umbrella Collaboration notwithstanding, Carillo highlights one of the most important issues 
in this volume. There is no efficient way to make use of emerging knowledge if it is suspended in an 
uncontextualized epistemological space. Clinicians’ ability to mentally model (the consolidation of 
disparate information into a semantic whole that can be held in working memory) is central to sound 
medical practice. Although Carillo does not use the term mental modeling, his recommendation for 
the use of tertiary analysis can build mental models. Parsimonious summaries of complex, abstract 
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information help physicians take in new information in a way they 
can apply it. Carillo is correct in pushing back against scientists 
who look unfavorably at reviews and meta-analyses. It is true that 
the synthesization of tertiary evidence rounds corners, generalizes, 
and deletes detail. But that is not the problem. The problem is 
the careless management of generalizations and summaries. In 
the hands of a competent collator (presumably for Carillo it is the 
Umbrella Collaboration), a summary or meta-analysis will improve 
the quality of information physicians receive. Think about it: Why 
should summaries and meta-analyses be of less quality than primary 
research? The answer to that question brings us to the Grimes and 
Sussman commentary.

Grimes and Sussman suggest that error is no less likely in original 
data studies than in meta-analyses. Their case study centers on 
commercially produced media violence, which researchers in this 
specialty have believed, ipso facto, is injurious to all consumers [4]. 
This belief put the study of media violence on the wrong track at 
its inception. As Grimes and Sussman document, media violence 
researchers for 45 years went about creating methodological 
techniques that assumed that commercial media violence harms 
everyone. Thus, the task became one of measuring the effects of that 
putative harm rather than questioning if that harm exists in the first 
place. 

Media violence research, at least the line of inquiry that assumed 
all commercial media violence is psychopathologically harmful to 
anyone who consumes it, is no longer fashionable. Recent research 
has offered a more plausible hypothesis: Harm afflicts those 
predispositioned by psychopathology [5,6]. And in any event, social 
media and artificial intelligence are the new villains. The upshot is 
that Carillo’s advocacy of summaries and meta-analyses can help 
address the torrent of information that paradoxically adds to the 
effect of the black box rather than ameliorating it. 

Vatan and Lester assert that “empirical studies have shown that 
hopelessness-based  stress proneness patterns  predict both depression 
symptoms and a diagnosis of depression.” Therefore, they advocate 
the use of a three-dimensional scale that assesses one’s vulnerability to 
the effects of hopelessness, helplessness, and haplessness. Vatan and 
Lester, like many diagnosticians, are using the best available tools 
to deal with abstract, almost evanescent psychiatric conditions, at 
least in their less severe forms [7]. As Servaas and colleagues note 
[8], the more ill a person is, the more scales successfully align with 
the parameters that characterize ill people. Consequently, the scales 
Vatan and Lester are promoting may help patients who need the help 
the most.

The black box of psychiatry may soon be less of a problem. 
Putman proposes a black box resolution by suggesting that when 
a clinician develops a theory of patient illness that is deductively 
derived, it is more difficult for that clinician to consider alternative 
hypotheses because the act of deduction sets the analytical strategy 
on a singular pathway [1]. This, of course, is exacerbated by Carillo’s 
point that there is too much information for physicians to process, 
information that could make alternative explanations more likely 
if that new information could be absorbed [3]. Putman advocates 
holding a diagnosis in suspension and then applying inductive 
reasoning by using the evidence that is available. Interestingly, 
Putman’s suggestion, and the physicist Neils Bohr’s suggestion [9] 
that human decision-making may follow a pattern similar to the 
superpositioning effect in quantum mechanics, originate from 

the same perspective. Bohr suggested that decision-making is not 
a linear, deductive process but rather one that exists in multiple 
states simultaneously – a superpositioned state. Physicist Eugene 
Wigner, in 1960, elaborated on Bohr’s idea by arguing that the 
mathematics of quantum superpositioning can be applied to help 
explain how people make decisions [10]. Khrennikov and colleagues, 
publishing in the journal Nature in 2018, expanded the concept by 
asserting that decision-making is not a linear function, rather, “the 
key point is that the processing of information by the brain involves 
superpositions of [decision] states” such that “[superpositioning] 
guarantees exponentially fast [processing]” by connecting with other 
neural networks simultaneously rather than following linear neural 
pathways [11]. Superpositioning produces a probability wave that 
describes more likely, and less likely, decision outcomes similar to 
that of a Gaussian distribution where the peak collects the most likely 
set of decisions [12]. When a person makes a decision, the wave 
collapses at a single decision point. When Putman’s clinician makes 
a decision after first holding in abeyance all possible alternatives, the 
“wave collapses” and settles on a diagnosis. Anything that inhibits the 
creation of that decision wave, such as rigidly deductive reasoning, 
may eliminate viable alternative diagnoses.

Large Language Models (LLMs), a category of artificial intelligence, 
have the potential to replicate the superpositioning characteristic of 
human decision-making. Several scholars have speculated that LLMs 
will eventually simulate cognition’s superpositioning function because 
an LLM has the potential to integrate lexical, verbal, and visual 
indicators of illness in its database and execute a superpositioning 
function in assessing that database so a diagnosis can be made, or 
a therapy can be prescribed [13,14]. This could ameliorate some of 
the problems Putman and Carillo have noted in their commentaries 
as well as make Vatan’s and Lester’s hopelessness, helplessness, and 
haplessness construct easier to diagnose. As of now, superpositioning 
by LLMs is not possible due to hardware and software limitations 
[15]. But there are researchers [16–20] who are exploring ways 
to apply quantum wave theory to psychiatric diagnoses. This 
application, once the hardware is developed, may eventually be the 
key to diminishing the size of psychiatry’s black box. 
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