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Phenomenological psychopathology  
and the identity of the psychiatrist
Who is a psychiatrist? What is the objective and pur-
pose of psychiatry? What formation process and body of 
knowledge is needed to become a good clinician of the 
psyche? What is the role of psychopathology in psychia-
try and what can young psychiatrists learn from it today? 
The purpose of this Special Issue is to try to answer these 
questions by analysing the theoretical, empirical, clinical 
and therapeutic aspects of psychopathology.
The nosographic revolution, triggered by the devel-
opment of DSMs and ICDs, led to significant changes 
with the aim of organising the chaotic world of men-
tal illness diagnoses and providing a scientific point of 
view to psychiatry within the medical field, which un-
til then was considered a fringe medical specialty. The 
two main operational changes were the introduction of 
a simple, descriptive and “atheoretical” approach with 
homogeneous diagnostic criteria, and the development 
of assessment instruments that could simplify the diag-
nostic process. The objectivism and physicalism of this 
revolution were also fostered by the expanding perspec-
tives of neurobiological research and treatment. What 
could not be foreseen at that time was that progresses 
in neurobiology have not improved purely clinical-
descriptive diagnostic systems. Moreover, the hope 
for easy-to-use, reliable categorical diagnostic systems 
gradually replaced psychopathological manuals, and 
diagnostic criteria became the simplistic picture of the 
mental illnesses. The entire body of psychopathological 
knowledge was shelved as if it could hinder the newly-
born operational revolution. 
The early career psychiatrists of today, as sons of the 
“DSM-ICD generation”, are training in this milieu where 
psychiatry is more morbus-oriented than person-orient-
ed  1. This was an ideological shift that affected both 
the What (ontology) and How (epistemology) related to 
mental illnesses 2. The ontological level has been affect-
ed since the psychiatric object is supposed to be more 
subordinate to symptomatic, physical and biological pa-
rameters than to subjectivity and singular human experi-
ence. In this sense, symptomatological phenotypes have 
become the main object of psychiatric study thanks to 

their reliable, measurable and easy-to-assess nature. 
Moreover, in order to explain narrower symptomato-
logical phenotypes of a mental disorder, the concept of 
endophenotype has been introduced – namely the up-
stream manifestation (neurophysiological, biochemical, 
endocrinological, neuroanatomical, cognitive or behav-
ioural measures) of a smaller genotype than the whole 
disease-related genotype 3. However, a simply sympto-
matic evaluation cannot explain or grasp the psycho-
pathological phenotype  4. Indeed, from a psychopath-
ological viewpoint, mental illnesses are experiential 
anomalies of one’s own self/body, of time/space and of 
otherness that produce abnormal, dysfunctional cogni-
tions and/or behaviours 5. Hence, symptoms are not ac-
cidental to the patient, but rather the manifestation of 
some implicit subjective dimension; the patient is not 
a passive casualty of the illness, and on the contrary he 
has an active role as a self-interpreting agent or goal-di-
rected being in dealing with his abnormal experiences. 
Cognitions or behaviours are not pathological per se, 
but in the light of personal history, social situation and 
cultural context - and this is particularly true in the in-
creasingly multicultural society where we live. What the 
patient manifests is not a series of mutually independent 
symptoms, but certain meaning-structures permeated by 
biographical details 6. Moreover, the concept of comor-
bidity brought about by the DSM and ICD discourages 
seeing the manifold of symptoms displayed by a patient 
as a meaningful and coherent whole leading to the dis-
aggregation of the structural unity of the patient’s per-
sonal existence. The mushrooming of comorbid multi-
ple diagnoses undermines the conceptual basis and the 
credibility of current classification systems. 
Furthermore, as already mentioned, the epistemological 
level has been affected in several ways. Structured inter-
views were built in order to explore those symptoms that 
are relevant to establish a specific diagnosis. Standard as-
sessment procedures are devised in such a way that the 
patient’s symptomatology needs to fit pre-existing diag-
nostic criteria, overlooking the subtle experiential differ-
ences and their meaning for the patient. This approach 
makes use of a stimulus-response pattern of questions 
designed to elicit “relevant” answers with the risk of get-
ting not the whole picture, but a “tunnel vision” of the 
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on understanding the achievable only by sinking one-
self into a singular situation. From the psychopathologi-
cal perspective, mental illness is conceptualized as the 
outcome of mediation between a vulnerable self and 
the person that tries to cope with and make sense of 
the disturbances that arise from it. Symptoms are not 
only the direct outcomes of anomalous brain events, 
but are generated by the interplay between abnormal 
basic phenomena that have a neurobiological back-
ground and the patient’s coping and meaning strategies. 
In this sense, as neurophysiological, biochemical, en-
docrinological, neuroanatomical, cognitive, or behav-
ioural measures (endophenotypes) could improve the 
understanding of mental disorders 3, phenomenal (i.e., 
experiential) traits and constructs (pheno-phenotypes) 
could also occupy the terrain between symptoms and 
genetics, leaving room to subjectivity as the primary 
object of inquiry  4. The method of ‘phenomenological 
dissection’ may prove useful on both theoretical and 
clinical grounds. The pheno-phenomenological level 
could be helpful to establish clear-cut syndromic cat-
egories that can be studied in neuroscientific terms (e.g. 
delusion is a very heterogeneous category that must be 
split into more specific sub-categories in order to suc-
cessfully look for its neurobiological correlates). In addi-
tion, the use of the ‘phenomenological razor’ is of great 
help in sorting out “psychopathological receptors” since 
for successful therapeutic decision-making phenom-
enological fine-grained characterization of abnormal 
phenomena as targets of pharmacological treatment  is 
needed 15 16 (e.g. so-called “social phobia” cannot be a 
valid category for drug prescription as it may arise from 
a suspicious attitude, or from a melancholic self-blame, 
or in the context of an anxiety disorder).

Phenomenological psychopathology  
as the core science for psychiatry
All these questions are developed in the first part of this 
Issue on Phenomenological psychopathology as a core 
science for psychiatry. 
This sections opens with a paper on the phenomenol-
ogy of atmospheres  17. The technical approach to the 
psychiatric interview is blind to essential aspects of the 
clinical encounter. It is this same objectifying inten-
tion that compromises the attention needed to notice 
the aesthetic properties of the clinical encounter and 
restricts linguistic contexts risking tautology. Atmos-
pheres are examples of such phenomena that should 
be salvaged to allow in-depth psychopathological as-
sessment. The authors of this paper clinical also expli-
cate the relevance of tact in sensing atmospheres and 
the role of metaphors in articulating them. They argue 
that by bringing aesthetics into the clinical encounter 

patient’s manifold of abnormal phenomena. This type of 
interview weakens the intimacy of the relationship, pre-
sumes shared meanings between the interviewer and in-
terviewee and gives the interviewer an excessive domi-
nant role over the patient. Furthermore, because of the 
polysemous nature of psychiatric vocabulary, the techni-
cal approach to psychiatric diagnosis underestimates the 
need to clarify the subjective meaning of the terms with 
which patients and clinicians refer to abnormal mental 
phenomena (how can a word aptly express the proper 
meaning of a mental state?). In the psychopathological 
perspective, the context of the clinical encounter should 
be one of co-presence with the aim of understanding and 
not labelling 7. This approach is also relevant to rescue 
abnormal marginal phenomena, not usually covered by 
standard assessment procedures, which nonetheless are 
part and piece of a mental picture, not to mention a dis-
turbed form of existence. 
The aim of good psychopathological assessment is to 
reconstruct the subjective experience of a patient and 
the lived world in which it is embedded. Its under-
lying tools are empathy and narratization. Empathy is 
the internal actualization of the other’s experience, 
a special kind of immediate resonance (feeling with) 
between one person and another 8. The empathic ap-
proach makes the interviewer a participant observer 
and implies a balanced relationship with the inter-
viewed. Narratization, rather than stimulus-response 
interviews, allow the patient to communicate and ex-
plain their own experiences in their own terms, to posit 
them in the context of their personal world and history, 
and to try to make sense of them 9 10. 
This is not to speak out against the neurosciences or to 
praise psychopathology, but only to give psychopathol-
ogy its proper place  11. Controversies between radical 
advocates of the biomedical status of psychiatry and 
strong supporters of its belonging to the humanities 
is abstract and sterile. A pathology of the psyche can 
have clear biological causes, but this does not make it 
a simple natural entity. The question is that in psychi-
atry, more than in any other specialty, both scientific 
and humanistic contributions are necessary, and psy-
chopathology can be seen as the bridge between these 
two approaches  12 13. This concept was already hoped 
for in the early 20th century by Karl Jaspers, the founder 
of psychopathology as the basic science for psychiatry. 
His masterpiece – General Psychopathology – first pub-
lished 100 years ago, was the first systematic attempt to 
classify abnormal mental phenomena and became the 
most secure basis to establish valid and reliable diag-
nosis  14. As the science of abnormal subjectivity, psy-
chopathology relies both on explanation that allows 
the formulation of general rules by observing events, 
experimenting and collecting numerous examples, and 
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hood stems from the dialectics of selfhood and otherness 
at the core of being a person, and that moods are one of 
the most conspicuous epiphanies of otherness in human 
life. These dialectics become particularly evident in the 
way our moods challenge our sense of personal identity 
due to the way it complicates our relation to the norms 
and values.
The second paper of this Section illustrates an exemplary 
phenomenological prototype of vulnerable structure to 
mood disorders, and specifically to melancholia (a par-
ticular type of major depressive disorder characterized 
by lack of vital drive, guilt and affective depersonalisa-
tion)  22. The melancholic type of personality is a clear 
example of the tight interrelation between personality 
and mood disorder. This is a personality structure char-
acterised by tight interpersonal commitments, that is, 
the need for order in interpersonal relationships and the 
avoidance of guilt feelings achieved through extreme 
norm adaptation and identification with one’s own so-
cial role. The author also discusses the metamorphosis 
of this personality structure in late modern society, in 
which the personal ethos is more guided by “I can’s” 
than by “I have’s”.
The following two papers investigate in great detail the 
phenomenology of mood disorders. The first describes, 
next to depressive symptoms per se, the life-world of 
persons affected by depression and mania 23. The pa-
rameters of this phenomenological dissection of mood 
disorders – which the reader will find in the majority of 
clinical papers in this Issue – are the existential struc-
tures of the life-worlds. The utility is to produce a sys-
tematic description of subtle and often elusive changes 
in the person’s subjective experience and to reconstruct 
the ontological framework within which they are gen-
erated. The experience of time, space, body, self and 
others, and their modifications, are the guidelines to this 
dissection whose aim is to enlarge our awareness of the 
life-world people affected by mental disorders, under-
stand their behaviour and experiences, refine diagnostic 
criteria and establish homogenous categories for treat-
ment and aetiological research.
The next paper examines recent phenomenological re-
search on both depressive and manic episodes 24. The 
author argues that depression and mania cannot be 
characterised by any particular mood (e.g. sadness, 
hopelessness, guilt or euphoria, grandiosity or irrita-
bility), but instead as a change in the way we “have” 
moods. Thus, if we conceive of the affective dimension 
as a decrease or an increase in the degree to which one 
is situated in and attuned to the world through moods, 
then the particular mood one finds oneself in is sim-
ply irrelevant to a diagnosis of either depression or ma-
nia. This analysis is applied to so-called “mixed states”, 
showing how phenomenologically oriented studies can 

we may achieve an understanding of the meaning of 
a clinical situation as felt, rather than simply assessing 
objective signs and symptoms. 
The following paper touches on the relationship be-
tween phenomenological psychopathology and the 
neurosciences  18. It starts with a discussion of Jaspers’ 
idea of unity and strong interdependence between soma 
and psyche, and then passes to subsequent and recent 
suggestions to naturalize phenomenology relating the 
subjective experience of the world to brain functions, 
and to phenomenologize neurosciences driving scien-
tific research of the human mind with basic philosophi-
cal principles.
The third paper is about phenomenological psychopa-
thology and causal explanation 19. The author argues that 
a commonly held view – namely, that psychopathologi-
cal phenomenology is relevant only to description and 
not to explanation – is inaccurate. The phenomenologi-
cal approach (focusing on the subjective life of the pa-
tient) is relevant to empirical science, and this relevance 
includes causal explanation of mental disorders. It de-
velops a deep analysis of ambiguities and controversies 
pertaining to the notions of description, explanation, un-
derstanding and causality (with the particular example of 
schizophrenia). Phenomenology can help to “explain” in 
several senses of that term, by showing how prima facie 
distinct symptoms may actually be mutually interdepend-
ent (sometimes called ‘implicative’ relationship), or can 
help one to grasp how one phenomenon might lead into 
another, or motivate it, etc. 
The last paper of this Section overviews the current Eu-
ropean situation of psychopathologic training based on 
an online interview addressed to 41 early career psy-
chiatrists’ who are representatives of their national as-
sociations. Young psychiatrists recognize that psycho-
pathology is a core part of the psychiatric curriculum, 
although the quality and quantity of the training they 
received was not satisfying, and emphasize the capacity 
of psychopathological education to re-humanize psy-
chiatric practice 20.

Phenomenological psychopathology  
of mood disorders
Section Two starts with the explanation of what emotions 
are and why they are so relevant in psychiatry 21. Emo-
tions disclose an inescapable fragility at the heart of our 
identity and our vulnerability to mental illness. This paper 
proposes and discusses the definition of ‘emotion’ as feel-
ing motivation to move, the distinction between “affect” 
and “mood” according to their intentional structure, and 
the dialectics between affects and moods. The authors 
propose a model constructed upon the theoretical as-
sumption that the fragility characterizing human person-
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risk for progression to psychotic illness and in investigat-
ing new biological and psychological treatments to pre-
vent a transition to psychosis with the ultimate purpose of 
improving long term outcomes by reducing the duration 
of untreated illness. The “at-risk mental state” concept 
as well as the two main approaches to the early psycho-
sis question are analysed: the ultra high risk approach 
(UHR) and the basic symptoms (BS) approach, each with 
its assessing instruments. Besides these, the “anomalous 
self-experience” (ASE) concept is also analysed and a 
tentative integration between the UHR, BS and ASE ap-
proaches is developed. In closing, the authors describe 
the clinical staging model and the advantages that it may 
bring in early psychosis from both clinic and research 
standpoints. 

Phenomenological psychopathology  
of the present
The fourth and last part is about three psychopathological 
conditions that, until now, have received relatively little 
attention by clinical phenomenologists compared to the 
areas of mood disorders and schizophrenia: borderline 
personality disorder, eating disorders and addictions. 
As is well-known, borderline personality disorder is a 
highly variegated clinical area in which we encounter 
particularly difficult patients who, subject to “emotional 
dysregulation” and tendency to impulsive action, cause 
much distress to clinicians and health workers commit-
ted to their treatment. The contribution of psychopa-
thology becomes essential whenever it allows the clini-
cian to move from the level of the symptoms to that of 
lived experience 28. When this shift is not attempted, the 
clinician remains trapped by the triad of stigmatisation, 
intractability and chronicity. To ask “What is like to be 
a person with borderline personality disorder” means, 
for example, to identify the characteristics of a perpetu-
ally dysphoric mood condition that forces the subject to 
look for ways to quickly reduce such an uncomfortable 
state. Psychopathology allows us to shed some light on 
the dynamics of dysphoric mood and the transformation 
of dysphoria into anger: such knowledge can also help 
reduce the risk of an emotional mirror-involvement in 
the clinician. 
Eating disorders represent another example of wide-
spread contemporary conditions  29. There is general 
agreement on considering behavioural anomalies as 
secondary epiphenomena to a more profound psycho-
pathological core, defined by excessive concerns about 
body shape and weight. Body image disturbances have 
been associated with a more profound subjective altera-
tion consisting in disorders of the way patients experi-
ence their own body and shape their personal identity. 
In a phenomenological perspective, the core dimension 

help overcome the apparently paradoxical nature of this 
psychopathological condition.

Phenomenological psychopathology  
of schizophrenia
The first contribution in this Section contains a detailed 
account of the schizophrenic life-world  25. It gives a 
panoramic view of the way schizophrenic patients live 
their life as embodied persons and how they understand 
the existence of other people. To this end, lived time, 
space, body, selfhood and otherness are used as the 
principal descriptors of the transformation these patients 
undergo. The authors propose that the phenomenon of 
fragmentation, which is the loss of a coherent Gestalt of 
experience, is the best candidate as the core feature of 
schizophrenia spectrum disorders that runs through the 
manifold of schizophrenic abnormal phenomena, also 
affecting self-world related and inter esse. Fragmenta-
tion appears to be a basic feature of lived time, as well 
as space, body and selfhood. This suggests the crisis of 
the synthetic function of consciousness, that is, of the 
temporal unity of consciousness, may be at the basis 
of characteristics of “disarticulation”, distinctive of the 
schizophrenic world.
The second paper in this Section widely discusses the 
self-disorder hypothesis of schizophrenia, a cutting-
edge model of the psychopathology and pathogenesis of 
schizophrenia 26. Schizophrenia is interpreted as a dis-
order of the pre-reflexive self, i.e. a pervasive perturba-
tion of the core sense of self that is normally implicit in 
each act of awareness. Such a core sense of self refers to 
a crucial sense of self-sameness, of existing as a unified, 
unique and embodied subject of experience that is at 
one with oneself at any given moment. When this basic 
sense of self is disturbed, the person is inclined to ex-
perience both a kind of exaggerated self-consciousness 
and a concomitant fading in the tacit, pre-verbal feeling 
of existing as a living and unified subject of awareness 
(diminished self-affection). This paper gives special at-
tention to the notion of anomalous self-experience and 
disordered-self with rich clinical descriptions, stress-
ing how the instability of the first-person perspective 
threatens the most basic experience of being a subject 
of awareness and action.
The third paper focuses on the pathogenesis and early de-
tection of schizophrenia 27. Although the developmental 
nature of the disease and the subclinical prodromal phase 
have always been recognized, clinical management con-
ventionally begins only at the time of the first frank psy-
chotic episode. Nevertheless, during the last 20 years, the 
early phases of psychotic disorders have become one of 
the major clinical and research issues in psychiatric set-
tings because of their importance in defining markers of 
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of eating disorders also encompasses the subjective per-
ception of space and time. Several behaviours and cog-
nitive distortion can be derived from the metamorphosis 
in lived body, space and time. As an example, the sub-
jective perception of time in eating disorder patients ap-
pears to be connected with the temporal discontinuity 
of the representation of one’s own body, and the need 
of predictability of one’s own life, which is achieved/
failed according with the control of eating and weight. 
The psychopathological core, rather than behavioural 
abnormalities, plays a crucial role in the onset and per-
sistence of the disorders (some authors pointed out that 
the threshold to define the full recovery process might 
be body shame, appearance schemas and thin-ideal in-
ternalisation). Therefore, these may be fruitful targets of 
intervention among those on a recovery trajectory. 
The last paper examines the “being-in-the-world” of ad-
dicted patients  30. First of all, there is the need to dis-
tinguish different forms of addictions as each is charac-
terised by typical symptoms and a characteristic form of 
life-world. As an example, persons with polyabuse of 
novel psychoactive substances develop radically differ-
ent forms of psychoses compared with ‘old’ heroin ad-
dicts. Novel psychoactive substances lead to “synthetic 
psychoses” – a very rich psychotic state comparable to 
paraphrenia with mental automatism, chronic hallucina-
tions and secondary (interpretative) delusions. As each 
drug may produce a distinct psychopathological syn-
drome and life-world, a consequence of polyabuse is 
that patients, after have “travelled” so many abnormal 
and uncanny “landscapes”, may become unable to stay 
in a “space-with-others” and to project themselves in a 
stable identity time. The result of this time/space cleavage 
is emptiness, an existential condition that is very difficult 
to treat and characterised by high drop-out rates. The au-
thor describes a potential resource to treat these patients 
called Dasein’s group analysis, an original interpretation 
of Binswanger’s Daseinanalysis aimed to “reanimate” 
these emotionally “frozen” patients.
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Summary
Operational criteria and structured interviews had a positive 
impact on psychiatry as they contributed to cleanse the pro-
foundly unscientific and irrational attitude towards systematic 
assessment and diagnosis. The technical approach to the psy-
chiatric interview focuses on the search for specific symptoms. 
Yet, it is blind to the essential aspects of the clinical encounter. 
Subjective and intersubjective features are dismissed even if 
they have psychopathological meaning. It is this same objectify-
ing intention that compromises the attention needed to notice 
the aesthetic properties of the clinical encounter and restricts 
linguistic contexts risking tautology. Atmospheres are exam-
ples of such phenomena that should be salvaged to allow in-
depth psychopathological assessment. In this paper, we focus 
on a phenomenological definition of ‘”atmospheres”. First, we 

review the ontological polarities that make this phenomenon 
so difficult to be grasped conceptually. Next, we describe the 
clinical encounter as an aesthetic experience and explicate the 
relevance of the role of tact in sensing atmospheres and the 
role of metaphors in articulating them. Herein resides the need 
to bring aesthetics into the clinical encounter: one must dodge 
scientific rationalism in order to preserve the phenomenological 
understanding and achieve an understanding of the meaning of 
a clinical situation as felt, rather than simply assessing objective 
signs and symptoms.

Key words
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“What was it – I paused to think – what was it that so 
unnerved me in the contemplation of the House of 

Usher? It was a mystery all insoluble; nor could I grap-
ple with the shadowy fancies that crowded upon me as 

I pondered. I was forced to fall back upon the unsatis-
factory conclusion that while, beyond doubt, there are 

combinations of very simple natural objects which have 
the power of thus affecting us, still the analysis of this 

power lies among considerations beyond our depth. It 
was possible, I reflected, that a mere different arrange-

ment of the particulars of the scene, of the details of the 
picture, would be sufficient to modify, or perhaps to an-

nihilate its capacity for sorrowful impression”.
Edgar Poe, The Fall Of The House Of Usher

Introduction
The concept of atmosphere has been extensively ad-
dressed in philosophy, particularly in the field of aes-
thetics. Until recently, its use in psychiatry has been 
restricted to some heretic contributions that have few 

implications in today’s diagnostic systems and interview 
methods. These only assess psychopathological elements 
in the third person perspective, which has been shown 
to be insufficient in clarifying the personal meaning of 
being mentally ill. Subjective and intersubjective features 
are dismissed in standard psychiatric interviewing even if 
they seem to have psychopathological meaning. Atmos-
pheres are examples of such phenomena that should be 
salvaged to allow in-depth psychopathological assess-
ment. The technical approach to psychiatric interviewing 
is based on a rationalistic paradigm that is classificatory 
and explanative in nature as its main aims are to establish 
diagnosis and look for the causes of a given disordered 
mental state. The conceptual haziness that clouds the 
idea of atmosphere is claimed as good enough reason 
for its exclusion from scientific paradigms and clinical 
diagnosis. Yet, the power to appreciate atmospheres may 
disclose territories of psychopathological understanding 
that would otherwise remain off-limits. This power, as we 
will show herein, is based on the capacity to achieve an 
understanding of the meaning of a clinical situation as 
felt, that is, on knowing through feelings, rather than sim-
ply assessing objective signs and symptoms. 
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Towards the definition of atmosphere: 
ontological polarities of atmospheres
We begin by reviewing some etymological precepts that 
are the foundations of the word atmosphere. Next, we 
will expose its ontology by going through the same po-
larities that make us doubt its true existence. These in-
clude subjective vs. objective, permanent vs. transitory, 
pre-reflexive vs. reflexive and passivity vs. activity. 
The etymology of the word atmosphere can be traced to 
the Greek atmos “vapour, steam” and spharia, “sphere”. 
The Greek atmos derives from the proto Indo-European 
awet-mo-, from base wet – “to blow, inspire, spiritually 
arouse”. In everyday language, the word atmosphere is 
used interchangeably with mood, feeling, ambience, tone 
and other ways of naming collective affects. Tellenbach 
introduced this concept in the field of psychiatry to ac-
count for “a sphere of familiarity which is perceptible in a 
bodily-sensuous way” 1. Atmospheres are more easily felt 
than talked about, as features of an atmosphere cannot 
be readily described in terms of any particular domain of 
experience. Boehme suggests that atmospheres are “dif-
ficult to express, even if it is only in order to hide the 
speaker’s own speechlessness” 2. Furthermore, the hazi-
ness of the definition of atmosphere stems from its “veiled 
existence” as it dwells in the cracks of the dichotomies 
we use to organise our concepts. For understanding pur-
poses, the word atmosphere is used here as the elusive 
and almost indefinable “air” that imbues and envelops a 
given situation and participates in the global awareness 
of that situation.

Objective vs. subjective
The experience of atmospheres informs the subject 
about himself (subjectively) and about the world (ob-
jectively). The subjective appraisal of atmospheres sug-
gests that they are similar to the experience of emotions. 
However, much like the conception of feelings in the 
Homeric Greeks, which were described as existing out 
of one’s body, pressing upon it, and invading it, atmos-
pheres are felt as affects originating from outside the 
subject’s boundaries. Considering their objective ap-
praisal, atmospheres are not experienced as concrete 
qualities belonging to objects, environments or other 
subjects; nonetheless, they are felt in an object-like, 
quasi-concrete way. With that in mind, Boehme intro-
duced the term ekstases to describe affective qualities 
that radiate from things persons or places dyeing the in-
between or the intermediate space between them and 
the experiencing subject  2. Both subjective and objec-
tive appraisals seem short in the understanding of the 
ontological status of atmospheres. They are therefore to 
be regarded as intermediate phenomena that resist the 
subjective-objective dichotomy.

Interior vs. exterior
The polarities subjective vs. objective can also be dis-
cussed in terms of interior vs. exterior. These concepts 
refer to the spatial properties of atmospheres. To assess 
the spatiality of atmospheres one must question the idea 
of interiorising feelings. Atmospheres resemble Stern’s 
“vitality affects” and their dynamic qualities of feeling 
that convey a basic emotional tone 3. This includes, for 
instance, a “calming”, “relaxing”, “comforting”, “tense”, 
“heavy”, or “light” tone that animates or dampens the 
background sense of life. These are “spatially diffuse” 
feelings 4 that are not experienced as enclosed inside the 
subject’s body. For Schmitz, for instance, atmospheres are 
not exactly feelings, rather they are the condition of the 
possibility of having feelings. He considers them “spatial 
bearers of moods (…) which visit (haunt) the body which 
receives them”  2. In the sentence “the ambience in the 
room was tense”, one is referring to both an interior pri-
vate phenomenon and to an exterior collective one. One 
has the experience of a vibration that pervades space and 
is therefore exterior, but is also bodily experienced and 
therefore interior. It is this loosened line between inte-
riority and exteriority that characterizes the spatiality of 
atmospheres.
To portray the complexities of the spatiality of atmos-
pheres, we draw on the concept of “aura”, not because of 
their resemblances but to shed light on their differences 
that clarify some of the polarities we are referring to in 
this section. In common language, the concept of “aura” 
portrays an objective property that belongs to a person, 
thing, or place and emanates from them (e.g. the aureole 
of a saint). Historically, this idea is included in its coining 
by Benjamin epitomised in his well-known description: 
“[r]esting on a summer evening and following a moun-
tain chain on the horizon or a branch which throws its 
shadow on a person at rest - i.e. to breathe the aura of 
these mountains or this branch”  2. Whereas the moun-
tains’ aura radiates from them, the atmosphere arises 
elsewhere, in the space between a person (or a sentient 
being) and a setting (person, thing, or situation) and can-
not be traced back to any of them. 

Permanent vs. transitory
Another difference between auras and atmospheres refers 
to their temporality. Auras are not transitory while be-
longing to the object and are lessened by repetition – e.g. 
reproductions as in serigraphy diminish the aura of a 
work of art. The atmosphere, on the other hand, can also 
rely on such changes to increase or decrease – as if at-
mospheres included the phenomenological properties of 
auras but outrun them into a more inclusive concept.
A striking example of the temporality (transitory nature 
vs. permanence) of atmospheres is ballet. In ballet it is 
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meanings are already present while experiencing a given 
object or situation, earlier than the appearance of cog-
nitively appreciated meanings. This type of tacit mean-
ingfulness has clear links with the idea of atmospheres. 
Minkowski uses the verb aspirer (breath in) to portray this 
distinct mode of being in the world, i.e. the mode of ex-
periencing an atmosphere 7, which is close to what Tell-
enbach calls the “atmospheric mode of being human” 8. 
When a subject is assessing an atmosphere he is appre-
hending an emotional significance in an immediate and 
self-evident way. Atmospheres are readily meaningful. 
The relation between pre-reflexive and reflexive meaning 
is not straightforward as reflexive effort cannot replace 
pre-reflexive meaning and yet a subject can reflexively 
elaborate on his pre-reflexive meaning. Yet the latter is 
only accessible through active effort as in our everyday 
performance it is embedded in such a way that it remains 
hidden (psychiatrists must actively undertake such effort).  
The pre-reflexive meaning is a pre-conceptual assem-
blage of the assortment of all sensorial inputs available 
to the subject. Two consequences arise from the nature 
of this type of meaning. First, there is a threshold before 
which sensorial inputs from the body and from world are 
merged as if they were one and the same. As Merleau-
Ponty points out, it is as if there was a continuum between 
the objects being sensed in the sensing body: “[t]here is 
an objective sound which reverberates outside me in the 
instrument, an atmospheric sound which is between the 
object and my body, a sound which vibrates in me as if 
I had become the flute or the clock” 9. The atmosphere 
is indeed immediately perceived as an affective tonality 
that pervades space and simultaneously permeates the 
subject’s body. “I felt that I breathed an atmosphere of 
sorrow. An air of stern, deep, and irredeemable gloom 
hung over and pervaded all” – Edgar Poe writes in The 
fall of the house of Usher. Hence atmospheres inhabit 
what Strauss named the “pathic” moment of percep-
tion 10, where subject-object distinction is fuzzy and so 
the sensorial domains are inchoate. The merged and pre-
conceptual meaning is the integration of different sense 
modalities, where one sense mode automatically elicits 
other sensorial modalities. In this moment there are no 
mono-sensorial experiences, only a synesthetic experi-
ential waltz. As an example: understanding pre-reflex-
ively Marcel Duchamp’s “musical sculpture” or some of 
Stockhausen’s pieces entails more than an acoustic ex-
perience – a kind of visual-tactile experience is at play, 
where sounds are felt as sculpting silence.
The second consequence of this pre-reflexive and pre-
conceptual appraisal of the meaning of an atmosphere 
is that the pre-reflexive meaning ultimately accounts for 
the global awareness of reality as the subject is moved 
by this bodily felt transformation. For instance, the scent 
of a perfume assaults us with images and forces us to 

the atmosphere that emerges as a result of the affective 
movements at different speeds and directions hitting the 
stage, the other dancers and the experiencing subject. 
The spectator is not expected to experience the aura of 
the dancers, instead it is the atmosphere itself that arises 
as the object of contemplation while the dancers per-
form. Such transience was described by Dufrenne in his 
idea of atmospheres “perpetually forming and deform-
ing, appearing and disappearing, as bodies enter into 
relation with one another”  4. Following this statement, 
one could say that the fragility of atmospheres is perma-
nent due to their ever-unattainable stability of form. The 
atmosphere of a cave, for instance, is vulnerable to the 
presence of visitors. Chauvet, the recently discovered 
cave from the Palaeolithic, will never be opened to the 
public as a means to preserve its atmosphere. A replica 
is nevertheless being built for visitors aiming to stir the 
emotions generated by the original. This example serves 
the purpose of illustrating the double temporality of at-
mospheres. Atmospheres are ever-changing “constantly 
seek(ing) renewed completion”  5 and yet some of their 
features are intransient as they can be repeated or recre-
ated. In Werner Herzog’s film Cave of forgotten dreams 
the French Perfumer, entrusted with the task of recreating 
Chauvet as it was when our ancestors inhabited it, em-
bodies the ability of the sense of smell to bring forth the 
singularity of an atmosphere, while allowing its recrea-
tion and re-experience.
Deleuze’s concept of haecceity provides further insight 
on the nature of this in-between that constitutes atmos-
pheres. Haecceities “consist entirely of relations of move-
ment and rest between molecules or particles, capacities 
to affect and be affected”, but are nonetheless “concrete 
individuations that have a status of their own and direct 
the metamorphosis of things and subjects”  11. Atmos-
pheres resemble haecceities in the sense that they are dif-
ferent from entities (for instance persons, bodies, things 
or substances) that have an actuality on their own. They 
rather exist fleetingly as a nomadic crisscross or network 
of qualities. They fill the space, changing the interveni-
ent, while having no concrete origin or destination.

Pre-reflexive vs. reflexive meaning
The understanding of reality was long considered 
through an “estranged epistemology” as if the subject 
cognitively delved into his experience. Recently, Gibbs 
discusses an “engaged epistemology” which portrays two 
types of meaning in any given situation – a pre-reflexive 
(which is already imbued in experience) and a reflexive 
meaning (much like the cognitive interpretation of raw 
experience) 6. Through this epistemology, experience it-
self is not “raw”, that is meaningless and in need of be-
ing understood, but already imbued with meanings. Felt 
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aesthetic object and are also identifiable in the phenom-
enological object, which are: (1) the aesthetic properties 
of an object can only appear if one allows the object’s 
detachment from one’s intention; (2) the aesthetic prop-
erties only arise when the object is stripped of its ordinary 
meaning. The former resembles the “disinterestedness” 
that Kant, and more recently Stolnitz, found essential 
for the “aesthetic judgment” and the aesthetic attitude, 
respectively  13. The latter implies that in order to expe-
rience any object aesthetically one must first adopt a 
stance that presupposes the predisposition of the subject 
and the displacement of the aesthetic object from its eve-
ryday setting. Duchamp’s ready-mades like The fountain 
or the In advance of the broken arm are examples of this, 
for they appear to us aesthetically as soon as they are ex-
posed in a gallery and consequently stripped out of their 
utilitarian everyday meaning. Even Dickie, who rejects 
the need of the concept of “aesthetic attitude”, admits 
there is an essential feature of the aesthetic experience, 
which is attention 14. Although the art critic or collector 
might have a professional intention or a purpose that risk 
to undermine the experience of aesthetic objects, in the 
moment of aesthetically experiencing an object his inten-
tions must be put aside, otherwise his attention would 
simply be dislocated from the aesthetic properties of an 
object and the aesthetic experience would not take place. 
Neuroscientific research also supports this observation. 
Having found that aesthetic experiences are qualitatively 
different from everyday experiences, it seems that at the 
upmost of aesthetic experiences attention is fully focused 
on a particular object and the object is stripped of its 
usual purpose, so that “the person is self-transcending, 
self-forgetful, and disoriented in time and space” 15. Like-
wise, in the phenomenological method, the clinician has 
to learn how to dodge his intention of finding symptoms 
in order to allow the appearance of atmospheres.

The relevance of aesthetically experiencing  
the clinical encounter
The atmosphere’s significance in clinical diagnosis has 
long been recognized. Tellenbach considered that during 
the interaction with a patient, the clinician is led to feel 
certain atmospheric qualities that exceed the factual, but 
nevertheless permeate the process of diagnosing. This led 
him to develop the concept of diagnostic atmosphere  8. 
Minkowsky used a similar term diagnostique par penetra-
tion 16 to refer to the importance of intuition (the non-cog-
nitive grasping of the meaning of an object) in the process 
of diagnosing, particularly referring to diagnosis of schizo-
phrenia. These concepts are evidence to the fact that the 
two authors acknowledged the partaking of atmospheres 
in the understanding of phenomena. In the arts, particu-
larly in the art of the stage, atmospheres are present from 

experience the ineffable tonalities of the place or situa-
tion exceeding the accessible meaning and guiding us to 
an overall understanding. Tellenbach stresses this in the 
remark that “in nearly all sensory experiences there is a 
surplus which remains inexplicit” 8.

Passivity vs. activity
The importance of a passive impression is expressed in 
Tellenbach’s idea of atmospheres where taste and smell 
are the most “atmospheric” senses as they are more pas-
sive than the others (the subject cannot easily divert from 
what he is sensing) 8. Yet, the subject is not only passively 
impressed (and changed) by atmospheres. His active par-
ticipation in the creation and propagation of atmospheres 
is imprinted in: (1) the permanently incomplete status of 
atmospheres (see 3.2. concerning the temporality of at-
mospheres), which invites participation and (2) the idea 
that though he is always potentially embedded in an at-
mosphere, he must first welcome it so that it can emerge 
to his awareness. The subject’s intention is expressed in 
the necessary predisposition as an aesthetic attitude, i.e. 
the ability to locate oneself at the right distance to allow 
the emergence of an atmosphere. The agency of the sub-
ject is key to understanding what it is like to experience 
an atmosphere as the subject has to actively predispose 
himself to the aesthetic experience (hinting that it is vol-
untary) to then passively surrender to the event that will 
take place. The feeling of an atmosphere is therefore a 
paradoxical experience as the subject feels he is an active 
intervenient and yet also passively impressed. 

The clinical encounter as an aesthetic 
experience

In order to grasp atmospheres in the clinical practice, one 
must predispose to receive them. According to Schmitz, 
this predisposition is what allows the distanced influ-
ence of atmospheres  2 and atmospheres are themselves 
the aesthetic objects to be phenomenologically experi-
enced. The idea of predisposing oneself to aesthetically 
experience the clinical encounter is not farfetched. In 
1907, Husserl wrote a letter to Hofmannsthal, comparing 
Hofmannsthal’s theory of aesthetics to the phenomeno-
logical method, which as he wrote “requires us to take 
a stance that is essentially deviating from the ‘natural’ 
stance towards all objectivity, which is closely related to 
that stance in which your art puts us as a purely aestheti-
cal one with respect to the represented objects and the 
whole environment”  12. Husserl appears to be referring 
to the suspension of the natural attitude that would come 
to sustain the phenomenological method. The potential 
inclusiveness of an aesthetic attitude in the phenomeno-
logical method resides in two features that portray the 
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senses. When Merleau-Ponty tells us “through vision, 
we touch the stars and the sun” he is showing us how 
the sensuous quality of the exterior captured through 
a single sense mode travels through a synesthetic con-
tinuum eliciting other sense modes 22. The relevance of 
atmospheres in the clinical encounter is ascribed to their 
ability to dislocate the limits between body and space 
while traveling through this sensorial continuum even-
tually meeting its haptic foundation as the statement by 
Merleau-Ponty suggests. In this sense, the space of atmos-
pheres is experienced as a tactile space. Meanwhile, the 
changes in bodily feelings of the receiver are felt as a 
shared awareness of the situation placing him at the right 
distance, a tactful distance that is tacitly agreed. Like the 
sense of touch, atmospheres exist in a dialectic space of 
resonance between self and other, allow for the tacit/in-
explicit understanding of a situation and are also a prel-
ude to knowledge. If on the one hand the whole that is 
experienced through atmospheres is perpetually irreduc-
ible to the concepts we use to understand a situation, the 
ineffability of the experience shelters a latent relevance, 
which invites the creation of metaphors that may bring 
about the disclosure of a new understanding.

Understanding atmospheres – the role of metaphors
The leading role of metaphors in the process of under-
standing atmospheres reflects the pre-reflexive nature of 
the experience. The embodied transformations impressed 
by atmospheres are not directly accessible by existing con-
cepts, which means that they can only be indirectly made 
sense of by a process that is metaphoric in nature. This pro-
cess brings experience to the reflexive realm, but will per-
petually remain unfinished, as metaphors do not pin down 
atmospheres. On the contrary, they enhance atmospheres, 
amplifying them and enchaining other metaphors. In the 
attempt of getting closer to the truth of the experience, they 
enable a self-sustaining process of “understanding and ex-
periencing one kind of thing in terms of another”, which 
has been considered by Lakoff and Johnson as the basis of 
our everyday conceptual system 23.
In addition to the main role of metaphors in the process 
of understanding and experiencing atmospheres, they are 
also essential to the constant process of understanding 
phenomena and the corresponding psychopathological 
concepts used to refer to them. One could say that psy-
chopathologists also make use of metaphorical concepts 
to refer to abnormal phenomena that exceed common 
understanding. For instance, flight of ideas or derailment 
of thought are metaphorical in nature in the fact that two 
conflicting ideas collide – thoughts don’t flight or derail, 
because they are not beings or things, yet the union of the 
two brings us closer to the understanding of the original 
experience.

the beginning and are essential to the global understand-
ing of the work “the first scenes directly instil in us a cer-
tain emotion, which orients our entire comprehension. It 
is not sufficient that a problem be posed or an intrigue out-
lined, for it is also necessary that there be communicated 
to us a certain world-quality within which the problem or 
intrigue takes on meaning” 17. No different than in theatre, 
in the encounter with a patient it is also through the atmos-
phere into which the clinician is initially thrown that he 
apprehends the “world quality” that will guide his com-
prehension. While the quest for objectivity might serve as 
an excuse to perform the over-detached positivistic act of 
collecting symptoms, this purpose compromises the entire 
understanding. The objectivity of atmospheres depends on 
the possibilities of feeling of the participants in the encoun-
ter. The clinician’s “being-in-the-world” is not cancelled in 
the event, neither is his participation in the global aware-
ness of the situation.
Heidegger’s concept of Befindlichkeit 18 seems useful to 
further clarify the idea of understanding through atmos-
pheres. Befindlichkeit comes from the irregular and re-
flexive verb sich befinden (to find oneself). In his Com-
mentary on Being and Time, Dreyfus relates the concept 
of Befindlichkeit to mood, rather than a state of mind, that 
is neither subjective nor objective and is itself a source of 
attunement to the world, constituting “the way we find 
ourselves” in situations 19. Accordingly, while accounting 
for the global awareness of a situation, atmospheres have 
the ability to place us in that same situation through a 
sense of proportion and distance that takes into account 
the position of the other. This sense allows us to find our-
selves while attuning to the other is tact. 

