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█ Abstract In his discussion of “marginalized bodies,” Leder maintains that members of oppressed social 
groups encounter not just discriminatory treatment and limited access to societal resources, but also “em-
bodied injustice”. Such injustice occurs when an “inferior group” is not only identified with the body as 
such, but also labeled as “having the wrong kind of body”. This devaluation of certain kinds of bodies re-
sults in an alteration of people’s embodied ways of feeling, perceiving, and acting in the world. Both in in-
jury or illness and in cases of embodied injustice, there is often (a) a constriction of lived space, (b) a dis-
ruption of lived time, and (c) isolation. To illustrate how these distressing disruptions to the body-world 
relation are caused largely by social factors, Leder turns to incarcerated persons (Chap. 6) and elders 
(Chap. 7) as case studies. Building upon this discussion, I argue that depression is both an illness that in-
volves the sorts of alterations to the body schema that Leder outlines, and also the result of various socially 
caused harms. Just as the restrictions imposed by illness and incarceration can become mutually reinforc-
ing, so, too, can the restrictions imposed by depression and the social stigmatization that often accompa-
nies it. This has some important implications for healing and treatment. 
KEYWORDS: Biomedical Approach to Psychiatry; Desynchronization; Epistemic Injustice; Racism; Stigma-
tization; Stereotypes 
 
 
█ Riassunto Ingiustizia epistemica, malattie socialmente generate e depressione – Nel discutere i “corpi emar-
ginati” Leder sostiene che i membri dei gruppi sociali oppressi non affrontano solo trattamenti discrimina-
tori e accesso limitato alle risorse della società, ma anche una “ingiustizia incarnata”. Tale ingiustizia si ve-
rifica quando un “gruppo inferiore” viene non solo identificato con il corpo in quanto tale, ma anche eti-
chettato come “avente il tipo sbagliato di corpo”. Questa svalutazione di certi tipi di corpi porta a 
un’alterazione dei modi incarnati di sentire, percepire e agire nel mondo delle persone. Sia in caso di infor-
tunio o malattia, sia in situazioni di ingiustizia incarnata, spesso si verifica (a) una restrizione dello spazio 
vissuto, (b) una disgregazione del tempo vissuto e (c) un isolamento. Per illustrare come questi sconvolgi-
menti angoscianti nel rapporto corpo-mondo siano causati in gran parte da fattori sociali, Leder si rivolge 
a persone incarcerate (Cap. 6) e anziani (Cap. 7) come studi di caso. Sulla base di questa discussione, so-
stengo che la depressione sia una malattia che comporta i tipi di alterazioni dello schema corporeo, che 
Leder descrive, e il risultato di vari danni causati socialmente. Proprio come le restrizioni imposte dalla 
malattia e dall’incarcerazione possono diventare reciprocamente rinforzanti, così possono esserlo anche le 
restrizioni imposte dalla depressione e dalla stigmatizzazione sociale che spesso l’accompagna. Questo ha 
alcune importanti implicazioni per la guarigione e il trattamento. 
PAROLE CHIAVE: Approccio biomedico alla psichiatria; Desincronizzazione; Ingiustizia epistemica; Razzi-
smo; Stigmatizzazione; Stereotipi 
 
 
 
 
 
 
 

 
(α) Department of Philosophy, Emmanuel College, The Fenway 400 – 02115 Boston (MA) (USA) 

E-mail: maiesemi@emmanuel.edu 

Creative Commons - Attribuzione - 4.0 Internazionale - © Michelle Maiese 2024 

  SYMPOSIUM 



Embodied injustice, socially caused illness, and depression 

 

121 

█  1 Introduction 
 
AFTER DISCUSSING A RANGE OF body-oriented 
healing strategies in the first part of this interesting 
and important book, Leder turns his attention to 
“marginalized bodies” and some parallels between 
bodily ills and social ills. He maintains that mem-
bers of oppressed social groups encounter not just 
discriminatory treatment and limited access to so-
cietal resources, but also “embodied injustice”. Such 
injustice occurs when an “inferior group” is not on-
ly identified with the body as such, but also «la-
beled as having the wrong kind of body» (LEDER 
2024, p. 111). This devaluation of certain kinds of 
bodies results in an alteration of people’s embodied 
ways of feeling, perceiving, and acting in the world. 
In Chapter 6, Leder argues that changes to the 
body-world relation that occur due to injury or ill-
ness are similar to some of the changes to this rela-
tion that occur due to embodied injustice. In both 
cases, there is often (a) a constriction of lived space, 
(b) a disruption of lived time, and (c) isolation. 
Thus, embodied injustice commonly results in what 
might be understood as “socially caused illness”. 
Both in cases of somatic illness and instances of 
embodied injustice, a subject often is disempow-
ered partly due to the way in which their body is 
stigmatized by existing social institutions, such as 
the health care system. For example, both incarcer-
ated persons (Chap. 6) and elders (Chap. 7) com-
monly encounter distressing disruptions to the 
body-world relation, and in both cases, these dis-
ruptions are largely socially caused. 