Sensing atmospheres – the role of tact
Tact is what Gadamer depicts as “a special sensitivity and 
sensitiveness to situations and how to behave in them 
for which knowledge from the general principles does 
not suffice (…) One can say something tactfully, but that 
always means that one passes over something tactfully 
and leaves it unsaid (…) and it is tactless to express what 
one can only pass over” 20. The relation between under-
standing and tact can be traced to Aristotle. For Aristo-
tle phronein, which means understanding the environ-
ment, comes from the senses, particularly from the sense 
of tact 21. Unlike other senses, tact needs tangibility, the 
medium is (in) our body. Thus, through a sense of tact 
one simultaneously senses an object (a thing or another 
sentient being) and one’s sensing body. Accordingly, tact 
embodies both ipseity and alterity, and it is only through 
the dialectics of the two that sensing is possible 21.
Phenomenologically, tact is the sense that is present in 
the moment of apperception when limits between body 
and world arise just before the differentiation of all other 
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mospheres belongs primarily to the pre-reflexive realm, 
it can be brought to the realm of the reflexive through 
the creation of metaphors. Metaphoric thinking generates 
and regenerates meaning in a permanently unfinished 
task of describing and redescribing that which is truth-
ful to the unfinished nature of atmospheres, bringing us 
closer to the original phenomena. The acceptance of at-
mospheres as clinically relevant phenomena is ultimately 
related to the acknowledgement of the ambiguous nature 
of the clinical encounter. The clinical encounter is an 
event suspended between the pathic and the linguistic 
domains of experience, an open event that invites par-
ticipation, and must remain so in order to preserve the 
phenomenological precision. Operational criteria and 
structured interviews brought some benefit to psychiatry 
as they contributed to cleanse the profoundly unscientific 
and irrational attitude towards systematic assessment and 
diagnosing. Yet, they are blind to essential aspects of the 
clinical encounter. The inclusion of aesthetics to the clin-
ical encounter might be the means to preserve its nature. 
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Summary
Phenomenology and neuroscience share an explicit interest in 
the “mind”, with interest growing as to the inter-relationship be-
tween the two disciplines and their object of study. In fact, both 
aim to explain characteristics of mental life and mental illness. 
For phenomenology there is often a prioritisation of subjective 
experience, whereas the neurosciences are primarily interested 
in brain structure and functioning, but aspire to give a bottom-up 
account of conscious experience. However, for some authors in 
the two fields, these disciplines show elements of complementa-
rity. This complex union between the biological and philosophi-
cal was already evident in the work of Jaspers and his General 
Psychopathology, Brentano, and the debate on psychologism 
that inaugurates Husserl’s work. Jaspers conveys a pluralistic vi-
sion of science, and contrasted this complementary approach 
with one of biological exclusivity in explaining mental phenom-
ena. His thought contains elements of topical relevance such 
as the difficulty of proving the biological substrate of psychic 
events and the spatial location of mental events in network sys-
tems rather than discrete areas. Phenomenologically-speaking, 
he constantly re-oriented the focus of the discussion to subjec-
tive experience as a means to understand mental illness, along-
side somatic accounts. In recent years, the scientific community 
has experienced a long period in which biological psychiatry 

has possessed major rhetorical force in disseminating scientific 
progress in psychiatry, but as has already happened in other 
historical periods, the interest for phenomenology returns when 
biology needs philosophy to explain the data and progress ob-
tained. The debate is still ongoing and the aim of this paper is to 
offer an overview of the main contributions on the relationship 
between phenomenology, neurosciences and psychopatholo-
gy. Phenomenology and neuroscience have been trying to find 
a point of agreement and interconnection, and several authors 
offer the suggestion of naturalising phenomenology, relating the 
way we experience the world in time, as embodied agents, to 
brain function, whereas other authors try to phenomenologise 
the neurosciences, where the basic principles of philosophy 
applied to human mind should drive scientific research. Both 
methods seem to be able to increase the possibility of under-
standing of psychiatric illnesses. Accordingly, the relationship 
between phenomenology and psychopathology has an impact 
on classification systems, and more generally on the science of 
psychiatry. Herein, the points where neuroscience may benefit 
from phenomenology are discussed.
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Introduction

In the complex topic that we are addressing, we should 
start by defining phenomenology before any attempts to 
go into its contribution to psychiatry and its relationship 
to neurosciences. The question of “what phenomenology 
is or what relationship it had with psychiatry” 1 2 might 
be a good starting point, even if there is no easy answer. 
The term phenomenon originates from the Greek word 
“phainomenon” which means “that which appears”. 
Hence, phenomenology is the study of what appears, and 
in psychiatry the subjects of inquiry are not only abnor-
mal mental events but also the science of psychiatry and 
other themes. First of all, phenomenology is not akin with 
just the concept of “subjective understanding” and is not 

simply a detailed description of mental events or states 3. 
Secondly, phenomenology is not a school but rather a 
method of inquiry, an agreement on the precise method 
does not exist. Several ideas about the relationship be-
tween phenomenology and philosophy and the method 
of phenomenological inquiry have been developed by Si-
mon Glendinning. He affirmed that phenomenology has 
a critical role against “the natural attitude”; it does not 
seek to advance theses or defending positions excluding 
a theoretical work. Furthermore, phenomenology high-
lights features of our experience that are not explicit, 
emphasising descriptions rather than explanations, and 
avoiding theoretical assumptions and distortions. Finally, 
phenomenology is a manner to understand the world in 
different way, through its method of enquiry 4. After this 
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brief introduction about the definition of phenomenolo-
gy, we can try to understand how to deal with this impor-
tant framework about the relationship between phenom-
enology and neuroscience, in the light of both historical 
concerns and ongoing debate. It is sometimes supposed 
that phenomenology is “anti-scientific”, or that biologi-
cal and phenomenological psychiatry are in opposition. 
It is helpful to recall that phenomenology was conceived 
of as being the method that would underpin all of sci-
ence. For Husserl, phenomenology is an a priori science 
of essences. However, such essentialism may not itself be 
a defining feature of phenomenology  5 and some com-
mentators suggest that Husserl never developed a critical 
understanding of the notion of essence 6. This concept of 
essence highlights how contemporary phenomenological 
psychiatry and psychopathology, at least conceptually, 
share strong similarities with the realism of biological 
psychiatry. The two disciplines share several similarities: 
both methods of investigation seek to find the defining 
characteristic of a mental illness. For phenomenology, 
this characteristic is some essential feature of subjective 
experience, whereas for biological psychiatry it may be 
a particular activation of neural circuitry or a discrete ge-
netic polymorphism. Furthermore, the investigations of 
both fields may be complementary, and for some con-
temporary writers there is the suggestion that further ad-
vances in biological psychiatry will depend on phenom-
enology  7. One of the recent surprises in the history of 
ideas is that the rebirth of interest in the philosophy of 
psychiatry closely followed advances in neurosciences. 
As has been pointed out 8, perhaps this shouldn’t come 
as such as a surprise: with empirical scientific advances 
comes the pressure to think deeply about their signifi-
cance, their place within existing knowledge, and how 
prior discourse and practice stands in relation to the new 
findings  9. The contribution of phenomenological ap-
proaches in contemporary science, if viewed widely, can 
include a primarily empirical method of inquiry such as 
patient’s vignettes, phenomenological descriptive experi-
ence sample or retrospective introspection, also called 
(p)henomenology or small p, and also by a more techni-
cal notion of phenomenology that concerns the formal 
structures than specific content of experiences (Husserl), 
called (P)henomenology or big p. (p)henomenology 
could be enriched by (P)henomenology because the for-
mer works at a distinct but nevertheless complementary 
level of analysis to the latter. Data from phenomenologi-
cal reports can lend important clues to how and where 
these basic structures become compromised or disrupted 
within anomalous experience. However, Phenomenol-
ogy can further contextualise these often fragmentary or 
isolated reports within a broader transcendental context, 
and working within the reductions of Husserl, reminds us 
to bracket off causal accounts of the phenomena we are 

studying. In fact, while phenomenology asks about the 
specific contents of experiences (what a subject is expe-
riencing), Phenomenology takes into account the formal 
structures of experience (How the subject is experiencing 
the “what”), and the meaning of those experiences for the 
individual 10.

The historical background to Jaspers and his 
response 
A pioneering contribution to medical science by a phe-
nomenological physician was made by Jaspers; this is 
not surprising since Jaspers was first and foremost a psy-
chiatrist and troubled by the state of the discipline. His 
thought about the relationship between Phenomenology 
and natural sciences is found in several of his works, but 
especially in General Psychopathology.
Jasper was confronted with an environment dominated 
by strong scientific positivism, the twilight of the “first 
biological psychiatry” 11. He describes much of the psy-
chiatric literature as “unfounded chatter” 12 and criticises 
the obscurity, jargon and lack of common theoretical lan-
guage in discourse. Jaspers makes a diagnosis of this diffi-
culty of psychiatric thinking: psychiatry had forgotten that 
its subject was man, rather than his body. As such, Jaspers 
describes how he turned to philosophy, philology, social 
and cultural science, and psychology and utilised the 
thought of Husserl, Dilthey and Weber 12 13, emphasising 
the importance of methodological reflection and plural-
ism regarding theories. Hence, from a more widespread 
theoretical disaffection, Jaspers launched his attempts 
to diagnose the crisis in psychiatry and to reground its 
practice. Jasper pointed out the mind-body unity. His first 
point is that psyche and soma are an “inseparable unity” 
and stand in a reciprocal relationship to one another. This 
seems to suggest that both can affect one another and 
are in turn constrained by one another. Moving on from 
this statement of unity, Jaspers makes trenchant approval 
of what may be called neuro-scientific method. Jaspers 
then introduces the idea of an epistemological void or 
abyss, “an impenetrable country”, which separates our 
knowledge of how precisely to link up our comprehen-
sion of psychic events with somatic events. Hence, we 
have both some positive views of Jaspers regarding the 
unity of psyche and soma, and the importance of neu-
roscience, but some pessimistic views as to how pre-
cise physical changes are mapped onto discrete mental 
states. Furthermore, there is a seeming worry: with the 
progress of neurology, the psyche recedes and as such 
the soma and somatic models of illness have explana-
tory and ontological dominance. Jaspers here remains 
not anti-science, or anti-neuroscience specifically, but 
coherent with his later views on science more generally, 
ecumenical and pluralistic. His reason for emphasising 
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and mechanisms of major mental diseases. These scien-
tific advances correspond to an renewed interest in the 
field of phenomenology for several reasons: the need for 
cognitive neurosciences to pay attention to the phenom-
ena of human life, the subjectivity of experience; phe-
nomenology allows us to investigate the meaning of the 
aspects that characterise the results of research; the meth-
od of the phenomenological enquiry leads the investiga-
tor to broaden the scope of discussion, promoting in this 
way a continuous investment in the field of ideas and 
hypotheses, and remaining open to phenomena, rather 
than only considering data which fits into a prior theory. 
At this point, a question arises: how concretely can the 
neurosciences and phenomenology inform one another 
and how are the disciplines related? 
Natural science has the aim of understanding the physi-
cal world. When it extends its field of observation to man 
and his physical and psychical world, a problem arises 
on how to relate these two aspects. The human is part of 
nature, but his capacity of reflection and self-reflection 
distinguish him from other subjects of investigation. The 
“quiddity” is properly consciousness, and phenomenol-
ogy has identified this as its object of research15. In the 
attempt to connect these two disciplines, two paths have 
been followed: on one hand we have those who believed 
to naturalise phenomenology by attempting “to integrate 
into an explanatory framework where every acceptable 
property is made continuous with properties admitted 
by the natural sciences” 16 (pp. 1-2); on the other hand, 
there are those who tried to phenomenologise the neu-
rosciences. The first route is further divided in three ap-
proaches, the first lead by Marbach who proposed a logi-
cal formalisation of phenomenology, whereas the sec-
ond, namely neurophenomenology attempted to math-
ematise phenomenology in such a way that it has further 
validity. The third methodology is called “front-loading 
phenomenology”, and was influenced by Merleau-Ponty, 
who suggested that phenomenology and scientific disci-
plines could link themselves with dialogue 17. Essentially 
the three approaches, although they do share a common 
aim, differ mainly because of the gateway through which 
the phenomenology makes contact with the natural sci-
ences: while the first approach looks at the empirical data 
and the second is concerned with the training of sub-
jects from the study (phenomenologically oriented), the 
latter starts from the whole experimental design of the 
research 18 (p. 38). 
Marbach postulated to formalise the descriptions of lived 
experience and to put them into a scientific context. 
This allowed the management of problems of scientific 
communication and word meaning, by using a formal-
ised language typically akin to logic or mathematics  19. 
A step forward was made by the second approach by 
Roy, Petitot, Pachoud and Varela. A common concern 

the “somatic prejudice”, as he refers to this dominance, is 
not to limit biological research or criticise it, but rather to 
challenge its hegemony and dominance, As such, Jaspers 
maintains his view of the unity and inter-dependence of 
the psyche and soma, a unity where emphasising one el-
ement of investigation (‘neurology’) over another (“psy-
chopathology”) is not warranted. Jaspers then moves on 
to discuss findings in neuropathology and psychiatric 
illness. As mentioned earlier, here he reiterates that the 
specificity and lack of tight relationships imply that we 
cannot presume that brain changes are direct causes of 
psychic events. This is not, to repeat, to argue that Jaspers 
believes that brain changes do not cause mental illness, 
but rather, based upon his understanding of direct cause, 
they are not close enough on the causal pathway to the 
event and hence a given brain change that is not specifi-
cally linked to a given psychic change cannot serve as a 
direct cause. For Jaspers, “we postulate that all psychic 
events, normal and abnormal, have a somatic base, this 
has never been demonstrated”  14 (p. 458). Jaspers then 
comments on the clarion call of Griesinger’s psychiatry 
“mental illness is cerebral illness”. Echoing contempo-
rary discussions in philosophy around connectionism 
and in cognitive neuroscience around functional con-
nectivity, Jaspers suggests that function may be depend-
ent not on discrete areas, but on relationships between 
many different parts of the brain. In addition, we have to 
remember that in principle cerebral changes may also be 
the result of primary psychic phenomena, though such 
an effect has not been empirically demonstrated. In no 
sense is Jaspers anti-science or opposed to biological 
psychiatry. Indeed, reading him on cerebral localisation 
and on extra-conscious causal factors he is likely to have 
been impressed by the advances that have been made 
to understand psychopathology through neuroscience. 
However, what he is clear on is that such work can never 
be the sole means to understand the psyche and mental 
illness. These assumptions about the difficulty of proving 
the biological substrate of psychic events and the spatial 
collocation of mental events in network systems instead 
of a discrete area are astonishing elements of novelty and 
actuality in Jasperian thought. Jaspers constantly warns 
throughout General Psychopathology of one mode of 
study being dominant and blocking out others, and this 
theme, of scientific pluralism, is one that Jaspers contin-
ues in his later philosophy.

Phenomenology and neuroscience
In the last decades, we have gone through a period of in-
creasing scientific knowledge in the field of neuroscienc-
es. Cognitive neuroscience has drastically improved our 
understanding of mental functioning and this understand-
ing has begun to yield rewards in theories of aetiology 
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intrinsic cellular rhythms of neuronal discharges) to 100 
msec (the duration of an excitatory postsynaptic potential 
(EPSP)/inhibitory postsynaptic potential (IPSP) sequence 
in a cortical pyramidal neuron), whereas the second is 
the neurophysiological timeframe of the emergence, op-
eration and subside of a cell assembly (0.5-3  sec). The 
integration of the basic neural events at the 1 scale is cor-
related with the lived present and describes a potential 
neurophysiological retentional-protentional structure of 
the time consciousness 23. 
The third approach concerns uppermost with the research 
design, attempting a dialectical movement between the 
knowledge acquired in phenomenology and the insights 
produced by empirical investigation 18 (p. 28-40). Parnas 
and Zahavi endorse the strategy of phenomenology guid-
ing biological research and, it seems, endorse the possi-
bility of reduction of psychiatric disorder, defined by sub-
jective experiences, to neuroscience. Thus, they believe 
that phenomenology is a method to define more clearly 
that which we seek to reduce, namely, the subjective es-
sence of the given experience. They appear to suggest 
that either ontological identity reduction is possible, or 
efforts to bridge explanations of subjectivity and biology 
require phenomenology. They helpfully review the scope 
of phenomenology, including Jaspers’ interpretation of 
the method 24. 
On the contrary, Gallese’s point of view was to phe-
nomenologise the cognitive neurosciences using the in-
sights that come from phenomenology reflection, and 
in particular from the analysis of the body (leib) and the 
role that it has in the constitution of our experience of 
things of the word and others. For this, Gallese uses the 
concept of embodied simulation that fits into the broad-
er concept of intersubjectivity, which could be a good 
example of how the two disciplines might dialogue with 
each other  25. In detail, he echoes an epistemological 
model of the brain that underscores its relational and 
interactional connotations. To better clarify this point of 
view, mirror neurons are activated both in the observa-
tion of, and the fulfillment of, bodily movements, com-
municative acts and in the subjective or objective (per-
ceived in the other) experience of the emotions. They 
represent the neural correlate of the relationship be-
tween the subject and the object and therefore perceive 
and understand the meaning of an action is equivalent 
to internally simulate the experience of such action, 
activating a pre-existing brain heritage of the observer. 
Gallese, through a review of a number of neuro-scientif-
ic studies underlying of somatosensory sensations, lan-
guage and consciousness of the action, sets the stage for 
a fruitful exchange between phenomenological insights 
and neuroscientific data. He proposes a theory of social 
cognition in which the embodied simulation and the 
shared manifold system (report for the identity across 

is that the mathematics formalisation cannot cover data 
derived from the first-person experience. Indeed, as Roy 
et al. proposed, the first step of the translation to math-
ematics involves eidetic variation. They highlighted the 
need to understand what the embodied and dynamic 
experience is  20. Neurophenomenology may contribute 
directly to put phenomenology into scientific research 
through the integration of phenomenological analysis 
of the experience, dynamical system theory and empiri-
cal experimentation on biological systems 20. In the last 
years, Varela noted that some studies, although anchored 
to the tradition of cognitive neuroscience, demonstrated 
a greater importance to the lived experience. He argued 
this saying that each cognitive science had to take into 
account the fundamental condition of the understand-
ability of the mental outside our experience of it. Varela, 
in naturalising phenomenology, proposed to make the 
method of phenomenological enquiry very rigorous, in 
order to build a broad program of research, called Neu-
rophenomenology. This method was constituted by an 
attitude to Husserl’s reductions, intimacy with the phe-
nomenon and subsequent intuition, description of it in 
terms that are clearly communicable, and thorough train-
ing to confer stability and reliability to the method 20. An 
example arises when we discuss about time and its rela-
tionship with consciousness. Phenomenology, following 
Husserl’s thought, has always emphasised the temporal 
extension of the act of consciousness. Therefore, the tem-
poral structure of consciousness has been described as 
being formed by a “primal impression” that indicates the 
momentary and current perception of the object, and “re-
tention” and a “protention”, which means an impression 
of the object perceived in the “past” and in the “future”. 
According to Husserl, retention does not have a real con-
tent but is only an intuition of the past sense of the object 
whereas protention is fundamental for the experience be-
cause it provides a sense of anticipation. In detail, “reten-
tion and protention” (a priori conditions) unfold the tem-
poral flow of consciousness 18 21 22. Varela, in his program 
of neurophenomenology, explains the protentional-re-
tentional model as a self-organising dynamical system 18. 
For the author, each mental act constitutes an integration 
of functionally and topographically distinct regions of the 
brain; these require a frame of simultaneity (the lived pre-
sent), but are included in a more general framework that 
has extensive dynamic quality. This introduced a tem-
poral horizon that Varela completes with the description 
of three scale of duration of the basic neuro-endogenous 
event: basic or elementary events (the “I/I0” scale); (2) 
relaxation time for large-scale integration (the “I” scale); 
and (3) descriptive-narrative assessments (the “I0” 
scale). The first corresponds to the minimum time need-
ed for two stimuli to be perceived as non-simultaneous. 
Neurophysiologially, this corresponds to 10 msec (the 
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liable diagnoses that would be useful in research and 
be more consistent with an international approach (i.e. 
International Classification of Diseases, Ninth Revision), 
on the other hand, many forms of disease were rejected 
from the set of diagnostic criteria for their lack of reli-
ability. The psychopathological features of mental ill-
nesses were compressed in lay-language descriptions 
of symptoms and signs and all those not objectifiable, 
clearly visible aspects of mental illness were, ignored 
and discarded as not scientific. The impact of this pro-
cess was that psychiatry is at risk of returning to the 
concern that first prompted Jaspers’ work: that its object 
of study is man, and not a disorder defined by the pres-
ence of atomistic symptoms, despite the scientific gains 
made in terms reliability of diagnosis. This has led to a 
use of common nomenclature and to large advances in 
scientific research, but possible problems in the valid-
ity of constructs 28. Therefore, the relationship between 
phenomenology and the DSM is controversial, giving 
rise to an ongoing debate, and the recent views of the 
NIMH that the traditional categories of mental disorder 
may not be amenable to scientific investigation. In fact, 
a project regarding the development of The Research 
Domain Criteria has been launched by NIMH to favour 
a system of classification based on pathophysiological 
mechanisms and discoveries in neuroscience and ge-
netics. This could improve treatments and communica-
tion between clinical data and neuroscience research 29. 
Parnas and Zahavi (2002) offer some suggestions as to 
how phenomenology can aid classification. First, they 
suggest that single case histories are very important. 
Most clinicians will be fortunate to remember a handful 
of patients who have been willing to discuss in detail 
their experiences and, from this, interviewers can feel 
as if they have learned what schizophrenia or any other 
mental disorder “is”. Thus, epidemiologically speak-
ing, one would be left with a selection bias in one’s 
data, because some patients are more able than oth-
ers in expressing their feelings, and otherwise there is 
a problem of lack of generalisability. Second, Parnas 
and Zahavi (2002, p. 156-7) suggest that during an as-
sessment, psychiatrists cannot but “typify” and think in 
terms of prototypes. For Broome, in a recent publication 
that aimed to review the latest contributions in terms of 
classification systems, this approach (Parnas and Zahvi) 
might be considered as part of the broad theme that he 
defined “realists” or ”essentialists” which contrast with 
other two groups that he called “anti-essentialists” and 
“eliminativist mindless psychiatry” 7, and shares a view 
in common with some biological research paradigms 
that there is a discrete essence that marks out different 
disorders, for example, for the phenomenologists a par-
ticular way of experiencing the world, for the biologist, 
a genetic polymorphism.

all the forms of interpersonal relationships) are some of 
the mechanisms, although not the only, at the basis of 
intersubjectivity. The convergence of these interpreta-
tions and speculations of phenomenological philosophy 
are evident, and mirror neurons explain how the ob-
server may utilise his/her neural systems to penetrate 
the world of the other from the inside. Thee recovering 
the thought of Husserl that the perception of the other 
presupposes the awareness of own body acting, and that 
the understanding of the others’ behaviour implies an 
experience of their body vital (Leib) and not material 
(Korper); that of Merlau-Ponty states that the meaning 
of the gestures of others is not given, but understood, by 
the action of the observer, finally concluded: ”The man 
conception that arise from Husserl’s thought, still more 
if reread in the light of findings in the neuroscientific 
field …, becomes convincing topical today” 26. 

Phenomenology and psychopathology
Phenomenology and psychopathology have always had 
a close relationship since the birth and the growth of the 
two disciplines. Jaspers, in his General Psychopatholo-
gy, discussed systematically how mental disorders, and 
its symptoms, are studied from both a theoretical and 
empirical perspective 14. The understanding of anoma-
lous mental states, with the aim of description, taxono-
my and classification. The narrative structure of Jaspers’ 
work reflected his thought because in his book (General 
Psychopathology), the description of abnormal mental 
state followed an exhaustive report of the correspond-
ent normal experience, where the opposition facilitated 
comprehension for readers 27. Such a vision implies the 
investigator’s effort is to catch the patient’s subjective 
experience and his particular point of view, and to bring 
his knowledge of the normal and abnormal functioning 
in his enquiry during the interaction with the patient. 
The role of the interviewer as described by Jaspers can-
not be passive: it must be in active and empathic par-
ticipation to the relationship with the patient, trying to 
understand and testing narrative hypotheses together; 
phenomenologically speaking the psychiatrist assumes 
his identity only within this relationship. Over the years 
the term phenomenology has been changed, and in 
contemporary psychiatry it has acquired the narrower 
meaning of the study of psychopathology through the 
signs and symptoms of mental disorder. This conduced 
psychiatry to nosology and classifications systems, and 
while the birth of the Diagnostic Statistic Manual (DSM) 
was initially considered a “revolutionary operation”, it 
was not without disagreements and concerns. In fact, 
if on the one hand, there was an attempt to create a 
more reliable and comprehensive system to improve 
communication between clinicians and to provide re-
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may be exceeded, focusing on the empirical analysis of 
the “Leib” (the body in lived experience). This strategy 
may allow both a transcendental analysis and an empiri-
cal study of the underlying nervous process. Conversely, 
multiple levels of scientific enquiry and data interpreta-
tion, involving psychiatrist, philosophers and scientists, 
may help forward our knowledge about mental illness 37.
2) As Lewis stated, classification systems are influenced by 
somatic paradigms 38, while Cooper added that classifica-
tions systems are too heterogeneous 39, and that the limits 
of current classification systems are generated because 
they are governed exclusively by biological paradigms. 
These may be able to uncover useful generalisations in 
assessing and treating our patients, but inevitability fail to 
highlight strict psychophysical laws 7. Life and conscious-
ness are phenomena embedded in, but not specified by, 
the environment 40. For Andreasen, the study of psycho-
pathology, which was important for those who created 
the DSM, is now rarely recognized 28. Indeed, the field of 
psychiatry inevitably forces practitioners to philosophi-
cal reflection; psychiatrists are interested in psychiatric 
illness, what they are, what we can know and how we 
can conceptualise them  7. Therefore, phenomenology 
may increase the benefit of classification systems; first of 
all, we have to remember that second nature (an adjunc-
tive concept to the first nature, characterised by human 
rationality and conceptual capacities) is theorized in an 
attempt to include phenomena that cannot be explained 
solely by the physical sciences. It is an alternative space 
that includes issues related to the conceptual nature of 
psychopathology  41. Parnas, Sass and Zahavi suggested 
that phenomenological psychopathology, unlike cur-
rent classification systems, provides the clinician with 
the tools to make a differential diagnosis through various 
prototypical options (i.e. affective spectrum condition vs. 
schizophrenia spectrum conditions), but it also provides 
the tools to question the structure that underpins such 
prototypes. This is not taken into account by the DSM 
(a problem that has generated the concept of “multiple 
comorbidities vs. differential diagnosis). As an example, 
the deep knowledge of schizophrenia is more closer to 
the concept of its “fundamental” prototypical core than 
to operational diagnostic criteria provided by classifica-
tory systems  42, and defining the clinical boundaries of 
schizophrenia requires reinforcement of classical psy-
chopathology 43. On this matter, Maj criticises the DSM 
IV definition of schizophrenia affirming that it does not 
consider what schizophrenia is but rather what it is not; 
furthermore the operational criteria help only psychia-
trists who are familiar with the narrow concept of schizo-
phrenia 44. Obviously, phenomenology does not resolve 
all problems linked to the nosology of psychiatry, but a 
more pluralistic vision of science should be required in 
future attempts 45. 

Conclusion
The Maudsley Reader in Phenomenological Psychiatry 13 
concluded that the relationship between phenomenology 
and neurosciences was based on three key points:
1)  phenomenology seems to provide opportunities to 

build new research hypotheses;
2)  phenomenology offers a guide to reconsidering no-

sological boundaries; 
3)  understanding mental disease requires a whole per-

son approach.
In conclusion, we attempt to address individually each 
point to inform how phenomenology could deal with 
cognitive neurosciences. 
1) Today it seems the time has come that research in 
psychiatry has finally agreed to hear the contribution of 
phenomenological psychopathology. This re-discovery 
seems to be witnessed by numerous recent papers and 
books that evaluate this topic, and the empirical interest 
in subtle changes in mental state as precursors of men-
tal illness (e.g., anomalous self-experiences and basic 
symptoms in the prodromal of psychosis) 30-33. Integration 
between neuroscience and psychopathology is required 
because psychiatric research is experiencing difficulties 
due to a decline in clinical psychopathology 34, and a pri-
macy, as with the ‘first biological psychiatry’ of prioritis-
ing somatic accounts of illness 35. Maj, in his editorial in 
World Psychiatry, explicitly states that two worlds coexist 
between them: a world of biological and physical entities 
that in this context, are investigated by neuroscience, ge-
netics etc., and another world of meanings, symbols, dis-
cursive contexts and interpersonal relationships, equally 
important for psychiatry, that are studied by the social 
sciences and phenomenology. The author firmly asserts 
that: “That the above two worlds do exist, that they can 
be studied separately, and that they cannot be reduced to 
each other, or fully explained each through the concepts 
that are specific to the other, there seems to be no doubt. 
But that they are independent from each other appears 
today implausible”  36. This conclusion endorses Jaspers 
own view of the unity of the psyche and soma. Hence, for 
theoretical, clinical and scientific approaches to psychia-
try, both need to be studied rigorously and in balance. 
The next horizon of research is not only to answer the 
questions that arise from the dimension ruled by physical 
and biological laws, but also to formulate new hypoth-
eses based on the pillars of classical psychopathology, 
which are phenomenologically oriented. As previously 
explained, various methods have been proposed. Neu-
rophenomenology constitutes a multi-disciplinary ap-
proach to the study of consciousness. It is able to combine 
the empirical methodologies of neurosciences with the 
first-person analysis of the phenomenological approach. 
In this way, following Varela, the dualism mind-body 
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such methods, emerging from daily clinical and psychi-
atric activity. Pallagrosi et al., in a diagnostic perspec-
tive using the concept of “person centred assessment” 47, 
stated that the “lifeworld can only be reached through 
the medium of interpersonal relationship” 48. Fava, in his 
editorial, criticised the overconfidence on diagnostic cri-
teria that have emptied clinical processes and their com-
plexity. He stressed the need to recover the science of 
psychopathology and clinical judgment, even if already 
used every day by the psychiatrist to make clinical deci-
sions, but not taken into account and considered non-
scientific 34. Therefore, psychiatry needs to regain a feel-
ing of “humanity”, that for Engel is based on observation 
(outer-viewing), introspection (inner-viewing) and dia-
logue (interviewing)  49. This vision is not anti-scientific, 
but together with the progresses of neuroscience allows 
an approach based on the whole person.

Acknowledgments
Juliana Fortes Lindau and Gennaro Catone contributed 
equally to the paper.

Conflict of interest
None.

References
1 Berrios GE. What is phenomenology – a review. J Roy Soc 

Med 1989;82:425-8.
2 Wiggins O, Schwartz M, Spitzer M. Phenomenological/de-

scriptive psychiatry: the methods of Edmund Husserl and 
Karl Jaspers. In: Spitzer M, Uehlein F, Schwartz M, et al. 
editors. Phenomenology, language & schizophrenia. New 
York: Springer 1992, pp. 46-69.

3 Ratcliffe M. Understanding existential changes in psychiatric 
illness: the indispensability of phenomenology. In: Broome 
M, Bortolotti L, editors. Psychiatry as cognitive neuroscience: 
philosophical perspectives. Oxford University Press 2009.

4 Glendinning S. What is phenomenology? Philosophy Com-
pass 2007;3:30-50.

5 Zahavi D. Husserl’s phenomenology. Stanford, California: 
Stanford University Press 2003. 

6 Moran D. Introduction to phenomenology. London, New 
York: Routledge 2000.

7 Broome MR. Taxonomy and ontology in psychiatry: a survey 
of recent literature. Philos Psychiatr Psychol 2006;13:303-19.

8 Fulford KWM, Morris KJ, Sadler JZ, et al. Past improbable, 
future possible: the renaissance in philosophy and psychiatry. 
Nature and narrative: an introduction to the new philosophy 
of psychiatry. New York: Oxford University Press 2003.

9 Stanghellini G, Fuchs T. One century of Karl Jaspers’ general 
psychopathology. Oxford University Press 2013.

10 McCarthy-Jones S, Krueger J, Laroi F, et al. Stop, look, lis-

3) Jaspers in his introduction to the paper “The Phenom-
enological approach in Psychopathology” explores the 
dichotomy between the subjective and objective symp-
toms in psychiatry, describing the features and methods 
of gathering information for each of the two categories. 
The objective symptoms were described as follows: “Ob-
jective symptoms include all concrete events that can be 
perceived by the senses, e.g. reflexes, registrable move-
ments, an individual’s physiognomy, his motor activity, 
verbal expression, written productions, actions and gen-
eral conduct, etc.; all measureable performances, such 
as the patient’s capacity to work, his ability to learn, the 
extent of his memory, and so forth, also belong here. It 
is also usual to include under objective symptoms such 
features as delusional ideas, falsifications of memory, etc., 
in other words the rational contents of what the patient 
tells us. These, it is true, are not perceived by the sens-
es, but only understood; nevertheless, this understand-
ing achieved through rational thought, without the help 
of any empathy into the patient’s psyche”. Conversely, 
he defined subjective symptoms and distinguished them 
from the objective ones: “Objective symptoms can all be 
directly and convincingly demonstrated to anyone ca-
pable of sense-perception and logical thought; but sub-
jective symptoms, if they are to be understood, must be 
referred to some process which, in contrast to sense-per-
ception and logical thought, is usually described by the 
same term, subjective. Subjective symptoms cannot be 
perceived by the sense-organs, but have to be grasped by 
transferring oneself, so to say, into the other individual’s 
psyche; that is, by empathy”. Jasper continued, raising the 
question of the primacy of objectivity, which determined 
in his opinion an inevitable psychiatric science without 
psyche: “It is usual to connect with this classification into 
objective and subjective symptoms a very definite con-
trast of values. According to this, only the objective symp-
toms offer certainty; they alone form a basis for scientific 
study, whereas subjective symptoms, though we cannot 
easily do without them for our preliminary assessments, 
are considered to be quite unreliable for making final 
judgments and unfruitful for the purpose of any further 
scientific investigation. There is a widespread desire to 
base our study of mental disorder on objective symptoms 
alone and ideally to disregard subjective symptoms alto-
gether… An objective psychology is set up in opposition 
to subjective psychology. The former claims to concern 
itself with objective data only; its natural consequence is 
psychology without a psyche”. In view of the approach 
to the whole person and understanding mental illness, it 
is necessary to include subjective experiences, which are 
typically the field of study of phenomenology, and whose 
instruments are empathy and the Husserlian reductions, 
isolation and classification of phenomena 46.
Contemporary works are underlying the importance of 



365

Phenomenological Psychopathology and the Neurosciences

28 Andreasen NC. DSM and the death of phenomenology in 
America: an example of unintended consequences. Schizo-
phr Bull 2007;33:108-12.

29 Insel TR. The NIMH Research Domain Criteria (RDoC) 
Project: precision medicine for psychiatry. Am J Psychiatry 
2014;171:395-7.

30 Parnas J, Moller P, Kircher T, et al. EASE: examination of anom-
alous self-experience. Psychopathology 2005;38:236-58.

31 Parnas J, Moller P, Kircher T, et al. EASE: examination of 
anomalous self-experience. L’Encephale 2012;38(Sup-
pl 3):121-45.

32 Klosterkotter J, Ebel H, Schultze-Lutter F, et al. Diagnostic 
validity of basic symptoms. Eur Arch Psychiatry Clin Neuro-
sci 1996;246:147-54.

33 Schultze-Lutter F, Ruhrmann S, Berning J, et al. Basic symp-
toms and ultrahigh risk criteria: symptom development in 
the initial prodromal state. Schizophr Bull 2010;36:182-91.

34 Fava GA. Road to nowhere. World Psychiatry 2014;13:49-50.
35 Fava GA. The intellectual crisis of psychiatric research. Psy-

chother Psychosom 2006;75:202-8.
36 Maj M. Social neuroscience as an ideal basic science for 

psychiatry. World Psychiatry 2014;13:105-6.
37 Cacioppo JT, Cacioppo S, Dulawa S, et al. Social neuro-

science and its potential contribution to psychiatry. World 
Psychiatry 2014;13:131-9.

38 Lewis A. The later papers of Sir Aubrey Lewis. Oxford: Ox-
ford University Press 1979. 

39 Cooper R. What is wrong with the DSM? Hist Psychiatr 
2004;15:5-25.

40 Thompson E. Mind in life: biology, phenomenology, and the 
sciences of mind. Cambridge, MA: Belknap Press of Harvard 
University Press 2007. 

41 McDowell JH. Mind, value, and reality. Cambridge, MA: 
Harvard University Press 1998. 

42 Parnas J. A disappearing heritage: the clinical core of schizo-
phrenia. Schizophr Bull 2011;37:1121-30.

43 Hojaij CR. Reappraisal of Dementia Praecox: focus on clini-
cal psychopathology. World J Biol Psychiatry 2000;1:43-54.

44 Maj M. Critique of the DSM-IV operational diagnostic crite-
ria for schizophrenia. Br J Psychiatry 1998;172:458-60.

45 Parnas J, Sass LA, Zahavi D. Recent developments in philosophy 
of psychopathology. Curr Opin Psychiatr 2008;21:578-84.

46 Jaspers K. The phenomenological approach in psychopa-
thology. Br J Psychiatry 1968;114:1313-23.

47 Pallagrosi M, Fonzi L, Picardi A, et al. Assessing clinician’s 
subjective experience during interaction with patients. Psy-
chopathology 2014;47:111-8.

48 Fuchs T. Subjectivity and intersubjectivity in psychiatric di-
agnosis. Psychopathology 2010;43:268-74.

49 Engel GL. How much longer must medicine’s science be 
bound by a seventeenth century world view? Psychother 
Psychosom 1992;57:3-16.

ten: the need for philosophical phenomenological perspec-
tives on auditory verbal hallucinations. Front Hum Neurosci 
2013;7:127.

11 Shorter E. A history of psychiatry: from the era of the asylum 
to the age of prozac. New York: John Wiley & Sons 1997.

12 Jaspers K, Schilpp PA. The philosophy of Karl Jaspers. La 
Salle: Open Court Pub. Co. 1981. 

13 Broome MR. The Maudsley reader in phenomenological 
psychiatry. Cambridge, New York: Cambridge University 
Press 2012.

14 Jaspers K. General psychopathology. Chicago: University of 
Chicago Press 1968.

15 Ales Bello A, Manganaro P. … e la coscienza? Fenomenologia, 
psico-patologia, neuroscienze. Bari: Giuseppe Laterza 2012.

16 Petitot J. Naturalizing phenomenology: issues in contempo-
rary phenomenology and cognitive science. Stanford, CA: 
Stanford University Press 1999.

17 Merleau-Ponty M, Séglard D. Nature: course notes from the 
Collège de France. Evanston: Northwestern University Press 
2003. 

18 Gallagher S, Zahavi D. The phenomenological mind. Lon-
don, New York: Routledge 2012. 

19 Marbach E. Towards a phenomenological analysis of fic-
tional intentionality and reference. Intern Journ Philos St 
2013;21:428-47.

20 Petitot J, Varela FJ, Pachoud B, et al. Naturalizing phenom-
enology: issues in contemporary phenomenology and cog-
nitive science. Writing science. 1999. Naturalizing phenom-
enology: issues in contemporary phenomenology and cogni-
tive science. Stanford, CA: Stanford University Press 1999.

21 Evans JC. On the phenomenology of the consciousness of 
internal time (1893-1917). Husserl Studies 1992;9:237-8.

22 Husserl E, Bernet R. Zur Phänomenologie des inneren zeit-
bewusstseins: mit den texten aus der erstausgabe und dem 
nachlass. Hamburg: Meiner 2013. 

23 Varela FJ. The specious present: a neurophenomenology of 
time consciousness. In: Petitot J, Varela FJ, Pachoud B, et al. 
editors. Naturalizing phenomenology: issues in contempo-
rary phenomenology and cognitive science. Stanford: Stan-
ford University Press 1999, pp. 266-314.

24 Parnas J, Zahavi D. The role of phenomenology in psychi-
atric diagnosis and classification. Psychiatric diagnosis and 
classification. Hoboken, NJ: John Wiley & Sons Inc 2002, 
pp. 137-62.

25 Gallese V. From mirror neurons to embodied simulation: 
a new neuroscientific perspective on intersubjectivity. Eur 
Psychiat 2011;26(Suppl 1):2127.

26 Gallese V. Neuroscienze e fenomenologia., Treccani Terzo 
Millennio 2010.

27 Parnas J, Sass LA, Zahavi D. Rediscovering psychopatholo-
gy: the epistemology and phenomenology of the psychiatric 
object. Schizophr Bull 2013;39:270-7.



Phenomenological psychopathology as a core science for psychiatry

366 Journal of Psychopathology 2014;20:366-376

Summary
The aim of this article is to lay out a number of ways in which 
the phenomenological approach to psychopathology can be 
not merely “descriptive”, but contribute as well to the project 
of “explanation”. After considering some ambiguities and con-
troversies pertaining to the notions of description, explanation, 
understanding and causality, the article turns to a particular ex-
ample of psychopathology: schizophrenia. The “ipseity-distur-
bance” model of Sass & Parnas is presented as a way of illustrat-
ing the various explanatory possibilities. 
The ipseity-disturbance model postulates a two-faceted disorder 
of minimal or basic self-experience, involving hyperreflexivity 
(exaggerated self-consciousness, initially of an automatic kind) 
and diminished “self-affection” or self-presence (decline in the 
sense of existing as a vital and self-identical subject of experi-
ence), together with concomitant disturbances in one’s “grip” 
or “hold” on the external world (the clarity and stability of one’s 
experience of external reality). 
Six kinds of explanatory relationships are described and discussed. 
Three are synchronic relationships, involving phenomenological 
implication: equiprimordial, constitutive and expressive. Three 
pertain to diachronic relationships, involving causal or quasi-
causal changes over time: basic, consequential and compensa-

tory processes. Whereas the first or synchronic relationships con-
cern forms of mutual implication that clarify the structure of the 
experiences at issue, the second or diachronic type concerns the 
development or genesis, over time, of abnormal forms of experi-
ence, and related forms of action and expression, in light of the 
causal or quasi-causal patterns they may demonstrate.
These relationships are considered in relation to several phil-
osophical concepts, including Aristotle’s notion of the four 
causes or explanatory factors (material, efficient, formal, final), 
Husserl’s notion of “motivational causality”, and the concepts 
of downward causation, system (or formal) causation, and epi-
phenomenalism. A final section takes up the self-critical and 
eminently phenomenological question of the degree to which 
phenomenological concepts regarding subjectivity can be con-
sidered to have an “objective” status, as opposed to being use-
ful ways for us to distinguish aspects or processes of what is in 
fact a kind of underlying unity. All this helps to clarify the nature 
of phenomenology’s potentially explanatory role.