My central aim is not to critique Leder’s ac-
count, but rather to build upon some of its key in-
sights by considering the case of depression. Alt-
hough depression is an illness that involves bodily 
distress and incapacity, its onset and symptoms 
cannot be understood without reference to social 
factors. First, alterations to the body-world rela-
tions that occur in depression result not just from 
neurobiological factors, but also from embodied 
injustice in the form of social oppression. Second, 
the mental health system that subjects turn to for 
healing and treatment often perpetuates various 
forms of embodied injustice by way of stigmatiza-
tion and silencing. This is partly because this sys-
tem operates with a biomedical model of depres-
sion that focuses primarily on the individual’s “dys-
functional” brain chemistry and obscures the influ-
ence of social and political factors. What is more, 
those with depression are labeled as deviant from 
“the norm,” and they may be subject to various 
forms of stigmatizing treatment that casts them as 
inferior. Such considerations lead Potter (2019) to 
suggest that people with mental illness are members 
of an oppressed group and that «this oppression is 
rooted in material, political, social, economic, and 
cultural dimensions of everyday life and results in 
poverty, isolation, and indignity» (p. 301). 

And yet here, unlike in the case of gender or race, 
we may be inclined to think that there is some truth 
to the idea that there is a genuine bodily disruption 
(an illness) at play, aside from these social harms. To 
what extent, then, do those with mental illness (and 
depression in particular) qualify as “marginalized 
bodies”? I argue that depression is both (a) an illness 
that involves the sorts of alterations to the body 
schema that Leder outlines, and (b) the result of var-
ious socially caused harms. Due to both illness and 
embodied injustice, subjects with depression experi-
ence a constriction of lived space, a disruption of 
lived time, and social-relational disturbances. Just as 
the restrictions imposed by illness and incarceration 
can become “synergistically confining” (LEDER 2024, 
p. 118), so, too, can the restrictions imposed by de-
pression and the social stigmatization that often ac-
companies it. Because it is difficult to tease out 
whether associated limitations stem primarily from 
neurobiological disruption or from social causes, the 
case of depression (as a form of mental illness) is par-
ticularly interesting to consider. This discussion fur-
ther reveals some important connections between 
illness and embodied injustice, and also has some in-
teresting implications for healing and treatment. 
 
█ 2 Depression as illness: Disruptions to the 

body-world relation 
 
Depression commonly involves the sorts of al-

terations to the body-world relation that Leder 
suggests are characteristic of illness. First, there is 
a constriction of lived space; those suffering from 
chronic pain and illness inhabit a shrunken world. 
Their focus of attention narrows, and due to bodi-
ly dysfunction and incapacity, they encounter a 
limited range of possibilities. In cases of depres-
sion, this constriction of lived space is associated 
with diminished bodily activity, slouched posture, 
and tension in the shoulders. Some subjects de-
scribe their bodies as tired, achy, heavy, and unre-
sponsive and report that it feels like there is a 
weight pulling them down (SMITH 2013, p. 629) or 
that ordinary tasks feel quite difficult. Others re-
port feeling trapped or unable to move, which Aho 
(2013) describes in terms of paralysis: «the trans-
parent and seamless bond between body and 
world is broken and our corporeality obtrudes in 
its place as something clumsy and heavy, a foreign 
obstacle or thing that inhabits our practical en-
gagement with the world» (p. 754). One might say 
that the bodily changes experienced as part of de-
pression articulate the orientation between the 
subject and world in terms of “I cannot” rather 
than “I can” (SMITH 2013, p. 632). A sense of im-
possibility often becomes a consistent theme 
(RATCLIFFE 2010, p. 610). 