Key words

Explanation • Description • Causality • Phenomenological-psychopa-
thology • Schizophrenia • Phenomenology • Ipseity • Basic-self • Hy-
perreflexivity • Aristotle’s causes

Correspondence 
Louis A. Sass, Department of Clinical Psychology, GSAPP-Rutgers University, 152 Frelinghuysen Road; Piscataway, New Jersey 08854, USA • 
Tel. +848 445 2000 • Fax 732 445-4888 • E-mail: lsass@rci.rutgers.edu

Explanation and description in phenomenological psychopathology 

L.A. Sass

Dept of Clinical Psychology, GSAPP-Rutgers University

Introduction

The purpose of this article is to lay out some of the 
ways in which the phenomenological approach to 
psychopathology can be not merely “descriptive”, 
but contribute as well to the project of “explanation”. 
This may seem a surprising claim, given how frequent-
ly phenomenology –  which focuses on experience, 
subjectivity, or the first-person perspective  – has, in 
fact, been characterised as a purely descriptive enter-
prise, and indeed as deriving its essential value and 
rigor from such a purified focus. In Phenomenology 
of Perception, a classic text, the philosopher Merleau-
Ponty  1 characterises phenomenology as a matter of 
“describing, not of explaining or analysing … [as an 
attempt] to give a direct description of experience as 
it is without taking account of its psychological origin 

and the causal explanations which the scientist, the 
historian, or the sociologist may be able to provide”. 
“Phenomenology”, writes Moran, “may be characterized 
broadly as the descriptive science of consciously lived ex-
periences and the objects of these experiences, described 
precisely in the manner in which they are experienced” 2. 
The general idea seems to be that explanation necessar-
ily involves the provision of causal accounts, whereas 
phenomenology does not traffic in causal explanations. 
As noted, phenomenology considers the first-person 
perspective; supposedly, it is concerned only with the 
“what” and the “how” of subjective life and its abnor-
malities (“how” in the sense of describing not only the 
manifest content of experience, but also the form or style 
of its appearing) rather than with the efficacious factors or 
processes that brought it about.
This is often associated with the aspiration toward clarity 
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and certitude of traditional phenomenology, which seeks 
to set aside anything as speculative as a causal hypothesis 
in favour of a pure and reliable description of what is di-
rectly manifest in experience (using the “phenomenologi-
cal reductions” advocated by Edmund Husserl, the crea-
tor of phenomenology; these include a bracketing of all 
theories about experience in favour of direct description 
of experience) 3. More “hermeneutic” or interpretive forms 
of phenomenology (largely post-Heideggerian) aspire to 
provide “understanding” as well as description, but “un-
derstanding,” too, is often contrasted with “explanation” 4 5 
and with “understanding” sometimes understood as involv-
ing the elucidation of reasons or motives, and providing a 
coherent picture, in contrast with the causal approach of 
true “explanation”, which aspires toward correspondence 
with objective reality and/or the ability to alter it.
It can seem, then, that phenomenology is irrelevant to 
explanation in psychiatry and psychopathology. This is 
likely to diminish phenomenology’s importance in the 
eyes of many researchers and practitioners, given the 
widespread view that science is essentially explanatory. 
According to the philosophers of science Hempel and 
Oppenheim 6: “to explain the phenomena in the world 
of our experience, to answer the question “Why?” rather 
than only the question “What?”, is one of the foremost 
objectives of all rational inquiry; and especially scientific 
research, in its various branches strives to go beyond a 
mere description of its subject matter by providing an ex-
planation of the phenomena it investigates (p. 8)”. 
One’s vision of phenomenology and phenomenological 
psychopathology will immediately be complicated, how-
ever, if one considers notions such as that of the “trouble 
générateur” (generating disorder) as formulated by one of 
the first and greatest of phenomenological psychopathol-
ogists, Eugene Minkowski. Minkowski’s 7 8 use of the ad-
jective “generative” is somewhat ambiguous: it can refer 
either to the way in which some underlying orientation 
or theme brings together (into a kind of thematic unity) 
a variety of different symptoms or other aspects of a per-
son or patient, but also to the way in which some central 
or originating factor may bring about a series of other 
symptoms that it engendersa. Both would seem to involve 
more than the “mere description” to which Hempel and 
Oppenheim refer 6.
Phenomenology is, on one level, a profoundly descriptive 
enterprise, and it can be justified on this basis alone – in 
light of what philosopher Franz Brentano called the in-
herent “dignity of the psychical domain” 9. Yet phenome-
nology’s descriptive focus does not render it irrelevant for 

the allied enterprise of explanation. Phenomenology can 
help us to articulate and to grasp both the structure and 
the genesis of human experience and also of the forms of 
expression and action that go together with it.
Here I shall discuss the explanatory relevance of phe-
nomenology for the science and practice of psychopa-
thology. It is appropriate to take, as our prime example, 
the syndrome or illness that has been, historically speak-
ing, the most prominent object of study both in psychia-
try in general and in phenomenological psychopathol-
ogy in particular, namely schizophrenia. But first we 
must acknowledge some significant ambiguities in the 
philosophical as well as common sense concepts at is-
sue. There is, for example, no clear consensus on what it 
means to “explain” a phenomenon. 
Explanation, as already noted, is often associated with 
the providing of a causal account. Others broaden the 
notion to include an analysis of the underlying structure 
of a phenomenon, or even any account that answers a 
“why?” question or, still more broadly, that increases our 
“understanding” of a phenomenon 10 11 (which raises the 
equally thorny issue of what “understanding” involves 
– but I will resist falling down that rabbit hole here). Even 
the notion of “cause” is itself the subject of debate, how-
ever, with some philosophers insisting (along with com-
mon sense) that a cause must be independent of the ef-
fect and must have some actual impact that brings about 
the effect (as when one billiard ball hits another, making 
it move), while other philosophers require only that the 
occurrence of the purported cause “make a difference” 
in the likelihood of the effect-event  12. Still another is-
sue concerning causality pertains to subjectivism versus 
objectivism: for a causal account to be valid, must the 
entities or processes it posits correspond to an actual or 
literally existing state of affairs, or is the account rather to 
be judged on more human or pragmatic grounds – in its 
ability to organise our experience, help us make predic-
tions, or guide our actions 13 14? 
For some thinkers, “description” and “explanation” are 
radically distinct, since the former captures only surface 
appearances whereas the latter grasps deeper or broader 
factors or patterns that play a role in producing these ap-
pearances. Others, however, view description itself as 
typically “thick”, in the sense of going beyond the obvi-
ous, and thus as being, in some sense, continuous with 
at least some forms of explanation 15-17. The latter may 
seem particularly true in the realm of phenomenologi-
cal psychopathology, given that what we hope to grasp 
–  the patient’s experience – is only indirectly available 

a Minkowski describes “loss of vital contact” (the trouble générateur) as “not a consequence of other psychical disturbances, but an 
essential point [or state] from which spring, or at least from which it is possible to view in a uniform way all the cardinal symp-
toms” (1927, p. 87 my translation) 1.
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that a typical phenomenological account may have. It 
should be noted that the hypothesis has important prec-
edents in early 20th century psychiatry as well as links 
with neurobiological and psychotherapeutic hypotheses 
(for overviews of evidence and argument, see Nelson 
et al., 2014 22; Sass, 2014 21; Sass et al., 2011 23. On rel-
evance for explanation, see Parnas & Sass, 2008 24, Sass, 
2010 25 and Sass & Parnas, 2007 26; for psychotherapy 
see Skodlar et al., 2013 27).

Schizophrenia
According to the ipseity-disturbance hypothesis, the fun-
damental disturbance or “trouble générateur” of schizo-
phrenia is best understood as a two-sided disturbance of 
“core” or “minimal” self – also known as “ipseity”20-23 28. 
Ipseity refers to the crucial sense of self-sameness, of ex-
isting as a subject of experience or subject pole that is 
alive and at one with itself at any given moment, serv-
ing as a vital centre point of subjective life. The writer 
Antonin Artaud (who suffered from schizophrenia) was 
referring to this when he spoke of “the essential illumina-
tion” and this “phosphorescent point”, equating this vital 
and illuminating centre-point with the “very substance of 
what is called the soul”, and describing it as a prerequi-
site for avoiding “constant leakage of the normal level of 
reality” 29.
The first aspect of ipseity-disturbance is hyperreflexivity 
– which refers to a kind of exaggerated self-conscious-
ness, that is, a tendency, non-volitional at its core (termed 
operative hyperreflexivity), for focal, objectifying atten-
tion to be directed toward processes and phenomena 
that would normally be “inhabited” in the sense of being 
experienced implicitly as a part of oneself 30. The second 
aspect is diminished self-affection or self-presence  –  a 
phrase that has nothing to do with diminished liking or 
fondness, but with a decline in the (passively or auto-
matically) experienced sense of existing as a living and 
unified subject of awareness. Together, these mutations 
in the act of awareness are accompanied by alterations in 
the object or field of awareness, that is by disruption of 
the focus, salience, or sense-of-reality with which objects 
and meanings emerge from a background context – what 
we refer to as disturbed “hold” or “grip” on the experien-
tial world 20. Though fundamentally automatic or passive 
in nature, this basic “operative hyperreflexivity” may also 
give rise to processes of a more intentional, volitional, or 
intellectual sort, such as the “reflective hyperreflexivity” 
to be described below 25. 
Shortly I will consider two kinds of relationship, syn-
chronic and diachronic, that can obtain between aspects 
or processes of experience (They correspond to the two 
senses of “generative” in Minkowski). Whereas the first 
concerns forms of mutual implication that clarify the 

to us, mostly through verbal report; and this typically re-
quires considerable interpretation on our part before it 
can stand even as a description of what we take to be the 
patient’s actual subjective life. According to Simon 15, the 
“line between description and explanatory laws is not a 
sharp one, for we may find all kinds of intermediate cases 
– especially for qualitative explanations.”
Some of the complexities as well as ambiguities at issue 
are apparent in what is the first, and perhaps still the 
foremost, account of explanation: Aristotle’s notion of 
the so-called “four causes”: material, formal, efficient 
and final. Although the Greek word used by Aristotle 
–  aition, plural aitia  – has usually been translated as 
“cause” (as in “Aristotle’s four causes”), it can be argued 
that only one, “efficient” –  that which makes some-
thing happen  – corresponds to many modern notions 
of cause, and that we should speak, therefore, of Aristo-
tle’s four explanatory “factors”. Be that as it may, it has 
been argued that all such factors can be relevant, and 
may even be required, for a truly explanatory account 
(the material cause or factor refers to that from which 
something comes to be or out of which it is made – e.g. 
the bronze of a sword. The formal cause is something’s 
form, pattern, or essence: that which defines it as what 
it is. The final cause refers to purpose or goal, to what 
something is for, its telos 18 19).  
It would, I think, be fruitless to dwell much longer with 
these philosophical issues – issues that seem, in any case, 
to be becoming only more rather than less controversial 
in recent philosophical discussion 12. Without attempting 
precise definitions, let us take the term “description” to 
refer to a fairly superficial reporting of what seems to be 
experienced by a patient, while “explanation” refers to 
an account that claims to elucidate either the underlying 
processes or mechanisms, causal or otherwise, that pro-
duce certain phenomena, or else the unifying structure 
of an event, state of affairs, or phenomenon that allows 
us to appreciate its essential unity 16. Here I would like 
to lay out some of the major ways in which, contrary 
to widespread opinion, a typical phenomenological ac-
count of abnormal experience can go well beyond mere 
description and may even offer forms of explanation that, 
in fact, not only increase our understanding but are ulti-
mately relevant for causal and even neurobiological ex-
planations.
Here I will focus on what seems the most prominent 
contemporary phenomenological account of schizo-
phrenia, the “ipseity-disturbance” hypothesis put for-
ward by a number of contemporary psychologists and 
psychiatrists including Josef Parnas and myself 20 21. The 
point here will not be to defend the hypothesis, which 
postulates as the trouble générateur a disturbance of 
basic or minimal self (ipseity), but simply to use it as 
an example of the potentially explanatory relevance 
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On superficial consideration, these two phenomena 
might seem mutually contradictory, perhaps even psy-
chologically incompatible; for whereas one can be de-
scribed as involving heightened self-consciousness, the 
other implies diminished self-awareness. More careful 
phenomenological consideration suggests, however, that 
they can better be understood as not only compatible 
but even mutually complementaryd. Whereas the notion 
of hyperreflexivity emphasises the way in which some-
thing normally tacit becomes focal and explicit, that of 
diminished self-affection emphasises a complementary 
or equiprimordial aspect of the very same process: the 
fact that what once was tacitly lived is no longer being 
inhabited as a medium of taken-for-granted ipseity or 
basic-selfhood.
A second form of implicatory or synchronic interdepend-
ence is exemplified by the relationship between altered 
ipseity and concomitant mutations in the experience of 
the external world. Here we might speak of a certain 
sort of world (characterised, for example, by qualities 
of perceptual fragmentation, static-ness, perplexing dis-
organization, or fading) as being constituted by certain 
forms of basic subjecthood, given that the latter provides 
the enabling condition for the former. One might speak 
of a “world-shaping relation” between a certain kind of 
lived-body or corporeally grounded subjectivity, and the 
experiential world that it constitutes 32. Forms of ipseity 
characterised by hyperreflexivity and diminished self-
presence would imply, and in a sense constitute, a cer-
tain disorganisation and fading in the field of awareness: 
distracting and normally irrelevant forms of self-experi-
ence (think, again, of kinaesthetic sensations and inner 
speech), together with a diminished sense of being a wit-
nessing presence, would undermine the coherence, equi-
librium, or sheer presence of one’s experience of outer 
reality – thereby accounting for the “constant leakage of 
the normal level of reality” to which Artaud referred.
“Constitution” is not easily characterised. It should not be 
confused with a literal creation nor conceived as a tem-
poral succession. There is not first the fact or process of 
subjectivity and only then the associated world. Indeed, 
the former has no existence except in relation to the lat-
ter, and in this sense they co-occur – each lacks the kind 

structure of the experiences at issue, the second con-
cerns the development, over time, of abnormal forms of 
experience in light of the causal or quasi-causal (“mo-
tivational,” in Husserl’s sense; see below) patterns they 
may demonstrateb. Each domain contains three subtypes 
(see Table I). I am, by the way, sceptical regarding the 
prospect of finding a mapping of these explanatory possi-
bilities that is wholly satisfying – in the sense of being all-
encompassing, non-overlapping and precisely defined. 
The present classification is perhaps only a provisional 
sketch. It should nevertheless serve to clarify, for clini-
cians and researchers, some of the most important ways 
in which phenomenology can offer considerably more 
than mere description. 
The first or equiprimordial type of synchronic connection 
is exemplified by the mutually implicatory relationship that 
seems to exist between the two sides of the foundational 
ipseity-disturbance: hyperreflexivity and diminished self-
affection. Hyperreflexivity refers to the (largely automatic, 
at least in its origins) coming-to-focal-awareness of aspects 
of oneself that would normally remain in the background 
of awareness, where they normally have an implicit rather 
than explicit form of presence (e.g. kinaesthetic and pro-
prioceptive bodily sensations; the verbalizations inherent 
in our inner speech or thought)c. Diminished self-affection 
or self-presence refers to the sheer diminishment of a sense 
of existing as a subject of experience, that is, a diminish-
ment of the sense of being what Artaud termed the “phos-
phorescent point” or “essential illumination” – as exempli-
fied by a patient who says, “I was simply there, only in that 
place, but without being present” 31.

b  The synchronic/diachronic distinction largely corresponds with Husserl’s distinction between static and genetic phenomenology 
(the latter including what he termed “motivational” issues) (Husserl in Welton 1999, pp. 144, 319) 3.

c The kind of awareness we normally have of our bodies is, writes Gurwitsch (1964, p. 302, describing Merleau-Ponty’s views) 45, 
“not … knowledge in thematized form. [Rather] an inarticulate and indistinct familiarity completely devoid of positional and 
disclosing consciousness”.

d This complementarity is confirmed by two recent studies, which show that, like schizophrenia, both intense introspection (an 
obvious manifestation of hyperreflexivity of the reflective type) and depersonalisation disorder (by definition a manifestation of 
a kind of diminished self-affection) actually show prominent manifestation of both aspects of abnormal ipseity. See Sass et al. 
(2013) 46; Sass et al. (2013) 47.

TABlE I. 
Subtypes of Synchronic and Diachronic Relationships

Synchronic relationships 
(phenomenological 
implication)

Diachronic dimension
(phenomenological causality)

Equiprimordial Primary/Basic

Constitutive Consequential

Expressive relationships Compensatory processes
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implication, albeit of an experiential rather than a strictly 
logical sort. Merleau-Ponty was making the same point 
when he spoke of “internal links” between aspects of ex-
perience that “display one typical structure … standing in 
a relationship to each other of reciprocal expression” 1 f. 
To articulate such relationships of implication provides 
an integrating vision, an understanding not of causal in-
teraction but “of style, of logical implication, of meaning 
and value” 17; and this does serve an explanatory func-
tion. Minkowski characterised phenomenological psy-
chopathology as an attempt to understand symptoms not 
in isolation or as products of modular defects but as “ex-
pression of a profound and characteristic modification of 
the human personality in its entirety” 1.
Next we turn to three other forms of phenomenological 
relationship or interaction: these, however, concern rela-
tionships over time and suggest something closer to what 
is usually associated with the (admittedly ambiguous) no-
tion of causality. 
I will dwell more briefly on these diachronic and quasi-
causal notions since they are, in a sense, but phenom-
enological variants (emphasising subjectivity) of familiar 
medical notions regarding forms of physical pathology 
and their sequelae. Thus, we may think of a pathological 
state or form of subjectivity as being more basic or pri-
mary than are certain subsequent or sequelae conditions 
that it somehow engenders as after effects or secondary 
results. These latter, in turn, may be conceived in at least 
two ways: as causal consequences directly brought about 
or determined by the more primary condition, or as de-
fensive responses – compensations – whereby the organ-
ism seeks to protect itself against, or otherwise compen-
sate for, the primary condition. Whereas the former is 
typically understood in largely causal/deterministic fash-
ion, the latter does assume some kind of teleological or 
goal-directed factor.
We might think, for example, of a form of operative hy-
perreflexivity that, from a psychological standpoint, has a 
primary status – existing as a kind of “basal irritation” 37. 
There might be an abnormal tendency for kinaesthetic 

of independence of the other that is required for most 
notions of efficient causality 33 e. Still, in line with Kant’s 
and Husserl’s analyses of “transcendental subjectivity” 
as the grounding of world-experience, it makes sense to 
think of self-aware subjectivity (ipseity) as “constituting” 
its world.
A third type of synchronic relationship might be termed 
“expressive”. Here we are thinking of instances in which 
some quite specific experience, such as a particular de-
lusional claim, with its specific content, seems to reflect 
or manifest some more general, perhaps formal, structure 
of experience. The classic influencing-machine delusion 
experienced by a patient named Natalija illustrates the 
point 34. Natalija’s claim (I am not sure it should be called 
a “belief”, at least in any straightforward sense 35) that all 
her actions and experiences were but reflections of the 
movements and experiences undergone by a machine-
like partial replica of herself existing somewhere in a dis-
tant room, seems to express her general alteration of ip-
seity or minimal selfhood, in which she lacked the usual 
sense of agency and self-possession. It is often possible 
to trace a sequential progression from early, vague feel-
ings of self-alienation to this sort of “bizarre” delusion 
(see below). What I am pointing out now, however, is 
a synchronic relationship, namely, the concordance be-
tween levels that might be termed specific and general or 
concrete and abstract. We see how the partial replica of 
herself seems to express her general ipseity mutation – an 
abnormality that clearly differs from, say, that of a psy-
chotically depressed individual, whose delusions might 
rather concern, e.g. having committed some irredeem-
able crime against humanity 36. 
Here, then, are three forms of the “intentional intertwin-
ing” or “mutual implication by meanings” that Husserl 
identified as the “essence of conscious life”  3. In their 
“form and principle”, Husserl writes, such relationships 
have “no analogue at all in the physical” world. The 
“synthesis of consciousness”, he states, is completely un-
like “spatial mutual exteriority”: it involves not efficient 
causality between separate events but a kind of mutual 

e Eugen Fink (1995) 33, Husserl’s closest associate, warns against “seduction by mundane meanings”: for example, talk of “consti-
tuting subjectivity” is misleading as long as one is guided by mundane representations of substantial and accidental being and 
construes the adjective “constituting” as an accident in a transcendental subjectivity understood as substance. … Subjectivity is 
not something that first is and then constitutes, but… it is in the constitutive process in which the world comes about [Weltwer-
dungsprozess] that it constitutes itself for the first time. Indeed, even this conception is encumbered with possible misunderstand-
ings and is in a certain sense false. … The transcendental constitution of the world is not conceptualised by taking one’s lead from 
either a static-substance or a dynamic-process relationship in being. It is just that the “process” conception is more appropriate 
for an analogical presentation; it has a certain affinity to the special transcendental “mode of existence” [Existenzweise] (pp. 97f).
In Fink’s view, “every attempt to speak of the transcendental” necessarily encounters conflict and contradiction. This is due to the 
gap between the intended, transcendental sense of words as used in phenomenology (which aims at subjectivity itself) and the 
mundane or natural sense, grounded in the “natural attitude”, whence they derive their original sense. 

f Merleau-Ponty’s use of “expression” in this sentence is broader than mine; it encompasses all three synchronic relationships.
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it is not a mere by-product or secondary effect without 
causal influenceg, given that the way in which things are 
experienced (not neural events per se but the emergence 
of certain kinaesthetic sensations into focal awareness) 
has clear impact on behaviour and thus on the world. It 
is the “Object [that] stimulates me in virtue of its expe-
rienced properties and not its physicalistic ones”, wrote 
Husserl 3. “The world [that motivates my action and men-
tal activity] is my surrounding world. That is to say, it is 
not the physicalistic world but the thematic world of my, 
and our intentional life”. Husserl goes on to clarify that 
the “surrounding world” of our experience includes not 
merely the ostensible objects of our awareness, but also 
the general form or structure of a given way or mood-like 
mode of experiencing: it includes “what is given to con-
sciousness as extra-thematic … my thematic horizon”. 
The latter incorporates such formal or structural features 
as time, space, causal relationships, as well as the overall 
feel or quality of reality or the lack thereof – all of which 
provide a field of possibility for progressive experiential 
developments such as the gradual evolution from mild 
operative hyperreflexivity toward Natalija’s full-blown 
influencing-machine delusion.
Husserl, in his later work, speaks of all this as involving 
forms of what he terms “motivational causality”, which 
he considers the “fundamental lawfulness of spiritual life” 
and which Merleau-Ponty describes as a “fluid concept” 
indispensable to the study of phenomena. This is the pro-
cess (Husserl distinguished it from “natural causality”) 3, 
whereby subjective meanings and horizons involve, en-
gender, and inspire various forms of reaction: “One phe-
nomenon releases another, not by means of some objec-
tive efficient cause… but by the meaning [sens] which it 
holds out” 1. The latter would include forms of attentional 
response and of behavioural comportment, e.g. staring 
intently, or withdrawal from action into, say, grandiose 
fantasies and a solipsistic mood-all of which have actual 
effects, both experiential and behavioural, and thereby 
participate in the causal nexus of the world.

Philosophical reflections
The synchronic and diachronic factors I have been dis-
cussing correspond to the two possible ways of under-
standing Minkowski’s classic notion of a trouble généra-

sensations in one’s limbs, sensations that would nor-
mally be unnoticed (because habitual), to emerge into 
focal awareness – due, perhaps, to some hitch in the 
neurophysiological process whereby extremely habitual 
sensations are normally suppressed (due to salience dys-
regulation involving abnormal dopamine regulation by a 
hyperactive hippocampus) 38. On the experiential plane, 
this would be manifest as an abnormal awareness of, say, 
the muscle innervations or joint linkages in one’s arm or 
wrist, which might now come to seem overly loose, over-
ly tight, or otherwise awry. One can imagine a similar 
process affecting the inner speech that normally serves as 
the tacit medium of our thinking.
Emerging saliencies of this type are likely to draw more 
attention, thereby encouraging a natural or “conse-
quential” exacerbation whereby the lived-body (or in-
ner speech) emerges as a target rather than a medium 
of awareness. There are likely to be affective or mood-
like consequences as well, given the disconcerting sense 
of estrangement all this is likely to invoke. And this, in 
turn, may engender a range of defensive responses, one 
of which might be a form of withdrawal and/or directed 
self-scrutiny – the latter a form of reflective hyperreflex-
ivity whereby one hopes to understand and perhaps to 
pacify or control these disturbing developments. Thus we 
may think of more basic or basal forms of hyperreflexiv-
ity (operative hyperreflexivity) as leading to consequen-
tial exacerbations as well as to compensatory reactions 
of various kinds. Although compensatory reactions may 
sometimes help, they may also have a paradoxical effect: 
the defensive focusing may not interrupt (as intended) but 
rather exacerbate the pathological progression whereby 
the corporeal ipseity of the lived-body, or the more lin-
guistically grounded ipseity of the thinking/speaking self, 
is undermined or fragmented. This, in any case, is a very 
plausible scenario, and one that corresponds closely to 
the findings of longitudinal research as well as to many 
patient accounts 34. All these processes will, in all likeli-
hood, have their own neural correlates, warranting study.
The crucial (and perhaps obvious) point here, however, is 
that the consequential and compensatory sequelae are, at 
least to a significant extent, responses to subjective expe-
riences, to the what-it-is-like of subjective life – something 
that is not reducible to physical events in the brain and 
nervous system. Experience is not epiphenomenal here; 

g The Stanford Encyclopedia of Philosophy describes epiphenomenalism as follows: the view that mental events are caused by 
physical events in the brain, but have no effects upon any physical events. Behaviour is caused by muscles that contract upon 
receiving neural impulses, and neural impulses are generated by input from other neurons or from sense organs. On the epiphe-
nomenalist view, mental events play no causal role in this process. Huxley (1874), who held the view, compared mental events to 
a steam whistle that contributes nothing to the work of a locomotive. James (1879), who rejected the view, characterized epiphe-
nomenalists’ mental events as not affecting the brain activity that produces them “any more than a shadow reacts upon the steps 
of the traveller whom it accompanies” 41.
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plane. Evan Thompson 39, a philosopher largely in the phe-
nomenological tradition, has argued that we might con-
ceive downward causation as a sort of metaphor for the 
way in which larger systemic features or global processes, 
involving experiential states, can impose “organisational 
constraints” on the operation of their component parts. 
He quotes analytic philosopher John Searle on the no-
tion of “system causation”: “The system, as a system, has 
causal effects on each element, even though the system is 
made up of the elements”. Thompson himself speaks of 
“dynamic co-emergence [whereby] part and whole co-
emerge and mutually specify each other”. And this, he 
says, allows for a “recuperation” of something like Aris-
totle’s notion of formal causation”, a form of causation in 
which cause and effect are not “external to one another” 
since part and whole are complementary or intertwined 
(pp. 423, 427, 431, 433). This, in effect, implies a linking 
of the two senses of “generate” in Minkowski’s notion of 
the trouble générateur, and perhaps, as well, a bridging of 
the gap between the synchronic and the diachronic.
Husserl (1977, p. 39) 3 does seem, in any case, to have 
been very justified when he spoke, in his lectures on phe-
nomenological psychology of 1925, of “ultimate unclari-
ties concerning the mutual relation of nature and mind 
and of all the sciences which belong to these two titles. 
… What seems at first obviously separated, upon closer 
inspection turns out to be obscurely intertwined, perme-
ating each other in a manner very difficult to understand”.
It should hardly be controversial to say that greater un-
derstanding of the nature and structure of a phenomenon 
is likely to contribute to our scientific grasp of it. Indeed, 
this would be true even if we imagined the phenomenon 
at issue to be itself an epiphenomenon – a pure by-prod-
uct or consequence, without causal impact of its own 40. 
Suppose that the hypereflexive and diminished-self-affec-
tion of schizophrenia were entirely and only the result of 
some biological abnormality in the brain of certain indi-
viduals. It would still be relevant to have recognised their 
possible complementarity as two sides of a single expe-
riential mutation. For, at the very least, this would save 
us from thinking we should be looking for the neurobio-
logical bases of two distinct abnormalities, when, in fact, 
they may well be two sides of a single coin. Phenom-
enology gives us essential conceptual tools with which 
to consider such possibilities. This is one way in which it 
can contribute to cognitive neuroscience: by helping us 
to re-conceive the field of play regarding what, in fact, 
may need to be explained, even reductionistically.
But a second point would involve questioning the very 

teur: whereas the synchronic factor helps us understand 
the essential unity, something like the defining form or 
overarching theme of the condition, the diachronic factor 
helps us to grasp how a core disturbance (e.g. of ipseity) 
can develop over time, giving rise to a full panoply of 
symptoms.
We might think, as well, of the most classic of all ac-
counts of explanation, that of Aristotle, and recall that 
whereas his formal and material “causes” are often as-
sumed to refer to synchronic aspects, the “efficient” and 
“final” factors may pertain to the diachronic dimension 
of explanation. The synchronic relationships I have de-
lineated (equiprimordial, constitutive, expressive) seem 
to concern the “formal” cause or factor, for they purport 
to capture the essence of the phenomenon, the core 
defining features of schizophrenia, those that (one may 
claim) make it what it is. A description of the normal 
form of human experience, with its world-directed and 
implicit/explicit structure, might be understood as cap-
turing the “material” cause (though not material in the 
sense of “physical”), given that it is this which provides 
the medium, that out of which, schizophrenia is carved 
via distinctive transformations of ipseity (e.g. whereby 
the implicit is rendered explicit  30). The diachronic fac-
tors I have described also seem to fall into place, with the 
consequential relationships involving something close to 
Aristotle’s efficient cause while compensatory ones seem 
to involve something more akin to the final cause, in the 
sense of being teleologically directed.
As I have argued above, the diachronic transitions that 
I labelled “consequential” and “compensatory” both in-
volve responses to the “what it is like” of the subjective 
domain. It is the lived experience of hyperreflexive pro-
cesses that elicits a sense of strangeness that, in turn, has 
effects on both experience and behaviour. Exactly how 
to conceive the relationship between these experiential 
changes and the neurophysiological plane is by no means 
clear, however. This should not be surprising, given that 
to answer this question with confidence would be tanta-
mount to having solved the mind/body problem. And the 
reality of contemporary neuroscience and philosophy of 
mind is that, in fact, we simply have no idea regarding 
how to solve the infamous mind/body problem, nor is 
there even any prospect of doing so. This is a point that 
is widely, indeed almost universally acknowledged in the 
philosophy of mindh.
One possibility would be to speak of “downward causa-
tion”, a process whereby experiential processes entrain 
or otherwise have an impact on the neurophysiological 

h According to Fodor, we have not “even a glimmer [of understanding] of how anything physical could be a locus of conscious 
experience” (1998, p. 83) 51. Most philosophers-of-mind would agree; see e.g. Chalmers 1995 40.
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question of the objective reality of all the distinctions I 
have just been making. I have done my best to clarify 
phenomenology’s potential contribution to explanation 
and the scientific enterprise. I wish now to ask to what 
extent the distinctions I have been laying out should be 
understood to correspond to objective reality – which 
in this case refers to the objective reality of something 
subjective, the experiential flow – as opposed to being 
imposed by us, the phenomenological investigators. Eu-
gen Minkowski once stated, “I attempt a subjective study 
here, but one that strives, with all its force, toward ob-
jectivity” 42. But to what extent is this ambition realistic? 
Indeed what is, in fact, the nature of objectivity within the 
realm of subjective life? 
The issue concerning objectivity is not unique to the 
study of experience, for as I noted at the outset, it is a 
prime controversy concerning the nature of explanation 
in the natural or physical sciences as well. The promi-
nent philosopher of science Bas van Fraassen 43, thinking 
mainly of the natural sciences, stresses that what we may 
legitimately call the “causes” of an event always depend 
crucially on the particular context and interests of we 
who seek to understand and explain; and that it is on this 
always-somewhat-subjective basis that we select, from a 
multiplicity of interdependent factors (or seemingly inde-
pendent factors) to create a kind of causal account that 
not only makes sense for us in a given context but helps 
us to make predictions and to cope.
Consider in this light our own parsing of the diachronic 
factors in schizophrenia. I have already noted the fact – 
well-known in medical pathology – that both consequen-
tial and compensatory reactions may serve, in turn, to 
instigate later developments. We may certainly speak of 
basic, fundamental, or primordial factors, but this is only 
a kind of relative truth, valid within a certain context. For 
it is obvious that the factor in question must itself have 
come into being in some fashion, and that it too could 
therefore also be considered an effect rather than origin 
or cause; and further, that its sequelae can also play an 
instigating role in later developments. Even the distinc-
tion between consequential/determined and compensa-
tory/defensive reactions should not be understood too 
strictly, as if the latter were wholly intentional or entirely 
goal-directed; for its seems likely that defensive reactions 
typically call upon and exploit what comes most easily or 
naturally, indeed quasi-deterministically, to a given indi-
vidual. (The latter point is discussed by David Shapiro in 
his indispensable book, Neurotic Styles).
Similar points apply in the synchronic domain. It may well 
be that what we conceptualise as “expressive” relationships 
between a symbolising dimension and a more fundamental 

idea of the causal inertness or irrelevance of a supposed 
epiphenomenon (i.e. “the view that mental events are 
caused by physical events in the brain, but have no ef-
fects upon any physical events”  41). Consider the clas-
sic example of an epiphenomenon, which is a shadowi. 
A shadow may well be entirely the product of a light 
source and a light-blocking object; this does not mean, 
however, that it is itself causally inert: it may, after all, 
cool the pavement, or – more to the point, since sub-
jectivity plays a role – may contribute to the occurrence 
of a significant event, such as an automobile accident. 
But, in fact, there is little reason to consider the expe-
riential change in schizophrenia as being purely epi-
phenomenal. We must remember that each and every 
metaphysical account of the mind/body or mind/brain 
relationship is deeply problematic, indeed seemingly 
impossible when given careful consideration 40. There is 
simply no compelling reason to prefer an eliminativist, 
epiphenomenal, or other purely reductive account – es-
pecially since all such accounts fly in the face of what 
seems the experiential undeniability of subjective life 
and of the possibility of acting on its basis.
Finally, it should be obvious that both synchronic and 
diachronic understanding might be helpful in the psy-
chotherapy of schizophrenia – so long as one accepts 
that, other things being equal, it is better to have, and 
to convey, an empathic grasp of the patient than not to 
do so. Modular approaches are popular now (e.g. the 
NIMH “Research Domain Criteria”), and there is a gen-
eral inclination to reject the more holistic accounts that 
were inherent in some traditional forms of diagnostic 
practice. No human being is, however, likely to expe-
rience him or herself in a purely additive or fragmen-
tary way, but as constituting, subjectively, some kind 
of consistent mode or way of being, an “organized 
and living unity”(Minkowski 1927, p. 12)  3 even if, as 
in schizophrenia, this mode can itself be experienced, 
from within, as having qualities of fragmentation and 
alienation. He or she is likely, as well, to have some 
sense of continuity over time, and perhaps also some 
sense of progressive change. He or she is likely, in turn, 
to prefer interacting with mental-health professionals 
who appreciate all this, rather than being viewed as a 
meaningless conglomeration of symptoms that can only 
be captured in the mechanistic vocabulary of deficit and 
the irredeemably bizarre. 

Self-critical reflections
Before concluding, I would like to raise an issue that is 
perhaps ill advised in an introductory article: namely, the 

i See William James, quoted in Robinson (2012) 41 in a previous endnote.
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for describing mental life; and to justify this tendency, if at 
all, either by fiat or by a rather facile and un-self-critical 
form of pragmatismn. It is, by contrast, very much in the 
spirit of phenomenology, especially hermeneutic phenom-
enology, to recognise that our vocabulary and conceptual 
capacities are derived from, and most naturally suited to, 
mundane physical reality (the realm of middle-sized eve-
ryday objects), rather than to the plane of consciousness 
or subjective life; and that we are, as a result, always in 
danger of missing our target precisely because we take it 
(subjectivity itself) too much as being some kind of targ-
etable entity.
To reject phenomenology because of the inherent diffi-
culty of capturing the subtleties of subjective life makes 
little sense. It would be as if a cosmologist were to refuse 
to consider the existence of black holes on the grounds 
that they are just too difficult to observe or conceptualise. 
Phenomenology is, in this respect, both less and more dif-
ficult than physics: less because it does not address scales 
of reality (micro or macro) that are so utterly beyond the 
human; more because it turns, even more decisively, back 
upon itself in attempting to know the ground of all know-
ing, which is the nature of experience itself – the ultimate 
instance of what eludes us by being, in a sense, both eve-
rywhere and nowhere. Phenomenology is committed to 
recognising subjectivity as an objective fact of the uni-
verse. There is simply no alternative for a sophisticated 
and truly ambitious psychopathology than to accept this 
recognition and the consequences it brings. One such 
consequence is the need to seek concepts and methods 
adequate for describing subjectivity while at the same 
time recognising the limits of this necessary enterprise.
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structural level could, in many instances, be seen simply 
as our way of describing, in more concrete/specific versus 
more abstract/general terms, what is really but one indivis-
ible reality. It is not, after all, as if there were first the general 
mode and only then the specific manifestations; often, at 
least, they are probably simultaneous and inseparable. 
And what of the “equiprimordial” aspects, hyperreflexiv-
ity and diminished-self-affection? I have described them 
above as complementary aspects of a single process rath-
er than as two distinct but co-dependent processes. But 
perhaps even to call them “aspects” risks projecting, onto 
a certain kind of lived experience, a duality that stems 
mostly from ourselves, from our own attempts to parse 
and come to grips conceptually with a phenomenon that, 
so to speak, is perfectly unitary in itselfl. The final kind of 
synchronic relationship – “constitution” – is perhaps the 
most problematic of all. I have already criticised any ten-
dency to view the constituting factor as existing prior to or 
independently of that which is constituted. But perhaps, 
at the limit, this brings the distinction itself into question, 
for it implies that the “constituting” process or factor is 
itself only constituted within the act of constituting itself. 
Does this not suggest that constituting subjectivity is, in a 
sense, constituted by world-making itself?
There is a certain risk in recognising the subjective dimen-
sion of our concepts or the looseness of their correspond-
ence to what they are presumed to describe. The risk is 
that of a discouraging scepticism, or perhaps even nihilism 
regarding knowledge of the realm of subjectivity. The slide 
into scepticism should be quickly arrested, however, when 
one recalls that many such questions apply no more to phe-
nomenology than to physics, a field whose validity we are 
less likely to doubtm. One of phenomenology’s strengths as 
an approach to psychology is, in fact, precisely its willing-
ness to question the adequacy of the concepts it uses to 
characterise the psychological domain (see Merleau-Ponty 
1962, Introduction1; Carman 2008, p. 44f 44). This is part of 
phenomenology’s project of auto-reflection, indeed of at-
tempting to provide something like a cautionary phenom-
enology of phenomenology itself  33. It contrasts with the 
tendency, in much of analytic philosophy-of-mind as well 
as cognitive-behavioural psychology, simply to accept the 
standard, common-sense or folk-psychological vocabulary 

l A similar point may apply to the notions of ipseity disturbance and basic temporality – which, as various phenomenologists have 
argued, may amount to the same thing 21 48.

m Contemporary physics and cosmology also challenge our intuitive understandings grounded in mundane experience of the object 
world. Consider, for example, the challenge to standard notion of physical causality inherent in the notion of “quantum entangle-
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Summary

Objectives 
a) to describe the current status of training on psychopathol-
ogy; b) to identify the unmet needs of European residents in 
psychiatry; c) to suggest future perspectives of training in psy-
chopathology. 

Methods
In the period July-December 2013, the early career psychia-
trists’ representatives of national associations recruited from the 
early career psychiatrists’ council of the World Psychiatric As-
sociation (WPA) were invited to participate to an online survey. 
Each respondent was asked to provide the collective feedback 
of his/her association rather than that of any individual officer or 
member of their association. 

Results
Thirty-two associations returned the questionnaire out of the 
41 contacted, for a response rate of 78%. According to re-
spondents, psychopathology should aim to assess psychiatric 
symptoms, to understand patients’ abnormal experiences and 
to make nosographical  l diagnoses. Karl Jaspers, Emil Kraepe-
lin and Kurt Schneider are the most cited psychopathologists. 

A formal training course in psychopathology is available in 29 
countries. The main teaching modalities include theoretical les-
sons, while workshops and role play are needed. The vast ma-
jority of residents do not receive training in psychopathological 
rating scales, although they tend to use them in clinical practice. 
Half of the sample is not satisfied with received training in psy-
chopathology. As main problems, lack of tutor and practical 
training were identified. All respondents agreed that psychopa-
thology is the core part of psychiatric curricula and that strate-
gies should be identified to make training in psychopathology 
more adherent with their needs. 

Conclusions
Psychopathology has been recognised as a core component of 
training curricula for psychiatrists, confirming the recent need 
to re-discovery psychopathology, according to the agenda 
proposed by international associations of young psychiatrists. 
Initiatives to improve training and practice of psychopathology 
should be addressed by national and international psychiatric 
organisations.
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Psychopathology • Quality of training • Unmet needs • Early career 
psychiatrists
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Introduction

Psychiatry is a medical discipline with traditional strong 
links to the humanities, such as philosophy, psychology 
and social sciences 1. The context within which psychia-
try is practiced is changing rapidly from social, cultural 
and scientific standpoints  2 3. The growing social prob-
lems, the occurrence of natural disasters 4, the on-going 
economic crisis 5, globalisation 6 and changes in family 
organisation and structure 7 8 are only some changes that 
have taken place in society during the last 20 years, which 
have had an impact on psychiatric practice. Other major 
changes are due to the development of new technolo-
gies, with a profound change in communication between 
people with the development of web-based social inter-

actions, such as blogs, tweets, and social networks 9-11.
As society changes, psychiatry needs to adjust its target 
accordingly, since mental health problems are the re-
sult of different biological, social and psychological fac-
tors  1. Consequently, the target of psychiatrists has also 
changed, from the treatment of mental disorders to the 
management of mental health problems 12.
Another aspect that has had an impact on psychiatric 
practice is the widespread use of manuals and assessment 
instruments to make reliable diagnoses of mental disor-
ders 2, 13. In fact, modern early career psychiatrists tend to 
base their clinical practice on rating scales rather than on 
in-depth psychopathological analyses of the patient 14 15.
Until 20 years ago, no doctor would have started a career 
in psychiatry without studying the bases of philosophy 
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and psychopathology. This is very rare today, with early 
career psychiatrists mostly focusing on reliable diagnostic 
criteria and assessment instruments 16 17. This is probably 
why there has been recently a call to “rediscover psycho-
pathology“ and to go “back to fundamentals” by eminent 
scientists and mentors  18-20.  Moreover, the attention of 
psychiatrists in general is more on a clinical level and 
on the pharmacological treatment of mental disorders, 
rather than on the exploration of the phenomenological 
background of psychopathology 21.
More recently, the importance for psychiatrists to have 
strong psychopathological bases has been repeatedly af-
firmed  22. In fact, psychopathology represents the com-
mon language for psychiatrists worldwide, it makes a 
unique contribution to understanding patients’ personal 
experiences, it gives a holistic view to the patient and al-
lows to validly apply operational criteria to support psy-
chiatric diagnoses 23 24.
In this paper, we will describe the current status on train-
ing and practice of psychopathology in Europe, report the 
unmet needs of training and suggest future perspectives 
for training in psychopathology. 

Methods
An ad-hoc questionnaire was developed using the same 
methodology adopted for other surveys recently car-
ried out by the early career psychiatrists networks of the 
World Psychiatric Association (WPA) and the European 
Psychiatric Association (EPA)  25-27. The questionnaire 
consisted of 29 items, subdivided into 3 sections: a) 
knowledge of psychopathology; b) training in psycho-
pathology; c) unmet needs and future perspectives for 
training in psychopathology.
In the period July-December 2013, 41 early career psy-
chiatrists, representatives of the early career psychiatrists 
of their national associations and recruited from the early 
career psychiatrists’ council of the EPA, were invited to 
participate in an online survey through email invitation. 
Each respondent was asked to provide the collective 
feedback of his/her association rather than that of any 
individual officer or member. Thirty-two associations re-
turned the questionnaire (response rate 78%). The list of 
participating countries is reported in Table I.

Results

Knowledge in psychopathology
Before starting the psychiatric residency course, almost 
all trainees have at least some basic knowledge in psy-
chopathology, i.e. they know what psychopathology is 
and what is about. In fact, the primary aims of psycho-
pathology are: 1) to assess psychiatric symptoms, 2) to 

understand abnormal experiences, and 3) to make noso-
graphic diagnoses.
The most well-known psychopathologists are Karl Jas-
pers, Emil Kraepelin and Kurt Schneider, followed by Eu-
gen Bleuler and Sigmund Freud (Table II). 

Training in psychopathology
A formal training course in psychopathology is available 
in 29 countries (90%). Considering the characteristics of 
training, in half of the countries the number of hours 
dedicated to psychopathology is not defined. Teaching 
modalities include theoretical lessons, role plays, work-
shops and discussions of clinical records, although the-
oretical lectures are the most widespread. Although the 
vast majority of residents use psychopathological rating 
scales in clinical practice, training in their use is very 
rarely offered. 
At the end of residency, the majority of early career psy-
chiatrists are not satisfied with the training they received 
in psychopathology.

Unmet needs of training in psychopathology
The three most important unmet needs for residents in 
psychiatry are: 1) lack of supervision from expert psy-
chiatrists (which is available in only a few countries); 2) 
number of hours dedicated to psychopathology (which 
is far from being satisfactory in most countries); 3) time 
spent with patients. Moreover, most trainees believe that 
training in psychopathological rating scales should be-

TABlE I. 
Participating countries.

Azerbaijan Lithuania

Albania Macedonia

Austria Malta

Belarus Montenegro

Belgium Poland

Bosnia and Herzegovina Portugal

Bulgaria Romania

Croatia Russia

Cyprus Serbia

Czech Republic Slovenia

Denmark Spain

Estonia Sweden

France Switzerland

Germany Turkey

Italy Ukraine

Latvia United Kingdom
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to the lack of a structured training course in psychopa-
thology, which is – in turn – a consequence of the current 
approach to psychiatric practice. Nowadays, psychiatric 
practice is more based on the management of symptoms 
without really considering the complexity of patients psy-
chopathology 28. Moreover, the number of hours dedicat-
ed to training in psychopathology is very far from being 
considered adequate by trainees. Recently, early career 
psychiatrists launched the need to “rediscover psychopa-
thology” 2, considering that the use of operational criteria 
of the international diagnostic manuals are not fully satis-
fying for formulating psychiatric diagnoses 13. The results 
of this survey highlight the importance of improving psy-
chopathological skills for young psychiatrists and to re-
gain an holistic view of psychiatric patients, considering 
the complex interplay of biological, psychological and 
social factors of psychiatric symptoms 28. 
The fact that psychopathology has been recognised as the 
core component of training curricula confirms the need to 
“re-discovery psychopathology”, in line with the agenda 
of international associations of young psychiatrists, such 
as the WPA Council of Early Career Psychiatrists and the 
EPA Early Career Psychiatrists Committee 2, 29. On these 
grounds, since 2013 the EPA section on philosophy and 
psychiatry runs a highly successful annual educational 
course on psychopathology that brings together many 
early career psychiatrists from Europe. Further education-
al activities include the organisation of scientific events 
and the production of books and educational modules for 
young psychiatrists 30. Other initiatives to improve train-
ing and practice of psychopathology would be highly 
welcome.