Second, there is a disruption of lived time. The 
narrowing of possibilities just described are ac-
companied by aberrant time experiences and a 
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sense of being cut off from the future. Leder notes 
how pain and illness can fracture lived time in dif-
ferent ways. On the one hand, they relentlessly pull 
an individual to the “now” of immediate bodily 
events (e.g., the pain or discomfort they are cur-
rently experiencing). On the other hand, the experi-
ence of pain is also the body’s way of requesting 
immediate action to reduce the pain; «this now 
from which [they] are summoned is one from 
which [they] wish to flee» (LEDER 2024, p. 118). 
Someone’s thoughts may drift to a future when 
their symptoms will be alleviated, yet they may feel 
unable to realize this future or sense that the future 
actually is likely to bring a worsening of symptoms. 
As a result, the subject feels estranged from past, 
present, and future alike. Such alienation also oc-
curs in cases of depression: the future lacks open-
ness and no longer appears as a domain of possible 
activity; the “now” may take on a repetitive quality, 
leading to feelings of boredom; and alongside the 
loss of hopeful anticipation, there may be a deep 
sense of regret. Aho (2013) proposes that depres-
sion is atemporal in a sense: «in the fog of depres-
sion» the sense of anticipation that ordinarily 
characterizes the present may be missing, and the 
future may be experienced as fixed and inescapable 
(p. 758). In addition, if a subject’s relationship to 
the future is distorted, there is a sense in which they 
also will feel uncoupled from the past. If the past 
cannot be understood as part of the subject’s path 
toward the future, its significance will no longer 
resonate (RATCLIFFE 2012, p. 129). 

These disruptions to lived time contribute to 
another change to the body-world relation that 
Leder maintains is characteristic of illness: social 
isolation. Because the subject has a sense of being 
cut off from their future, there may be a «tem-
poral mismatch between the subjectively felt inner 
pulse and [the] time frames the outer world seems 
to follow» (JACOBS et alii 2014, p. 100). One sub-
ject with depression reported that it seemed as if 
the world was moving faster, and as if they were 
moving slowly while others were moving quickly 
(JACOBS et alii 2014, p. 99). Due to this “desyn-
chronization” (FUCHS 2013), subjects commonly 
feel “out of tune” with other people and less able 
to apprehend possibilities for social interaction. 
They also may have a sense that others are unable 
to understand their psychological struggles and 
motivational challenges, or experience feelings of 
guilt (RATCLIFFE 2010) because they believe that 
they are disappointing others. Such dynamics can 
lead to social alienation and withdrawal. 

 
█  3 Social causes of depression 

 
According to the biomedical model, the chang-

es to the body-world relation described in the pre-
vious section are caused by disruptions to neuro-
biological dynamics, i.e., a neurochemical imbal-

ance. A biomedical model thereby casts depression 
as a self-contained ailment or personal pathology 
that is «largely divorced from social, economic, and 
political contingencies», and which can be treated 
through “value-free” and naturalistic methods of 
science and medicine (ESPOSITO & PEREZ 2014, p. 
415). However, Leder’s account helps us to see how 
the changes to the body-world relations that occur 
in depression result not simply from neurobiologi-
cal factors, but also from embodied injustice. 

While the predominance of a mechanistic dis-
ease model leads some people to overlook the sig-
nificant role played by harmful social dynamics 
(NEITZKE 2016, p. 60), there is ample evidence that 
sexism, racism, heterosexism, transphobia, and oth-
er forms of social oppression increase someone’s 
likelihood of developing a mental illness (HARBIN 
2019). Research has shown that women are 70% 
more likely to experience depression in their life-
time (KESSLER et alii 2005), and studies have found 
that everyday experiences of racism (such as being 
followed around in stores, viewed as less smart than 
others, being insulted, or being given poorer ser-
vices) are associated with increased chances of de-
veloping depressive symptoms (MOLINA & JAMES 
2016). African American adults with depression in 
the United States also rate their symptoms as more 
severe, have a longer course of illness, and experi-
ence greater disability (WILLIAMS et alii 2007). In 
addition, numerous studies have shown that child-
hood adversity and maltreatment contribute to an 
increased risk for depression across the lifespan 
(CLARK et alii 2010) Examples of adverse child-
hood experiences include racism, abuse and neglect, 
witnessing domestic violence, parental separation 
or divorce, bullying, and community violence 
(CRONHOLM et alii 2015). 

To explain why members of marginalized 
groups are more likely to develop depressive 
symptoms, Harris (2003) notes that the onset of 
depression often involves the experience of a se-
vere life event that is a major stressor. The gener-
alized feelings of helplessness or hopelessness that 
may result from this arguably are more likely in 
people who already belong to some disempowered 
population. In addition, «persons who are subject 
to diminished social influence and control because 
of violence and oppression are more likely to ex-
perience severe events» (NEITZKE 2016, pp. 68-
69). The psychosocial stress resulting from repeat-
ed and cumulative incidents of discrimination, 
abuse, or unfair treatment can prompt a range of 
emotional and cognitive responses, such as nega-
tive affect, sadness, rumination, anxiety, and 
hopelessness (PARADIES 2006). These repeated so-
cial injuries can lead not only to exaggerated mus-
cle tension and high blood pressure (LEDER 2024, 
p. 123), but also result in cumulative psychic 
trauma (HANKERSON et alii 2022). 

Drawing from Leder’s account, I argue that 
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“embodied injustice” contributes to depression 
largely by exacerbating the disruptions to the 
body-world relation described in the previous sec-
tion. Here, I focus on the way in which racism, in 
particular, results in the constriction of lived, 
space, the disruption of lived time, and social iso-
lation. These harmful changes to the body-world 
relation not only contribute to the onset of depres-
sion, but also can help to sustain and exacerbate 
depressive symptoms. 

First, being subjected to racism frequently re-
sults in constriction of lived space. Along these 
lines, Fanon (2008) speaks of the “imprisoning” 
gaze of the white man (p. 92), and Leder notes that 
when someone lives under the threat of hostile gaz-
es and discriminatory treatment, they may feel as if 
they are continually in a chokehold or unable to 
breathe (LEDER 2024, p. 181). A particularly vivid 
description of the lived experience of such con-
striction comes from Yancy’s (2017) account of en-
countering a white woman on an elevator. When 
she clutches her purse and conveys that she views 
his Black skin as indicative of something threaten-
ing and violent, he feels trapped; Yancy reports that 
he no longer felt his own bodily expansiveness with-
in the elevator (p. 32), but instead felt constrained 
and immobilized., Such experiences of bodily im-
mobilization and incapacity are commonly accom-
panied by feelings of muscle tension, gastric con-
striction, and elevated pulse and blood pressure 
(SEKIMOTO & BROWN 2020). It is not difficult to 
see how these sorts of bodily experiences could con-
tribute to the feelings of anxiety, unease, and hope-
lessness commonly found in depression. 

In addition, racism can result in a disruption to 
lived time. Al-Saji (2013) describes how “white” 
ways of imagining, thinking, and seeing become 
normative within racialized societies. In a social 
world where habitually “white” forms of being are 
privileged as normatively desirable (4), the subject 
with dark skin is positioned as “other”. Al-Saji 
suggests that the racializing gaze of a white person 
identifies the Black subject with their skin color 
and positions them within a racialized frame of 
reference that is linked to a Black past. As a result, 
«the past is no longer lived at a distance, as past, 
but is experienced as a fixed and overdetermining 
dimension of the present» (p. 5). Building on the 
work of Fanon, Al-Saji proposes that a subject 
with dark skin has a sense of arriving “too late” to 
a realm of possibilities; «the field of possibilities 
has already been defined in relation to other 
(white) bodies» (p. 8). Available action possibili-
ties don’t seem to allow for variation and are not 
seen as being able to be worked out differently. 
This sense of being “too late” may very well con-
tribute to feelings of hopelessness and a sense of 
being “out of sync” with the social world. 

Racism also can lead to social alienation, with-
drawal, or isolation. Yancy describes (2017) walking 

down the street and hearing the “ClickClickClick” of 
white drivers locking their car doors; Leder notes 
that this is the opposite of embodied communing. 
Along similar lines, Ahmed (2007) highlights how 
Black bodies routinely face obstacles when navi-
gating various social spaces: “Who are you? Why 
are you here? What are you doing?”. Such ques-
tions function as stopping devices that reinforce 
people’s felt sense that some bodies are “out of 
place” and “do not belong.” Such dynamics not on-
ly contribute to a lack of social connectedness, but 
also lead people to feel that they are not welcome 
in various social spaces. What is more, discrimina-
tion and other forms of demeaning treatment can 
convey to individuals that they are different, de-
valued, and not respected in society (CROCKER & 

QUINN 2003). This contributes to feelings of self-
doubt, low self-worth, and hopelessness, which are 
common among subjects with depression. 

Such considerations help to explain why forms 
of embodied injustice, such as racism, can both 
contribute to the onset of depression and exacer-
bate depressive symptoms. Given that being sub-
jected to everyday racism and racist social struc-
tures tends to bring about harmful changes to the 
body-world relation, it would be a mistake to over-
look the social causes of depression. 
 
█  4 Post-diagnostic embodied injustice 

 
I have argued that the changes to the body-

world relation that commonly occur in depression 
are caused partly by oppressive social factors. 
Once a subject with depression has received a di-
agnosis, these distortions to the body-world rela-
tion can be intensified further still due to stigma 
and epistemic injustice. Such effects are yet anoth-
er example of embodied injustice, and they occur 
largely due to the predominance of a biomedical 
approach to psychiatry. 