Conclusions

Although psychopathology still represents the core part 
of psychiatric curricula, there are no clear indications re-
garding training in psychopathology across Europe. This 
can be one of the reasons for the low level of satisfaction 
reported by residents in psychiatry. International asso-
ciations, funding bodies, institutional agencies and other 
stakeholders involved in the mental health enterprise 
should work together to improve knowledge of psycho-
pathology for the future generations of psychiatrists.
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380

G. Sampogna et al.

13 Frances A. The past, present and future of psychiatric diag-
nosis. World Psychiatry 2013;12:111-2.

14 Volpe U and Sass H. Why, what and how should early ca-
reer psychiatrists learn about phenomenological psycho-
pathology? In: Fiorillo A, Calliess IT, Sass H, editors. How 
to succeed in psychiatry: a guide to training and practice. 
Chichester: Wiley-Blackwell 2012.

15 Nordgaard J, Revsebech R, Sæbye J, et al. The validity of 
structured psychiatric diagnostic interview. World Psychia-
try 2012;11:181-5.

16 Regier DA, Kuhl EA, Kupfer DJ. The DSM-5: classification 
and criteria changes. World Psychiatry 2013;12:92-8.

17 Maj M. “Clinical judgement” and the DSM-5 diagnosis of 
major depression. World Psychiatry 2012;12:89-91.

18 Jablensky A. Psychiatry in crisis? Back to fundamentals. 
World Psychiatry 2010;9:29.

19 Maj M. Prefazione. In: Ballerini A, editor. Psicopatologia 
fenomenologica: percorsi di lettura. Roma: CIC Edizioni In-
ternazionali 2002.

20 Parnas J, Sass LA, Zahavi D. Rediscovering psychopatholo-
gy: the epistemology and phenomenology of the psychiatric 
object. Schizophr Bull 2013;39:270-7.

21 Stanghellini G. The meanings of psychopathology. Curr 
Opin Psychiatry 2009;22:559-64.

22 Fusar-Poli P. One Century of Allgemeine Psychopathologie 
(1913 to 2013) by Karl Jaspers. Schizophr Bull 2013;39:268-9.

23 Maj M. Psychiatric diagnosis: pros and cons of prototypes 
vs. operational criteria. World Psychiatry 2011;10:81-2.

24 Parnas J, Sass L, Zahavi D. Phenomenology and psychopa-
thology. Philos Psychiatr Psychol 2011;18:1-23.

25 Riese F, Oakley C, Bendix M, et al. Transition from psy-
chiatric training to independent practice: a survey on the 
situation of early career psychiatrists in 35 countries. World 
Psychiatry 2013;12:82-3.

26 Fiorillo A, Sampogna G, Del Vecchio V, et al. What is the 
current status of training and practice of early intervention 
in psychiatry? Results from a survey in 35 countries. Early 
Interv Psychiatry 2013 Aug 22.

27 Fiorillo A, Luciano M, Giacco D et al. Training and practice 
of psychotherapy in Europe: results of a survey. World Psy-
chiatry 2011;10:238.

28 Stanghellini G. The portrait of the psychiatrist as a globally 
minded citizen. Curr Opin Psychiatry 2013;26:498-501.

29 Fiorillo A, Brambhatt P, Elkholy H, et al. Activities of the 
wpa early career psychiatrists council: the action plan is in 
progress. World Psychiatry 2011;10:159.

30 Fiorillo A, Del Vecchio V, Luciano M, et al. This is why 
there is hope for psychiatry. World Psychiatry 2014;13:1.

Nawka (Czech Republic), Andreas Hoff (Denmark), Marina 
Cojocaru (Estonia), Olivier Andlauer (France), Sonja Ger-
ber (Germany), Giovanni Martinotti (Italy), Laura Shtane 
(Latvia), Juditha Augenhaite (Lithuania), Angelina Ilievska 
(Macedonia), Hector Cutajar (Malta), Aleksandar Tomcuk 
(Montenegro), Agnieszka Butwicka (Poland), Mariana Pinto 
da Costa (Portugal), Adriana Mihai (Romania), Maria Orlo-
va (Russia), Maja Pantovic (Serbia), Sonja Virag (Slovenia), 
Guillermo Lahera (Spain), Hanna Edberg (Sweden), Florian 
Riiese (Switzerland), Sinan Guloksuz (Turkey), Stanislava 
Matiukha (Ukraine), Gregory Lydall (United Kingdom).

Conflict of interest 
None.

References
1 Fiorillo A, Maj M. Il ruolo della psichiatria nella medicina 

moderna. In: Siracusano et al., editors. Manuale di psichia-
tria. Roma: Il Pensiero Scientifico Editore 2014.

2 Fiorillo A, Malik A, Luciano M, et al. Challenges for trainees 
in psychiatry and early career psychiatrists. Int Rev Psychia-
try 2013;25:431-7.

3 Sartorius N. La psichiatria nel ventunesimo secolo. In: Fio-
rillo A, editor. Lezioni di psichiatria per il nuovo millennio. 
Roma: Il Pensiero Scientifico Editore 2010.

4 Ekanayake S, Prince M, Sumathipala A, et al. “We lost all we 
had in a second”: coping with grief and loss after a natural 
disaster. World Psychiatry 2013;12:69-75. 

5 Economou M, Madianos M, Evangelia Peppou L, et al. Sui-
cidal ideation and reported suicide attempts in Greece dur-
ing the economic crisis. World Psychiatry 2013;12:53-9. 

6 Heinz A, Deserno L, Reininghaus U. Urbanicity, social ad-
versity and psychosis. World Psychiatry 2013;12:187-97.

7 Luciano M, Sampogna G, Del Vecchio V, et al. The family 
in Italy: cultural changes and implications for treatment. Int 
Rev Psychiatry 2012;24:149-56.

8 Bhugra D, Fiorillo A. Families, functioning and therapies. Int 
Rev Psychiatry 2012;24:79-80. 

9 Moock J. Support from the internet for individuals with men-
tal disorders: advantages and disadvantages of e-mental 
health service delivery. Front Public Health 2014;11:65. 

10 Swendsen J, Salamon R. Mobile technologies in psychiatry: 
providing new perspectives from biology to culture. World 
Psychiatry 2012;11:196-8.

11 Grady B. Promises and limitations of telepsychiatry in rural 
adult mental health care. World Psychiatry 2012;11:199-201.

12 Maj M. From “madness” to “mental health problems”: re-
flections on the evolving target of psychiatry. World Psy-
chiatry 2012;11:137-8 .



Psycopathology of mood disorders

381Journal of Psychopathology 2014;20:381-392

Summary
This article argues for the importance of investigating emotions 
in psychiatry. In a time dominated by striding naturalistic ex-
planations of mental illness, phenomenological psychopathol-
ogy provides a crucial investigation into the subjective aspect 
of the disordered mind. Emotional phenomena are Janus-faced 
in the sense that they bring out the complex interplay of im-
personal, biological and personal features of mental illness. We 
propose a framework for understanding emotional experience 
that is grounded in four key points: a general concept of “affec-
tivity”, the definition of “emotion” as felt motivation to move, 
the distinction between “affect” and “mood” according to their 
intentional structure and the dialectics between affects and 
moods. The reason why emotions matter in psychiatry is that 
mental suffering brings out an emotional fragility that we argue 
is constitutive of personal identity. Emotional experience reveals 
an intimate alienation at the heart of our mental life. What we 
feel is our own experience, but in this experience we may feel 

that we are not ourselves. To be a person is to live with this af-
fective experience of selfhood and otherness. Emotions disclose 
an inescapable fragility at the heart of our identity that plays a 
significant role in our vulnerability to mental illness. We pro-
pose a model constructed upon the theoretical assumption that 
the fragility characterising human personhood stems from the 
dialectics of selfhood and otherness at the core of being a per-
son. These dialectics become particularly evident in the way our 
moods challenge our sense of personal identity by complicating 
our relation to norms and values. In fact, we argue that moods 
are the most conspicuous epiphany of otherness in human life, 
in that they, more than other experiences, complicate our sense 
of being who we are. By way of conclusion, we illustrate our 
model with a phenomenological and hermeneutical analysis of 
the experience and meaning of shame. 
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Emotions, identity and vulnerability

Mental suffering challenges our understanding of what 
it means to be a person more urgently than does the suf-
fering we experience when we, for instance, hurt our 
forehead against the kitchen cupboard or struggle with a 
kidney disease. What we consider to be easily localised 
physical pain is, of course, not as simple a phenomenon 
as it is often conceived to be2-4. Nevertheless, the com-
plexity of mental suffering is even more daunting due to 
the fact that it, among other things, brings out the fragility 
constitutive of personal identity. 
In this paper, we will focus on the emotional dimension 
of this fragility. To exist as human persons is to live with 
the emotional fragility that makes us the persons that 
each and every one of us is. The reason why emotions 
matter in psychiatry is, we shall argue, because this emo-
tional fragility plays a major role in the constitution of our 
personal identity as well as in our vulnerability to mental 
illness. To assess, explore, care for and cope with the suf-
fering involved in mental illness, we need to make sense 

of our emotional fragility. 
The emotional aspect of mental illness is often charac-
terised by diffuse and impalpable constellations of fleet-
ing sensations, long-lasting dispositions, bodily fluctua-
tions and pressures, nebulous atmospheres, hazy intima-
tions and other affective colourings that are difficult to 
describe, communicate and make sense of. This broad 
and encompassing aspect of our emotional life is com-
monly described with the concept “mood”. Unlike most 
of our emotions, moods normally do not direct a person 
towards anything in particular. But that does not mean 
that moods do not carry any informative value. On the 
contrary, they are perhaps the most densely informa-
tive phenomena of our emotional life. Moods do not in-
form us about the “what” or the “why” of our feelings, 
but they disclose “how” something is felt. This, in turn, 
tends to problematise and transform into open questions 
the “what” and “why” of our moods. In other words, my 
questioning about myself is often elicited by my mood 
before my identity becomes an explicit problem. Moods 
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are connected to self-understanding. Moods situate me 
with respect to a given situation. I understand who I am 
in the context of a given situation, of my practical en-
gagement, as embedded in a certain world (private as so-
cial), and this engagement is primordially enveloped in 
a certain mood. Moods may disclose to me what words 
and deeds do not. They are no hindrance to “cognitive” 
knowledge, as rationalistic theories argue, but the via re-
gia to understanding myself as embedded in the world.
This informative overload disclosed by our moods is one 
of the reasons why philosophy of emotion tends to refrain 
from questions about moods. Literature, poetry, and not 
least phenomenological psychopathology, on the other 
hand, are all concerned with deciphering this overload 
of information. A novel or a piece of poetry can be about 
almost nothing, and yet make us understand what seems 
to be everything. For example, the famous opening of 
Moby Dick, Herman Melville’s monumental allegoric ex-
ploration of the fragility of human identity, may be read 
as a poignant description of dysphoric mood: “Call me 
Ishmael. Some years ago – never mind how long precise-
ly – having little or no money in my purse, and nothing 
particular to interest me on shore, I thought I would sail 
about a little and see the watery part of the world. It is a 
way I have of driving off the spleen, and regulating the 
circulation. Whenever I find myself growing grim about 
the mouth; whenever it is a damp, drizzly November in 
my soul; whenever I find myself involuntarily pausing be-
fore coffin warehouses, and bringing up the rear of every 
funeral I meet; and especially whenever my hypos get 
such an upper hand of me, that it requires a strong moral 
principle to prevent me from deliberately stepping into 
the street, and methodically knocking people’s hats off 
–  then, I account it high time to get to sea as soon as 
I can”   5 [p. 1]. Like skilled novelists, phenomenologi-
cal psychopathologists know that our attempts at under-
standing the “what” and “why” of moods, especially bad 
moods, depend on the accuracy of our description of the 
“how” the person actually feels. 
Our moods are, arguably, the clearest expression of the 
ambiguity of rationality (subjectivity) and a-rationality 
(biology) constitutive of being a person. Personhood is 
ambiguous because of the fact that we are biological 
organisms who experience and understand ourselves as 
being more than our biology. We call this the ontologi-
cal ambiguity of being human. A human person is both 
a what (impersonal organism) and a who (personal self), 
and this ambiguous ontology affects our experience and 
understanding of the world, other people and ourselves. 
The fact that the fluctuation of moods involved in mental 
illness cannot be explained by (or with) our peculiar ra-
tional engagement with the world makes it evident that 
a-rational, biological factors sometimes gum up or even 
destroy our cognitive endeavours. Thus, to make sense 

of the emotional fragility at the core of this ambiguity we 
do best to follow the advice of the philosopher of George 
Graham: “Seek for explanations of a mental disorder that 
combine references to brute, a-rational neural mecha-
nisms and to the rationality of persons. Examinations of 
the immediate forces behind a mental disorder reveal that 
they carry two distinct inscriptions”. “Made by unreason” 
and “Made by reason” 6 [p. 7]. That I am “made by un-
reason” means that I cannot choose my moods. And yet, 
I am not just a passive and helpless vessel for my moods. 
I can actively relate myself to them. In fact, my personal 
identity is constituted by my active relation to the embod-
ied and situated self that I am, including my moods. Thus, 
“made by reason” means that through reflection and nar-
ratives, moods can be incorporated actively, reflectively 
and thematically into a person’s identity. 

Hermeneutical phenomenology of emotions
This complexity of rational and a-rational factors at work 
in mental suffering remains a major challenge to the cur-
rent naturalistic atmosphere in psychiatry. On the one 
hand, human beings are biological organisms on a par 
with other biological organisms in nature 7 8. This means 
that human suffering is caused by, and subjected to, the 
same anonymous mechanisms as other biological func-
tions in nature. On the other hand, human beings are 
strange creatures 9 10. Human suffering is not anonymous, 
but painfully personal in the sense that our experience of 
suffering is structured by, and permeated with, the sub-
jective features that make us human. It is our experience 
of suffering, and our rational endeavour to make sense of 
our experience, that makes us suffer. 
Phenomenological psychopathology presents a strong 
corrective to the naturalistic negligence of serious inves-
tigations of subjectivity in contemporary psychiatry. It is 
difficult, if not to say impossible, to dismiss the subjective 
dimension of human experience and action as irrelevant 
or illusory when dealing with mental illness. Or, to put 
it differently, subjectivity is a kind of “objectivity” that 
psychiatry has to deal with. 
However, the fragile ambiguity involved in mental suf-
fering demonstrates that clarifying subjectivity is not 
enough. Whereas phenomenology as a philosophical 
position may be allowed to focus its investigations exclu-
sively on the experiential structure and dynamics of sub-
jectivity, leaving out (or merely adding on at a later stage) 
the subpersonal biological (evolutionary, genetic and 
neuroscientific) factors of human experience 11 12, this is 
not the case for phenomenological psychopathology. 
The overwhelming evidence for the crucial role that bio-
logical factors play in mental illnesses compels phenom-
enological psychopathology to acknowledge the brute, 
a-rational workings of human nature, which mark a blind 
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by the peculiar beings that we are and by the norms and 
values that orient our understanding of who we are. 
Our version of hermeneutical phenomenology revolves 
around the notions of personhood and emotion 13. Our 
sense of selfhood is troubled in the sense that our ex-
perience of ourselves is characterised by a basic emo-
tional fragility that makes us question who and what we 
are. Ricoeur describes this existential condition by say-
ing that human thinking is always “wounded thinking 
[cogito blessé]” 16 [p. 425]. Our model for exploring this 
fragility, and making sense of the ensuing vulnerability, is 
constructed upon a rather simple explanatory anvil that, 
however, has immensely complex consequences. We ar-
gue that the fragile character of human experience stems 
from a basic dialectical interplay of selfhood and other-
ness at the heart of our identity as human persons. To be 
a person is to live with the intimate alienation that we ex-
perience in our emotional life. Our emotions are intimate 
in the sense that they are our emotions, and they are al-
ienating in the sense that at work in those self-same emo-
tions is an otherness that constantly disturbs our sense of 
being an autonomous self. We are what and who we are, 
but our identity is fragile because the what and the who 
we are is constantly challenged in our existing as persons. 
We do not ourselves decide the persons that we are, and 
our experience of being the unique self that we are is thus 
constantly challenged. Our self-understanding is compli-
cated by the fact that we are not merely (our)selves, but 
persons with a particular biological constitution living in 
a world shared with other persons (un)like us. Examining 
this particular emotional fragility at the heart of our iden-
tity, we shall argue, helps us to make sense of, and cope 
with, our vulnerability to mental illness. 

Feeling theories and cognitive theories  
of emotions
What emotions actually are is intensely debated. Yet, 
few contemporary researchers in the interdisciplinary 
field of emotion studies would disagree with the one of 
its leading philosopher, Ronald de Sousa, when he char-
acterises emotions as the most profoundly embodied 
phenomena of human experiences  17 [p. 47]. The real 
issue at stake, however, is just how to understand the 
peculiar combination of body and thinking at work in 
human emotions. In fact, in the last century or so emo-
tion studies have been shaped by prolonged exchanges 
between two seemingly irreconcilable conceptions of 
what emotions are: feeling theories and cognitive theo-
ries 18. As mentioned above, the emotional experiences 
most pertinent to psychiatry are the hazy, impalpable 
phenomena that we describe as moods (e.g. anxiety, 
dysphoria, depression, euphoria), so in what follows we 
will present the two dominant theories of what emotions 

spot in our phenomenological explanations. Sometimes 
feelings are simply a-rational bodily feelings. This, of 
course, should not overshadow the fact that phenom-
enology is perhaps the best tool we have for articulat-
ing and distinguishing the multifarious feelings involved 
in our emotional life. This phenomenological work must 
be done, though, with the humble awareness that even 
though, most of the time, phenomenological analysis and 
narrative articulations are the best way to understand and 
cope with our feelings and emotions, sometimes causal 
explanations are the ones that do the job. In order to deal 
with this complexity of biology and subjectivity involved 
in mental suffering, we have developed a theoretical 
framework for psychopathology inspired by the herme-
neutical phenomenology of the French philosopher Paul 
Ricoeur 13. This particular hermeneutical version of phe-
nomenological psychopathology is constructed upon the 
emotional fragility involved in mental illness, and argues 
that human personhood is constituted by the fragile dia-
lectics of selfhood and otherness. Before going into our 
explanations of what emotions are and why they matter 
to psychiatry, we will (very) briefly introduce this theo-
retical framework.
Phenomenology is a vast and highly diverse tradition in 
philosophy that continues the patient systematic inves-
tigation of human experience inaugurated by Edmund 
Husserl at the beginning of the twentieth century. Con-
temporary phenomenology persists in examining basic 
philosophical questions about subjectivity, intersubjec-
tivity, selfhood, otherness, perception, agency, etc., in or-
der to clarify and make sense of the first-person perspec-
tive involved in pre-reflective experience  14  15. Herme-
neutical phenomenology goes back to the severe critique 
of Husserl delivered by his own reckless student Martin 
Heidegger. It differs from more traditional Husserlian 
phenomenology by arguing that we cannot understand 
subjective experience if we do not pay close attention 
to the interpretative character of subjective experience. 
Our pre-reflective experience of the world, ourselves and 
other people is not simply given, but always saturated by 
our emotional and reflective engagement with the world, 
other people and ourselves. This critique of “pure” phe-
nomenology is not so much a break with the phenome-
nological insistence on the need for a thorough investiga-
tion of subjectivity as it is a shift of exploratory emphasis. 
Traditional Husserlian phenomenology focuses on the 
structures and dynamics pre-reflective of subjective ex-
perience. To hermeneutical phenomenology, a human 
being is not merely a self who experiences the world, but 
a person who exists in the world. Human existence is 
more than experience in the sense that what we expe-
rience as human beings is constantly shaped and influ-
enced by what (ontology) and who (normativity) we are. 
That is to say, our experience is ineluctably influenced 
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our brain. The feelings involved in our emotional life 
are to be understood in the explanatory context that the 
evolutionary psychologists Tooby and Cosmides have 
epitomised as “the past explains the present”, where 
“past” means the remote past of our phylogenetic de-
velopment 30. 
(2) Cognitive theories reject such a framework. Our emo-
tional life, these theories argue, cannot be reduced to a 
few basic emotions determined by the evolutionary de-
velopment of our bodies. There is something more to 
human emotions than shared mammalian affect-systems 
processed by our particularly developed cognitive skills. 
This was already noticed by the physiologist Walter B. 
Cannon in 1927. He criticised feeling theories for not be-
ing able to explain the phenomenological difference be-
tween rage and anger, because on a purely physiological 
level these emotions have the same visceral reactions, 
and yet they result in clearly distinguishable emotions 31 
[p. 110]. Recent efforts to argue for a reductive expla-
nation of the phenomenological and conceptual dis-
tinctions of various feelings in terms of a few universal 
emotions still have difficulty accounting for the experi-
ential variety of human emotions  23 25 32. Therefore, the 
cognitive theories establish a different framework for ex-
plaining human emotions. Our emotions are drastically 
different from those of other animals due to our highly 
developed cognitive skills. Our merely physiological 
feelings are secondary to the logical or cognitive struc-
ture of our emotions. Emotions tell us something about 
what it means to be human. They reveal what we value 
and care for as human persons existing in a world shared 
with other persons. Responsibility, judgment and volition 
are key concepts in the cognitive approach. The cogni-
tive framework is the one predominantly advocated by 
philosophers working in the tradition of, among others, 
Aristotle, the Stoics, Sartre and it has found its most re-
cent advocates in the late Richard C. Solomon 33 34 and 
Martha Nussbaum 35. The cognitive framework revolves 
around the intentional structure of human experience 
and the cognitive structures of human understanding. 
An emotion is always constituted by the object(s) of the 
emotion. When I am angry, I am angry with someone 
because of something that this person has said or done; 
when I love, I always love someone or something, and 
the same goes for fear, joy, irritation, shame, etc. As Sol-
omon writes: “What is oddly ignored in the discussion 
of feelings is the whole dimension of intentionality, our 
many ways of being engaged in the world […] I prefer to 
talk about emotional experience rather than simply “feel-
ings”, which carries the implication of something simple 
and unstructured” 34 [pp. 140-141].
The problem with the cognitive approach is that it leaves 
very little room for cognitively impenetrable feelings that 
do not seem to involve any clear-cut intentionality or cog-

are through an examination of how they deal with the 
explanatory challenge posed by moods. 
(1) Feeling theories pick up the thread from the revolu-
tionary biological theories of emotions introduced by 
Charles Darwin (1872) 19 and William James (1884) 20 in 
the last quarter of the nineteenth century. Emotions, these 
theories argue, are feelings of bodily changes occurring 
independently of any voluntary or cognitive interference. 
Our fear is the felt perception of the bioregulatory chang-
es of our body in interacting with the environment. In 
a sense, our bodies tell us when to be afraid, when to 
be sad, pleased, surprised, in panic, and so on, because 
these emotions are feelings of physiological reactions to 
our coping with the external world. In recent years, the 
exceptional advance in neuroscience has substituted the 
generic term “body” with more specified limbic brain 
systems, but, all in all, the idea remains the same  21-26. 
The phenomenologically rich variety of emotional ex-
periences is reduced to a minimal number of emotions, 
varying from six to nine so-called “basic emotions” (e.g. 
fear, anger, enjoyment, sadness, disgust, surprise) that 
are a decisive part of our evolutionary heritage 27. These 
emotions vary only slightly among higher primates and 
are expressions of our shared mammalian affect-systems 
that are developed to ensure survival, well-being and 
reproduction. According to this approach, there are dif-
ferent ways of coping with moods. One can reject their 
relevance for our lives altogether, as does, for example, 
the hugely influential psychologist Paul Ekman: “Earlier 
I argued that emotions are necessary for our lives, and 
we wouldn’t want to be rid of them. I am far less con-
vinced that moods are of any use to us. Moods may be an 
unintended consequence of our emotion structure, not 
selected by evolution because they are adaptive […] If I 
could, I would forego ever having any mood again and 
just live with my emotions. I would gladly give up eu-
phoric moods to be rid of irritable and blue moods”  28 

[pp. 50-51]. Or they can be considered as the impersonal 
workings of our genes, as is the case with the philosopher 
Dylan Evans: “[W]e saw that the emotions of joy and dis-
tress evolved to act as motivators, like an internal car-
rot and stick. The moods of happiness and sadness may 
work in a similar way. Natural selection did not design 
our minds to think directly about how best to pass on our 
genes. Instead, it gave us the capacity to feel happy, and 
it made the experience of happiness contingent on doing 
things that help our genes to get into the next genera-
tion” 29 [p. 74].
Although the two statements disagree on the relevance 
of moods (annoyingly irrelevant vs. very relevant), they 
concur in establishing the impersonal functioning of the 
body as the basic framework for the understanding of 
moods. Emotional experience is shaped, influenced and 
sometimes even determined by the genetic makeup of 
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As we have seen, feelings are generally understood as 
perceptions of bodily changes and affective states such 
as, for example, discomfort, pleasure, pain, exaltedness, 
tiredness and sadness. Emotions, on the contrary, are 
mostly considered as intentionally or rationally struc-
tured experiences such as anger (with), surprise (at), love 
(of), pride (in), shame (at), guilt (about) and so on. In ad-
dition to these two concepts, mood is often indicated as 
a third kind of emotional experience, but is seldom given 
much attention. 
There is something impoverishing, even unhealthy, 
about the conceptual dominance of feeling and emo-
tion 41 [pp. 24-25]. This narrowing of focus has certainly 
produced an analytically strong understanding of emo-
tional experience, but it has also left out many aspects 
of the analysis. We believe that it is possible to retain 
the benefits of the twentieth century’s focus on emo-
tions and feelings while enlarging the framework to 
include the more impalpable aspects of emotional ex-
perience that were left out for the sake of clarity. Our 
version of hermeneutical phenomenology proposes a 
framework for understanding emotional experience that 
is grounded in four key points: (1) a general concept of 
“affectivity”, (2) the definition of “emotion” as felt moti-
vation to move, (3) the distinction between “affect” and 
“mood” according to their intentional structure, (4) the 
dialectics between affects and moods. 
(1) Human consciousness is affective besides being cog-
nitive. Our cognitive skills are always embodied in some 
kind of affectivity. When we experience something, this 
something affects us in a certain way, and the same goes 
for our perceptions, thoughts and actions. As Michael 
Strocker writes: “without affectivity it is impossible to live 
a good human life and it may well be impossible to live 
a human life, to be a person, at all” 39 [p. 17]. The affective 
nature of human experience is basically expressed by the 
fact that our experiences affect or touch us. We feel our 
existence in the world as well as we (partially) understand 
it. Everything touches us in some way or another. We reg-
ister this being affected by means of more or less distinc-
tive and more or less conscious feeling-states. There is, in 
other words, no getting behind or beyond the complexity 
of our affective lives. 
(2) The word “emotion” derives from the Latin ex mo-
vere. Emotions are the lived motivation for movement. 
Emotions are kinetic, dynamic forces that drive us in our 
ongoing interactions with the environment 42 43. They are 
functional states which motivate and may produce move-
ments 13 44 and protentional states that project the person 
into the future providing a felt readiness for action 45. An 
emotion situates a person, allows her to see the things 
that surround her as disclosing certain (and not other) 
possibilities, that is, a given set of affordable actions. 
Thus, emotions are the core of the person’s life-world. 

nitive structure, such as moods and bodily feelings 36 [pp. 
18-42] 37 [pp. 24-40] 38 [pp. 50-83]. By foregrounding the 
rational or intentional aspect of human emotions, these 
theories explicitly downplay the a-rational and functional 
character of our interaction with the environment. Obvi-
ously, cognition is the hallmark of the human species, 
but many aspects of our emotional experience seem to 
lack the rational structure of intentionality. Conceptual 
analyses of, for example, beliefs and desires do not clarify 
all of what we characterise as emotions, because emo-
tions are not always the expression of what we believe or 
desire 39 [pp. 28-51]. Although intimately related with de-
sires and beliefs, some emotions do not reflect what we 
want, think, desire, or hope for – or, more exactly, they 
do not reflect what we explicitly –  that is, consciously 
and voluntarily  – want, think, desire and hope for. My 
emotions can have a grip on me, overcome me and make 
me do what I never thought I would do. In other words, 
sometimes, my emotions appear to be stronger than my 
will, my desires, and my beliefs 40 [pp. 119-121]. 
Where does this leave us? We have seen that whereas 
feeling theories operate within an evolutionary frame-
work, cognitive theories refer to an intentionally and ra-
tionally structured framework, and that neither is able to 
articulate and make sense of moods in any substantial 
way. However, the fact that we continuously experience 
moods suggests that there must be more to our emotional 
experience than what is explained in either the evolu-
tionary or the rationally structured framework. We can-
not, as Ekman does in the passage cited above, just wish 
that we did not have moods. We do have them. And they 
do not disappear simply because they are not analysed in 
our theories. 

Emotions, affects and moods
How, then, do we include moods in the analysis of emo-
tional experience? The first thing to do is to get a hold 
on the terminology. Contemporary research on emo-
tions suffers from a serious conceptual confusion. To feel 
something is a very multifarious phenomenon, which 
means that it is not particularly clear what is meant when 
we say that an experience is emotional. Two concepts, 
however, seem to dominate the current debate, namely 
feelings and emotions. Before the end of the nineteenth 
century, emotional experience was expressed by a va-
riety of different concepts such as sentiments, passions, 
feelings, affections, appetites, agitations and emotions. 
The scientific spring-cleaning of the academic vocabu-
lary together with the writings of Darwin and James on 
emotions put an end to this novel-like variety. Thus, in 
the twentieth century, any investigation that wanted to 
be taken seriously focused on the concepts of (structured) 
emotions and (bodily) feelings.
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them. They are more indefinite and indeterminate than 
affects and are often inarticulate. Moods usually manifest 
themselves as prolonged constellations of feelings. Also, 
moods have a horizontal absorption in the sense that they 
attend to the world as a whole, not focusing on any par-
ticular object or situation. Moods convey a constellation 
of vague feelings that permeate my whole field of aware-
ness. Examples of affects are fear, grief, joy, anger and 
boredom. Examples of moods are anxiety, depression, 
euphoria, dysphoria and tedium.
Although we said that affects convey an explicit signifi-
cance, for instance, fear is fear of something, it happens 
that the significance of an affect cannot be characterised 
at face value. This is the case with phobias, where the 
fear of the phobic object as such is just one aspect, the 
explicit one, of the constellation of felt meanings encap-
sulated in this emotion. For instance, in the emotional 
experience of cynophobia, the dog-ness of a dog may 
condense several felt meanings as, e.g. dirt, animality, 
fidelity, dependence, etc. Each of these meanings may 
evoke in the phobic person a specific emotion that com-
plements fear as, e.g. repugnance (dirt), shame (animal-
ity), envy (fidelity), contempt (dependence), and so on. 
Also, each emotion, including moods and affects, next 
to its explicit and particular significance, conveys an im-
plicit and universal one. This will be explained in the 
last section, which discusses the case with the emotion 
of shame.
Furthermore, whereas affects are characterised by their 
direct relation to action (e.g. fear usually implies flight or 
avoidance), moods appear to have a more complicated 
relation. A mood does not prompt me to a specific ac-
tion, and some (often bad) moods may impede or at least 
severely complicate action. This is closely related to the 
lack of object(s). When I am angry, I am normally angry 
with someone because of something. I have a clear focus 
for my feelings in the sense that I know where I shall di-
rect my attention and vent my anger or at least deal with 
it in some way or other. I may be uncertain as to how 
I should best cope with my affects, but I have a pretty 
clear idea of what I am feeling and why. Or to put it dif-
ferently, I have a more or less uncomplicated grasp of 
the intentional structure of my affects as, e.g. fear, love, 
surprise, shame, resentment, disappointment, guilt, etc. 
Moods, however, are different, and bad moods in partic-
ular. Moods affect our experience as a whole. We are not 
able to clearly identify an object for our mood, although 
we may notice that when we are in a certain mood our 
otherwise heterogeneous feelings are affected by some 
general attunement or colouring. Moods take a hold of 
the entire person and affect how this person feels about 
the world, other people and him or herself. Contrary to 
affects, moods attune or colour our emotional experience 
as a whole. We explain our own disparate feelings and 

They are, in the words of the phenomenologist Merleau-
Ponty, “spatialising and temporalising vortex” 46 (p. 297) 
that organises the life-world, i.e. the lived time, space, 
self, otherness and materiality of objects of the world a 
person lives in. These existential dimensions are the scaf-
foldings of a person’s life-world and, as we shall see, will 
provide the guidelines for a systematic definition of an 
emotion. 
A necessary first step in understanding an emotion is to 
describe it in terms of the kinds of movements implied in 
it, that is, of its specific choreography: the coherent com-
bination of the design of the movements of the person 
who is experiencing a given emotion, and of the design 
of the environment (the scenario) in which these move-
ments are situated 47 [pp. 41-62]. For instance, in sadness 
I flow downwards in a slow, sinking manner as things 
appear to be forlornly sinking and sagging downwards. In 
joy I flow upwards in a radiated manner as things around 
me have an uplifted momentum. In retaliatory anger I feel 
driven forwards, violently attacking as the “object” of an-
ger grows larger and occupies the foreground. In love I 
flow forwards in a gently binding way as the loved person 
flows forwards, towards me. In pride I go upwards in an 
inflated rising as things grow smaller compared to me. In 
humiliation I flow downwards in a plummeting, quick 
and violent drop as persons around me grow larger and 
look at me. In repugnance I flow backwards creating a 
centripetal vortex as things flow forward towards me, as 
if attracted by the vortex. In awe I flow backwards and 
downwards in a shuddering manner as things flow for-
wards and upwards, towering above me. In fear I move 
backwards in a shrinking and cringing manner as things 
flow forwards, towards me in a looming and menacing 
manner. In anxiety I feel suspended in a quavering man-
ner over an inner bottomlessness, as an atmosphere, not 
things themselves, is felt as a menace. 
(3) “Emotion” is an umbrella term denoting the multifari-
ous affective phenomena that make up our emotional ex-
perience. Our emotional experience can be conceived 
of as a constantly altering continuum of affective phe-
nomena at the opposite ends of which we find two very 
different kinds of experiences: affects and moods. The 
basic difference lies in the fact that affects are focused, 
and possess a clear-cut intentionality, that is, a specific 
directedness. Also, they are felt as motivated. In general, 
they are more determinate than moods and more articu-
lated. Affects do not open up a horizontal awareness, but 
occupy all my attentional space (e.g., in fear I am com-
pletely absorbed by the phenomenon that terrifies me) 
and usually convey an explicit significance. Moods, on 
the contrary, are characterised by a lack of a clear, if any, 
intentional structure. They are unfocused, and thus do 
not possess a specific directedness and aboutness. They 
are felt as unmotivated, and there are no “felt causes” for 



387

Training in psychopathology in Europe: are we doing well? A survey among early career psychiatrists

We fully agree with this conception of emotions as being 
intimately connected with values, but strongly disagree 
with Prinz’s understanding of the values that shape and 
determine our life. He writes: “To qualify as an appraisal, 
a state must represent an organism-environment relation 
that bears on well-being. On the view I have been de-
fending, emotions qualify as appraisals in this strict sense. 
They represent core relational themes”  26 [p. 77]. This 
kind of framework accepts two forms of influences on 
human emotional experience: on the one hand, somatic 
core relational themes concerning survival, reproduction 
and well-being; on the other hand, the variegated ways 
culture nurtures these basic themes in different socio-
cultural contexts. In other words, our emotions disclose 
biological and cultural values, and our well-being is a 
matter of how we accept and live by these values. Thus, 
the notion of well-being becomes reductive (to survive 
is better than not surviving) and relativistic (just do like 
the others are doing or isolate yourself and do what you 
like to do) at the same time. Our well-being is constituted 
by how we relate ourselves to our “organism” and our 
“environment”. Although Prinz strongly emphasises that 
he is contrary to evolutionary reductionism and pleads for 
what he calls integrative compatibilism between biology 
and culture 26 [pp. 117-130, 158], his notion of well-be-
ing still remains problematic. And this is due to his sim-
plistic conception of what it means to be a person. In fact, 
in his theory (as in most evolutionarily inspired theories) 
the question of personhood is not discussed at all.
A person is not simply the product of biology and culture, 
and well-being is not merely a matter of accepting bio-
logical needs or following cultural norms. This is not to 
say that biology and culture do not play important roles 
in the constitution of human values. Our emotions reveal 
that biological needs (I may be irritated because of lack 
of sleep or food) and cultural norms (I may be ashamed 
of myself if I display bad taste or manners) are impor-
tant to our well-being. Nonetheless, human well-being is 
more fragile than such an account makes it out to be. A 
reference to the biological or cultural constitution of our 
values does not explain the fragile character of person-
hood. The life of a human person is significantly different 
from the lives of other highly developed primates. The 
hypertrophy and spectacularly complex development of 
our brains 57 is just one of the major differences that make 
the wisdom of our bodies an extremely “fragile wisdom”, 
as convincingly demonstrated by the recent studies of the 
biological anthropologist, Grazyna Jasienska  58. We are 
not what we are simply by being born, growing up, blos-
soming in our prime years, becoming old and eventu-
ally dying. There is more to the human animal than its 
organism and environment. An important part of human 
vulnerability lies in the fragility involved in the fact that a 
person can want to be different from who she actually is. 

emotional reactions and those of others by referring to 
the generality of moods: “Normally, he would not react 
so aggressively, but he has been in a nervous mood for 
several days now”; or “I am sorry that I yelled at you, but 
I am just in a bad mood today”. Thus, moods have often 
been referred to as background feelings, attunement, at-
mosphere, or emotional climate. Such characterisations 
are accurate and to the point, but they do not say much 
about what moods are or anything about their informa-
tive value. This is where hermeneutical phenomenology 
can help to make sense of our moods by articulating their 
function in our emotional experience and, in particular, 
their relation to personhood. This approach is not new. 
Phenomenological philosophers other than Paul Ricoeur 
such as Max Scheler  48, Martin Heidegger  49, Stephan 
Strasser  50 and the psychiatrist Thomas Fuchs  51 have 
emphasised this relation. However, our development of 
Ricoeur’s hermeneutical phenomenology offers a theo-
retical model that allows us to explore the fragility in-
volved in the phenomenology of moods, while showing 
how to make sense of the vulnerability to mental illness 
that fragility inevitably exposes us to. 
(4) There exists a dialectics between affects and moods. 
An affect may transform itself into a mood that impos-
es itself on me for days (grief => depression; anger => 
dysphoria; boredom => tedium). Affects may transform 
themselves into moods and finally become a permanent 
part of our temperament (grief => sadness => dysthymia). 
Moods may determine affects because they alter the way 
we are affected by objects and thoughts (dysphoria => 
anger). Perhaps the most relevant aspect of this dialec-
tics is that a given mood may become an affect when by 
reflection I can articulate it and find its motivations and 
“felt causes”, that is, the way it roots me in a given situa-
tion (anxiety => fear for x) 52. This issue will be discussed 
in the next two paragraphs.

I feel therefore I think
It is generally agreed that there is an intimate relation be-
tween emotions, ontology and values 53-56. Experience be-
comes qualified by means of feelings. My emotions reveal 
my concerns and the fact that things matter to me. One 
way to illustrate the normative and ontological complex-
ity involved in my emotional experience is to take a brief 
look at how a leading feeling theorist, the philosopher 
Jesse J. Prinz, explains (away) this complexity in terms of 
an evolutionary framework. Prinz has proposed a theory 
about how biological properties control our emotional 
life in the form of an “embodied appraisal theory” where 
“emotions are gut reactions: they use our bodies to tell us 
how we are faring in the world” 26 [p. 69]. Emotions are 
bodily appraisals of our conduct in the world and express 
the values that guide our life and well-being. 
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bad moods are the epiphany of otherness in oneself and, 
as such, an opportunity to challenge the lifestyle and the 
sense of identity one has previously taken for granted. 
Contrary to the ontological pre-conceptions at work in 
the feeling theories and the cognitive theories, our model 
operates, as mentioned, with the notion of an ontologi-
cal ambiguity. This ambiguity stems from the dialectics 
between selfhood and otherness at work in our personal 
identity. Who and what I feel I am is constantly chal-
lenged by a sense of otherness, that is, of something that 
is not me. This challenge of otherness comes from the 
anonymous biological workings of my own body and the 
sociocultural world in which I live my life. My sense of 
being an autonomous self is constantly challenged by this 
otherness (my body, the world and other people), and the 
full complexity of the dialectics between selfhood and 
otherness is experienced in my moods. The model is con-
structed upon the theoretical assumption that the fragility 
characterising human personhood stems from these dia-
lectics. In other words, we need to understand the close 
relation between our emotional life and the dialectics of 
selfhood and otherness responsible for our fragile sense 
of personhood. This dialectics becomes particularly evi-
dent in the way our moods challenge our sense of per-
sonal identity due to the way they complicate our rela-
tion to the norms and values involved in our more readily 
identifiable feelings and emotions. This fragile dialectic 
is first and foremost affective. As Ricoeur writes, “fragility 
is the human duality of feeling” 60 [p. 142] because of the 
complexity of anonymous biology and personal rational-
ity at work in our emotional life. 
The ethical, and therapeutic, implications of this are 
enormous. To become capable of seeing one’s own bad 
moods not as hindrances to one’s identity, but as the 
epiphany of otherness and, as such, as the opportunity to 
challenge one’s previously taken for granted lifestyle and 
identity, requires an ethical conversion. This conversion 
amounts to considering the never-ending task of inter-
preting one’s own moods as part and parcel of a good 
life, that is, as part of the care of the self and the otherness 
that constitute a person’s fragile sense of identity.
This ethical principle, which is not imposed on our model 
from the outside, but is articulated through our hermeneu-
tic method, is the reason why we used a quote from the 
Nestor episode of James Joyce’s Ulysses as the motto for 
this article. The book’s significance for our understanding 
of mental suffering was already noticed by one of the first 
reviewers, the medical doctor Joseph Collins. Towards 
the end of his long review he writes: “I have learned more 
psychology and psychiatry from it than I did in ten years 
at the Neurological Institute” 61 [p. 226]. In the quotation 
at the beginning of this article, Stephen Dedalus (Joyce’s 
literary alter ego) states that he fears “big words” (e.g. 
love, courage, sorrow, sex, anger, pleasure, ambition, 

Every human being is a person, and yet to be the person 
that I am is always a task of becoming the person that I 
want to be. In this task, emotions play a determinant role 
as I feel who I want to be before I know it.
The normative dimension in which I as a person orient 
myself is permeated by emotions. I have certain charac-
ter traits, dispositions, desires, ideas, dreams and habits 
that furnish and shape my values, which are expressed in 
my felt concerns and by what I care about 59. Or, to put 
it differently, what I acknowledge as my values derive 
from my “felt meanings” of the world 47, that is, from my 
emotional experience. Before I cognitively know that a 
given person or thing means something and is valuable 
to me, I feel it. 
This is not to say that my values are merely passively felt. 
I am able, by thinking about how I feel, to appropriate my 
feelings and thus to make an explicit meaning and value 
out of my emotional experience. However, in spite of my 
cognitive endeavour to circumscribe and explain my val-
ues, there always remains an emotional non-transparency 
in my values that may challenge my self-understanding. I 
may be a self-confident person, convinced of my values 
and firm in my actions, and yet question and doubt are 
still there, intimately lurking in my understanding of the 
person that I am. I may be inclined to something that I 
am not all that clear about. I may honestly believe that I 
am satisfied with my life, and even try to convince others 
that I am. And still, there is something that seems to dis-
turb the glossy surface of my self-proclaimed stability. Of 
course, I can ignore this and go on living without paying 
attention to the supposedly insignificant whims played by 
my feelings. But I cannot control my moods when they 
are elicited in a given life situation. They do not abide at 
my command. Human well-being is fragile due to this 
unrelenting nature of our emotions and their relation to 
our understanding the person who we are. Moods are not 
superficial whims. If we let them be an integral part of our 
understanding of our emotional life, they may be able to 
shed some light on the particular relation between the 
emotions that we feel and the person that we are. 

Moods as the epiphany of otherness
It is a common experience for a clinician that a patient 
asks to help him get rid of a bad mood. Patients, and 
persons in general, experience their bad moods as hin-
drances to go on being the persons that they used to be. 
Anxiety, a panic attack, or a state of dysphoria are first 
and foremost experienced as a source of useless disap-
pointment devoid of meaning, a burden or brute suffer-
ing, and not as phenomena questioning one’s habits and 
selfhood. However, moods, and particularly bad moods, 
are an epiphany of otherness and otherness that is a con-
stitutive –  not accidental  – part of oneself. One’s own 
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stand the importance of a phenomenological assessment 
of emotions to appreciate nuances and differences:
Humility, as compared to shame, is a rather gentle and 
welcomed feeling of lowering myself beneath a reality 
that I intuitively feel to be absolutely above me. Whereas 
reverence flows downwards and backwards in a deferen-
tial and respectful manner, humility does not flow back-
wards but only downwards. In humility I gaze down at 
myself. I feel the height, the loftiness of the other indi-
rectly by experiencing the extent of my lowliness. While 
shame is painful, humility has a pleasurable quality as I 
want and deserve to put myself beneath this highest real-
ity. I want to be in its intuitive presence.
Modesty is a self-protecting feeling by means of which 
I conceal myself. Modesty is the natural veil of the 
soul. As Nietzsche writes, “The most chaste utterance 
I have heard: ‘Dans le véritable amour c’est l’âme qui 
enveloppe le corps’”  62 [p. 635]. Our feeling of mod-
esty is a flowing backwards, while opening up to the 
world. It is a feeling of concealment that reveals my 
fragility without imposing my lingering insecurity upon 
the other. By flowing backwards it allows the gaze of 
the other to see me without letting my intimacy in-
trude upon the other. The essence of modesty is, as 
Scheler once wrote 63 [p. 28], a revelation of beauty in 
the manner of concealing itself. 

Hermeneutics of shame
We will conclude with an outline of the felt meanings 
disclosed by the experience of shame. This level of de-
scription extends to the why of an emotion and more gen-
erally to its importance. In virtue of its felt significance, a 
phenomenon acquires a universal (not merely contingent 
or particular) meaning and embodies a universal theme 
or problem. It reveals the way an emotion belongs to hu-
man existence as a whole, to the human condition. To 
grasp the importance of a phenomenon is, as Ricoeur ar-
gues, to unfold “the revelatory power implicit in his dis-
course, beyond the limited horizon of his own existential 
situation” 64.
The feeling of shame, as argued by Scheler  65, belongs 
to the chiaroscuro of human nature due to the restlessly 
unique place of human beings within the structure of the 
world and its entities. Humans are strange creatures who 
live their life between the divine (thinking) and animality 
(biology). This duality of the human position in the cos-
mos expresses itself nowhere so clearly and immediately 
as in the feeling of shame. Shame arises originally by way 
of the contiguity between higher levels of conscious-
ness and lower drive-awareness. “Guiltless guilt” is the 
oxymoron with which Scheler tries to grasp the specific 
form of this experience of opposites that appears to be at 
the root of the gloomy and peculiar feeling of shame 66. 

shame, happiness, grief) because of the unhappiness they 
cause us. In fact, among many other things, Joyce’s book 
is one long exploration of a day in the emotional lives 
of a few persons who struggle with their fragile sense of 
identity, and consequently with their emotional relation 
to the norms and values involved in the “big words” that 
shape and orient their lives. 

The phenomenology of shame
By way of conclusion, we will use shame as an exam-
ple of the importance of a methodical characterisation 
of emotions in psychopathology. This analysis first relies 
on the description of this emotion as felt motivation for 
movement. This level of description is mainly about the 
how of an emotion. If we want to understand a given 
emotional experience we must begin with a description 
of the emotional experience in itself, that is, provide a 
choreography of the feeling of the emotion in question: 
Shame is an emotion (an affect) whereby the person 
has a flowing sensation of suddenly and sharply fall-
ing downwards. It is an unpleasant and unwelcome 
experience that disposes me unfavourably towards the 
source of humiliation. The source of humiliation (the 
other) is in a dominant position, growing larger as I 
sink downwards. 
A second, more detailed characterisation of an emotion 
requires an existential analysis of the life-world that stems 
from it. This level of description goes a step further than 
the how an emotion is experienced by delving into the 
what of that emotion. This level is articulated in various 
dimensions of existing as an embodied and situated self: 
Lived space: shame entails an experience of centrality as 
space in this emotional state has a centripetal structure: 
its directedness is characterised by someone who looks 
at what I am. Lived corporeality: I feel naked, deprived of 
any protection; dirtied, soiled. Self: my main feelings as 
exposed to the other’s look are of two kinds: first, I feel 
unprotected and that I have lost all my power; I wish to 
hide or disappear. At a later stage, I may feel the drive to 
reconstruct/improve myself. Identity: my identity is con-
stantly threatened by the instability brought about by the 
feeling of humiliation. My whole identity is confined to 
the stain that is mercilessly revealed by the other who 
looks at me. And yet, shame can be a source of self-
understanding, in that it provides a sense of what one 
is. Other: the person who makes me feel ashamed is in 
a dominant position, a watcher or a witness who looks 
at me with contempt, derision, or avoidance. The main 
sense implied is sight (being seen). Lived time: temporal-
ity consists in the fixation in an instant that grows to infin-
ity. Cause: the felt cause of shame is my own omission, 
failing, defect.
A comparison with cognate emotions may help under-



390

G. Sampogna et al.

dimension in which I as a person orient myself is perme-
ated by emotions. What I acknowledge as my values de-
rive from my “felt meanings’. Before I cognitively know 
what something means and how it is valuable for me, 
I feel it. I can, then, by reflection, appropriate this feel-
ing and make of it an explicit meaning and value. Sec-
ond, the fragility characterising human personhood stems 
from the dialectics of selfhood and otherness at the core 
of being a person. Emotions, and moods in particular, are 
the most conspicuous epiphany of otherness in human 
life. This dialectic becomes particularly evident in the 
way our moods challenge our sense of personal identity 
due to the way they complicate our relation to norms and 
values. In other words, emotions disclose an inescapable 
fragility at the heart of our identity that is a principal fac-
tor in our vulnerability to mental illness.
We usually see our own bad moods as hindrances to re-
maining the same, and hence to our personal identity. 
Yet, moods are the epiphany of otherness in our life and, 
as such, they provide a unique opportunity to challenge 
one’s previously taken for granted lifestyle and identity. 
The awareness of this entails an essential ethical and 
therapeutic move: from considering emotions as passions 
of the soul that gum up our capacity to behave appro-
priately and rationally, to considering the task of inter-
preting one’s own moods as part and parcel of a good 
life, that is, of self-knowledge and self-acquaintance and, 
more in general, in the practice of the care of the self and 
the otherness (the body, world, and other people) that 
constitute a person’s fragile sense of identity.
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Summary
The concept of Typus Melancholicus (TM) was shaped by Tell-
enbach to describe the premorbid and intermorbid personal-
ity vulnerable to endogenous depression. The first part of this 
paper aims the description of the premorbid features of TM 
personality-orderliness, conscientiousness, hyper/hetereonomia 
and intolerance of ambiguity. 
After, we present the life world of the TM, i.e. a qualitative de-
scriptions of the lived experiences about the body, self, time, 
space, and others.
Also, we describe the basic principles of Tellenbach’s theory 
– the method, the concept of endon, rhythmic and situation 
sensu Tellenbach as a special way of the person of living the 

relationship with the world per se in an endless reciprocal ex-
change. 
Starting from a clinical case, we show the theoretical evolutions 
of TM concept and underline the typical way which links the 
premorbid condition to melancholia. 
Finally, we ask if the TM concept can be still considered a valid 
construct in today’s society, helpful in understanding and ex-
plaining identity crisis leading to depressive decompositions.
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The features of the typus melancholicus

The concept of typus melancholicus (TM) was shaped 
by the German psychiatrist Hubertus Tellenbach 
(1914−1994)  1 to characterise the premorbid and inter-
morbid personality structure liable to endogenous de-
pression. Based on the catamnestic recollection of 119 
melancholic inpatients hospitalized at the University 
Hospital of Heidelberg, Tellenbach identified a funda-
mental set of distinctive features (i.e. orderliness, con-
scientiousness, hyper/hetereonomia and intolerance of 
ambiguity) that inform the premorbid personality of the 
TM, i.e. a certain way of being in the world that revolves 
around the possibility of developing major depression 
(melancholia). The work of Tellenbach is essential to 
clarify the relationship between premorbid personality 
(broadly understood as an anthropological pre-condition 
for the development of psychopathological crisis in the 
spectrum of endogenous depression), existential critical 
events and developmental pathways towards clinically-
relevant psychopathological phenomena. According 
to the author, indeed, the selective combination of the 
premorbid characteristics of the TM confers a stable and 
recognisable imprint through which the vulnerability to 

major affective disorders is expressed already at the level 
of a specific personality structure.
By “personality structure”, it is here intended a relatively 
homogeneous set of thoughts, emotions, customs, val-
ues and behaviours which, as a whole, constitute the 
anthropological core of individual subjective being and 
axiological orientation in the social world. Tellenbach 
emphasised that TM is a personality structure giving rise 
to a stable mode of relating to the world and oneself in a 
way that entails a potential for the development of affec-
tive episodes. According to Tellenbach, TM is defined by 
a set of concomitant, stable characteristics that organise 
the vulnerability to major depression and transpire across 
premorbid, intermorbid and morbid phases. Crucially, 
such characteristic imprint is situated at the ethical-on-
tological level of value-formation. In fact, values are at-
titudes that regulate the significant actions of the person, 
and are organised into concepts that do not arise from ra-
tional activity, but rather within the sphere of immediate 
situative feelings emanating from the type of relationship 
that the person has with him/herself, with others and with 
the world. Values are essential in putting the meaning of 
existence per se into order. Thus, values are organised 
according to the ontological constitution and pre-struc-
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ture a world-view that establishes what is relevant and 
meaningful. In the case of TM, such a world-view already 
entails a germ of potential decompensation 2. 
Although in the literature the concept of premorbid per-
sonality vulnerable to depression is used with several 
meanings (e.g. as an attenuated expression of an affec-
tive disorder, as a personological variable with pathop-
lastic effect on the development of depressive symptoms 
or as a result of recurrent depressive episodes), in the 
case of TM the notion of premorbid is to be intended in 
a specific pathogenetic sense, i.e. TM personality is a 
predisposing factor to the development of an episode of 
major depression 3. 
According to Tellenbach’s phenomenological analysis 
the core features of the TM are concern with orderliness 
and conscientiousness (Tables I, II).
Along these lines, originally combining the intuitions of 
his mentor Tellenbach and Mead’s social theory, Alfred 
Kraus identified two further of the anthropological struc-
ture of the TM: hyper/heteronomy and intolerance of am-
biguity. According to Mead’s social theory, self and iden-
tity are an import of the social process. Mead 4 postulated 
that such identity is dialectically constituted by two poles, 
the “Me” (i.e. the self as social object) and the “I” (i.e. 
the self as subject). Whereas the “me” is the organised 
set of attitudes of others which an individual assumes, 
the “I” is the individual, subjective response to such ac-
cumulated understanding of how one is being perceived 
by others (“the generalised other”). Inspired by Mead’s 
emphasis on how the mind and the self arise out of social 
interaction and experience, Kraus focused on the typical 
way of being social of the TM, extrapolating specific TM 
features of the dialectic between role identity and self-
identity. Briefly, role identity is that which each person 
has to assume on the basis of their own social function; 
self-identity is the self-determination of the personality, 
that is beyond simple and straightforward identification 
with the role. The distancing from the role is a neces-
sary operation to preserve one’s authenticity as a person 
over and above that of the mere agent of an impersonal 
role. This means that a person may maintain a sense of 
autobiographic continuity recognising him or herself in 
spite of the transformation of role-identities and not being 
vexed by self-alienation and estrangement 5. Such a vital 
dialectic between role- and self-identity is reduced and 
suppressed in the TM, which tends to collapse and crys-
tallise self-identity in the simulacrum of the role. Indeed, 
the TM is unable of going beyond the socially established 
rules, reinterpreting his relation with himself, the other 
and the world in a flexible and an autonomous fashion. 
Therefore, prominent features of the TM are hyper/heter-
onomy and intolerance of ambiguity (Tables III, IV). 
Besides germanophone psychopathology, Japanese tradi-
tion also identified specific features of the TM. Shimoda 6 

TABlE I.
TM’s features.

Orderliness

An accentuated seeking for order and harmony in the field of 
interpersonal relationships. It is manifested, above all, in the 
domestic and work setting and its function is to maintain the 
surrounding setting free of possible conflicts that may entail 
feeling of guilt. TM embodies the prototype of the very high 
demands by means of the subject’s way of being, so that with 
the other, the TM tries to anticipate and pre-empt any pos-
sibility of remaining in debt.
E.g.: “When someone helps me, I feel guilty. If anyone helps 
me, I need to forget about it afterwards. I cannot think about 
having to thank them”. 

TABlE II. 
TM’s features.

Conscientiousness

This is an elevated demand above the mean of one’s own 
possibilities, fuelled by the need to prevent feelings and at-
tributions of guilt. Melancholic persons aim at fulfilling many 
obligations, always in a consistent, reliable and effective way. 
The need to cling to one’s own controllable and predictable 
order assures the state of wellbeing and defends it from poten-
tial threats from the surrounding world, from the undefined 
and uncontrollable. 
Conscientiousness is inspired by a fundamental need to 
avert any potential feeling of guilt or accusatory attributions. 
Hence, the TM is constantly seeking acceptance from the oth-
er and his behaviour is not based on one’s personal criterion, 
but rather on the perceived social expectation. 
This is the way in which the subject attempts to keep the con-
science scrupulously clean and to protect against any feel-
ing of guilt. It is fundamental to not be blamed by the other. 
Hence, each interpersonal gesture is a tribute that should be 
given to existence, a need that protects it from each possibil-
ity of loss.
The idea that the TM has about his/her order does not fore-
see exceptions, as they are not open to flexible adaptation 
in accordance with the circumstances. Given that sooner or 
later, the unforeseen will outbreak in the scenario of exis-
tence, the TM radical refractoriness to being subject to the 
unforeseen in his/her existential field, generates an impor-
tant exposure to vulnerability. In fact, despite the effort in 
preserving a controlled and ordered existential eco-system, 
the desired harmony is never a permanent and guaranteed 
achievement, especially given that the constriction between 
such rigid limits prevents the TM from developing the neces-
sary transcendence to reach a higher balance. It is as if the TM 
had acquired once for all, an impersonal order at the cost of 
sacrificing the margin of subjective freedom that is required 
to manage the relationship with the world.
E.g.: “What would be right to do in such a situation?”.
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The life world of TM
Phenomenological investigations of abnormal human 
subjectivity suggest a shift of attention from mere symp-
toms (i.e., state-like indexes for nosographical diagno-
sis) to a broader range of phenomena that are trait-like 
features of a given life-world. The phenomenological 
exploration of patients’ life-worlds is the gathering of 
qualitative descriptions of the lived experiences about 
the individuals. As lived experiences are always situated 
within the grounds of body, self, time, space and others, 
we adopt these basic dimensions of lived experience to 
organise the data. The result will be a rich and detailed 
collection of patients’ self-descriptions related to each 
dimension, for example, temporal continuity/disconti-
nuity, space flat/filled with saliences, bodily coherence/
fragmentation, self-world demarcation/permeability, self-
other attunement/disattunement and so on. In this way, 
using first-person accounts, we detect the critical points 
where the constitution of experience and action is vul-
nerable and open to derailments 7. 
In the Table V we summarise the life world of TM.

Phenomenological method and the centrality 
of temporality
Tellenbach stated that the analysis of his patients was 
based on an “empirical-phenomenological” method. This 
method is “empirical” because it is based on the patient’s 
self-description of their experiences and behaviours, and 
“phenomenological” because these phenomena are in-
vestigated as manifestations of the way of relating with 
the world and oneself. His intention was to understand 
the “what” that characterises the premorbid personality 
and “how”, that is, the pathway that leads the TM to en-
dogenous depression. The study of Tellenbach focused 
on the investigation of the essential properties that belong 
to the endogenous substrate and how these are added up, 
forming a stable and recognisable structure.
Tellenbach’s theory is indeed framed by an overarching, 
global view of man in continuous and essential relation-
ship with the world with specific attention to the “essen-
tial forms of the human condition” (or, more specifically, 
to the “essential forms of being melancholic”). This com-
prehensive view of human existence refers to the concept 
of endon as a way of connection between the psychic 
and somatic and between the person and the world. The 
endogenous is comparable to the nature (physis) of the 
Greeks and indicates the basic imprint prior to the forma-
tion of the personality, i.e. its structure. The endogenous 
is not considered only in relationship with the somatic 
or psychic sphere, but also includes a concept of per-
son in his/her relationship with the world. Central in this 
theory is the role of temporality since all this is directly 

in particular conferred critical importance to “immobi-
lithymia” (i.e. the tendency to cling to a certain mood 
and therefore to certain ways of being and doing). This 
characteristic, according to Shimoda, would be typical 
of those structures with the tendency to the development 
of manic-depressive conditions, representing a functional 
strategy to prevent manic or depressive decompensation. 
Shimoda characterises these persons as diligent, honest, 
scrupulous and efficient.

TABlE III. 
TM’s features.

Hyper/heteronomy

TM continuously attempts to gain external confirmations of 
their own identity through the modus operandi. The hyperno-
mia consists in an excessively rigid adaptation of the standard 
practice, where the excessive aspect is given by the indis-
criminate and stereotyped application of the rule, not linked 
to the context. The other facet of this incapacity of monitoring 
the situation in an independent and personal way is made 
up by the heteronomy, an exaggerated reception of the ex-
ternal standard practice by which each action is guided by 
an impersonal motivation, referring to the socially established 
criteria. 

TABlE IV. 
TM’s features.

Intolerance to ambiguity

Allows the TM to attune only to those social situations that 
confirm the pre-established image they have of themselves 
and of others. This reduces the capacity of TM to maintain true 
interpersonal relationships as well as the possibility of accom-
modating situations that presuppose recognition of emotive 
complexity and ambivalence. Because of the complete atten-
tional absorption in ideal, prototypical role-relations, TMs are 
not capable of harmonically perceiving the full-scale and the 
shades of their own and others’ individuality (idioagnosia). 
In this sense, their intersubjectivity is mutilated and sclero-
tised, being partly blinded to the rich emotional complexities 
of the interpersonal world. In fact, relating with the other only 
through their role, the TM does not intercept and relate to 
the individual needs, desires and feelings of the other, but 
rather to his/her expected ones as directly derivable from the 
social identity. On a surface level, the TM is extremely keen 
on interpersonal relations, anticipating the needs of the others 
and working intensely to satisfy them, their apparent altruistic 
availability is not primarily directed at the person in the flesh, 
but rather is aimed at maintaining social balance. What they 
have is – de facto – an “impersonal” empathy, based on the 
effort of synchronising with the other as a social actor, which 
moves following the predetermined rules and guidelines.
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harmonic state. Melancholy is linked to transformation 
of the movement of life and more specifically inhibition 
of passing of inner time and loss of ground regarding the 
flow of the world. This transformation is translated into 
a modification of the rhythm in all its manifestations: 
mood, impulses and motivations.
The TM strives not to lag behind himself – that is be-
hind his duties and obligation deriving from the social 
role he has taken up. His entire life can be interpreted as 
an effort to pay his debts before he contracts them. In the 
pre-melancholic situation this order goes into pieces. The 
key-feature of the pre-melancholic situation is despair. 
To Tellenbach, despair is the emotion characterising the 
pre-melancholic situation, that is, the prodrome of mel-
ancholic breakdown (see below). Tellenbach emphasises 
the intimate relation between the concept of “despair” 
(Verzweiflung) and the notion of “doubt” (Zweifel) as dis-
integration of something simple and definitive into some-
thing ambiguous. He writes:
[T]he crucial emphasis, as also in the concept of doubt 
[Zweifel], shifts to the “two”, to the doubling. This dou-
bling [zweiheitliche] is also contained in dubietas and 
dubium. What we call despair [Verzweiflung] is remain-
ing captured in doubt. From the doubling of despair re-

related to the rhythmic processes of life, that is, to the 
normal tendency of man to adjust and synchronise one’s 
own biorhythm (sleep, awakeness, etc.) with the world. 
This emphasis on temporality is the central feature of all 
phenomenological theory of the pathogenesis of depres-
sion. In normal situations, the rhythmic is understood as 
a fundamental form of the flow of life, which is expressed 
in some of the characteristics of human behaviour. Tell-
enbach understands this to be an endo-cosmo-genetic 
periodicity. This periodicity – yearly, monthly, circadian 
rhythm cycles – are considered fundamental organisers 
of the life of a person. Rhythm is not a passive reaction 
to the environmental influence; on the contrary, it is the 
indicator of a natural tendency to the synchronisation of 
the person with the world. Both the slowness and speed 
of a rhythm contribute to the harmony of movement and 
are a result of a capacity of control and an inner meas-
ure. Both would represent normality and would be the 
characteristics of movement. In disease, measure and 
rhythm seem to be absent. Rapidness – understood as 
swift rhythm – may be replaced by agitation and slow-
ness by delay. Agreement between subjective and objec-
tive rhythm defines a state of harmony. Melancholy may 
be considered an endogenous condition as it breaks such 

TABlE V. 
TM’s life world.

Self/Identity TM structure does not entail disorders of the pre-reflexive self as is the case with schizophrenia. It implies a dif-
ferent kind of depersonalisation involving the process through which we form the representation of our identity, 
that is, the narrative self. The narrative self is the concept one constructs of oneself. One’s own narrative identity 
arises from the interplay between I-am’s and I-can’s. I-can’s are what one is not, one’s own possibilities. TM per-
sons insist on a finite and un-chosen perspective of stable characteristics that they consider their own, and with 
which they over-identify and experiences other possibilities merely as a source of alienation or nullification 8-10. 
This intolerance to other possibilities and the avoidance of the dialectic between I-am’s and I-can’s immanent in 
the constitution of one’s narrative self leads to an identification with partial, external and reified identities, such 
as role-identity, i.e. external/socially appreciated representations of identity 11 12. They internalise role-identities 
and through this internalisation they acquire a stable, although inflexible, self-identity 13. Their identity is based 
on a reified, sclerotic self-representation. It implies an over-simplified categorisation of oneself and others, who 
appear in the light of their social roles, rather than in that of their ego-identity 3 11.

Time The TM strives not to lag behind himself – that is behind his duties and obligation deriving from the social role he 
has taken up. His entire life can be interpreted as an effort to pay his debts before he contracts them. In order to 
avoid the danger of remaining behind regarding the subject’s own expectations and the emergency of the duty, 
the time of TM is characterised by a constant need to anticipate the requests of others and timely comply with 
the duties related to their social roles.

Space To preserve inner harmony, each thing should occupy a dictated place within a pre-established order. Taking 
refuge within the limits of one’s order is a way or assigning oneself a place, a defined and limited space within 
which the melancholic person feels able to exercise her own “autonomy”.

Other Its mere existence cannot give satisfaction to anyone. Thus, being loved is an acquired right. TM persons can 
hardly enjoy the pure and simple fact of being with the other. Their intersubjectivity does not foresee the implicit 
pleasure of being-together-with another. Occupying a place in the physical or relational space is a right to be 
conquered and earned with effort and determination in a rigid regime of meritocracy. In fact, spontaneous free 
exchanges without any obligation of return are not contemplated, the sense of “justice” is reduced to a circle of 
do ut des (I give and you give back) in which the TM is already in a position of disadvantage, one step behind.
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seminal study on “sensitive delusion of reference”. This 
particular persecutory delusion appears to be the proto-
type of the psychological intelligibility of psychotic mani-
festations 16. Kretschmer pointed out the importance of a 
particular personality (i.e. the sensitive type) structure in 
the unleashing of a progressive psychopathology under 
the triggering pressure of a particular type of interhuman 
event, which has a selective, specific potential to upset 
that kind of personality.
According to Tellenbach, man is linked/engaged in a rela-
tionship of special interdependence with the context per 
se. Therefore, a situation cannot be either reduced to a 
way in which a person is passively hit by an event, or to a 
constellation of events simply induced by the person. The 
situation transcends the dyad individual-surrounding en-
vironment and rather cuts-across the constant modeling 
of the self-world relation. The notion of situation captures 
both the active role (in the sense that the person actively 
concurs in creating the situation) and the passive role (in 
the sense that there is not an explicit intention or desire 
to create the situation in itself by the person or that they 
could not do it in another way). The event and the person 
are reciprocally reflected in the situation. The TM tends 
to be located within the typical self-world relationships 
and being engulfed in characteristic pre-melancholic sit-
uations 1. In other words, the pathogenic situation mirrors 
the person’s vulnerability and the person can see vulner-
ability reflected in one’s own pathogenic situation.
The concept of situation illuminates a hidden aspect of 
the relationship between the event and the person in the 
sense that each person may theoretically find any type of 
event. However, each person tends to co-create the kind 
of situations that characterise them. The way of being of 
a person, with his/her anthropological structure, way of 
understanding life and expressing relationships with the 
other, the hierarchy of priorities and values, leads to hav-
ing relationships that are typical for this person. In the 
case of TMs, this moves from their structure of values 
characterised by the concern for orderliness and consci-
entiousness. TMs have high interpersonal sensitivity and 
do not judge their own behaviour on the basis of personal 
criteria, but rather on the basis of social standards. Since 
the main latent existential aim of TMs is social desirabili-
ty, they intensively strive to comply with the expectations 
and needs of the others, even before these have been ex-
pressed. This double ethical path leads TMs to recursive-
ly approach situations characterised by the constellation 
of includence and remanence 17 18. 

The pre-melancholic phase: includence, 
remanence and despair
The pre-melancholic situation seems to be the crucial 
connecting point to understand the link between the 

sults all average meanings of human states characterized 
by being shattered [Zerrissenheit]. To be precise, despair 
is not just hopelessness and desperation, not an ultimate 
or an arrival at an endpoint, but rather the movement 
backward and forward, an alternation, so that a definite 
decision [endgültige Entscheidung] is no longer possi-
ble 1(p. 165 [149]; translation modified).
As a consequence of the ambiguity, the person experi-
ences ambivalent feelings in the sense of being simul-
taneously moved towards two opposite directions. The 
person is aware of this contradiction, but is not able to 
resolve it. The core of despair is therefore indecision, 
and its contrary mental state is not hope, but decision. 
In despair, this opposition comes to an extreme which 
results in a profound alteration of temporality: “[w]hat 
previously came about in the mode of succession, now 
appears only in the necessity of simultaneity”  1 (p. 167 
[151]). The same happens with lived space. Whereas we 
usually organise our actions in the mode of succession, 
in despair movements remain stuck in the indecisiveness 
of juxtaposition, that is, a kind of paralysis of action and 
thinking, but not a static one, rather a frensied, restless, 
disconcerting paralysis.

The concept of “situation”
The concept of “situation”, and especially “pathogenic 
situation”, has been for decades a focus of psychopatho-
logical research. Indeed, the pathogenic situation express-
es the intimate relationship between a type of event and a 
type of personological vulnerability, that is, between the 
psychological structure of the person and the quality of 
the event. An event is traumatic if it hits the person in his/
her weak point. In this case, the event concept assumes 
the meaning of personal experience (Erlebnis), that is, the 
very individual way that person lives a particular event. 
The event turns into a traumatic experience when it acts 
like a key in its lock (trauma-key-lock). Phenomenologi-
cal psychopathology makes a distinction between two 
prototypes: the pathological reactions to the event and 
the development of personality. Jaspers 14 emphasises the 
importance that a specific event assumes for a person as 
a lived experience in relation to the emotional upheaval 
that it generates in determining pathological reactions. 
This pathological condition “does not occur because of a 
single experience, but for the sum of the various effects”. 
In pathological reactions, on the one hand there is a link 
between the experience and personality, and on the 
other a link between traumatic experiences and the psy-
chopathological contents (such as emotions, thoughts, 
etc.). The notion of “personality development” 14 empha-
sises the personological ground on which an event falls. 
One of the best known examples of such development 
of personality is provided by Ernst Kretschemer 15 in his 
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Herein, the concept of despair should not be understood 
as a condition without hope, but a situation in which you 
cannot take any decision. The person who becomes de-
spaired is in suspension in the face of still un-actualised 
possibilities, having the intention of contemporarily be-
ing in two places1. This is the moment in which melan-
choly is initiated. Pre-melancholic despair seems to be 
the pathway through which the TM becomes stagnated, 
even on a somatic level: the TM person undergoes psych-
omotor block because of the incapacity to reach a com-
promise with themselves and with the world.

The evolution of TM concept

Starting with the major contribution of Tellenbach, a series 
of investigations further explored the TM construct both in 
the theoretical and empirical directions 1-3 8 11 12 20-65. 
Alfred Kraus is possibly the author who has most studied 
the characteristics of premorbid personality 9 10 22-26 and 
the psychopathological characteristics of melancholy 
in the most depth  25  26  66  67. One of his most important 
contributions is the definition of the characteristics of the 
TM construct as opposed to the anancastic behaviour 23. 
Whereas in the case of obsessive disorder there is an ori-
entation with the individual standard that is maintained 
through ego-dystonic thinking that assumes symbolic 
and magical meanings, the TM bases his/her behaviour 
on the social expectations and his/her way of reaction 
is ego-syntonic. Other authors, such as von Zerssen and 
Mundt, have carried out works that are mainly empiri-
cal, attempting to outline and define the specificity of this 
construct more precisely and to design a test for the diag-
nosis of the TM personality. A converging research line 
was developed in Japan where the first self-applied TM 
test was proposed in 1984 by Kasahara 27, and followed 
by a series of other studies in nonclinical sample  47-53. 
Moreover, several authors have explored the concept of 
TM with regard to personality disorders 30 36 60 and devel-
opment of major depression or manic depressive disor-
der 20 37 40 43 58. In recent years, the TM construct has been 
studied as a possible indicator of vulnerability to depres-
sive postpartum disorders 65. 

An example of the clinical importance of TM: 
postpartum depression. 
An important focus of research into postpartum pathol-
ogy is the identification of risk factors for this common 
and often disabling disorder. Risk factors can be divided 
into three main categories: psychosocial, clinical and 
those factors related to pre-morbid personality or temper-
amental features  68. Although the most frequently cited 
are marital conflict 69, lack of a confidant 70, difficult psy-
chosocial conditions 70 71, negative life events during the 

TM personality structure and melancholy. In this phase, 
there is a critical matching between the existential situa-
tion and a certain personality structure, which generates 
the pathogenic situation. The pre-melancholic situation 
is characterised by a constant increase of the fixed tasks 
that overburdens the capacity of TM to preserve predeter-
mined order. In such conditions, the TM is not capable 
of establishing a hierarchy of priorities, and is unable to 
discriminate what can be momentarily left aside or post-
poned. Two key moments characterise the pre-melan-
cholic phase: the situative constellations of includence 
and remanence, and, finally, despair (i.e. a radical trans-
formation of the self-world relation).
The constellation of includence indicates a self-contra-
diction that sees the TM, at the same time, in the extreme 
attempt to maintain order and in the need to overcome 
it, exceeding his own limits. This is the moment in which 
the undesired is manifested and imposed in the exist-
ence, so that the typical meticulous and orderly form of 
being of the TM is destabilised 1. In the words of Tellen-
bach’s patient: “I am very orderly, I need a lot of time, 
I’ve always been that way, this is terribly painful for me”. 
The anxiety related with a possible change in the order 
of things is clear. 
The other constellation is that of remanence. This is char-
acterised by the danger of remaining behind regarding the 
subject’s own expectations and the emergency of the duty. 
The TM is conditioned by the paradoxical tendency of 
cancelling possible debts in advance. When they are up 
against the unexpected and chance and unforeseen breaks 
the schemes, this may precipitate the melancholic epi-
sode. Tellenbach described his patient as follows: She had 
“never shown herself to be guilty of anything” but “I feel 
guilty because I haven’t been able to carry out my work”. 
The two constellations are always manifested in the pre-
melancholic situation, but they are not clear until the 
melancholic phase has begun. The bridge that joins the 
pre-melancholic phase to the melancholic one is called 
despair. The concept of “despair” cannot be translated, 
either as hopelessness or helplessness 18. This concept 
does not indicate, in fact, either loss of hope or feeling 
deprived of establishing the possibility of being helped. 
Rather, with the term despair, “coming and going” to-
wards possibilities for which none are reachable is indi-
cated. In this way, in despair, a cognitive dissonance 19 

is manifested and specifically, the lack of capacity to 
establish priorities. That which previously had an order 
(one after the other) is now found in the need of the con-
temporaneity, which becomes inaccessible to the evolu-
tion of existence. Tellenbach described the experience of 
his patient as follows: “This situation had been partially 
arduous, on the one hand she had the constant impulse 
to work as much as possible and as accurately as pos-
sible but on the other, the inhibition hindered the way”. 
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tations – “how I should be” – and personal experience 
– “how do I feel with regard to this new situation” – may 
worsen this contradiction and bring the mother on the 
verge of psychopathological illness. 
This urge to meet social expectations that are construed 
around the idea of motherhood-as-apotheosis of feminin-
ity, rather than the idea of motherhood-as-crisis, together 
with the constant growth of tasks related to motherhood, 
creates an emotional overload that is hard to deal with 
and leads to the development of depressive pathology.
The second point highlights the possibility of consider-
ing the TM personality structure as a valid model for the 
early diagnosis of women at risk to develop an episode 
of postpartum depression, even in those cases in which 
a clear anamnesis of major depression, as well as other 
types of mood disorder or symptoms before and during 
pregnancy, cannot be established. Indeed, motherhood 
is like a quid novi in which a previous existential equi-
librium is put at risk 74-76. TM women are compelled to 
adapt their own way of being to the new situation and 
to the changes it involves. Motherhood is a threat to the 
rigid existential order of TM women, and it is a danger to 
their orderliness. TM women tend to distort the meaning 
of birth, which is not perceived, at the same time, as a 
moment of task/duty as well as an opportunity/possibility 
of self-development and existential self-realisation. The 
reason for this distortion of the meaning of birth lies in the 
feature of TM called intolerance of ambiguity. The birth 
is conceived as an obligation characterised by necessity, 
tasks to fulfill – according to the rules given by conscious-
ness and hyper/heteronomy – which are typical of TM 
personality. As a consequence of this, disorganised be-
haviour and confusion may characterise the prodromal 
phase of postpartum depression. The pre-melancholic 
situation is thus characterised by the presence of the situ-
ation of includence, i.e. the TM encloses herself within 
the boundaries of her ordo – and remanence – i.e. she 
remains encapsulated within these boundaries thus “re-
maining in self-default” 1. 

TM and social change: hyper/heteronomy in the 
liquid society.
The TM concept was shaped in the mid-1950s in a type of 
society with its set of values and cultural constraints that 
have radically changed. Among these changes, the affir-
mation of individualistic values like the increasing impor-
tance attributed to liberty and the decreasing importance 
of security, the advent of liquid society where nothing is 
fixed (including social bonds and work careers) and eve-
rything changes very quickly, and the triumph of instan-
taneousness over long-term projectuality. All these have 
determined radical changes in late modern identities and 
led to the conceptualisation of personal identity as a con-

year preceding childbirth  72, financial and professional 
difficulties 73, the personality style of women vulnerable 
to postpartum depression has been neglected. 
Recent studies on the relationship between TM and 
motherhood 74 highlight two key points: first the patho-
genic role of masculine discourse on motherhood in TM 
women. Indeed, women who blindly accept the standard 
discourse on motherhood are obliged to exercise their 
procreative function in an impersonal way. In this way, 
motherhood ceases to be a personal experience and ac-
quires value only to the extent to which it adheres to 
social and cultural stereotypes. If women surrender un-
conditionally to the myths of motherhood, created by 
men and secularised by culture, they are more likely to 
feel inadequate, unworthy and incapable. Every attempt 
made to adhere to an ideal prototype is destined to fail-
ure considering that this prototype does not account for 
women’s responses to the birth of a child.
The traditional values that shape the social behavior of 
TM include orderliness and conscientiousness. They may 
have a pathogenic valence in so far as they bring forth a 
particular kind of mindset and behaviour that reflects the 
myths of motherhood we described above. TM mothers 
seem over-identified with social representations of ma-
ternal roles that reflect time-honored male expectations. 
Their system of values, which shapes the inner core of 
these women’s personalities, heightens their psychopath-
ological vulnerability.
Motherhood can assume a pathological valence for 
women – it is the case of TM mothers – who tend to ad-
here to the impersonal and masculine discourse on moth-
erhood. This discourse – which has been popular from 
the times of ancient Greece up to the present, but also 
informs the technical jargon of psychoanalysis – presents 
motherhood as the apotheosis of femininity and leads 
mothers into assuming a role that is functional to the sta-
bility of the family and social order. This means giving 
up many prerogatives of women that are not compatible 
with motherhood.
In the case of these hetero/hypernomic women, who 
tend to abide by social norms, play the established social 
roles and hide their inner conflicts and tensions, myths 
of motherhood contribute to suppress the contradiction 
which is intrinsic to motherhood itself making this con-
tradiction invisible but still painful and hence uncontrol-
lable and potentially devastating. 
Heteronomy, as well as the attitude to subscribe acriti-
cally to these myths on motherhood, forcing oneself to 
live motherhood in keeping with rigid and impersonal 
schemes that do not take into consideration women’s au-
thentic experience of motherhood, signaling a concep-
tion of motherhood as the fulfillment of female nature 
instead of presenting it as a period of existential crisis 
characterised by the dichotomy between social expec-
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social world. The historical prototype of the TM template on 
the European social codes of the previous century is plausi-
bly rather changed in several apparent social features. The 
relative eclipsing of the no longer functional faithfulness to 
cultural standards of the past (in which adherence to tradi-
tion and dedication to it were to be considered functional to 
the task envisaged within the roles imposed by society) has 
unveiled the TM of the third millennium as a neurotic-like, 
conflictual structure which seeks a continuous adaptation 
between the need for order and an “atmosphere” character-
ised by social instability and disorder.
Next to this “neuroticised” heteronomic structure, there 
grows other forms of heteronomy that are totally syntonic 
to the Zeitgeist. It is the case of what can be called the “I 
can” value structure and its psychopathological decompo-
sition that can be named “manager depression”. Whereas 
for the TM the moral imperative can be summed up with 
the “I must” formula, that circumscribed a limited set of 
goals to be achieved by restricting one’s sense of freedom, 
“I can” personalities are characterised by an interminable 
escalation of goals to be achieved that goes together with 
an exalted sense of freedom. This anthropological struc-
ture is endlessly projected towards new objectives and 
unable to be satisfied with goals once they are achieved. 
“I can” is the modal verb that reflects late modern Leis-
tungsgesellschaft or the society of performance 79. In this 
type of culture, the must is being performing and personal 
identity is conceived as a task to be achieved via being the 
manager of one’s own life. Of course, “I can” personalities 
are totally egosyntonic with respect to the value of perfor-
mance. Depressive forms stemming from this anthropolog-
ical make-up are radically different from melancholic de-
pressions and characterised by exhaustion, burn-out and 
insolvency and are accompanied by a feeling of shame. 
This is just another example of the metamorphosis of de-
pression and its mirroring of the transformations of society. 
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Summary
The paper gives a phenomenological account of depression and 
mania in terms of body, space, temporality and intersubjectiv-
ity. While the lived body is normally embedded into the world 
and mediates our relations to others, depression interrupts this 
embodied contact to the world. Local or general oppression 
condenses the fluid lived body to a solid, heavy “corporeal 
body”. Instead of expressing the self, the body is now turned 
into a barrier to all impulses directed to the environment. This 
impairs the patient’s interaction and affective attunement with 
others, resulting in a general sense of detachment, separation 
or even segregation. Depression is then further interpreted as 
the result of a desynchronisation, i.e. an uncoupling in the tem-

poral relation between the patient and his social environment. 
This concept leads to some suggestions regarding a “resynchro-
nisation therapy” for affective disorders. Conversely, mania is 
phenomenologically described as a centrifugal dispersion of the 
lived body, characterised by a general lightness, expansion and 
disinhibition. In the temporal dimension, the manic desynchro-
nisation from the environment manifests itself in a lack of rhyth-
micity and constant acceleration of lived time. 
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Introduction

Phenomenological psychopathology has a long tradition 
of describing and analysing the subjective experience of 
affective disorders, and in particular, melancholic depres-
sion. These analyses have mostly focused on dimensions 
such temporality, spatiality, personality or identity 1-7. A 
basic assumption of the phenomenological approach is 
that the psychopathologist should methodically suspend 
any assumptions about causal explanations of a disorder, 
be it psychological or biological, and instead try to grasp 
the patient’s experience as best as possible. The aim of 
this approach is not just a thorough description, however, 
but an analysis of the basic structures of experience that 
are altered in mental illness. This alteration often takes 
place on a prereflective level and thus may not be im-
mediately accessible to, and verbalised by, the patients 
themselves. 
The following description tries to link these basic struc-
tures of experience, i.e. body, space and time with inter-
subjective aspects in order to give an integrated picture 
of the depressive and manic condition. To begin with, a 
few remarks on the general phenomenology of affectivity 
and the lived body are necessary in order to prepare the 
ground for the description of affective disorders. 