Biomedical models hold that mental illnesses are 
diseases of the brain and that depression, in particu-
lar, results from a neurochemical imbalance. Alt-
hough psychiatrists are well-aware that both envi-
ronmental and biological factors contribute to major 
depression, «biopsychiatric research continues to 
focus on causal models emphasizing the singular role 
of the brain» (THACHUK 2001, p. 147). Some be-
lieve that adoption of a biomedical model can help to 
alleviate stigma. After all, if mental illness can be lik-
ened to other biologically based diseases, such as di-
abetes, it somehow becomes more concrete and tan-
gible; it is not just “all in one’s head,” nor is it within 
someone’s control. Displacing responsibility onto the 
organic brain undermines the idea that people with 
depression, for example, are simply weak-willed or 
have bad characters. What is more, adoption of this 
model may allow those with depression to distin-
guish between their “true self” and their biologically 
disordered symptoms. Stigmatizing attitudes can 
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then be displaced from the subject with depression 
onto the symptoms/behavioral manifestations of 
their illness. 

However, according to Thachuk (2011), adop-
tion of a biomedical model may, in fact, do more 
to exacerbate stigma than it does to undercut it. 
One central drawback is that such models rein-
force the notion that persons with mental illness 
are of a fundamentally “different kind” and that 
their brains function differently from those of 
“normal” people. In some cases, neuroimaging 
technologies create pictorial impressions that rein-
force this idea that there are “different kinds of 
brains”. The notion that someone has depression 
simply due to a neurochemical imbalance may 
lead to the kind of reductionism, objectification, 
and essentialism that Leder suggests is central to 
the operation of embodied injustice. On his ac-
count, embodied injustice occurs when the bodily 
attributes of an “inferior group” are taken to define 
them in some essential way, and to render them as 
deviant from the norm (LEDER 2024, p. p. 111). In 
the case of depression, subjects are identified as 
having a dysfunctional, non-normative brain that 
needs to be controlled and repaired via medication. 
Once they receive a diagnosis, they may be identi-
fied first and foremost via this diagnosis in health 
care settings. In addition, there may be a tendency 
to suppose that because their brain is somehow 
“broken”, they (as a person) are broken. 

This stigmatization is reinforced by a logic of 
oppression that depends on the sort of dualistic, 
oppositional, and hierarchical thinking that Leder 
describes: the world is viewed as split into two op-
posing elements, with one element deemed natu-
rally “superior” to the other. Just as men in patri-
archal cultures are thought to be superior to wom-
en, those who are “sane” are commonly deemed 
superior to those who are “mentally ill” or “crazy”. 
Due to stigma, those with mental illness may find 
it more difficult to secure housing, education, and 
employment; their opportunities for professional 
advancement may be limited and their likelihood 
of being incarcerated increases (GOSSELIN 2018). 
Some people may not even seek treatment out of 
fear of being labeled “mentally ill”. 

The stigma surrounding mental illness in gen-
eral, and depression in particular, is bound up with 
a range of negative stereotypes. To some extent, 
stereotyping is an unavoidable feature of human 
cognition; making generalizations based on char-
acteristics thought to be shared among group 
members helps people to make quick and efficient 
judgments and navigate the social world. Howev-
er, stereotyping also can be deeply problematic in-
sofar as it is used to construct in-groups and out-
groups. Common stereotypes present a picture of 
those with mental illness as violent, incompetent, 
deranged, weak-willed, or manipulative (POTTER 
2019, 314) However, which stereotypes come into 

play depends significantly on which mental illness 
someone has. Those with depression are common-
ly assumed to be lazy or incompetent; they are 
«capable of having sufficient control over their 
behavior so as to be morally responsible for it and 
so are blameworthy when they fail to exercise or 
develop self-control and willpower» (GOSSELIN 

2018, p. 79). What is more, because they lack will-
power and self-control, it may seem justifiable to 
discredit them or doubt their general capacity for 
agency and decision-making. As a result, the legit-
imate complaints of those with depression may 
not be taken seriously (THACHUK 2011). 

Indeed, negative stereotypes sometimes lead 
health care professionals to discount the epistemic 
and moral agency of their patients. Potter (2019) 
highlights how therapeutic settings are sometimes 
characterized by oppressive forms of interpersonal 
interaction. First, mental health professionals may 
exhibit microaggressions, i.e., commonplace verbal 
or behavioral slights which, whether intentional or 
unintentional, communicate hostility or insult 
members of marginalized groups. For example, if a 
clinician calls in the parent of an adult, competent 
patient and then talks mostly with the parent, this 
can be understood as a microinsult that indirectly 
belittles the patient. Or, in cases of microinvalida-
tion, a clinician makes statements or exhibits be-
haviors that negate, nullify, or fail to take seriously 
a marginalized person’s experiences or realities. For 
example, a therapist might say to a patient, “under-
neath your anger is…..” and thereby deny that her 
anger is something that should be taken seriously 
and investigated (POTTER 2019, p. 315). 