Moods, emotions and the lived body

In contrast to the common cognitivist picture in which 
mental states and emotions are located within our head, 
phenomenology regards emotions as embodied relations 
to the world, and in particular, as residing in-between 
individuals 8. Human beings do not have moods or emo-
tions independent of their relations and interactions with 
others. First, moods are not inner states, but permeate and 
tinge the whole field of experience. Being atmospheric in 
nature, they radiate through the environment like warmth 
or cold, and confer corresponding affective qualities on 
the whole situation 9. On the other hand, moods also in-
clude certain background feelings of the body, such as 
lightness and freshness in elation or mania, or weariness 
and heaviness in boredom, sadness, or depression. This 
background may also consist of what Ratcliffe has termed 
existential feelings: feelings of wideness or restriction, 
freedom or imprisonment, vulnerability or protection, fa-
miliarity or estrangement, feeling alive or feeling dead 10. 
Similarly, emotions are ways of being in the world; they 
emerge on the basis of a prereflective attunement with 
others, indicating the current state of our relations, inter-
ests and conflicts, and manifest themselves as attitudes 
and expressions of the body. There is no emotion with-
out bodily sensations, bodily resonance and affectability. 
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Of course, when I am moved by an emotion, I may not 
even be aware of my body; yet being afraid, for instance, 
is not possible without feeling a bodily tension or trem-
bling, a beating of the heart or a shortness of breath, and 
a tendency to withdraw. In short, the body is a “reso-
nance body”, a most sensitive sounding board in which 
interpersonal and other “vibrations” constantly reverber-
ate 8 11 12. 
Kinaesthesia is an important component of this reso-
nance. Emotions are dynamic forces that motivate and 
move us in our ongoing interactions with the environ-
ment, inducing us to move towards or away from some-
thing or someone, or to behave in more specific ways. 
In this view, emotions are first and foremost embodied 
motivations to action 13. As such, they are not only felt 
from the inside, but also displayed and visible in expres-
sion and behavior, often as bodily tokens or rudiments 
of action. The facial, gestural and postural expression of 
a feeling is part of the bodily resonance that feeds back 
into the feeling itself, but also induces processes of inter-
bodily resonance 14. Our body is affected by the other’s 
expression, and we experience the kinetics, intensity and 
timing of his emotions through our own bodily kinaesthe-
sia and sensation. This results in a continuous interplay 
of both partners’ expression and impression, mediating a 
pre-reflective reciprocal understanding which Merleau-
Ponty termed “intercorporeality”  15; it may be regarded 
as the bodily basis of affective attunement with others or 
empathy.
In this context, it is important to note the distinction of the 
subjective and the objective body (also termed “lived” vs. 
“corporeal” body, or Leib vs. Körper) as conceptualised 
by the phenomenologic tradition  16  17. The lived body 
means the body as the medium of all our experience, 
or in other words, our embodied being-in-the-world: in 
everyday life, I perceive, act and exist through my body, 
without explicitly reflecting on it. The body withdraws 
from my awareness to the same degree as it mediates my 
relation to the world. The corporeal body, on the other 
hand, is the material, anatomical object of physiology 
and medicine that can be observed and grasped. It ap-
pears in my own experience whenever the lived-body 
loses its “taken for granted”, mediating role and becomes 
obstinate or fragile, as for example in the experience 
of heaviness, fatigue, clumsiness, injury, or illness. The 
lived-body turns into the objective body whenever I be-
come aware of it in an impeding or embarrassing way. 
Having been a bodily being without taking notice before, 

I now realise that I have a material (clumsy, vulnerable, 
finite, etc.) body. In the tradition of phenomenology, we 
can say that the lived body is the body that I am, whereas 
the corporeal body is the body that I have 16.

The phenomenology of depression: body, 
space, time and intersubjectivity
On this background, we may now start to describe the 
phenomenology of depressive and manic experience. 
In short, the depressive state may be characterised by a 
general constriction or “congealment” of the lived body, 
leading to a numbing of emotional resonance and loss 
of attunement. This alters the patient’s existential feel-
ings of being-with-others, resulting in a general sense of 
detachment, segregation, or even expulsion. In this way, 
the lived body also expresses the experiences of loss and 
separation which usually trigger depressive episodes on 
a psychosocial level.

Corporealisation
In severe depression, the lived body loses the lightness, 
fluidity and mobility of a medium and turns into a heavy, 
solid body which puts up resistance to all intentions 
and impulses directed towards the world. The depres-
sive patient experiences an oppression and constriction 
that may focus on single areas of the body (e.g. feeling 
of an armour or tyre around the chest, of a lump in the 
throat, pressure in the head) or also manifest itself in a 
diffuse anxiety, an overall bodily rigidity (“anxiety” is de-
rived from the latin “angustiae” which means “narrows”, 
“constriction”). The materiality, density and weight of 
the body, otherwise suspended and unnoticed in eve-
ryday performance, now come to the forefront and are 
felt painfully. In this respect, depression closely resem-
bles somatic illnesses such as infections that affect one’s 
overall bodily state. Corresponding reports from patients 
may well be elicited provided that the interviewer takes 
their bodily experience serious: they will complain about 
feelings of fatigue, exhaustion, paralysis, aches, sickness, 
nausea, numbness, etc.  18. Moreover, in depression the 
exchange of body and environment is blocked, and drive 
and impulse are exhausted. In summary, depression may 
be described as a reification or corporealisation of the 
lived body 7 a: “My body became inert, heavy and bur-
densome. Every gesture was hard” – “I couldn’t escape 
the awful confines of my leaden body and downcast eye. 
I didn’t want to live, but I couldn’t bear to die” 19.

a This description refers to the most frequent type of severe depression that is characterised by psychomotor inhibition. There is 
another type with prevailing agitation and anxiety (“agitated depression”) in which the patients experience the same constriction 
but the loss of drive is less marked, so that they try in vain to escape from their tormenting bodily state by aimless activity. 
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and desiring things, reaching for them, walking towards 
our goals, and thus anticipating the immediate future. 
As we can see, subjective space and time are intercon-
nected: the extension of space around me and the an-
ticipation of what is possible or what is to come are one 
and the same thing. For the depressive person, however, 
space is not embodied any longer; there is a gap between 
the body and its surroundings. This in turn reinforces the 
bodily constriction and enclosure mentioned above. 

Intercorporality and interaffectivity
The bodily constriction results not only in felt oppres-
sion, anxiety, or heaviness, but more subtly, in a loss of 
the inter-bodily resonance which mediates the empathic 
understanding in social encounters. The depressive body 
lacks emotional expression and offers no clue for the 
other’s empathic perception. The continuous synchroni-
sation of bodily gestures and gazes that normally accom-
panies interaction breaks down. The patients themselves 
realise this congealment of their expression; moreover, 
their own empathic perception and resonance with the 
other’s body is lacking  22-24. Thus, they feel unable to 
emotionally communicate their experience and try in 
vain to compensate for the loss of attunement by stereo-
typed repetition of their complaints. 
The loss of bodily resonance or affectability concerns, 
more generally, the experience of affective valences 
and atmospheres in the surroundings. In milder forms 
this becomes manifest in a loss of interest, pleasure and 
desire. But the deeper the depression, the more the at-
tractive qualities of the environment faint. Patients are no 
longer capable of being moved and affected by things, 
situations, or other persons. This leads to an inability to 
feel emotions or atmospheres at all, which is all the more 
painful as it is not caused by mere apathy or indifference 
(as for example in frontal brain injury), but by the tor-
menting bodily constriction and rigidity. Kurt Schneider 
wrote that the “vital disturbances” of bodily feelings in 
severe depression – anxiety, oppression, heaviness, ex-
haustion – are so intense that psychic or “higher” feelings 
can no longer arise 25. Patients then complain of a “feel-
ing of not feeling” and of not being able to sympathise 
with their relatives any more. In his autobiographical ac-
count, Solomon describes his depression as “… a loss of 
feeling, a numbness, [which] had infected all my human 
relations. I didn’t care about love; about my work; about 
family; about friends …” 26. Hence, patients lose partici-
pation in the shared space of affective attunement. 

The constriction and encapsulation of the body corre-
sponds to the psychosocial experiences that typically lead 
to depression. These are experiences of a disruption of 
relations and bonds, including the loss of relevant others 
or of important social roles, further situations of a back-
log in one’s duties, falling short of one’s aspirations, or 
social defeat 3 20. These situations of social separation or 
defeat are perceived as particularly threatening since the 
patients feel they do not have the necessary resources for 
coping (“learned helplessness”) 21. Depression is the con-
sequent psychophysiological reaction: on the biological 
level, it involves a pattern of neurobiological, metabolic, 
immunological, biorhythmic and other organismic dys-
functions which are equivalent to a partial decoupling or 
separation between organism and environmentb. These 
dysfunctions are subjectively experienced as a loss of 
drive and interest (anhedonia), psychomotor inhibition, 
bodily constriction and depressive mood.

Constriction of sensorimotor space

The constriction thus described continues in sensorimo-
tor space. Sense perception and movement are weakened 
and finally walled in by the general rigidity which is also 
visible in the patient’s gaze, face, or gestures. 
Perception is characterised by a loss of alertness and 
sympathetic sensation: patients may describe a loss of 
taste, a dullness of colours, or muffled sounds as if heard 
from afar. Their senses are not able to vividly participate 
in the environment, their gaze gets tired and empty, their 
interest and attention weakens. They can only passively 
receive what comes from outside.
Movement, on the other hand, is marked by psychomo-
tor inhibition: gestures, speech and actions are reduced, 
only mechanically produced, and lack normal energy. 
A bowed posture, lowered head and leaden heaviness 
show the dominance of forces pressing downwards. In 
order to act, patients have to overcome the inhibition and 
to push themselves to even minor tasks, compensating by 
a high effort of will which the body does not have of its 
own accord any more. Consequently, the external aims 
and objects withdraw from the patient; using Heidegger’s 
terms, they are not “ready-to-hand” any more, but only 
“there” (zuhanden vs. vorhanden). 
All this means that the body’s space shrinks to the nearest 
environment, culminating in depressive stupor. The pa-
tient cannot transcend the body’s boundaries any longer 
– which is what we normally do when we are looking at 

b This comes about through a prolonged organismic stress reaction, affecting, above all, the CRH-ACTH-cortisol system, the sym-
pathetic nervous system as well as the serotonin-transmitter regulation in the limbic system, and resulting in a desynchronisation 
of diurnal hormone and sleep-wake cycles (Wehr & Goodwin 1983, Berger et al. 2003).
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“Everything around me seems far away, shady and some-
how unreal – like in a strange dream” (own clinic, T.F.).
“I feel detached from all people, like an outcast in 
a gloomy world. I am unable to participate in life any 
more” (own clinic, T.F.). 
“There is only emptiness around me; it fills the space 
between me and my husband; instead of conducting it 
keeps me away”c. 
Patients feel like isolated objects in a world without re-
lationships; there is only an abstract space around them, 
not a lived, embodied space any more. Perception only 
shows the naked framework of objects, not their connect-
edness or their “flesh”. The depersonalisation in severe 
depression culminates in so-called nihilistic delusion or 
Cotard’s syndrome, formerly called “melancholia anaes-
thetica” 29. Patients no longer sense their own body; taste, 
smell, even the sense of warmth or pain are missing, eve-
rything seems dead. Having lost the background feeling 
of the body that conveys a sense of connectedness and 
realness to our experience, patients may contend that the 
whole world is empty or does not exist anymore. This 
lets them conclude that they have already died and ought 
to be buried: a 61-year-old patient felt that her inner 
body, her stomach and bowels had been contracted so 
that there was no hollow space left. The whole body, she 
said, was dried out and decayed, nothing inside moved 
any more. The body felt numb, she sensed neither heat 
nor cold, meals had lost their taste. The environment 
seemed strangely altered, too, as if everything had gone 
dead. Finally, she was convinced that all her relatives 
had died, that she was alone in the world and had to live 
in a dead body forever 6. 
Granted, Cotard’s syndrome is a rare phenomenon, yet 
it illustrates by the extreme how the feeling of reality is 
dependent on our participation in a shared emotional 
space. Once the affectability of the body and thus the 
affective basis of co-experiencing the world is lost, the 
sense of reality dissolves and gives way to a virtualisation 
of one’s being-in-the-world.

Delusions of guilt
With Cotard’s syndrome, we have already entered the 
domain of psychotic depression. In the next section, I 
want to look at a more typical example of depressive de-
lusions from an intersubjective point of view, namely at 
delusions of guilt.
As we have already seen above, the depressed patient’s 
bodily constriction, vital anxiety and loss of interaffective 

Of course, there are emotions that remain despite the loss 
of affectability, in particular feelings of guilt, anxiety, or 
despair. However, these emotions show some character-
istic features: (1) they do not connect, but rather separate 
the subject from the world and from the others; (2) their felt 
bodily quality is characterised by constriction and rigidity, 
thus corresponding to the overall depressive state of cor-
porealisation; (3) they are embedded in the prevailing de-
pressed mood rather than arising as independent feelings; 
therefore, their intentional objects are just as ubiquitous 
as arbitrary. A depressive patient describes what may be 
called an elementary, bodily experience of guilt:
“It comes from below, from the gut, like a terrible op-
pression rising to the chest; then a pressure arises, like a 
crime that I have committed. I feel it like a wound on my 
chest, that is my tortured conscience … then this attracts 
my memories, and I have to think again of all that I have 
missed or done wrong in my life…” 6.
This shows that an elementary feeling of being guilty can 
be rooted in bodily experience itself and only secondar-
ily materialises in corresponding, yet arbitrary memories 
of omissions or failures  1. Similarly, the bodily state of 
diffuse, vital anxiety finds its concrete objects in all kinds 
of imagined disaster (financial ruin, lethal disease, etc.), 
which the patient anticipates as inevitable. The simulta-
neity of a loss of affectability and the presence of anxiety 
or guilt feelings, contradictory at first sight, can thus be 
explained by their mood-congruent, bodily character. In 
severe or psychotic stages of depression, such constrict-
ing emotions turn into continuous states of agony, and it 
may be doubted whether they could still be called emo-
tions at all.

Derealisation and depersonalisation
Since the affective contact to the environment is also 
essential for our basic sense of reality and belonging to 
the world, a loss of body resonance always results in a 
certain degree of derealisation and depersonalisation. 
Therefore, affective depersonalisation is a core-feature of 
severe depressive episodes  5  27. Patients do not experi-
ence sadness, mourning or grief; they rather feel empty, 
blunt, dull, or rigid. However, there is a special kind of 
melancholic depression in which depersonalisation is 
the prominent symptom; in German psychopathology it 
is called “Entfremdungsdepression” (depersonalised de-
pression) 28. Here the emotional quality of perception is 
lost completely, objects look blunt or dead, and space 
seems emptied, as in the following reports: 

c In general, memories are facilitated by the bodily and emotional state that corresponds to the condition in which they were 
acquired; cf. the research on state-dependent learning and mood-congruent memories (e.g. Bower 1981, Blaney 1986). This is 
particularly valid for depression (e.g. Barry et al. 2004).
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to its bankruptcy. He would never be able to cancel this 
debt again. Moreover, he complained that he had no 
more feelings for others. “I am only a burden for them, a 
millstone around my family’s neck … for me, life is over”. 
He finally thought that the death sweat already appeared 
on his forehead, one could even see the cadaveric lividity 
on his face. He should be driven in the mortuary in the 
basement and be abandoned there (own clinic, T.F.). 
The capacity of taking the perspective of others is not 
only a cognitive feat but depends on a common inter-
affective sphere that is part of the “bedrock of unques-
tioned certainties” 33 34. It provides a foundational, non-
representational structure of mutual understanding that 
underpins our shared view of reality. In delusional de-
pression, however, the loss of the pre-predicative relation 
to others makes it impossible to take their perspective 
and to gain distance from oneself, thus forcing the patient 
to completely equate his self with his current depressed 
state. This present state means being thrown back upon 
oneself, feeling rejected and expelled. The delusional pa-
tient, as shown in the case example, is identified with his 
existential feeling of guilt to the extent that he is guilty as 
such. There is no remorse, recompensation, or forgive-
ness, for the guilt is not embedded in a common sphere 
which would allow for that. Delusions of guilt result from 
a disruption of intersubjective relations on the basic level 
of interaffectivity 8. 
This is characteristic of depressive delusion in general: 
corporealisation and loss of attunement to others prevent 
the patient from taking their perspective. As a result, a 
state of self beyond the present one becomes unimagi-
nable. It has always been like this, and it will stay like 
this forever – to remember or hope for anything different 
is deception. The patient is inevitably identified with his 
present state of bodily constriction and decay, with his 
state of feeling guilty as such, or, in nihilistic delusion, 
with his state of feeling dead. Hypochondriacal or nihilis-
tic delusions, delusions of guilt or impoverishment are all 
just different manifestations of a complete objectivation 
or reification of the self that can no longer be transcend-
ed. Depressive delusion is therefore rooted in the loss of 
the shared interaffective space and in the utter isolation 
of the self that results from it. 

Temporality and desynchronisation
As pointed out earlier, there is a narrow connection be-
tween the lived body, lived space and temporality. In the 
last analysis, the possibility of bodily movement, the ac-

attunement imply a separation from others and thus are 
particularly suited to reactivate primary feelings of guiltd. 
This holds true even more for the “typus melancholicus”, 
the personality that is particularly prone to fall ill from 
depression  3  30  31. This personality type is characterised 
by excessive conscientiousness, orderliness, hypernomic 
adherence to social norms and dependency on stable 
interpersonal relationships. For these patients, the affec-
tive ties to others are essential, even vital, and becoming 
guilty means to be excluded from the indispensable com-
munity with others. In depression, patients experience 
the bodily constriction as an existential feeling of sepa-
ration and rejection that activates an archaic, punishing 
and annihilating conscience 32. 
The crucial presupposition for depressive delusions, 
however, concerns the intersubjective constitution of re-
ality. Precisely the social reality of guilt normally does 
not mean a fixed state or quantity but is negotiated 
through a shared process of attribution and justification 
that defines the omissions or faults as well as their degree 
of severity. Similarly, dealing with guilt (through respon-
sibility, regret, compensation, forgiveness, rehabilitation, 
etc.) involves an intersubjective agreement and mutual 
alignment of perspectives. This in turn requires a deeper 
fundament that is generated by our prereflective affective 
connectedness with others, and in particular by a basic 
sense of mutual trust. The depressive patient, however, 
loses this prereflective connection and becomes locked 
in his bodily constriction and corporealisation. Thus, he 
is literally deprived of the free scope that is necessary 
for taking the other’s perspective and relativising his own 
point of view. The others are separated by an abyss and 
can no longer be reached. Guilt, instead of being an in-
tersubjective relation that can be dealt with, becomes a 
thing or an object the patient is identified with, as shown 
by the following case example:
Soon after his retirement, a 64 year-old patient fell ill with 
severe depression. Coming from a poor background, he 
had become staff executive of a large company by hard 
work. He reported that he had only been on sick leave for 
10 days in 45 years of work. In contrast, his depression 
was characterised by a feeling of decay. All his power 
had vanished, the patient complained, he had no longer 
command of his arms and legs. He had burnt the candle 
at both ends, had not taken care of his family, and now 
he deserved to get his punishment. He accused himself 
of being responsible for the failure of an important deal 
of his company two years ago that would inevitably lead 

d This is in line with recent research on the embodiment of emotions, showing that bodily postures, expressions, sensations and 
interoceptive states influence one’s emotional state in various ways, “bottom-up“, so to speak (Damasio 1999, Niedenthal 2007, 
Craig 2008).
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Even more in serious experiences of trauma, in guilt, loss, 
or separation, the person temporarily loses the lived syn-
chrony with others.
A prolonged desynchronisation between the individual 
and the environment is characteristic of melancholic de-
pression. The typical constellation triggering the illness 
has already been characterised by Tellenbach as a situa-
tion of “remanence” which means falling short of one’s 
own rigid demands concerning social duties and orderli-
ness  3. According to Tellenbach, remanence is the risk 
inherent in the personality structure of the melancholic 
type. Patients do not feel equal to the pace of changes or 
cannot cope with increasing obligations. Often they sur-
render in the face of painful processes of detachment or 
grief, or they refrain from necessary role changes.
This corresponds to the premorbid striving of the melan-
cholic type to avoid discrepancies in relation to the en-
vironment by all means. The “hypernomia” which Alfred 
Kraus has characterised as the hallmark of the melan-
cholic person’s social identity, is a “hypersynchrony” as 
well 4. Down to the microdynamics of everyday behav-
iour, the melancholic type seeks continuous resonance 
by social attunement, compliance, friendliness, punctu-
ality and timely completion of tasks. The capitulation be-
fore an inescapable task of coping or development now 
leads exactly to what the melancholic fears most of all: 
the breakdown of coherence with his social environment 
in depressive illness. 
Depressive psychopathology may then be viewed as the 
result of a general desynchronisation, as a psychophysi-
cal slowdown or stasis. On the physiological level, this 
manifests itself in disturbances of neuroendocrine and 
temperature periods, of the sleep-wake-rhythm, in a loss 
of drive, appetite and libido. One may also think of the 
seasonal depressions as desynchronisations in relation to 
the annual period. The uncoupling of organism and en-
vironment also manifests itself in the experience of cor-
porealisation described above. The body loses its embed-
ding in, and resonance with, the environment, and turns 
into an obstacle that falls short of its tasks. 
Let us now consider the desynchronisation concerning 
intersubjective time. Depressed patients avoid the en-
vironment with its social or physical timekeepers. They 
do not get up in time, withdraw from social obligations, 
and their tasks are taken over by others. Painfully, the 
patient experiences his inhibition and rigidity in contrast 
to the movement of life going on in his environment. The 
desynchronisation also becomes manifest in a failure to 
achieve forgetting and elimination of the past. “Every-
thing goes through my head again and again, and I al-
ways have to wonder if I did things right”, as a patient 
described it. It is the torture of not being able to forget, 
of being constantly forced to remember and therefore not 
arriving at the present any more.

cessibility and openness of space, and the movement of 
life towards the future are one and the same thing. So if 
the body is isolated from the surroundings by constric-
tion, then space will appear to be inaccessible, unreach-
able and detached from the potentiality of the body. But 
what is more, the temporal movement of life will also 
cease and come to a standstill. 
Thus, an inhibition of lived time is the hallmark of de-
pression, as Straus, von Gebsattel and Tellenbach have 
pointed out 1-3. Following Straus, in melancholic depres-
sion the “ego-time” of the movement of life gets stuck, 
whereas the “world-time” goes on and passes by. The 
inhibition of inner time does not allow the patient to 
progress towards the future, nor is he able to close up 
and leave behind his past experiences. “The more the 
inhibition increases and the speed of inner time slows 
down, the more the determining power of the past is ex-
perienced” 1. What has happened remains conscious as 
a fault or failure, as ever-growing guilt. Such analyses are 
still fundamental for a psychopathology of temporality. 
Modifying this approach, however, I will consider the 
depressive pathology of time not only as an individual 
inhibition but as a disturbance of a synchronised rela-
tion, or a desynchronisation. Depression then means an 
uncoupling in the temporal relation of organism and en-
vironment, as well as with the individual and society 35. 
The concept of synchronisation is derived from chronobi-
ology, referring to the order of rhythms such as the sleep-
wake-cycle or the diurnal period of hormone levels. 
There is a continuous attunement between organismic or 
endogenous with cosmic or exogenous rhythms, such as 
daily, lunar and solar periods. On the social level, how-
ever, we find many forms of synchronisation as well. 
Since birth, the rhythms of the organism (eating, sleep-
ing, excretion times, etc.) are shaped by socialisation. 
More subtly, the everyday contact with others implies a 
continuous fine-tuning of emotional and bodily commu-
nication, an intercorporeal resonance. Moreover, social 
synchronisation is conspicuous in the manifold ways of 
“timing”, of day- and week-time regulation, date sched-
uling, as well as in all mutual commitments and agree-
ments which are bound to certain time frames. These 
various temporal coordinations engender a basic feeling 
of being in accord with the time of the others, and to live 
with them in the same, intersubjective time.
All these biological and social synchronisations, how-
ever, are not constant. The homoeostasis of the organism 
in relation to its environment is only preserved through 
recurring deviations or desynchronisations. On the social 
level, too, we periodically experience asynchronies, i.e. 
situations that require us to re-adapt to external changes, 
to compensate for disturbances and backlogs. Uncom-
pleted tasks, unresolved conflicts, strain and distress ac-
cumulate, thus inhibiting our progress toward the future. 
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tive and to transcend his present experience towards an 
intersubjective view. Depressive delusion is therefore 
rooted in the total constriction of self-experience: Cor-
porealisation and desynchronisation, i.e. bodily and 
temporal separation from the shared world, prevent the 
patient from taking the perspective of others. He loses the 
freedom of self-distancing, of considering other possibili-
ties of self-being. Delusions of guilt or impoverishment, 
nihilistic and hypochondriacal delusions are all just dif-
ferent expressions of the same state of the self: a state of 
total objectivation or “reification” that can no longer be 
transcended. 

Resynchronising therapy
I have described depression by two main alterations that 
are closely interconnected: corporealisation and desyn-
chronisation. The loss of goal-oriented capacities of the 
body, of drive, appetite and desire, are equivalent to a 
slowing-down and finally a standstill of lived time. Thus 
the past, the guilt, losses and failures gain dominance 
over the future and its possibilities. Melancholic delusion 
is the utter manifestation of this uncoupling from com-
mon time.
From this point of view, the treatment of depression 
should have the aim to restore and support the miss-
ing processes of synchronisation. Apart from biological 
approaches, a psychosocial “resynchronising therapy” 
should take into account the following guidelines:
1) The first requirement would be a spatial and tempo-
ral frame that creates a legitimate recovery period for the 
patient, a “time-out” so-to-speak, during which he can 
gradually readapt to the common social course of time 
with as little pressure as possible. In this phase of treat-
ment, the aim is to loosen the rigidity of bodily restriction 
and anxiety, which is mainly achieved by psychotropic 
medication, but also by the relief of everyday tasks that 
overburden the patient’s capacities.
(2) Secondly, it is important to give rhythm to everyday 
life, i.e. to emphasise repetition and regularity in the 
structure of the day and week. This helps the patient to 
gain a stand against fleeting time and to support the re-
synchronisation of internal and external rhythms.
(3) Careful activation therapy may support the patient’s 
orientation toward future goals, however modest. This 
may be stressful at first, since the patient’s own, appeti-
tive motivation is still missing and each action is in im-
mediate danger of not satisfying his high demands on 
achievement. It is therefore important to explain to the 
patient that the intentional arc alone, which he draws in 
planning and execution, is enough to extend his senso-
rimotor space again und to re-establish his directedness 
towards the future. 
(4) From this follows the principle of “optimal resynchro-

With increasing inhibition the basic movement of life 
comes to a standstill. The depressive has fallen out of 
common time, usually expressed in the complaint that 
time has slowed down or stopped. He literally lives in 
another, sluggish time, and the external, intersubjective 
time passes him by 8 36. This disturbance of temporalisa-
tion can be experimentally verified: depressive persons 
experience a time dilation, i.e. they estimate given time 
intervals to be longer than the actual, objectively meas-
ured time 37.
“My inner clock seems to stand still, while the clocks of 
the others run on. In everything I do I am unable to get 
ahead, as if I am paralysed. I lag behind my duties. I am 
stealing time” (own clinic, T.F.).
“I have to keep on thinking that time is continuously 
passing away. As I speak to you now, I think ‘gone, gone, 
gone’ with every word I say to you. This state is unbear-
able and makes me feel driven. (…) Dripping water is 
unbearable and infuriates me because I have to keep on 
thinking: another second has gone, now another second. 
It is the same when I hear the clock ticking – again and 
again: gone, gone” 2.
This patient perceives time in fragments because she can-
not experience it in the flow of spontaneous becoming 
but as something remaining outside her. She must sub-
sequently go back to everything that she was not able to 
live through in perceiving and acting, however, only to 
notice that the impression or the movement is already 
“gone”.
With uncoupling from external time, the future is 
blocked, which means that the past is fixed once and for 
all; it may no more be changed or compensated by future 
living. Now all past guilt and all omissions are actual-
ised: “What has happened can never be undone again. 
Not only the things go by, but also possibilities pass by 
unused. If one does not accomplish something in time, 
it is never done any more … The real essence of time is 
indelible guilt” 38. Thus, in melancholic depression, time 
is continuously transformed, as it were, into guilt which 
cannot be discharged any more. 
Complete desynchronisation is marked by the transition 
to melancholic delusion. Now the return to a common 
intersubjective time has become unimaginable, the de-
termination by the past total. A state of self outside the 
present one seems impossible. The patient is forced to 
identify with his present state of bodily inhibition and de-
cay, with his state of feeling guilty as such, or, in nihilistic 
delusion, with his state of not feeling alive any more. He 
is no longer able to keep his situation in perspective, and 
to relativise his convictions. It has always been like this, 
and it will stay the same forever – all reminiscence or 
hope different from that is deception. 
Now if for the patient there is no state of self outside the 
present one, he loses the capacity to change his perspec-
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all objects seem equally close, available and ready-to-
hand 42, leading to the notorious excessive consumption. 
Thus, the relation of person and space is characterised 
by centrifugal dispersion and dedifferentiation, overriding 
the gradations of proximity and distance that normally 
structure the peripersonal environment. In the symbolic 
realm of thinking, the “flight of ideas” corresponds to the 
dispersed mode of existence that is conspicuous in the 
patient’s lived space.
Regarding temporality, we find the opposite type of de-
synchronisation compared to depression, namely an ac-
celeration and finally uncoupling of the individual from 
the world time. Manic action is characterised by restless 
hustle and agitation. The present is not enough, it is vir-
tually marked by what is still missing or what would be 
possible. Whereas the depressive patient keeps lament-
ing over missed opportunities of the past, the manic per-
son is constantly ahead of himself, addicted to the seem-
ingly unlimited scope of possibilites. Interest in the pre-
sent is always distracted in favour of the next-to-come. 
The future cannot be awaited and expected, but must be 
assailed and seized immediately. Impatience leaves no 
ease for pursuing long-term goals. The past, on the other 
hand, is forgotten as soon as new alluring options and 
possibilities emerge; commitments are betrayed in favour 
of a more enticing future. 
All this leads to a momentary life, consisting of isolated 
“nows”, not allowing for a sustained development and 
conclusion of projects. The manic mode of existence is 
volatile, playful and provisional; both the past and the 
future lose their influence on the present 43. If one project 
fails, then a dozen of other plans take its place at once, 
resulting in a spinning round on the spot without actual 
efficacy. In so doing, the manic person neglects the natu-
ral rhythms that oppose his acceleration: he represses the 
cyclic time of the body in favour of homogeneous, linear-
ly accelerated time. He disregards the needs of his body, 
denies it the necessary sleep and ignores the signs of be-
ginning exhaustion. The body is exploited recklessly, as a 
mere vehicle of the expansive drives.
In summary, in mania the movement of life is accelerated 
and overtakes external, social, or world time. Only in fleet-
ing transition does the patient come in contact with the 
world and the others, unable to dwell in the present and 
instead always turning to the next-to-come. Here too, the 
disturbance of temporality may be experimentally verified: 
in studies on time estimation, hypomanic and manic pa-
tients experience a shortening of time periods 44. 
If we finally turn to intersubjectivity, we find patients bus-
tling around in dispersed attention, without being able to 
take a specific interest in others. Though the manic per-
son constantly approaches and seizes them, he soon loses 
his interest once they do not participate, and no deeper 
affective connection results. The patient’s euphoria feigns 

nisation”: the patient should experience a degree of ac-
tivation and stimulation appropriate to his present state, 
so that the empty time is filled again, without however, 
causing a relapse into uncoupled time by forced rehabili-
tation. The image of a gear-change suggests itself here, 
where different levels of synchronisation are chosen ac-
cording to the present capacity.
(5) After the remission of acute depression, it becomes 
important to further the psychological and social process-
es of resynchronisation whose failure has contributed to 
the onset of illness, above all, processes of grief and role 
change. 

The phenomenology of mania: body, space, 
time and intersubjectivity
Mania is obviously the antithesis of depression. The 
depressive heaviness, inhibition and retardation is re-
placed by lightness, disinhibition and acceleration. The 
lived body, instead of its constriction in depression, is 
characterised by a centrifugal expansion, connected 
with a general sense of omnipotence and appropriation. 
Therefore, the manic mood is not so much a state of 
happiness and cheerfulness, but rather a state of super-
ficial elation, often experienced with feelings of flying 
or floating. One may speak of a “vital euphoria”, since 
the manic state of mood is not due to a narcissistic gran-
diosity, but mainly to an excess of drive, energy and 
disinhibition. The body seems to have lost all inner re-
sistance that normally hinders us from acting out every 
impulse immediately. 
However, manic euphoria may turn into dysphoria and 
irritability, especially when others question the manic 
person’s omnipotent attitude or confront his expansion. 
Dysphoria (from the Greek dysphoros = hard to bear) 
denotes a condition of disagreeable, nervous tension, 
hostile emotional reactivity and propensity for aggressive 
acting out. It becomes the dominant mood in so-called 
mixed states of bipolar disorders, characterised by rap-
idly shifting affects, agitation, accelerated thoughts, lack 
of concentration and memory, and sudden attacks of de-
pression which may even cause suicidal thoughts and 
actions 39 40. Dysphoric mood should thus be considered 
as a particular type of mood that is qualitatively distinct 
from anger, sadness, anxiety, or euphoria. 
As a result of the excess of drive and the expansivity of the 
body, the space of the manic person changes into an un-
limited, homogeneous medium of projects and activities. 
The patient’s self is exteriorised and extended in his en-
vironment, trespassing on others’ territories regardless of 
barriers of decency or respect. “The world is too small for 
this being in expansion [...] and distances become small-
er” 41. Space is lived as if it were vast, open and lacking 
resistance. Attractive qualities or opportunities abound, 
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able and productive way. Moreover, the overstimulated 
and expansive body is inadequate for establishing the 
fine-tuned and reciprocal interactions with others that 
are necessary for emotional resonance and interaffectiv-
ity. Though the manic person’s behaviour may convey 
a different impression, his rapport with others is no less 
disturbed than in depression; his contacts remain fleeting 
and superficial. In summary, both disorders are only fully 
described as disorders of intersubjectivity, which means, 
as a failure to participate in the interaffective space that is 
mediated by bodily resonance. 

Conflict of interest 
None.

References
1 Straus E. Das Zeiterlebnis in der endogenen Depression und 

in der psychopathischen Verstimmung. Monatsschrift für 
Psychiatrie und Neurologie 1928;68:640-56.

2 Gebsattel E. von. Prolegomena einer Medizinischen Anthro-
pologie. Berlin Goettingen: Springer 1954.

3 Tellenbach H. Melancholy. History of the problem, endoge-
neity, typology, pathogenesis, clinical considerations. Pitts-
burgh: Duquesne University Press 1980.

4 Kraus A. Rollendynamische Aspekte bei Manisch-Depressi-
ven. In: Kisker KP, et al. editors. Psychiatrie der Gegenwart. 
Berlin Heidelberg, New York: Springer 1987;5 403-23.

5 Stanghellini G. Disembodied spirits and deanimatied bod-
ies: the psychopathology of common sense. Oxford: Oxford 
University Press 2004.

6 Fuchs T. Psychopathologie von Leib und Raum. Phaenome-
nologisch-empirische Untersuchungen zu depressiven und 
paranoiden Erkrankungen. Steinkopff: Darmstadt 2000.

7 Fuchs T. Corporealized and disembodied minds. A phe-
nomenological view of the body in melancholia and schizo-
phrenia. Phil Psychiatr Psychol 2005;12: 95-107.

8 Fuchs T. Depression, intercorporality and interaffectivity. J 
Conscious Stud 2013;20:219-38.

9 Anderson B. Affective atmospheres. Emotion, Space and So-
ciety 2009;2:77-81.

10 Ratcliffe M. Feelings of being. Phenomenology, psychiatry and 
the sense of reality. Oxford: Oxford University Press 2008.

11 James J. What is an Emotion? Mind 9 34:188-205.
12 Fuchs T, De Jaegher H. Enactive intersubjectivity: participa-

tory sense-making and mutual incorporation. Phenomenol 
Cogn Sci 2009;8:465-86.

13 Sheets-Johnstone M. Emotion and movement. A beginning 
empirical-phenomenological analysis of their relationship. J 
Conscious Stud 1999;6:259-77.

14 Froese, T, Fuchs T. The Extended body: a case study in the 
neurophenomenology of social interaction. Phenomenol 
Cogn Sci 2012;11:205-36.

affection, but actually remains a “frozen”, fixed state of 
empty cheerfulness. Since the component of receptivity in 
contact is lacking, encounters cannot establish content-
ment and fulfillment. Lack of distance and disinhibition, 
often a sexualised behaviour to the point of promiscuity, 
may have a destructive effect on personal relationships. 
Frequently the manic episode leaves behind a mess of 
job loss, debts, or divorce. Manic patients thus live over 
their means and exhaust their biological and social res-
sources to the point of depletion and breakdown. Even 
though they may not realize this immediately for lack of 
self-criticism, the disillusionment after the manic episode 
is all the more profound and may often contribute to a 
sudden fall from mania into depression. 

Conclusion
From a phenomenological point of view, depression and 
mania are not just “inner”, psychological, or mental dis-
orders, but disturbances of the bodily, affective and inter-
subjective space in which the patients live, behave and 
act. In depression, the corporealised, constricted body 
loses its affectability and emotional resonance; this un-
dermines the patient’s existential feelings of being-with-
others, resulting in a general sense of detachment, separa-
tion, or even expulsion. The typical cognitive symptoms 
of depression – negative thoughts about self and future, 
delusional ideation – are a result of this basic bodily and 
affective alteration. 
The constriction and encapsulation of the lived body also 
corresponds to the typical triggering situations of depres-
sion. These are mostly experiences of a disruption of rela-
tions and bonds: a loss of relevant others or of important 
social roles, experiences of backlog or defeat, resulting in 
a desynchronisation from others and in a blocked move-
ment of life. To these situations of threatening or actual 
separation, the depressive patient reacts as a psychophys-
iological unity. Without doubt, depression is a bodily ill-
ness even in the biological sense, implying functional 
disturbances on different levels and a partial decoupling 
of organism and environment. But at the same time, the 
biological dysfunctions that result in the felt bodily con-
striction are the meaningful expression of a disorder of 
intercorporality and interaffectivity on the psychosocial 
level. Our participation in interaffective space is medi-
ated by a fundamental bodily resonance. In depression, 
this attunement fails, and the lived body, as it were, 
shrinks to the boundaries of the material body. 
In mania, the depressive heaviness, inhibition and re-
tardation find their counterparts in lightness, disinhibi-
tion and acceleration. The centrifugal expansion of lived 
body and lived space is connected with a compression of 
experienced time and a dispersion of activities rendering 
the patient incapable of pursuing his goals in a sustain-



413

Psychopathology of depression and mania: symptoms, phenomena and syndromes

and endogenous/major depression: an empirical approach 
to typus melancholicus. Psychopathology 1997;30:130-9.

31 Kronmüller K-T, Backenstrass M, Kocherscheidt K, et al. 
Typus melancholicus personality type and the five-factor 
model of personality. Psychopathology 2002;35:327-34.

32 Fuchs T. The phenomenology of shame, guilt and the body 
in body dysmorphic disorder and depression. J Phenomenol 
Psychol 2002;33:223-43.

33 Wittgenstein L. On certainty. In: Anscombe GEM, von 
Wright GH, editors. Oxford: Basil Blackwell 1969.

34 Rhodes J, Gipps RGT. Delusions, certainty, and the back-
ground. Philos Psychiatr Psychol 2008;15:295-310.

35 Fuchs T. Melancholia as a desynchronisation. Towards a 
psychopathology of interpersonal time. Psychopathology 
2001;34:179-86.

36 Ratcliffe M. Varieties of temporal experience in depression. J 
Med Philos 2012;37:114-38.

37 Mundt C, Richter P, van Hees H, et al. Zeiterleben und Zeits-
chaetzung depressiver Patienten. Nervenarzt 1998;69:38-45.

38 Kuiper PC. Seelenfinsternis. Die Depression eines Psychi-
aters. Frankfurt: Fischer 1991. 

39 Azorin, JM. Mixed states with predominant manic or depressive 
symptoms: baseline characteristics and 24-month outcomes of 
the EMBLEM cohort. J Affect Disord 2013;146:369-77. 

40 Bertschy G, Gervasoni N, Favre S, et al. Frequency of dys-
phoria and mixed states. Psychopathology 2008;41:187-93. 

41 Binswanger L. On the manic mode of being-in-the-world. In: 
Straus E, ed. Phenomenology, pure and applied. Pittsburgh, 
PA: Duquesne University Press 1964, pp. 131-132. 

42 Alonso-Fernandez F. Space and time for the manic person. 
In: de Koning F AJJ, Jenner A, editors. Phenomenology and 
Psychiatry New York: Grune & Stratton 1982. 

43 Figueira ML, Madeira L. Time and space in manic episodes. 
Dialogues in Philosophy, Mental and Neuro Sciences 
2011;4:22-6. 

44 Bschor T, Ising M, Bauer M, et al. Time experience and time 
judgment in major depression, mania and healthy subjects. 
A controlled study of 93 subjects. Acta Psychiatr Scand 
2004;109:222-9.

15 Merleau-Ponty M. Eye and mind. Trans. by C. Dallery. In: 
Edie J, editor. The primacy of perception. Evanston: North-
western University Press 1964, pp.159-190.

16 Plessner H. Die Stufen des Organischen und der Mensch. 
Berlin: de Gruyter 1975.

17 Merleau-Ponty M. The phenomenology of perception. New 
York: Humanities Press 1962.

18 Ratcliffe M. A bad case of the flu? The comparative phe-
nomenology of depression and somatic illness. J Conscious 
Stud 2013;20:198-218.

19 Shaw F. Composing myself: a journey through postpartum 
depression. Hanover, NH: Steerforth Press 1998.

20 Bjorkqvist K. Social defeat as a stressor in humans. Physiol 
Behav 2001;73:435-42.

21 Seligman MEP. Helplessness. On depression, development 
and death. San Francisco: Freeman & Comp. 1975.

22 Persad SM, Polivy J. Differences between depressed and non-
depressed individuals in the recognition of and response to 
facial emotional cues. J Abnorm Psychol 1993;102:358-68.

23 Csukly G, Czobor P, Szily E, et al. Facial expression recogni-
tion in depressed subjects: the impact of intensity level and 
arousal dimension. J Nerv Ment Dis 2009;197:98-103.

24 Bourke C, Douglas K, Porter R. Processing of facial emotion 
expression in major depression: a review. Aust NZ J Psychiat 
2010;44:681-96.

25 Schneider K. Die Schichtung des emotionalen Lebens und 
der Aufbau der Depressionszustände. Zeitschrift für die ge-
samte Neurologie und Psychiatrie 1920;59:281-86.

26 Solomon A. The noonday demon: an atlas of depression. 
London: Vintage Books 2001.

27 Kraus A. Melancholie: eine Art von Depersonalisation? In: 
Fuchs T, Mundt C, editors. Affekt und affektive Stoerungen. 
Paderborn: Schoeningh 2002; pp. 169-186.

28 Petrilowitsch N. Zur Psychopathologie und Klinik der 
Entfremdungsdepression. Arch Psychiat Z Ges Neurol 
1956;194:289-301.

29 Enoch MD, Trethowan WH. Uncommon psychiatric syn-
dromes. 3rd ed. Bristol: John Wright 1991.

30 Mundt C, Backenstrass M, Kronmüller KT, et al. Personality 



Psycopathology of mood disorders

414 Journal of Psychopathology 2014;20:414-422

Summary
In this paper, I examine recent phenomenological research on 
both depressive and manic episodes, with the intention of show-
ing how phenomenologically oriented studies can help us over-
come the apparently paradoxical nature of mixed states. First, 
I argue that some of the symptoms included in the diagnostic 
criteria for depressive and manic episodes in the DSM-5 are not 
actually essential features of these episodes. Second, I recon-
sider the category of major depressive disorder (MDD) from 
the perspective of phenomenological psychopathology, arguing 
that severe depressive episodes should not be characterized by 
any particular moods (such as sadness, hopelessness, or guilt), 
and should instead be characterized by a diminished capacity 
for finding ourselves situated in and attuned to the world at all. 
In other words, the affective dimension of depression should 
be characterized as a change in the way we have moods, not 
as a change from one kind of mood to another. Third, I turn to 
mania, arguing that manic episodes, taken as the opposite of 
depressive episodes, should be characterized not by any partic-
ular moods (such as euphoria, grandiosity, or even irritability), 
but should instead be characterized by an enhanced or height-
ened capacity for finding ourselves situated in and attuned to 
the world. In other words, the affective dimension of mania, like 
the affective dimension of depression, should be understood as 

a change in the way we have moods, not as a change from one 
kind of mood to another. Fourth, I return to the phenomenon of 
mixed states and argue that the affective dimension of depres-
sion and mania, when conceived along the phenomenological 
lines I set forth in the previous sections, dissolves the paradox 
of mixed states by showing that the essential characteristics of 
depression and mania cannot and do not coincide. Many cases 
of mixed states are diagnosed because moods that we take to 
be essential features of either depression or mania arise within 
the context of what is considered to be the opposite kind of epi-
sode (e.g. dysphoria, typically associated with depression, often 
arises in what is otherwise considered a manic state). However, 
if we conceive of the affective dimension of depression as a 
decrease in the degree to which one is situated in and attune to 
the world through moods, and the affective dimension of mania 
as an increase in the degree to which one is situated in and at-
tuned to the world through moods, then the particular mood 
one finds oneself in is simply irrelevant to the diagnosis of either 
depression or mania. As a result, the manifestation of any par-
ticular moods in what otherwise seems to be a pure manic or 
depressive episode does not constitute a mixed state.
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Introduction

Both the general public and professional psychiatrists 
typically conceive of depression and mania as polar op-
posites – embodied in the term “bipolar disorder” itself. 
However, the possibility of mixed states (i.e. states that 
incorporate symptoms considered essential to both de-
pressive and manic episodes) has a long history. In his 
book, Manic Depressive Insanity and Paranoia, Emil 
Kraepelin clearly elucidated the possible manifestations 
of such states 1. Some authors even point as far back as 
Hippocrates and Aretaeus of Cappadocia, arguing that 
these ancient physicians described cases of melancholic 
symptoms appearing during the course of behaviour that 
we would today characterise as manic 2-5. 