Second, in cases of silencing, the testimony of 
mentally ill persons may be discounted or dis-
missed. People who belong to minority groups, in 
particular, «are considered less credible both be-
cause they are viewed as incapable of being know-
ers and because their character is untrustworthy» 
(POTTER 2019, p. 316). Because those with mental 
illness tend to be more needy, dependent, or chron-
ically suffering, and because they may be viewed as 
incompetent or deranged, their testimony may not 
get uptake (GOSSELIN 2018). “Testimonial quiet-
ing” (POTTER 2019, p. 317) occurs when a speaker’s 
credibility as a knower is undervalued due to nega-
tive stereotypes or controlling images. Note that the 
biomedical model can contribute to silencing inso-
far as it focuses attention on individuals and their 
brains. Once depression is conceived as a problem 
located in neuropathways, people who try to attest 
that social oppression is a central cause of their dis-
tress may be discounted or ignored (NEITZKE 2016, 
p. 64). This not only further marginalizes them, but 
also prevents people from examining the social-
structural causes of depression. 

Epistemic injustice also may occur in the context 
of their day-to-day interpersonal interactions. This 
is because admitting that they have depression may 
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lead family members and friends to doubt their 
agency or question their credibility. When people 
dismiss depressive feelings as mere sadness, attempt 
to romanticize symptoms of depression, or adopt a 
patronizing tone, they “speak over” the person with 
depression rather than listening to their testimony; 
in such cases, well-meaning people «commit epis-
temic injustice toward depressives through contin-
ued ignorance of feelings that they may not under-
stand» (JACKSON 2017, p. 363). 

Stigma, negative stereotypes, and epistemic in-
justice all contribute to the distortions to the 
body-world relation that commonly occur in de-
pression. First, there is a constriction of lived 
space. As noted already, stigma and negative ste-
reotypes lead to a narrowing of possibilities for 
subjects with depression, by limiting their oppor-
tunities to secure housing and employment, for 
example. What is more, being silenced or dis-
missed can erode a patient’s sense of agency and 
undermine their sense of themselves as capable, 
efficacious, and in control (HOULDERS et alii, 
2021). And because agents with mental illness of-
ten are viewed and treated as less worthy and 
competent, like members of other socially margin-
alized groups, they may begin to doubt their own 
worth as well as their ability to make appropriate 
choices. This can generate self-doubt, undermine 
their self-efficacy, and reinforce the sense of “I 
can’t” that is common among those with depres-
sion. 

In addition, encountering stigma, negative, ste-
reotypes, and epistemic injustice can make those 
with depression feel as if they are even more “out 
of tune” with others and more cut off from the fu-
ture. This may very well reinforce their sense of 
being “trapped”, immobilized, and unable to envi-
sion their life otherwise. Lastly, these dynamics 
can contribute to social withdrawal and isolation. 
Stigma and negative stereotypes reinforce sub-
jects’ sense that their psychological struggles are 
incommunicable and that they are ill-equipped to 
participate in a shared social world. Along these 
lines, Jackson (2017) describes how those with de-
pression often feel alienated from friends and fam-
ily and have a sense that nobody can relate to 
them. Indeed, one key harm associated with epis-
temic injustice is a lack of social recognition: 
 

Only through epistemic and moral engagement 
do we have a meaningful social existence, and 
only then are we recognized by others as hu-
mans, as members of a shared community. 
(GOSSELIN 2018, p. 86) 
 
When the testimony of subjects with depres-

sion is discounted or they are subjected to stigma-
tizing treatment, this contributes to their per-
ceived lack of social recognition and reinforces 
their sense of isolation. 

█  5 Healing from illness and embodied injus-
tice 
 
Once we acknowledge that depressive symp-

toms are caused and sustained, in part, by embod-
ied injustice, what implications does this have for 
treatment? In this section, I build upon Leder’s 
discussion of body-oriented healing strategies to 
examine how disruptions to the body-world rela-
tion might be repaired. I argue that devising an 
adequate approach to treatment will require that 
we move beyond medication and attend to sub-
jects’ bodily schema and social relationships. 