The formal definition of mixed states, given in the DSM-
5, consists of either a state meeting full criteria for a man-
ic or hypomanic episode, accompanied by at least three 
depressive symptoms, or a state meeting full criteria for a 
depressive episode, accompanied by at least three manic 
or hypomanic symptoms 6. This shares some similarities 
with earlier conceptions of mixed states, but there is one 
important difference in the DSM. While Kraepelin did 
not conceive of depression and mania as opposing poles, 
the DSM conception implies the opposition of the two 
phenomena, thereby establishing mixed states as a prob-
lematic, if not paradoxical, form of human subjectivity. 
Many of the particular symptoms of each kind of episode 
are clearly juxtaposed. For example, a major depressive 
episode is characterised by a depressed mood, while a 
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manic episode is characterised by an elevated or expan-
sive mood. Another characteristic of a major depressive 
episode is loss of interest or pleasure in activities, while 
a manic episode often includes excessive involvement in 
activities that have potential for painful consequences. As 
a result of this characterisation of depressive and manic 
episodes, mixed states of any sort (whether they be pre-
dominantly depressive or manic) present us with a kind 
of paradox. If depression and mania are, in fact, polar 
opposites, how can it be that essential features of both 
disorders manifest simultaneously?
Questions of this kind have given rise to a large body of 
psychological and psychiatric research that attempts to 
reconceive the essential features of depression and ma-
nia with the intention of bestowing some sense on the 
strange phenomenon of mixed states 7-23. One account, 
made popular by Kraepelin, characterises mixed states 
as the outcome of prolonged periods of transition be-
tween depressive and manic episodes, or vice versa. Ac-
cording to this account, the movement from one kind of 
episode to the other is typically either rapid or includes 
a transition through a non-episodic state. However, in 
some cases a person moves from one kind of episode to 
the other without the typically rapid transition, thereby 
displaying a mixture of what seem to be two opposing 
states 1 4. Another, more radical account claims that de-
pression and mania are not actually two opposing poles. 
Instead, mania is a severe mental disorder, while depres-
sion is a less severe disorder on the same spectrum. Ac-
cording to this conception of depression and mania, the 
opposing poles, or extremes, are actually mania and a 
non-episodic state. Because depression stands at a point 
between these states, it is not unusual to find depressive 
and manic symptoms arising together 8.
While either of these accounts might explain the pos-
sibility of mixed states, in this paper I wish to consider 
another solution. Rather than explaining mixed states, I 
attempt to explain them away. In other words, I argue 
that mixed states may not actually exist – instead, they 
are artefacts of inaccurate diagnostic constructs that have 
been perpetuated in light of misattributions of the essen-
tial characteristics of depressive and manic episodes.
This paper is divided into four main sections. First, I argue 
that some of the symptoms included in the diagnostic cri-
teria for depressive and manic episodes in the DSM-5 are 
not actually essential features of these episodes. Second, 
I reconsider the category of major depressive disorder 
(MDD) from the perspective of phenomenological psy-
chopathology, arguing that severe depressive episodes 
should not be characterised by any particular moods (such 
as sadness, hopelessness, or guilt), and should instead be 
characterised by a diminished capacity for finding our-
selves situated in and attuned to the world at all. In other 
words, the affective dimension of depression should be 

characterised as a change in the way we have moods, 
and not as a change from one kind of mood to another. 
Third, I turn to mania, arguing that manic episodes, taken 
as the opposite of depressive episodes, should be char-
acterised not by any particular moods (such as euphoria, 
grandiosity, or even irritability), and should instead be 
characterised by an enhanced or heightened capacity for 
finding ourselves situated in and attuned to the world. In 
other words, the affective dimension of mania, like the 
affective dimension of depression, should be understood 
as a change in the way we have moods, and not as a 
change from one kind of mood to another. Fourth, I re-
turn to the phenomenon of mixed states and argue that 
the affective dimension of depression and mania, when 
conceived along the phenomenological lines I set forth 
in the previous sections, dissolves the paradox of mixed 
states by showing that the essential characteristics of de-
pression and mania cannot and do not coincide. Many 
cases of mixed states are diagnosed because moods that 
we take to be essential features of either depression or 
mania arise within the context of what is considered to 
be the opposite kind of episode (e.g. dysphoria, typically 
associated with depression, often arises in what is other-
wise considered a manic state). However, if we conceive 
of the affective dimension of depression as a decrease 
in the degree to which one is situated in and attuned to 
the world through moods, and the affective dimension of 
mania as an increase in the degree to which one is situ-
ated in and attuned to the world through moods, then the 
particular mood one finds oneself in is simply irrelevant 
to the diagnosis of either depression or mania. As a result, 
the manifestation of any particular moods in what oth-
erwise seems to be a pure manic or depressive episode 
does not constitute a mixed state.
Before I begin, it will help to briefly clarify what I mean 
by “essential characteristics” and by “phenomenology”. 
Essential characteristics can be defined in a variety of 
ways. The essence of something can be understood as 
that which makes something what it is, in the sense that 
if this characteristic were removed, the being in question 
would necessarily become something other than what it 
is. Another way of defining essence is as that essential 
feature that stands as a ground, or source, of the other 
features of the phenomenon in question. In philosophi-
cal phenomenology, both senses of essence, or essential 
characteristics, are taken together. Phenomenologists 
study those characteristics of human subjectivity and ex-
istence that must hold for something to count as human 
subjectivity or existence. And these characteristics are, in 
turn, conditions for a lived world showing up at all.
This brings us to the issue of the definition of phenom-
enology. The term has a variety of meanings, being used 
in psychological  l, sociological  l, anthropological  l, and 
philosophical research, among other domains. While 
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to be any core symptom around which the rest are organ-
ised or motivated. In light of this, it is reasonable to ask 
how such a set of symptoms became the symptoms by 
which MDD is diagnosed. 
There are a variety of ways we can formulate such a 
question, and each formulation will give us a different 
answer. A historical formulation, for example, would ask 
about the actual events that led to the selection of the 
particular criteria in the DSM. A more philosophical for-
mulation, however, might ask why the particular kinds of 
symptoms listed in the DSM have been selected. What is 
it about these symptoms that made them attractive for use 
as DSM diagnostic criteria? This is the kind of question I 
wish to address here.
Many of the symptoms of MDD, including (1), (2), (7), (8) 
and (9) listed above, seem to be experiential, or subjec-
tive. That is to say, they are symptoms that seem to be 
observable primarily from the perspective of the patient 
herself. Others, such as (3) and (6), seem physiological, 
rather than primarily behavioural or experiential. How-
ever, nearly all of these symptoms come with some kind 
of qualification that allows for it to be met, or checked 
off, as a result of observations made by a clinician, fam-
ily member, or close acquaintance, rather than the pa-
tient herself. For example, depressed mood, diminished 
interest or pleasure in activities, and diminished ability 
to think or concentrate are all followed by the qualifica-
tion that these items can be met by observations made 
by others. Such a possibility for diagnosis is also implied 
in the physiological symptom of significant weight loss 
or weight gain, as this item includes the qualification, 
“when not dieting”, which integrates a behavioural char-
acter into the symptom. Out of all the experiential or sub-
jective symptoms that can be used to make a diagnosis, 
only one – feelings of worthlessness or excessive or inap-
propriate guilt – does not include the qualification that it 
can also be confirmed by outside observation, rather than 
just first-person report.
It follows from this insight into the preponderance of be-
havioural, or behaviourally qualified, diagnostic criteria 
that what makes a particular symptom likely to make the 
list of characteristic features of a psychiatric disorder is 
the quality of being easily observable. Each symptom list-
ed in the DSM can be quickly and easily observed by a 
clinician, patient, family member or close acquaintance, 
or some combination thereof. 
The reason for qualifying symptoms in such a way as to al-
low for observation or confirmation from multiple sources 
is clear enough. Easily observable symptoms expedite the 
process of diagnosis and, in turn, reduce the time it takes 
to implement targeted interventions – whether these be 
psychopharmaceuticals or psychotherapies. However, 
the symptomatology of many of the DSM categories of 
disorder still leaves one wanting. The most easily observ-

this paper is on phenomenological psychopathology, I 
use the term phenomenology in the philosophical, rather 
than the psychological or psychiatric, sense. In psychol-
ogy, phenomenology is typically understood as a method 
for the qualitative study of subjective experience. Such 
data is obtained through avenues such as surveys, first-
person reports, and interviews. In psychiatry, the term 
can have an even broader meaning, being used to refer 
to any observable symptoms of a disorder – in this sense, 
even the DSM is phenomenological. Philosophical phe-
nomenology, by contrast, while still concerned with hu-
man subjectivity and lived experience, has its roots in 
the Kantian tradition of transcendental philosophy. What 
this means is that phenomenology, as a discipline within 
philosophy, is a research program aimed not at describ-
ing particular qualitative differences in experience, but 
instead at describing the form or structure of subjectivity 
and experience in general.
In this sense, philosophical phenomenology is still descrip-
tive, but its focus is primarily on what we might broadly 
construe as “form” – although “structure” [Struktur] is the 
more common coinage, at least among the German phe-
nomenologists. In some cases, phenomenologists speak 
of the structure of consciousness or human existence as a 
whole, while at other times they speak of structures in the 
plural, referring to specific characteristics of consciousness 
or human existence. Some of the specific characteristics, 
sometimes referred to as “existentials”, include temporal-
ity; spatiality; intersubjectivity; selfhood; embodiment; and 
situatedness or affectivity. In this paper, I focus primarily 
on the way subjects are situated in, attuned to and affected 
by their world through moods.

Symptomatology in phenomenology  
and mainstream psychiatry
The DSM-5 organises and distinguishes its categories of 
disorder by reference to symptom checklists. The kinds of 
symptoms listed for each disorder are varied, but there is 
predominance of behavioural criteria or, at the very least, 
criteria that can be interpreted behaviourally. A diagno-
sis of major depressive disorder (MDD), for example, is 
made when a patient presents with five or more of the fol-
lowing symptoms (with at least one of the symptoms be-
ing the first or second on the list) over a period of at least 
two weeks: (1) depressed mood; (2) diminished interest 
or pleasure; (3) significant weight loss or weight gain; (4) 
insomnia or hypersomnia; (5) psychomotor agitation or 
retardation; (6) fatigue or loss of energy; (7) feelings of 
worthlessness or excessive guilt; (8) diminished ability to 
think or concentrate; (9) recurrent thoughts of death, sui-
cidal ideation, or a suicide attempt or plan  6.
Many of these symptoms seem dissimilar and unrelated, 
especially considering the fact that there does not seem 
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The phenomenology of depression
The last decade has seen a renewed interest in the phe-
nomenology of depression. Figures such as Kevin Aho 25, 
Thomas Fuchs 26-29, Matthew Ratcliffe 30-33, and Giovanni 
Stanghellini 34 and René Rosfort  35- 36 have all contributed 
to this growing body of literature. Each of these phenom-
enological psychopathologists has developed a focus on 
a particular aspect of depressive disorders, but there re-
mains substantial overlap in their work. Some have fo-
cused on issues of temporality, or shifts in the way time 
and the temporal flow manifest in cases of depressive 
episodes  25 29 32. Some focus on issues of embodiment, or 
changes in the way people experience their body or have 
bodily engagements with the world 25-28. Others focus on 
the relationships between depressive episodes and other 
disorders, such as borderline personality disorder 35 36.
In spite of the varied interests of these phenomenologi-
cal psychopathologists, there is one point of focus that 
they all share. Every phenomenological psychopatholo-
gist who studies depression must, to some extent, con-
sider the affective dimension of depressive episodes. This 
focus has taken a variety of forms, and a few competing 
interpretations of the affective dimension of depressive 
episodes have been offered. However, each phenom-
enological account of this feature of depression might 
be understood as an attempt to make sense the central, 
but rather ambiguous, symptom referred to as “depressed 
mood”. The DSM describes this symptom with the fol-
lowing words: “Depressed mood most of the day, nearly 
every day, as indicated by either subjective report (e.g. 
feels sad, empty, hopeless) or observation made by others 
(e.g. appears tearful)” 6. As is made clear in this brief de-
scription, the DSM does not actually include a definition 
of depressed mood. Instead, it offers the clinician a few 
examples − sadness, emptiness, and hopelessness – and 
in so doing leaves open the possibility for other kinds 
of moods or affective phenomena to fulfil this criterion, 
while giving very little instruction on how to go about 
deciding what other affective phenomena or changes in 
mood actually count as “depressed mood”.
This very ambiguity is used by Stanghellini as the starting 
point for one of his phenomenological investigations of 
depression and mania. As he says, “In ICD-10, depressed 
mood is defined quantitatively as ‘lowered mood’ and it 
is also assumed that the differentiating criteria between 
normal and pathological sadness is merely quantitative. 
Depressed mood is also used as a synonym to ‘sadness’, 
assuming that persons affected by major depression feel 
sad – rather than having no feelings at all” 34. As he goes 
on to explain, the ambiguity inherent in the poorly de-
fined symptom of “depressed mood” in both the ICD and 
DSM create difficulties in drawing boundaries between 
pathological and non-pathological moods and affective 

able symptoms are not necessarily the most essential, or 
characteristic, of the disorder in question. The authors of 
the DSM, however, do not seem to acknowledge this dif-
ference. As they say in the preface to the DSM-5, “… the 
current diagnostic criteria are the best available descrip-
tion of how mental disorders are expressed and can be 
recognized by trained clinicians” (my emphasis) 6. And, 
further, they claim that the DSM is used by researchers 
and clinicians who “…strive for a common language to 
communicate the essential characteristics of mental dis-
orders presented by their patients” (my emphasis) 6.
While the assumption that the easily observable symp-
toms listed in the DSM are also essential characteristics 
of these disorders is problematic, the privileging of easily 
observable symptoms within the context of a diagnostic 
manual is not problematic in itself. As said above, there 
are legitimate practical reasons for the privileging of such 
symptoms. However, there is another issue that, when 
combined with the privileging of easily observable symp-
toms over essential characteristics, problematises the 
situation. This additional issue is that of validity. While 
the DSM categories are, for the most part, reliable – in the 
sense that most clinicians, when presented with the same 
patient or the same symptom cluster, will make the same 
diagnosis – they are not necessarily valid. Validity does 
not have a single definition within the context of psychi-
atric research and practice, but it is often used to refer to 
a disorder being “real”, which many take to mean that it 
has a distinct neurobiological cause, or biomarker. Pro-
ponents of the DSM have promised time and again that 
the DSM categories of disorder will be neurobiologically 
validated in the near future, but this promise has been left 
unfulfilled for the past few decades.
Another kind of validity, and one that is particularly rel-
evant to philosophical phenomenological investigations 
of psychiatric disorders, is construct validity. Jablensky 
and Kendell explain that a category of disorder has con-
struct validity when it “is based on a coherent, explicit set 
of defining features” 24. Phenomenological psychopathol-
ogy can assist in the project of offering coherent features 
by finding essential characteristics of a disorder that help 
us make sense of other, less foundational characteristics. 
And, further, it can assist in the project of offering explicit 
features by supplying careful and robust descriptions of 
the essential characteristics.
In the following sections, I consider depression, mania 
and mixed states, in turn, from a phenomenological per-
spective. In so doing, I illustrate the way in which phe-
nomenology can assist in the project of discovering and 
accurately describing essential features of disorder. Final-
ly, I argue that this kind of phenomenological research 
can help us overcome issues inherent in our conceptu-
alisations of disorders and disordered phenomena, such 
as mixed states.
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thereby making it a distinct affective phenomenon in its 
own right (as opposed to an actual shift in the degree to 
which we can be affected by the world).
This phenomenon of the loss of feeling is characteristic of 
the 20th century conception of melancholia, which was 
further developed by historical phenomenological psy-
chopathologists such as Hubertus Tellenbach 39, but also 
plays a central role in contemporary works by Stanghell-
ini and Fuchs. Stanghellini refers to a loss of emotional 
resonance as characteristic of melancholic depression 34, 
while Fuchs focuses on the ways in which melancholia 
alters our embodiment, referring instead to a loss of bod-
ily resonance that incorporates a diminished capacity for 
perception (e.g. food tastes bland) 28.
Stanghellini, in investigating the loss of feeling associated 
with depressive episodes, points out that the DSM does in 
fact refer to such a phenomenon, but immediately down-
plays its importance, or even eliminates it as a legitimate 
expression of “depressed mood”, by allowing for the cli-
nician’s observations of the patient’s behaviour to over-
ride the patient’s descriptions of his own experience. This 
comes to light in the DSM-5 in the line, “In some cases, 
sadness may be denied at first but may subsequently be 
elicited by interview (e.g. by pointing out that the individ-
ual looks as if he or she is about to cry). In some individu-
als who complain of feeling ‘blah’, having no feelings, or 
feeling anxious, the presence of a depressed mood can 
be inferred from the person’s facial expressions and de-
meanour”   34. In other words, even if a patient does in 
fact undergo an existential shift in which his capacity for 
being affected by his world is diminished, and he subse-
quently expresses this shift in a psychiatric interview, the 
clinician’s “expert” interpretation of the patient’s facial 
expressions supplies overriding evidence for the fact that 
the patient is actually sad (thereby having what the DSM 
considers to be a “depressed mood”). Such lapses into 
behaviourism undercut the very possibility of alternative 
interpretations of the existential changes occurring on the 
side of the patient’s subjectivity.
Continuing in the vein of research opened up by Fuchs, 
Stanghellini and others, I have developed an account 
of the affective dimension of depressive episodes that is 
similar to their accounts of the loss of emotional and bod-
ily resonance, but focuses more heavily on the distinction 
between this kind of change and a change in mood 40. 
I argue that one of the essential features of a major de-
pressive episode is – contrary to the popular account of 
depression as a kind of mood – a degradation or erosion 
of the capacity for having moods at all. In this sense, the 
fundamental affective shift in depressive episodes is in 
what Heidegger refers to as Befindlichkeit – commonly 
translated as “situatedness” or “affectivity” – rather than 
Stimmung – commonly translated as mood, atmosphere, 
or even tune, in the sense of tuning an instrument. Ac-

states. Adequately describing what it is that we are try-
ing to express or point to when we refer to “depressed 
mood” can, as he says, go a long way towards overcom-
ing controversies over the pathological/non-pathological 
boundaries, at least in the case of depression.
Much of the recent phenomenological research on de-
scribing and defining what exactly we mean by a “de-
pressed mood” has come from the work of Ratcliffe. Two 
papers in particular – one on deep guilt  31 and one on 
hopelessness 33 – bring to light the distinct characteristics 
that these moods take in the context of depressive disor-
ders. In order to adequately characterise these moods, 
Ratcliffe accounts for them as what he terms “existential 
feelings”. The concept of existential feeling is Ratcliffe’s 
own development, but it is owed in large part to Martin 
Heidegger’s account of moods and ground moods in Be-
ing and Time 37 and Fundamental Concepts of Metaphys-
ics 38. Existential feelings are understood as all-encom-
passing, and even world-disclosing, affective phenomena 
that are pre-intentional (meaning that they are not about, 
or directed towards, anything in particular), thereby 
shaping the meaningfulness of our world as a whole. In 
the case of deep guilt, for example, the person perceives 
himself as being guilty as such (i.e. not guilty for any dis-
tinct reason). Further, this deep guilt, pervading the per-
son’s lived world in its entirety, determines the kinds of 
intentional feelings and emotions (i.e. feelings and emo-
tions that are about, or directed toward, something) that 
can manifest. Only feelings and emotions that conform 
to the all-encompassing guiltiness of the person’s lived 
world can arise. Hopelessness, or what Ratcliffe refers to 
as “radical hopelessness”, is a similar phenomenon that 
is also common in patients diagnosed with MDD. In this 
case, what is so radical about the hopelessness of depres-
sion is that it eliminates the possibility for hoping at all. 
While most cases of hopelessness are contextual – in the 
sense that the feeling of hopelessness is linked to the fact 
that the person finds herself in a hopeless situation – the 
hopelessness of the person in a depressive episode is not 
a response to any particular context and a change in con-
text will not cause the hopelessness to subside. This kind 
of hopelessness can therefore be considered existential. 
It is the person’s very existence, or subjectivity, that has 
undergone a profound change.
While Ratcliffe’s accounts enrich the rather impoverished 
descriptions of “depressed mood” in the DSM, others 
have focused on a different feature of the affective di-
mension of depression that, while historically important, 
is mostly ignored in the contemporary symptomatology. 
This is the phenomenon of the loss of feeling, or what is 
sometimes referred to as the feeling of the loss of feeling. 
While Ratcliffe’s work does touch on this, he character-
ises it as another kind of existential feeling, arguing that 
the loss of feeling is, in fact, a feeling of the loss of feeling, 
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ing the depressed person to be more easily affected by 
negative events – thereby becoming more susceptible to 
sadness, despair and related emotions – it instead causes 
the depressed person to be less emotionally affected by 
their context in general. In other words, depression, as a 
mood, reduces the degree to which one is affected by, 
and has emotional responses to, one’s world. My own 
account, by contrast, appeals to the same phenomenon 
– low emotional sensitivity to context – but does not ex-
plain this reduction in sensitivity by appealing to the dis-
tinctiveness of a particular mood. Rather, I argue that it 
is the capacity to be situated in and attuned to the world 
through a mood in general that is an essential charac-
teristic of depression, which explains the low emotional 
sensitivity to context.
To return to the above discussion of the easily observable 
versus the essential characteristics of depression, the ac-
count I offer here portrays a degradation of Befindlichkeit, 
or a diminished capacity for being situated in and attuned 
through moods, as an essential characteristic of depres-
sion. The particular kinds of moods that may often mani-
fest in depression, such as sadness, hopelessness, or guilt, 
are considered non-essential because their manifestation 
is not a necessary feature of a depressive episode (this is, 
of course, in contrast to the DSM characterisation). “De-
pressed mood”, then, should be redefined as a lowering 
or diminishing of the intensity of moods as a whole, and 
not as a particular kind of mood.

The phenomenology of mania
Continuing from the account of depression I have 
sketched here, we can reconsider the phenomenon of 
mania from a phenomenological perspective. In review-
ing the criteria for a manic episode listed in the DSM-5, 
it seems that particular kinds of moods are considered 
essential characteristics of a manic episode. While the 
depressed person is said to feel sad, empty, or guilty, 
the manic person is described as displaying an elevated, 
expansive, or irritable mood (although the latter clearly 
holds a secondary status, as is evidenced by the qualifi-
cation that the person must present with four, rather than 
three, additional symptoms if her mood is only irritable, 
rather than elevated or expansive).
If we reconsider mania in light of the phenomenological 
account of depression given above, we can bring into 
question to what an elevated or expansive mood actually 
refers. Are these kinds of moods, in the way that sadness 
and guilt are kinds of moods? Or is the reference to el-
evated and expansive moods similar to my reinterpreta-
tion of “depressed mood”? If it is the latter, this forces us 
to rethink our conception of the essential characteristics 
of mania as portrayed in both popular culture and profes-
sional psychiatry.

cording to Heidegger, Befindlichkeit, which refers to the 
fact that at any time we find ourselves always already 
situated in and attuned to the world, is a categorial char-
acteristic of human existence. That is to say, it refers to 
an essential feature of human existence that is itself a cat-
egory that encompasses a certain group of phenomena. 
The phenomena that fall into the category of Befindli-
chkeit are Stimmungen, or moods. Moods, according to 
Heidegger, are particular ways of finding ourselves in the 
world, and determine the ways we can be affected by this 
world. The relationship between these terms is, then, that 
Befindlichkeit refers to the category of moods as a whole, 
while a Stimmung is a particular mood, and thus a par-
ticular way of being situated in and attuned to the world.
By following this distinction, we can see that the affective 
changes expressed in the DSM, as well as in the work of 
Ratcliffe, are of a fundamentally different kind from the af-
fective changes I have discussed in my own account. If we 
understand “depressed mood” as a kind of mood, then it 
is a shift in what Heidegger refers to as Stimmung. Depres-
sion, characterised in this way, should be understood as 
a distinctive mode of being situated in and attuned to the 
world. However, if we understand “depressed mood” as a 
diminished capacity to have moods, then it is a shift in what 
Heidegger refers to as Befindlichkeit. Depression, charac-
terised in this way, should be understood as a diminishing 
of the intensity of moods as a whole. (It should also be not-
ed that the shift I am proposing here is in some ways alien 
to Heidegger’s own account. Heidegger does not seem to 
allow for the possibility of changes in the degree to which 
one is situated in and attuned to the world. Rather, he only 
allows for changes from one mood to another.)
Of course, these two accounts are not mutually exclu-
sive. Moods with diminished intensity are still moods. It 
is possible for a depressed person to be situated and at-
tuned through a dulled or blunted mood of guilt, hope-
lessness, or sadness. However, this does not imply that 
any of these moods should be considered an essential 
characteristic of depression. Rather, the fact that all 
moods are, for the depressed person, dulled or blunted, 
is an essential characteristic. In light of this, if “depressed 
mood” is to remain an essential characteristic of depres-
sion, it should be redefined as a decrease in the intensity 
of moods as a whole − not as an ambiguous set of moods 
that includes sadness, hopelessness and guilt.
A similar account of depression has arisen from psycho-
logical research on what is referred to as emotion con-
text insensitivity 41 42. As Jonathan Rottenberg explains, 
“depression flattens the emotional landscape, greatly 
constricting the range of emotional reactions to differing 
emotional contexts”  41. This account, however, differs 
from my own in one important respect. According to Rot-
tenberg and colleagues, depression is still a distinctive 
mood. What makes it distinctive is that, rather than caus-
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of mixed states in light of the phenomenological account 
of depression and mania offered here. 

Dissolving the paradox of mixed states
To reiterate, mixed states are defined as cases in which 
one meets the full criteria for a depressive episode while 
exhibiting manic symptoms, or cases in which one meets 
the full criteria for a manic episode while exhibiting de-
pressive symptoms. The paradox, then, arises in light 
of the fact that depression and mania are conceived of 
as polar opposites. The possibility of having symptoms, 
not to mention essential characteristics, of one kind of 
episode manifesting in the midst of the other seems, on 
the face of it, paradoxical. My solution to this appar-
ent contradiction, unlike the solutions discussed at the 
beginning of this paper, is neither that depression and 
mania are polar opposites that may nevertheless overlap 
in cases of prolonged transition, nor that depression and 
mania are not, in fact, polar opposites. Rather, I argue 
that depression and mania should be understood as po-
lar opposites, and that they do not, in fact, manifest at 
the same time. The belief that mixed states are possible 
stems from a misunderstanding of the essential features 
of depression and mania.
As I have argued, the affective dimensions of both depres-
sion and mania should not be characterised as particular 
moods, or even as general kinds of moods, such as dys-
phoric or euphoric moods. Instead, the affective dimen-
sions of these states should be characterised as changes 
in what Heidegger refers to as Befindlichkeit, which refers 
to the fact that we always already find ourselves situated 
in and attuned to the world through a mood. Depression, 
under this account, is characterised by a diminished or 
eroded intensity of moods. This results in low emotional 
reactivity – as evidenced by the fact that people in depres-
sive episodes are largely unaffected by the world around 
them. Mania, by contrast, is characterised by an intensifi-
cation of moods. This results in emotional hyper-reactivity 
– as evidenced by the fact that people in manic episodes 
can be profoundly affected by the world around them.
It follows from this recharacterisation of the essential fea-
tures of depression and mania that many of the symptoms 
we considered constitutive of mixed episodes should not 
be understood as playing any such role. Because no par-
ticular moods, or even kinds of moods, constitute essen-
tial features of depression or mania, they cannot be used 
as evidence of mixed episodes. In other words, sadness, 
guilt and related moods and emotions should not be con-
sidered legitimate symptoms of depression. Euphoria and 
excessive cheerfulness, in turn, should not be considered 
legitimate symptoms of mania. It follows from this that 
these symptoms should not only be abolished from dis-
cussions of the classification of mixed states, but should 

The further descriptions of a manic episode offered in 
the DSM-5 refer to the manic mood as “euphoric, exces-
sively cheerful, high, or ‘feeling on top of the world’” 6. 
However, while these constitute the popular concep-
tion of the affective dimension of mania, the DSM-5 also 
states, “Rapid shifts in mood over brief periods of time 
may occur and are referred to as lability (i.e. the alter-
nation among euphoria, dysphoria, and irritability)” 6. In 
other words, the DSM-5 describes mania as characterised 
both by a certain kind of mood (e.g. euphoria, or exces-
sive cheerfulness) and by increased lability, or the ease 
and frequency with which moods change over.
This is again similar to the DSM’s characterisation of the 
affective dimension of depression. Depression, accord-
ing to the DSM, is characterised by particular moods, but 
may also be characterised by a loss of feeling. The DSM’s 
characterisation of mania, by comparison, includes refer-
ences to particular moods, but also to the fact that these 
moods may change rapidly.
To clarify this characterisation, we can reconceive ma-
nia along the same lines as that of depression. If depres-
sion is a diminishment of Befindlichkeit, or a decrease 
in the degree to which we find ourselves situated in and 
attuned to the world, then we might understand mania 
as an amplification or intensification of Befindlichkeit. 
What would follow from such an existential shift? One 
thing that would be likely to follow is that a person in 
the midst of a manic episode will be profoundly affected 
by the world around them. Persons, events and even 
objects appear as more meaningful (whether positively 
or negatively), affecting the person to a greater degree. 
In the psychological and psychiatric literature, this is re-
ferred to as emotional reactivity. At least two psychiatric 
studies have shown that a fundamental characteristic of 
both manic and mixed manic states is emotional hyper-
reactivity, rather than a distinctive mood tonality  15 17. 
This account is similar to the one I am proposing here, 
although it focuses on a narrower dimension of manic 
affectivity.
Another feature that would be likely to follow from an 
intensification of the existential structure of Befindlichkeit 
is the lability of mood, or the ease with which moods 
change over. This feature of manic states, as mentioned 
above, is discussed in the DSM-5 (however, it does not 
actually make it into the diagnostic criteria, so the au-
thors of the DSM-5 may not consider it to be an essential 
feature). And it is also proposed as an important charac-
teristic of mania in a number of psychiatric and psycho-
logical studies 14 17 20 22.
These reformulations of the essential characteristics of 
both depression and mania, while perhaps of interest in 
their own right, may be able to be applied in the context 
of other issues is psychopathology and psychiatric clas-
sification. In the following section, I address the paradox 
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also be removed from the symptomatology of pure manic 
and depressive states.

Conclusion
In summary, I have considered the paradox of mixed 
manic and depressive states from the perspective of con-
temporary phenomenological psychopathology. I argued 
that contemporary psychiatric classification in the DSM-
5 privileges easily observable symptoms while neglecting 
essential features of disorders. Furthermore, the authors 
of the DSM-5 seem to portray their symptomatology as 
capturing the essential features of disorders, thereby sedi-
menting the problematic nature of their system of clas-
sification. I followed this discussion with an illustration 
of how philosophical phenomenology can assist in the 
project of separating essential from non-essential features 
of a disorder by offering more accurate descriptions of 
disordered subjectivity that can, in turn, be used to draw 
more accurate boundaries between categories of dis-
order. Finally, I argued that the phenomenological ac-
counts of the affective dimensions of depression and ma-
nia I offered in this paper help us overcome the apparent 
paradox of mixed states.
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Summary
The profound transformation of the life-world of persons with 
schizophrenia involves changes in the ontological framework 
of experience and has serious consequences for how such 
persons live their life as embodied persons and how they un-
derstand the existence of other people. Drawing on classical 
as well as contemporary psychopathological accounts, we sys-
tematically and succinctly describe the basic features of these 
changes. Lived time, space, body, selfhood and otherness are 
used as the principal descriptors of this transformation. We offer 
a reconstruction of the life-world of persons with schizophrenia 
that discloses their primordial in esse, their basic sense of be-
ing in the world. We argue that detailed knowledge of these 
deep ontological changes is fundamental for the understanding 
of the schizophrenic style of experience and action as well as 

for making sense of the symptoms of schizophrenia. From our 
reconstruction, it emerges that the phenomenon of fragmenta-
tion is a candidate common denominator of the schizophrenic 
experience. Fragmentation appears a basic feature of lived time, 
as well as space, body and selfhood. The loss of a coherent 
Gestalt of experience seems to run through the manifold of 
schizophrenic abnormal phenomena, also affecting the related 
self-world and inter esse. This suggests the crisis of the synthetic 
function of consciousness, that is, of the temporal unity of con-
sciousness, could be at the basis of characteristic of “disarticula-
tion”, distinctive of the schizophrenic world.
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Two strategies were here locked in combat, two integral 
positions, two sets of logical consistency. But Moosbrug-

ger had the less favourable position; even a much clev-
erer man could not have expressed the strange, shad-

owy reasonings of his mind. They rose directly out of the 
confused isolation of his life, and while all other lives ex-
ist in hundreds ways – perceived the same way by those 
who led them and by all others, who confirm them – his 

true life existed only for him. It was a vapour, always 
losing and changing shape. He might, of course, have 

asked his judges whether their lives were essentially dif-
ferent. But he thought no such things. Standing before 

the court, everything that had happened so naturally in 
sequence was now senselessly jumbled inside him.

R. Musil, The man without qualities, pp. 76-7.

Introduction 
Schizophrenia is a complex condition that defies sim-
ple description. In addition to the symptoms identified 
by the DSM 2, abnormal phenomena that affect people 
with schizophrenia include other important though more 

subtle changes in their subjective experiences1 3-10. This 
paper examines these anomalous experiences, address-
ing changes of schizophrenic subjectivity, and aims to 
reconstruct the life-world inhabited by people with schiz-
ophrenia. 
Life-world, in Edmund Husserl’s sense 11, is the original 
domain, the obvious and unquestioned foundation both 
of all types of everyday acting and thinking and of all 
scientific theorising and philosophising. In its concrete 
manifestations, it exists as the “realm of immediate evi-
dence”. The variant of life-world phenomenology devel-
oped by Alfred Schutz 6 on the basis of ideas derived from 
Husserl is today without question one of the most im-
portant background theories of qualitative research. The 
main objective of research in this field is to reconstruct 
the formal structures of the life-world 6-11, that is, to pro-
vide a formal description of invariable basic structures of 
experience, action and the constitution of meaning.
Although the majority of people are situated within a 
shared life-world, there are several other frameworks of ex-
perience – for example, fantasy worlds, dream world and 
“psychopathological worlds” 6. Abnormal mental phenom-
ena are the expression of a modification of the ontologi-
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cal framework within which experience is generated. The 
overall change in the ontological framework of experience 
transpires through the single symptoms, but the specific-
ity of the core is only graspable at a more comprehensive 
structural level 5 12-14. The experience of time, space, body, 
self and others, and their modifications, are indexes of the 
patient’s basic structures of subjectivity within which each 
single abnormal experience is situated 15. 
Recent phenomenological research on schizophrenia has 
addressed this issue by adopting the concept of pheno-
phenotype  14. This concept is a supportive tool for the 
phenomenological dissection of psychopathological 
disorders. It aims to describe phenomena as they are 
experienced by patients so that the features of a patho-
logical condition emerge, while preserving their peculiar 
feel, meaning and value for the patient. The utility of the 
concept of pheno-phenotype is to produce a systematic 
description of subtle and often undescribed changes in 
the patient’s subjective experience and to reconstruct the 
ontological framework within which they are generated. 
The aim is to improve our knowledge about psychopath-
ological phenotypes in order to enlarge our awareness of 
the life-world people affected with mental disorders live 
in, understand their behaviour and experiences, refine di-
agnostic criteria and establish homogenous categories for 
neurobiological research.

lived time
The schizophrenic pheno-phenotype is characterised by 
subjective experiences such as those concerning the way 
these patients experience time  1  7  9  13  16-31. Classic phe-
nomenological studies provide several, and sometimes 
inconsistent, descriptions of time experience in people 
with schizophrenia. Minkowski 19 suggested that people 
with schizophrenia experience time as altered in its flow 
and fluidity, frozen, immobilised, blocked, without “élan 
vital”. Also, their time experience is characterised by the 
loss of the immediate attunement with the present situ-
ation  20 16 18. People with schizophrenia have also been 
considered affected by the spatialisation of time experi-
ence: time is felt as divided in juxtaposed elements that 
the schizophrenic person doesn’t weld and gather 19. Per-
sons with schizophrenia were also described as living in 
an elusive, eternal and pregnant “now”, called the ante 
festum, in which what is most important is always about 
to happen 17 21 22 32. Especially in early schizophrenia, time 
is suspended: it is a paradoxical mixture of immobility 
and protention, a knot of stillness and frenzy, stop and 
incipient moment  13. Temporal fragmentation has been 
considered as a generative disturbance in schizophrenia. 
Major schizophrenic symptoms such as thought disorder, 
thought insertion, hallucinations, or passivity experienc-
es have been regarded as manifesting a disturbance of the 

constitutive synthesis of time consciousness 27. There is a 
breakdown of time Gestalt: with the fracturing of the time 
flow, we observe an itemisation of now-moments in con-
sciousness 13. With the collapse of the temporal continu-
ity, each “moment” in a person’s stream of consciousness 
will be experienced as detached from the previous one 
and from the following, as well as extraneous to one’s 
sense of selfhood 13 27 .
In schizophrenia, compared to mood disorders, the col-
lapse of the very vector-like nature of the present moment 
(understood as James’s “specious present” or the Hus-
serlian “now”) can occur; as a result, rather than merely 
experiencing time flow as slowing (melancholia) or ac-
celerating (mania), life itself can turn into a series of stills 
as time turns wholly strange and unpredictable. Unlike in 
melancholia, in which the crisis of life-drive that projects 
into the future leaves the person dominated by the past, 
futility and fatigue; in schizophrenia, temporality loses all 
organisation and meaning 9.
As a way to lend some coherence to these studies, we 
suggest that abnormal time experience in people with 
schizophrenia can be characterised as follows (patients’ 
quotes from unpublished database) (Table I):

1. Disarticulation of Time Experience
Patients live the temporal plot as disarticulated. It in-
cludes the following sub-categories:

1.1 Disruption of time flow: patients may experience a 
collection of disarticulated snapshots rather than as 
a coherent series of actions and events. Typical sen-
tence: “The world like a series of photographs”. 

1.2 Déjà vu/Vecu: patients experience places, people, 
etc. as already lived; this presupposes a disarticu-
lation between past and present. Typical sentence: 
“When I heard news I felt I had heard it before”.

1.3 Premonitions about oneself: patients live the present 
as the anticipation of their future, as a forewarning of 
something that concerns them, e.g. they have a feel-
ing that something is going to happen to them or that 
they or the others are going to do something. Typi-
cal sentence: “I have premonition of what is going to 
happen to myself”.

1.4 Premonitions about the external world: patients live 
the present as the anticipation of their future, as a 
presentiment about external world, (e.g. they experi-
ence that something is going to happen in the exter-
nal world). Typical sentences: “Something going on, 
as if some drama is unfolding”.

2.  Disturbed Experience of Time Speed
Patients live time speed as disturbed. They can live 
time as decelerated (longer, slower, fixed, frozen), ac-
celerated, or both decelerated and accelerated. Typi-
cal sentences are: “I felt I was moving normally and 
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In schizophrenia, lived space is no longer a space of pos-
sibility whose extension represents the degree that one 
feels able to “reach” things in the world 9. , Rather, lived 
space in schizophrenia is a kind of espace figé, defined 
by Callieri et al. 41 in analogy with the time described by 
Le Guen. In this kind of space, things may not appear 
meaningfully related to one’s own body 42. People with 
schizophrenia may find themselves living in a strange 
and uncanny space, at times dull, at times as an infinity 
plane, in the boundlessness, or in a space where objects 
are fragmented, flat 9. Patients try to describe these quasi-
ineffable experiences using generic terms as “unreal”, 
“inscrutable”, “fake”, “meaningless”, and define their 
condition as characterised by “disorientation”, “bewil-
derment”, “incertitude”, “awe” and so on 13. 
An attempt to classify disorders of lived space in schizo-
phrenia groups these into three main categories (Table II):

1.  Loss of perspectival properties
One key feature of lived space in schizophrenia is 
its growing homogeneous, two-dimensional char-
acteristics, losing its perspectival quality 43-47. Space 
appears as a rarefied atmosphere, shaded or fuzzy, 
or an extension with blinding light. It seems that pa-
tients lose their sense of having any subjective centre 
at all, a point of view, or orientation. It may involve 
an ineffable feeling of being surrounded by unknown 
territories. Also, the background of lived space can 

everyone was moving slowly”; Time went by very 
quickly”; “Mouth movement and speech of other out 
of synchronizing: one faster and the other slower”. 

3.  Discrepancies about Time Experiences
Patients live time “differently” compared to their pre-
vious or common sense experience of time, or they 
feel themselves lost regarding the common tempo-
ral references. Typical sentences: “Time is somewhat 
changed”; “Time isn’t supposed to be the way it was. 
I don’t know in what way. I have to think about it”. 

lived space
Jaspers already mentioned space (and time) as a primary 
and omnipresent element in the sense world of human 
beings  33. Classic phenomenological studies have ex-
plored lived space in people with schizophrenia 9 13 14 32-

49. Lived space represents “the totality of the space that a 
person pre-reflectively “lives” and experiences”. Under 
normal conditions, lived space is “not homogeneous, 
but centred on the person and his body, characterised 
by qualities such as vicinity or distance, wideness or nar-
rowness, connection or separation, attainability or unat-
tainability” 38. Callieri  39 talked about the habitability of 
space, that is the space where you can stay in and deploy 
your own activities. The same phenomenon is addressed 
by Willi’s ecological niche 40. 

TABlE I. 
Lived time in people with schizophrenia.

Subjective experiences

Category Description category/ subcategory

1. Disarticulation of Time Experience 1.1 Disruption of time flowing: 
A collection of disarticulated snapshots rather than a coherent series of actions and 
events (“World like a series of photographs”). 
1.2 Déjà vu/Vecu: 
Places, people, etc. are already lived; this presupposes a disarticulation between 
past and present (“When I heard news I felt I had heard  it before”).
1.3 Premonitions about oneself: 
Present is the anticipation or forewarning of something in the future concerning the 
patient (“I have premonition of what is going to happen to myself”).
1.4 Premonitions about the external world:
Present as the anticipation or presentiment about external world (“Something going 
on, as if some drama unfolding).

2. Disturbed Experience of Time Speed Time speed is anomalous - decelerated, accelerated, or both decelerated and ac-
celerated (“I felt I was moving normally and everyone was moving slowly”; Time 
went by very quickly”; “Mouth movement and speech of other out of synchroniz-
ing: one faster and the other slower”). 