The dominant biomedical approach to treating 
depression centers around the use of selective ser-
otonin reuptake inhibitors (SSRIs) and serotonin-
norepinephrine reuptake inhibitors (SNRIs). 
While medication does appear to be effective for 
many, its use sometimes involves an assumption 
that a neurochemical imbalance is “the” cause of 
depression. This exclusive focus on mechanistic 
neurological functioning may lead people to ig-
nore or bracket-out the role played by oppressive 
social influences (NEITZKE 2016). However, the 
discussion so far has revealed that treatment often 
will need to include efforts to address social fac-
tors. How, then, can a focus on the psychosocial 
effects of oppression be included in therapeutic 
methods (HARRIS 2003)? Nietzke (2016) proposes 
that «the tools by which oppressed peoples find 
solidarity and unity against oppressors may also be 
the tools by which to protect their mindful or psy-
chological well-being» (p. 69). This points to a 
need to promote social recognition, self-esteem, 
and self-efficacy, and suggests that empowerment 
is a key aspect of healing from depression and oth-
er forms of mental illness. 

One healing strategy that Leder discusses is 
“communing”, i.e., forming supportive and mean-
ingful relationships with others. “Communing” 
with family members, friends, community groups, 
mental health professionals, or service animals all 
can be an important part of healing from depres-
sion insofar as they expand someone’s range of 
possibilities and help them to overcome feelings of 
social isolation. However, there are aspects of psy-
chiatric practice that can make it difficult for 
“communing” to occur in these settings. Leder 
notes how the provision of medical care frequently 
involves objectification of the body, which can 
lead to experiences of depersonalization and dis-
empowerment (LEDER 2024, p. 121). Rather than 
experiencing their body as an arena for action, pa-
tients may experience it as objectified by the gaze 
of mental health professionals and subjected to 
surveillance and medical intervention. Epistemic 
injustice and other stigmatizing forms of treat-
ment that sometimes in therapeutic settings are 
the very opposite of “communing”. 

To make care provision more empowering, men-
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tal health professionals should take steps to guard 
against discrediting or silencing those with depres-
sion. This includes efforts to de-center themselves 
and their own perspectives and listen to what their 
patients are saying without imposing their pre-
established understandings. Rather than viewing 
those with depression «as mere embodiments of a 
diagnosis or a collection of symptoms» (POUNCEY 

& LUKENS 2010, p. 95), mental health care providers 
should approach them as unique persons. They also 
should try to gain an understanding of how various 
forms of social oppression operate and how their 
own social location (namely one of relative power 
and privilege) has the potential to reproduce or un-
dermine these forms of oppression (POTTER 2019). 

Another way to combat epistemic injustice and 
stigmatization is to actively involve patients in 
treatment decisions and to emphasize the value of 
their experiential knowledge. Constructive and 
empowering mental health practices, as I under-
stand them, are those that are truly “person-
centered”, involve asking clients about their needs, 
and emphasize client involvement in treatment 
decisions. That is, there needs to be a kind of 
“communing” and a relationship of give and take 
between mental health professionals and those 
with depression. The role of the patient should not 
be simply to be compliant and accept that “doctor 
knows best”, but rather to contribute to a collabo-
rative dialogue. This requires that patients have 
decision-making power, access to information and 
resources, and a range of options from which to 
make choices (not just yes/no, either/or) (NELSON 
2003, p. 188). When those with depression are ac-
tively involved in treatment decisions, this can 
help them to build a sense of self-efficacy, expand 
their sense of available options, and orient them 
toward a future with a fuller range of possibilities. 

“Communing” in a mental health care setting 
also may involve the co-construction of an autobi-
ographical narrative that sheds light on their con-
dition and helps them see a way forward. For ex-
ample, if someone with depression can construct a 
narrative that highlights how they have overcome 
adversity in the past, they may begin to see them-
selves as resilient, as capable of navigating their 
mental illness. Or, if the narrative reveals how var-
ious hobbies or personal relationships have con-
tributed to their well-being, this can make action-
possibilities associated with those pursuits seem 
more salient. In some cases, patients begin to tell a 
story about themselves that focuses on their future 
and involves them moving forward and gaining 
more control over their lives. This can help them 
gain a sense of what they want and what “getting 
better” means for them. Part of recognizing a wide 
array of options is the ability to envision a possible 
future that differs in important ways from the 
past. As Leder notes, this sort of re-envisioning is 
often a key component of healing. 

Leder further notes how strategies of giving to, 
and receiving from, others can be extremely benefi-
cial (LEDER 2024, p. 131). Indeed, giving back to 
one’s family, friends, and broader community can 
be a powerful way to cultivate a sense of agency and 
move past feelings of shame or guilt regarding one’s 
depression. The notion that helping others can be 
empowering is reflected in some of the key aims of 
the so-called “recovery movement”. This move-
ment envisions recovery as a process in which peo-
ple find ways to lead the sort of life that they find 
meaningful (COULOMBE et alii 2016), either by re-
covering from mental illness entirely, or by learning 
how to live with it. It emphasizes that: 
 

[…] the primary prostheses for people with 
mental health conditions are social in nature 
and involve having access to caring, trusted, 
and knowledgeable people who can support 
them over time in pursuing their hopes and as-
pirations in the community contexts of their 
choice. (DAVIDSON 2016, p. 1093) 

 
The provision of community-based supports 

commonly includes supported housing and em-
ployment and assistance in domains such as edu-
cation, parenting, and socialization. In many cases, 
these resources are offered by people in recovery 
themselves, via peer support. Peer staff members 
instill hope through their own self-disclosures and 
role modeling and educate people for self-care. 
Research has found that peer support can reduce 
the rate and length-of-stay of hospital admissions, 
substance abuse, and depression, while increasing 
hope, empowerment, well-being, and quality of 
life (DAVIDSON 2016, p. 1094). In addition, as Le-
der’s discussion of healing strategies highlights, 
the process of helping others can help to empower 
those providing peer support. 

Another way to promote healing is by utilizing 
holistic treatment interventions that target both 
bodily dynamics and social relations. Dance-
movement therapy, for example, is a powerful way 
to counter the disruptions to the body-world rela-
tion that commonly occur in depression insofar as 
it helps subjects to embrace their body, resynchro-
nize, and connect with others. First, it can help 
subjects to overcome the constrictions to lived 
space that that they experience. Along these lines, 
Sheets-Johnstone (2010) maintains that one rea-
son movement is therapeutic is that it is life-
proclaiming: movement causes people to feel en-
ergized, and when a subject turns her attention to 
the source of this energy, she «awakens to the 
lively kinetic dynamics of [her] tactile-kinesthetic 
body» (p. 3). Over time, movement allows the 
subject to cultivate a sense of herself as an effec-
tive agent, which can contribute to empowerment.  

In addition, DMT can help subjects with depres-
sion resynchronize with the social world and over-
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come social isolation. Baum (1991) describes how a 
group session might unfold: the group sits in a circle 
of chairs, and the leaders check with each member, 
both verbally and nonverbally, to gauge their mood. 
After an initial warm-up, the group stands and be-
gins to move. At times, synchrony develops and the 
participants move together rhythmically; but in oth-
er cases, one patient will begin to initiate a move-
ment sequence on her own, in response to internal 
stimuli. The leader might pick up this individual’s 
movement to imitate and follow, and «replicating 
the patient’s movement allows the therapist to share 
the patient’s experiences in the moment» (BAUM 

1991, p. 101). Individuals sometimes take turns initi-
ating movement sequences, and other members of 
the group try to mimic that subject’s quality of 
movement and to resonate with it. Moving in syn-
chrony with others or coordinating movements in 
response to what others do can foster a feeling of to-
getherness and positive rapport, contribute to social 
cohesion (COLOMBETTI 2014, p. 197), and give sub-
jects the experience of moving at the same speed as 
others. The group DMT setting thereby enables a 
form of “communing”. 

Finally, there is a need to shift the focus from 
patient-centered, individual healing to things that 
can only be brought about by sociopolitical change 
and modifications to the social world. While I 
agree with Leder that our culture of mass incar-
ceration needs to be transformed, the case of de-
pression suggests that even more far-reaching 
changes may be necessary. Indeed, if we wish to 
«create a health-supportive world» (LEDER 2024, 
p. 168), this may require not only significant ef-
forts to combat various forms of social oppression, 
but also changes to society’s economic system. 
Along these lines, Esposito and Perez (2014) main-
tain that economic policies in countries such as 
the United States have led to an erosion of decent 
paying jobs and the dismantling of social pro-
grams and public services, which in turn has con-
tributed to increasing stress, financial insecurity, 
outright poverty, worker dissatisfaction, and de-
clining levels of happiness (p. 426). When society 
considers competitive individualism as part of 
human nature, prioritizes business interests over 
workers’ rights, encourages people to prioritize 
profit and self-gain, and views compassion and 
solidarity as optional, this results in a weakening 
of social bonds and increased levels of anxiety and 
discontent. Such observations highlight, once 
again, the connections between health and the so-
cial world, and the need for broadly holistic heal-
ing strategies that address “socially caused illness”. 
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