3. Discrepancies about Time Experiences Time “different” as compared to previous or commonsense experience of time; lost 
regarding common temporal references (“Time is somewhat changed”. “Time isn't 
supposed to be the way it was. I don't know in what way. I have to think it”).
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things”; “The air was between things, but the things 
themselves were not there”. 

lived body

Phenomenology considers the lived body (i.e. the often 
implicit experience one has of his own body) as one the 
most important dimensions of self-experience and the most 
primitive form of self-awareness  50 51. Empirical research 
shows that patients with schizophrenia frequently present 
many different kinds of abnormal bodily sensations in the 
course of their illness, including somatic delusions 52, coe-
naesthesias 53-58, disturbance of pain perception 59-62, out-
of-body experiences  63  64, dysmorphophobia  65-71, body 
disintegration 72 and self-injury or self-mutilation 73-77. Most 
characteristic are ongoing bodily feelings of disintegration/
violation and “thingness/mechanisation”. These include 
experiences of instability of bodily boundaries, including 
externalisation of parts of the body that normally are with-
in the bodily boundaries as well as internalisation of ob-
jects that normally occupy the external space. In addition, 
fragmentation of bodily construction and changes of body 
appearance seem to be typical of schizophrenia. Other 
typical phenomena are “morbid objectivisation” and devi-
talisation 13 48 78-83. In mainstream clinical scales 34 58 75 84-86, 
abnormal bodily experiences are often listed in the do-
main of positive symptoms, including somatic delusion, 
bodily hallucinations and disorders of ego-boundaries, 
blurring their specific characteristics and properties. To 
overcome this problem, ad hoc symptom checklists were 
designed to assess experiential anomalies in people with 
schizophrenia that may be considered as subtle and sub- 
or pre-psychotic disorders (BSABS 34 and EASE 72). These 

be experienced as coming into the foreground as 
lived space loses its perspectival quality and para-
doxically becomes an unfathomed flatness  13. This 
uncanny experience of flatness is taken by the pa-
tient as an intimation and a warning: what appears 
is mere surface, façade, exteriority – a mask hiding a 
baffling profundity. Typical sentence: “There is only 
the space between things; things are there in a fash-
ion but not so clear”, “I felt spaceless”.

2.  Itemisation
Another typical feature is the fragmentation of space 
Gestalt reducing the ensemble of a living situation 
to a mere collection of itemised details. Space is 
reduced to a disarticulated collection of unrelated 
items, or decontextualized details. Typical sentenc-
es: “In the silence and immensity, each object was 
cut off by a knife, detached in the emptiness, in the 
boundlessness, spaced off from other things”; “I am 
overwhelmed by too much detail - too much detail 
in objects”.

3.  Alteration of spatial properties of things
Often anomalies in lived space are described by 
patients, rather than as anomalies of space itself, as 
anomalies of the way things appear in space. This 
category includes various types of anomalous expe-
riences, such as alteration of dimensions and shape 
of objects, e.g. macropsia, micropsia and dysmega-
lopsia, objects fragmented, flat, or unrelated. Typi-
cal sentences: “For a while it seemed big and open, 
then too close to me”; “My perception of the world 
seemed to sharpen the sense of the strangeness of 

TABlE II. 
Lived space in people with schizophrenia.

Subjective experiences

Category Description category/ subcategory

1. Loss of perspectival properties Space is a rarefied atmosphere, or an extension with blinding light. Patients lose 
their sense of having any subjective point of view, or orientation. Ineffable feeling 
of being surrounded by unknown territories (“There is only the space between 
things; things are there in a fashion but not so clear”, “I felt spaceless”).

2. Itemization Space is a disarticulated collection of unrelated items, or decontextualized details  
(“In the silence and immensity, each object was cut off by a knife, detached in the 
emptiness, in the boundlessness, spaced off from other things”, “I am overwhelmed 
by too much detail - too much  detail in objects”).

3. Alteration of spatial properties of things Various types of anomalous experiences: alteration of dimensions and shape of 
objects, e.g., macropsia, micropsia and dysmegalopsia, objects fragmented, flat, 
or unrelated. (“For a while it seemed big and open, then too close to me”, “My 
perception of the world seemed to sharpen the sense of the strangeness of things”, 
“The air was between things, but the things themselves were not there”).
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yond one’s somatic boundaries. A typical sentence is: 
“Vagina half outside”.

2.  Morbid Objectivation 
This category refers to the way persons experience the 
vitality and workings of their body. Patients explicitly 
perceive bodily parts or functions that are typically 
in the tacit background of experience. There is an in-
creased degree of “thingness” in the body. Parts of 
oneself are spatialised, as if they were not part of the 
living body. Also, the body is experienced as devoid 
of life or substituted by some kind of mechanism. A 
typical sentence is: “I felt programmed like a robot”.

3. Dysmorphic-like Phenomena 
This category refers to the way patients experience 
and represent the external form and appearance of 
their body. This category includes 2 subcategories: 

3.1 Dysmorphic Phenomena. This includes puzzling 
phenomena of an on-going change/destructuring in 
parts of one’s body, especially its form/appearance, 
or in the body as a whole; the experience may in-
volve the entire organism, or components. A typical 
sentence is: “My nose is changing”. 

interviews contain distinct sub-scales for abnormal bodily 
experiences, but the issue of their sensibility and specific-
ity is still debated.
In a recent study, 82 we identified four categories of ab-
normal bodily phenomena (see Table III): 

1.  Dynamisation
This category refers to the way patients experience 
their bodily boundaries and construction. Dynamisa-
tion includes 3 Subcategories: 

1.1  Dynamisation of bodily boundaries. Patients report 
the perplexing experience of strange, uncommon 
forces or objects violating from outside the bounda-
ries of the body. A typical sentence is: “Areas of body 
where forces enter”.

1.2  Dynamisation of bodily construction. Patients report 
perplexing phenomena of unusual, strange move-
ments or forces acting inside one’s body; bodily 
components are also experienced as moving away 
from their usual position, shifting around the usual 
spatial relationships. A typical sentence is: “Mouth 
was where hair should be”.

1.3 Externalisation. Bodily components, vital energies or 
biological activities are experienced as projected be-

TABlE III. 
Lived body in people with schizophrenia.

Subjective experiences

Category Description category/ subcategory

1. Dynamization 1.1 Dynamization of bodily boundaries:
Perplexing experience of strange, uncommon forces or objects violating from out-
side the boundaries of the body (“Areas of body where forces enter”).
1.2 Dynamization of bodily construction:
Perplexing phenomena of unusual, strange movements or forces acting inside one’s 
body; bodily components are moving away from their usual position (“Mouth was 
where hair should be”).
1.3 Externalization:
Bodily components, vital energies or biological activities are projected beyond 
one’s somatic boundaries (“Vagina half outside”).

2. Morbid Objectivation Bodily parts or functions that are typically in the tacit background are explicitly 
experienced. Increased degree of ‘thingness’ in the body. Parts of oneself are spa-
tialised. The body is experienced as devoid of life or substituted by some kind of 
mechanism (“I felt programmed like a robot”).

3. Dysmorphic-like Phenomena 3.1 Dysmorphic phenomena:
Puzzling phenomena of an ongoing change/destructuring in parts of one’s body, 
especially its form/appearance, or in the body as a whole; (“My nose is changing”).
3.2 Dysmorphophobia:
Bodily form/appearance experienced as ugly, or having some physical defect al-
though it appears to others within normal limits (“Bust bigger and bones smaller”).

4. Pain-like Phenomena Paroxysms or persistent unpleasant/painful and “strange” bodily feelings not sub-
stantiated by any medical evaluation (“Pains and feelings of being cut up in various 
parts of body”).
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bation of the core sense of self that is normally implicit in 
each act of awareness 5 72 95. 
These changes in the basic structures of consciousness 
are accompanied by an alteration of the very structure 
of the field of awareness, which leads to an emergent, 
particular way of experiencing that is infused by: (a) a 
change in the focus or salience with which objects and 
meanings emerge from the background context; (b) an 
altered conceptual “grip” or “hold” on the world; (c) a 
mutual amplification of the growing dissolution of the 
sense of existing as a subject with a more pronounced, 
disturbing and alienating self-scrutiny; (d) an increasing 
objectification and externalisation of normally tacit in-
ner phenomena, with a morbid objectification of one’s 
own psychic life 109. At the extreme of such progression 
the person might lose the naturally pre-given sense of co-
inciding with his own thoughts, sensations and actions 
and may feel that he is under the influence of some alien 
force or entity. 
We may distinguish two main domains of self-disorders 
in schizophrenia (Table IV):

1. Diminished self-affection. 
This refers to the breakdown of the crucial sense of 
self-sameness, of existing as a unified, unique and 
embodied subject of experience that is at one with 
oneself at any given moment. When this basic sense 
of self is disturbed, the person is inclined to expe-
rience a concomitant fading in the tacit, pre-verbal 
feeling of existing as a living and unified subject of 
awareness and a kind of exaggerated self-conscious-
ness (hyper-reflexivity, see below). Self-affection 
provides to subjective experience the sense (pre-re-
flexive) of being the owners (mineness) and initiators 
(agency) of our own thoughts, behaviours and emo-
tions. Experiences of intra-psychic and somato-psy-

3.2 Dysmorphophobia. Patients are puzzled about the 
form/appearance of their body because they experi-
ence it as ugly, or having some physical defect (espe-
cially asymmetry or change in proportion), although 
they appear to others within normal limits. A typical 
sentence is: “Bust bigger and bones smaller”.

4. Pain-like Phenomena
This is a residual category that may also include 
phenomena that are not specific to schizophrenia. 
The core phenomenon in this category is that the 
patients report unpleasant/painful bodily feelings 
that are not substantiated by any medical evalua-
tion; experiences may present themselves in the 
form of paroxysms or persistent sensations; they are 
characterised by feelings of strangeness. A typical 
sentence is: “Pains and feelings of being cut up in 
various parts of the body”.

Self

Classic phenomenological studies reveal that a disruption 
in the basic sense of being a self is a fundamental feature 
in schizophrenia 5 9 32 72 87-109. Jaspers 33 defined self-aware-
ness according to four formal characteristics: self-activity, 
self-unity, self-identity and self-demarcation. Scharfet-
ter 104 added a fifth dimension, self-vitality. Recently, after 
several decades of neglect, the concept of “selfhood” as-
sumed again relevance for understanding and diagnosis 
of schizophrenia spectrum disorders. Drawing on the 
French phenomenologist Michel Henry’s  105 concept of 
the basic sense of existing and the philosopher Michael 
Polanyi’s106 notion of the “tacit dimension” – together 
with various ideas from Husserl 107 and Merleau-Ponty 108 
– Parnas and Sass have interpreted schizophrenia as a 
disorder of the pre-reflexive self, i.e. a pervasive pertur-

TABlE IV. 
Self-experience in people with schizophrenia.

Subjective experiences

Category Description category/ subcategory

1. Diminished self-affection Breakdown of the crucial sense of self-sameness, of existing as a unified, unique 
and embodied subject of experience that is at one with oneself at any given mo-
ment. A concomitant fading in the tacit, pre-verbal feeling of existing as a liv-
ing and unified subject of awareness and a kind of exaggerated self-consciousness 
(hyper-reflexivity, see below) (“I feel my self dislocated from its normal position”, 
“I do not feel my Self anymore”).

2. Hyperreflexivity Tendency toward focal awareness of aspects of consciousness and the body that 
would normally be experienced in a tacit or immediate manner. It may occur in 
an “operative”, automatic, or non-volitional fashion (“I had to think about what to 
think”, “I can feel my thoughts as they come out of my mind”).   
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thoughts, feelings of affection which influence one an-
other), and in the possibility to understand other people 
by means of pre-reflective and non-propositional attune-
ment with the expressions of their mental life and by 
means of a keyboard of shared symbols and experiences.
It is possible to identify five distinctive categories that char-
acterize the world of schizophrenic autism 120 (Table V):

1. Hypo-attunement
This is the immediate feeling of reduced attunement, 
i.e. emotional contact and detachment from other 
persons, and the pervasive feeling of inexplicability 
incomprehensibility of people’s behaviours and so-
cial situations. It includes:

1.1 Immediate Feeling of Distance Detachment or Lack 
of Resonance

 The immediate feeling of distance and detachment, a 
sense of barrier between oneself and the other. Typi-
cal sentence: “I always felt as if I belonged to another 
race”.

1.2 Immediate Feeling of Incomprehensibility of Other 
People and Social Situations
The lack of intuitive “grip” on social situations. Typi-
cal sentence: “I simply cannot grasp what others do”.

1.3 Ego-Syntonic Feelings of Radical Uniqueness and Ex-
ceptionality
The exaltation of one’s feelings of radical unique-
ness and exceptionality. It seems to be grounded in 
anomalous sensations, feelings of disconnectedness 
from commonly shared reality. Typical sentence: 
“I’ve always thought to be radically different from all 
other people, perhaps an alien. It depends on all my 
strange thoughts which surprised me”.

2. Invasiveness
This is the feeling of being oppressed and invaded by 
the others, from without. It includes:

2.1 Immediate Feeling of Hostility or Oppression: the 
experience to be somewhat invaded, flooded by the 
external world or by the other people, or to be some-
how in a passive, dangerously exposed position. Typ-
ical statement: “I feel driven by the human flood. It is 
a feeling of danger, as if I were invaded”.

2.2 Immediate Feeling of Lack of Self-Other Boundaries: 
immediate feeling of being somehow “too open or 
transparent”, to be physically invaded or penetrated 
by other people’s gestures, speech, actions, or glances. 
Typical statement: “I feel people entering inside me”.

2.3 Hyper-Empathic Experiences: the inability to take 
distance from other people determined by immediate 
feelings of merging with other persons, direct min-
dreading of others, fusional, or mimetic experience. 
Typical sentence: “I feel the mental states of others 
and I can no longer find myself”. 

chic depersonalisation emerge as the split between 
parts of one’s self. Typical sentences: “I feel my self 
dislocated from its normal position”, “I do not feel my 
self anymore”.

2. Hyperreflexivity. 
Diminishes self-affection is associated with a comple-
mentary tendency toward focal awareness of aspects 
of consciousness and the body that would normally 
be experienced in a tacit or immediate manner. Hy-
perreflexivity may occur in an “operative”, automat-
ic, or non-volitional fashion 103. It emphasises the ca-
pacity of the self to split into a subject and an object 
of experiences and implies, e.g. the perceptualisation 
of inner speech or thought. Typical sentences: “I had 
to think about what to think”, “I can feel my thoughts 
as they come out of my mind”. 

Other persons
A core feature in schizophrenia is the difficulty to enter 
into contact with other persons 10 20 32 50 79 83 89 95 98 100 110-122. 
Schizophrenic autism reflects the fundamental constitu-
tional fragility of selfhood, that is, its fundamental incom-
pleteness, which results in problematic relations, meet-
ings and confrontations with others 50. Modern phenom-
enological accounts of autism mainly draw on Minkows-
ki’s  20 and Blankenburg’s ideas 110. Minkowski assumed 
that schizophrenic autism is a loss of vital contact with 
reality, including morbid rationalism and the so-called 
“antithetic attitude”. Vital contact with reality provides 
a latent awareness of reality “making us adjust and mod-
ify our behaviour in a contextually relevant manner but 
without distorting our overall goals, standards and identi-
ty” 111. Over the years, phenomenological psychopathol-
ogy has never ceased deploying the concept of autism 
as an organiser of the meaning of the conditions of exist-
ence that go under the name of schizophrenia 32 79 112-117.
In brief, from the angle of clinical phenomenology, au-
tism implies a disturbance of attunement, i.e. of the abil-
ity to perceive the existence of others and to see their 
mental structure as similar to one’s own; make emotional 
contact and establish mutual relationships; intuitively 
understand the manifestations of mental life of other 
persons, and communicate with others using the shared 
meaning structures in a context-relevant manner  115  118. 
The phenomenon of schizophrenic autism is character-
ised by the progressive removal of other individuals from 
the category of living-conscious beings, up to a mechani-
cal objectivisation of the Other and an impersonal and 
algorithmic conception of social life 83 119. Autism implies 
a fracture in social life, which is therefore compromised 
in the ability to recognise others as individuals endowed 
with complex and interrelated mental states (emotions, 
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distressing emotions in form of paroxysms when in 
front of others. Typical sentence: “When people get 
too close to me I feel tension in my muscles”. 

3.2 Coenesthesic Paroxysms: feelings of being oppressed 
by uncanny and incomprehensible bodily sensations 
evoked by interpersonal contacts. Typical statement: 

3. Cenesthopathic/Emotional Flooding 
This is the feeling of being oppressed and submerged 
from within by paroxysms of one’s emotions and 
bodily sensations evoked by interpersonal contacts. 
It includes:

3.1 Emotional Paroxysms: feeling overloaded by one’s 

TABlE VI. 
Experiences of others in people with schizophrenia.

Subjective experiences

Category Description category/ subcategory

1. Hypo-attunement 1.1 Immediate Feeling of Distance or Lack of Resonance:
A sense of barrier between oneself and the other (“I always felt as if I belonged to an-
other race”).
1.2 Immediate feeling of incomprehensibility of other people and social situations:
Lack of intuitive “grip” on social situations (“I simply cannot grasp what the others do”).
1.3 Ego-Syntonic Feelings of Radical Uniqueness and Exceptionality:
Exalted feelings of radical distinctiveness grounded on anomalous sensations of discon-
nectedness (“I’ve always thought to be radically different from all other people, perhaps 
an alien. It depended on all my strange thoughts that surprised me”).

2. Invasiveness 2.1 Immediate Feeling of Hostility or Oppression: 
Feeling of being in a passive, dangerously exposed position (“I feel driven by the human 
flood. It is a feeling of danger, as if I were invaded”).
 2.2 Immediate Feeling of Lack of Self-Other Boundaries: 
Feeling of being physically invaded or penetrated by other people’s gestures, speech, 
actions, or glances (“I feel people entering inside me”).
 2.3 Hyper-Empathic Experiences: 
Feelings of merging with other persons, direct mindreading of others, fusional or mi-
metic experiences (“I feel the mental states of others and I can no longer find myself”).

3. Cenesthopathic/Emotional Flooding  3.1 Emotional Paroxysms: 
Feeling of being overloaded by distressing emotions when in front of others (“When 
people get too close to me I feel a tension in my muscles”).
3.2 Coenesthesic paroxysms: 
Feeling of being oppressed by uncanny bodily sensations evoked by interpersonal con-
tacts (“When I look someone straight in the eyes I feel strange vibrations inside”).

4. Algorithmic Conception of Sociality 4.1 Observational (ethological) attitude: 
Attempt to make sense of the others’ mental states through empirical observations in 
everyday life transactions, or “scientific” analysis of the workings of “intelligent” mech-
anisms (“I study people. I want to understand how they are inside”).
4.2 Algorythmic conception of sociality: 
Development of an explicit personal method to take part in social transactions (“I stud-
ied a system to intervene at the right moment in conversations”).

5. Antithetic Attitude towards Sociality 5.1 Antagonomia: 
Independence as the most important value. Conventional knowledge and emotional 
attunement are dangerous sources of loss of individuation (“What I detest more is being 
persuaded by others”).
5.2 Abstract idealization of sociality: 
Engagement with ‘real’ persons is replaced by utopian interest in abstract humanitarian 
values (“I love Mankind, but I detest humans”).
5.3 Idionomia: 
Exalted existential standpoint not allowing integration  with the other’s point of view or 
with common sense. (“I must test the reality of reality”, “Through suffering, from God I 
will have the power over the planet”).
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for how such persons live their life as embodied persons 
and how they understand the existence of other people. 
Drawing on classical as well as contemporary psycho-
pathological accounts, we systematically, although suc-
cinctly, described the basic features of these changes. 
Lived time, space, body and selfhood and otherness are 
used as the principal descriptors of this transformation. 
We offer a reconstruction of the life-world of persons 
with schizophrenia that discloses their primordial in esse, 
their basic sense of being in the world. We argue that a 
detailed knowledge of these deep ontological changes is 
fundamental for our understanding of the schizophrenic 
style of experience and action as well as for making sense 
of the symptoms of schizophrenia. 
A mental disorder is not a simple association of symp-
toms, but a coherent way of being in the world in which 
the phenomena intimately interpenetrate each other in a 
meaningful whole, i.e. a structure. From our reconstruc-
tion of the schizophrenic life-world, it emerges that the 
phenomenon of fragmentation is a candidate common 
denominator of schizophrenic experience. Fragmenta-
tion appears a basic feature of lived time, as well as space 
(itemisation), body (dynamisation and morbid objectiva-
tion) and selfhood (diminished self-affection). The loss of 
a coherent Gestalt of experience seems to run through 
the manifold of schizophrenic abnormal phenomena, 
also affecting self-world relatedness and inter-esse (hypo-
attunement). This suggests that the crisis of the synthetic 
function of consciousness, that is, of the temporal unity of 
consciousness, could be at the basis of the characteristic 
“disarticulation”, distinctive of the schizophrenic world.
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Summary
This paper offers an overview of a current direction of clini-
cal and empirical research in schizophrenia, viz. the phenom-
enologically informed approach that regards the generative 
disturbance of schizophrenia as a specific disorder of the self. 
Empirical studies have recently documented that anomalous 
self-experiences (i.e. self-disorders) aggregate in schizophrenia 
spectrum disorders, but not in other mental disorders. What ap-
pears to underlie this aggregation of self-disorders is an insta-
bility of the first-person perspective, which threatens the most 
basic experience of being a subject of awareness and action. In 

this paper, we elicit the meaning of the phenomenological no-
tion of “disordered self” in schizophrenia spectrum disorders, 
we offer rich clinical descriptions of self-disorders, and we pro-
vide a concise overview of results from contemporary empirical 
studies. Finally, we provide some suggestions for future research 
on self-disorders, their nosological and diagnostic implications, 
and consider their potential value in psychotherapy for schizo-
phrenia. 
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Introduction

The neglect of the phenomenology and epistemology of 
the psychiatric object, which occurred in the wake of 
the so-called “operational revolution” in psychiatry, has 
led to a vast oversimplification of psychopathological 
phenomena (e.g. delusions and hallucinations, but also 
syndromes), depriving them of their phenomenological 
validity and any overarching conceptual framework  1. 
One possible remedy to this unfortunate development 
involves a return to the basic science of psychiatry, viz. 
psychopathology, and systematic explorations of the 
ways in which psychopathological phenomena manifest 
themselves in patients’ experiences and existence. Here, 
we must bear in mind that grasping mental phenomena 
is not similar to grasping physical objects. To place the 
“disordered self” in schizophrenia into proper perspec-
tive, some preliminary considerations on subjectivity and 
consciousness are required.
For a long time, the issue of subjectivity was nearly for-
gotten in psychiatry, but currently we are witnessing an 
almost global increase of interest in this particular topic. 
Psychiatry, existential psychiatry, phenomenological 
psychiatry, psychoanalysis, psychosocial rehabilitation 
and dialogical psychology all seem to agree that schizo-
phrenia involves a ”diminished sense of self” – a view 
also supported by many first-person accounts of schizo-

phrenia 2. Yet, the meaning of the term “self” and the na-
ture of its “diminishment” vary considerably among these 
approaches – some considerations on these approaches, 
similarities and dissimilarities can be found elsewhere 2 3. 
Due to the ambiguities associated with the notion of 
“diminished sense of self”, we first illuminate the phe-
nomenological notion of “disordered self” in the schiz-
ophrenia spectrum (i.e. schizophrenia and schizotypy). 
Secondly, we offer a series of typical and quite common 
clinical complaints of anomalous self-experiences (i.e. 
self-disorders) from patients diagnosed within the schizo-
phrenia spectrum. Finally, we will summarise the results 
from contemporary empirical research and discuss their 
implications for future research and treatment in schizo-
phrenia.

The disordered self 

For the purpose of providing the reader with a prelimi-
nary sketch of the conclusions we shall draw later, we 
anticipate here the central result from the empirical stud-
ies: collectively, these studies demonstrate that the self in 
schizophrenia is often fragile and unstable. 
Most importantly, the “self” that is found to be disordered 
in schizophrenia spectrum disorders in empirical stud-
ies does not refer to complex aspects of selfhood such 
as “social identity” or “personality” (although these as-
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pects certainly also may be affected), but to a very basic 
experience of being a self. This experience signifies that 
we live our (conscious) life in the first-person perspec-
tive, as a self-present, single, temporally persistent, bod-
ily and bounded subject of experience and action  4. In 
other words, it is the first-personal articulation of expe-
rience that implicitly facilitates a sense of “mine-ness” 
or “ipseity”  5, transpiring through the flux of time and 
changing modalities of consciousness (e.g. perception, 
imagination, thinking), which appears to be unstable in 
schizophrenia. Consequently, the normally tacit, taken-
for-granted, and pre-reflective experience of being a self 
no longer saturates one’s experiences in the usual and 
unproblematic manner. It is quintessential to realise that 
this experiential notion of “self” is not a hypothetical 
construct, but a real and phenomenologically accessible 
structure of consciousness. I am always pre-reflectively 
aware of being myself and I have no need for self-reflec-
tion or self-perception to assure myself of actually being 
myself. For example, I do not need to reflect upon who 
these trains of thoughts might belongs to or whose image 
I perceive in the mirror in order to know that it is me. This 
intimate, foundational sense of self is not really a sort of 
knowledge, but rather prior to knowledge; it arises from a 
structure of consciousness that is operative in all experi-
ential modalities; it is simply there, given and imbuing all 
my experiences with an elusive, yet absolutely vital feel-
ing of “I-me-myself” (which we also may describe with 
the concept of self-presence). Following Henry, we can 
say that this basic sense of self arises from the “auto-af-
fectivity” of subjectivity – a feature of the very givenness 
of consciousness 6. Of course, I may still question what I 
think, why I have these thoughts or feelings and the possi-
ble allurement of my body or the nature of my being (e.g. 
my moral values, ability to exist in accordance to these 
values, and the purpose of my existence), but usually the 
question never arises if these thoughts, feelings or this 
body actually is mine. 
In schizophrenia spectrum disorders, by contrast, this 
structure of consciousness is unstable and oscillating, re-
sulting in certain characteristic anomalies of self-experi-
ence (e.g. a markedly diminished sense of mine-ness of 
one’s own thoughts, actions and body), which patients 
frequently report and which, in empirical studies, have 
consistently been found to aggregate in schizophrenia 
spectrum disorders but not in other mental disorders (see 
summary of results below). 
From a phenomenological perspective, this basic experi-
ence of being a self is intrinsically bound together with an 
automatic, pre-reflective immersion in the world. Thus, it 
should come as no surprise that the disorders at the “self-
pole” of experience in the schizophrenia spectrum dis-
orders also frequently entail certain deformations at the 
“world-pole” of experience. For example, lack of spon-

taneous immersion in the shared world and diminished 
sense of being present in it, alienation from the social 
world (often leading to social isolation and withdrawal), 
perplexity (questioning what others consider quite ob-
vious or just take for granted, e.g. why do people say 
“hello” to each other or why is the colour code in traf-
fic signals “red-yellow-green’?) and various forms of de-
realisation. Against this backdrop, it should be evident 
that the phenomenological notion of a “disordered self” 
in the schizophrenia spectrum disorders does not refer to 
a disturbance solely at the level of the subject, but rather 
to a disturbance of the tacit and foundational “self-world 
structure” 7 or, differently put, of “the intentional arc” 8. 
This self-world structure appears to be fragile and unsta-
ble in disorders in the schizophrenia spectrum, consti-
tuting its core vulnerability, and resulting in a variety of 
specific self-disorders of which we provide clinical ex-
amples below. 
It also merits attention that this “instability” does not 
equal something like a disappearing or dissolution of the 
self. Of course, patients with schizophrenia spectrum dis-
orders continue to be subjects of awareness and action, 
and to affirm themselves with the first-personal pronoun 
(i.e. the “I”). Patients experience self-disorders within an 
overarching experiential-existential perspective, which 
constitutes their being-in-the-world, and no matter how 
many self-disorders they suffer from, their lives remain 
complete forms of human existence. The notions of “in-
stability” and “dis-order” suggest, however, that the nor-
mally tacit and pre-reflective experience of being a sub-
ject of awareness and action no longer saturates one’s 
experiences in the usual, unproblematic way.

Clinical descriptions 
Many first-admitted patients with schizophrenia spectrum 
disorders complain of feeling as if they do not truly exist, 
of lacking an inner core and of being profoundly, though 
regularly ineffably, different from others (Anderssein). 
The distinctness of the quite frequent feeling of Anders-
sein seems to be a pervasive sense of being ontologically 
different; it is a feeling of being different in which one’s 
very humanity is at stake. As one of our patients put it, “I 
looked just like every other child, but inside I was differ-
ent. It is as if I am another creature that somehow ended 
up inside a human body”. Another patient described this 
feeling in the following way: “I feel categorically differ-
ent from others”. Occasionally, the feeling of Anderssein 
may evoke a sort of solipsistic grandiosity (e.g. “I often 
doubt if others have a soul or any feelings”), but no mat-
ter what form this underlying feeling may take, it is usu-
ally a constant source of solitude, isolation and suffering. 
Frequently, patients also describe a deficient sense of 
“mine-ness” of the field of awareness (e.g. “my thoughts 
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with only minimal resistance (although its pictorial con-
tent may be anxiety-provoking) – e.g. a patient described 
that he often had pictures “in his head” where he per-
ceived himself behead another and then kick the head 
around. During the experience, he took some pleasure 
in it and it never occurred to him to resist it. But when it 
was over, he felt disgusted by it (note that the subsequent 
feelings of discomfort and shame should not be mistaken 
for resistance, which possibly could translate the pseudo-
obsession into a true obsession). Pseudo-obsessions have 
relevance in the context of diagnostically differentiating 
obsessive-compulsive disorders from the schizophrenia 
spectrum disorders – see also Rasmussen and Parnas 10.
Many patients complain of a diminished sense of being 
self-present and present in the world (e.g., “I live in a 
sort of bubble, where the world does not matter. I lack 
synchrony with the people around me”). The so-called 
mirror-phenomena and certain experiences of disem-
bodiment are also frequently found in the schizophre-
nia spectrum – the following vignette illustrates some of 
these:
• The patient describes an “uncontrollable inner 

change” occurring at the age of 12. Ever since, she 
has not, as she puts it, “been able to find myself”. She 
spends hours studying herself in the mirror and often 
she cannot recognise her specular image. She knows 
well that she perceives her own image, but “it is as 
if the reflected image is not supposed to be me (…) 
When I pass by a mirror, I must stop and make sure 
that there have not been too many changes”. She re-
ports various feelings of bodily self-alienation, e.g. 
“the body feels awkward as if it does not really fit. It 
feels like the body is not really me, as if it is rather a 
machine controlled by my brain, as if the body is a 
mere appendage”. Regularly, she experiences motor 
inference (e.g. that her legs suddenly turn and walk 
in a different direction than she intends) and motor 
blockage (sometimes she cannot open her eyes or 
move her limbs). She also describes a myriad of unu-
sual bodily sensations (typically that her body or parts 
of it feels unusually heavy or stiff), and she has spa-
tialised experiences of her inner organs (e.g., she feels 
her brain wobbles).

Moreover, patients sometimes describe transitivistic ex-
periences, e.g. persistent feelings of being radically ex-
posed or “too open” (without any barriers) or confusion 
with others (as if being somehow “mixed up” with an-
other in the sense of entirely losing one’s sense of whose 
thoughts and feelings originate in whom). Finally, quasi-
solipsistic experiences are also regularly reported by our 
patients – e.g. a fleeting sense of being at the centre of 
the world or as if feelings of having unique insight into 
more true dimensions of reality that usually remain hid-
den from others. The vignette below offers descriptions of 

feel strange as if they aren’t really coming from me”), 
which sometimes may be linked to various distortions 
of the first-person perspective (e.g. “I look out through 
my eyes from a retracted point, and I see my skull in my 
visual periphery”). In her autobiography, Prof. Elyn Saks 
shares a dramatic experience of what seems to be a rare, 
momentary dissolution of the very first-person perspec-
tive: 
• And then something odd happens. My awareness 

(of myself, of him, of the room, of the physical real-
ity around and beyond us) instantly grows fuzzy. Or 
wobbly. I think I am dissolving. I feel – my mind feels 
– like a sand castle with all the sand sliding away in 
the receding surf. (…) Consciousness gradually loses 
its coherence. One’s center gives away. The center 
cannot hold. The “me” becomes a haze, and the solid 
center from which one experiences reality breaks up 
like a bad radio signal. There is no longer a sturdy 
vantage point from which to look out, take things in, 
assess what’s happening. No core holds things togeth-
er, providing the lens through which to see the world, 
to make judgments and comprehend risks 9.

Often, patients complain of thematically unrelated 
thoughts breaking into and interfering with their main 
train of thoughts. Thought pressure is another frequent 
complaint, i.e. rapid, parallel trains of thoughts, occur-
ring with a clear loss of meaning (“My thoughts are like 
rockets, shooting in all directions at once. It’s one big 
chaos”). Some patients also describe thought block – one 
of our patients reported that his thoughts could suddenly 
“slow down, fade away, or just stop”, and this emptiness 
of thoughts could last a few minutes. Many patients also 
describe a certain hyper-reflective stance toward their 
own experiencing, allowing them, so to say, to inspect 
their own thoughts or imaginations as “objects” of aware-
ness. For example, some patients report that it is as if they 
can spatially locate certain thoughts to specific parts of 
the brain, feel certain thoughts move around or physi-
cally feel them press on the inside of the skull. 
The process of spatialisation or objectification of thoughts 
is also implicated in incipient Gedankenlautwerden, i.e. 
hearing one’s own thoughts spoken aloud internally. A 
normal sense of “mine-ness” implies a fusion or unity be-
tween the experiencing subject and its thinking. In schiz-
ophrenia, however, an experiential distance can creep in 
between the thinking subject and its thoughts, forcing pa-
tients to inspect, perceive or listen to their own thoughts 
in order to know what they are thinking. Similarly, in acts 
of imagination, the experiential distance can set in be-
tween the subject and the imaginary objects, thereby in-
creasingly reifying and spatialising the imaginary objects. 
This transforms the apparent “obsession” into a pseudo-
obsession (sometimes with quasi-hallucinatory qualities), 
which typically appears fairly ego-syntonic and occurs 
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spectrum disorders. In another case, a patient was asked 
if she sometimes experiences ambivalence with regard 
to simple, everyday decisions. The patient replied “no”. 
When approaching the issue from a different angle, the 
patient was asked if she sometimes experiences difficul-
ties in deciding what to eat. Again, the patient replied 
“no”, but she also stated that he never eats breakfast. 
When asked to explain why she never eats breakfast, 
she replied that she is unable to decide she wants. When 
asked what then is different at lunchtime, she replied that 
she always takes a bit of everything, because she still 
cannot decide what she wants. In this case, the patient 
most likely experienced ambivalence, but the ambiva-
lence was concealed behind her coping strategies. We 
raise here, in some detail, the issue of the “non-specific 
specificity” in schizophrenia, because important psycho-
pathological phenomena, including self-disorders, may 
be easily overlooked if the interviewer is not attentive 
to the possibility that they also might be lurking beneath 
seemingly trivial complaints. Familiarity with the phe-
nomenon of “non-specific specificity” in schizophrenia 
is, in our view, quintessential in the context of early di-
agnostic assessment, especially of patients who present 
with a quite vague, unelaborated picture of illness. 
Second, when assessing self-disorders, it is not sufficient 
that the patient merely affirms the interviewer’s question; 
an affirmative answer must never simply be taken for 
granted. By contrast, the patient must always provide a 
concretely lived example of such an experience, and only 
upon further questioning, clarifying the nature of this ex-
perience, may the interviewer score the item as “present” 
if the experience fulfils the relevant item definition 13. It 
also merits attention that assessment of self-disorders can-
not be obtained by a series of structured questions on a 
checklist or, for that matter, by non-clinicians, selectively 
trained in the use of a specific structured interview. In-
stead, assessment of self-disorders requires considerable 
clinical experience, some level of psychopathological 
scholarship, reliability-training with experts in the EASE 
scale and, not least, a phenomenological interview ap-
proach that seeks to establish rapport and trust, and in 
which the psychopathological inquiry is adequately and 
smoothly integrated into the patient’s own narrative 13. 
Third, self-disorders appear to have a persisting, trait-like 
character, i.e. these phenomena tend to articulate them-
selves as a recurring or sometimes nearly constant infra-
structure of the patient’s experiential life. Self-disorders 
are rarely fleeting mental contents similar to an isolated 
hallucinatory experience or a singular panic attack but 
reflect typically an enduring instability in the structure 
of consciousness. Although the temporal stability of self-
disorders still needs systematic, longitudinal exploration 
(such studies are in preparation), our patients most fre-
quently report that their self-disorders date back to child-

various quasi-solipsistic experiences and indicates how 
these experiences may be fused together with a feeling 
of Anderssein.
• The patient reports that during childhood she felt very 

different from others and often doubted if they had 
any feelings or a soul. All the time, she was preoccu-
pied with philosophical questions about the meaning 
of life and she could not relate to her peers, whose life, 
values and topics of conversation she found utterly su-
perficial. When walking in the street, she often feels as 
if people are looking at or talking about her, but she 
has never seen or heard anything to substantiate her 
feeling. When watching television, she sometimes has 
a fleeting feeling as if the commercials contain hidden 
messages intended for her alone. Frequently, she has 
the impression that the perceived world is not truly re-
al (“it feels as if I’m in a play, like everything is staged 
for me”). During the time of hospitalisation, she had 
a transient feeling as if her visual field was all there 
existed – “the door at the end of the hall was the end 
of the world. Behind the door, there was nothing”. 
Occasionally, she feels as if that she has extraordinary 
insight into others” psyche in the sense that she is, as 
she puts it, “almost able to permeate others and feel 
what they feel”. 

Assessment of self-disorders 
Four clinical observations deserve mentioning here. First, 
the interviewer should not expect patients to simply offer 
verbal reports of self-disorders that just fit the relevant 
item definitions or effortlessly gravitate toward them, e.g. 
the items listed in the EASE: Examination of Anomalous 
Self-Experience scale  11. On the contrary, patients’ ini-
tial complaints may frequently have a character of quite 
vague or trivial clichés, and often it is only when the pa-
tient is asked to give a concretely lived example of his 
vague (non-specific) complaint that a more characteristic 
(specific) configuration emerges. Blankenburg used the 
expression of “non-specific specificity” to describe this 
particular phenomenon in schizophrenia 12. For example, 
a patient may mention, en passant, that he feels different 
form others. Seemingly, this is a trivial complaint; we all 
feel different and, in fact, are different from each other in 
numerous ways. Upon further questioning, it may, how-
ever, turn out that the patient’s feeling of being different is 
not at all specifiable in terms of concrete, ontic properties 
(e.g. feeling too clever or too fat, coming from a differ-
ent socio-economic background or having other interests 
than one’s peers, etc.), but has to do with a feeling of 
being ontologically different, i.e. somehow not really hu-
man (e.g., robot-like, non-existent or alien). If this is this 
case, then the apparently trivial complaint of feeling dif-
ferent carries, in fact, great typicality for schizophrenia 
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EASE analogue scales demonstrate the following results: 
• Self-disorders aggregate selectively in schizophrenia 

and schizotypy, but not in disorders outside the schiz-
ophrenia spectrum 15 20 21.

• There is no significant difference in the level of self-
disorders among patients with schizophrenia and pa-
tients with the schizotypy 15 16.

• Self-disorders differentiate between first-admitted pa-
tients with bipolar psychosis and schizophrenia  22, 
and self-disorders occur more frequently in residual 
schizophrenia than in remitted bipolar psychosis 23. 

• Self-disorders occur in individuals who are biologically 
related to probands with schizophrenia and who them-
selves suffer from a schizophrenia spectrum disorder 24. 

• Prospective studies suggest that that self-disorders 
predict transition to psychosis in an ultra high-risk for 
psychosis sample 18; that high baseline scores of self-
disorders in first-admitted non-schizophrenia spec-
trum patients predict subsequent diagnostic transition 
to the schizophrenia spectrum at 5-year follow-up 25; 
and that self-disorders are identifiable among non-
psychotic help-seeking adolescents 26.

• Positive correlations have been found between self-
disorders and positive and negative symptoms, formal 
thought disorders and perceptual disturbances 15.

• Correlations have been found between self-disorders and 
social dysfunction 27 and suicidality 28 29, respectively.

• No correlations have been found between self-disor-
ders and IQ 15 or neurocognitive measures, except for 
impaired verbal memory 30.

For an overview of the aggregation of self-disorders, 
measured with the EASE scale, in schizophrenia, schi-
zotypy, bipolar disorder, other mental disorders and in 
healthy controls, see Table I. For a comprehensive re-

hood or early adolescence. At the time of first admission, 
many of their self-disorders have become almost indis-
tinctly interwoven into their very mode of experienc-
ing, and at least partly for this reason, our patients do 
often not seem to experience their initial self-disorders 
as “symptoms” of an illness (parallel to how jaundice is 
a symptom of liver failure), but rather as intrinsic aspects 
of their existence (“It is just who I am”). In our view, this 
particular aspect offers new resources for understanding 
the nature of poor insight into illness in schizophrenia 4. 
Fourth, it is worth stressing that self-disorders are not psy-
chotic phenomena. Self-disorders are typically reported 
with the “as if” or “it feels like” qualification (e.g. “It feels 
like the body is not really me, as if it is rather a machine 
controlled by my brain”). Thus, the patient’s reality judg-
ment remains intact 14. 

Summary of empirical results
In 2005, a semi-structured psychometric instrument for a 
qualitative and quantitative assessment of self-disorders was 
published, viz. the EASE scale 11. The EASE scale offers phe-
nomenological exploration of experiential anomalies that is 
believed to reflect a disorder of the basic experience of be-
ing a self. The scale comprises 57 main items, aggregated 
into five domains: 1) Cognition and stream of conscious-
ness; 2) Self-awareness and presence; 3) Bodily experi-
ences; 4) Demarcation/transitivism; 5) Existential reorien-
tation/solipsism. Today, the scale has been translated into 
10 languages (see www.easenet.dk for details). The EASE 
scale exhibits a very high internal consistency (Cronbach’s 
alpha > 0.900 15), a mono-factorial structure 15 16 and good 
to excellent inter-rater reliability among trained and experi-
enced psychiatrists or clinical psychologists 11 17-19.
The empirical research employing the EASE scale or pre-

TABlE I. 
Mean total EASE score, standard deviation, and sample size.

Study Schizophrenia Schizotypy Bipolar  
disorder

Other mental 
disorders

Healthy  
controls

p value

Haug et al. (2012) 22 25,3 (9,6)
n = 57

n/a 6,3 (4,8)
n = 21

11,5 (8,7)
n = 3*

n/a < 0,001†

Raballo and Parnas (2012) 16 21,4 (9,6)
n = 19

17,0 (7,2)
n = 8

n/a 5,7 (5,1)
n = 9‡

n/a < 0,001§

Nelson et al. (2012) 18 n/a n/a n/a n/a 2,37 (2,45)
n = 52

n/a

Nordgaard and Parnas (2014) 15 19,63 (8,39)
n = 46

17,82 (6,82)
n = 22

n/a 8,06 (5,89)
n = 32**

n/a 0,00††

n/a = not available; * “Other mental disorders” comprises other psychotic disorders (i.e. delusional disorder and psychosis NOS); † Schizophrenia 
versus bipolar disorder and other mental disorders; ‡ “Other mental disorders” comprises major depressive disorders and one case of cyclothymic 
disorder; § Schizophrenia and schizotypy versus other mental disorders; ** “Other mental disorders” comprises anxiety disorders, OCD, and non-
schizophrenia spectrum personality disorders; †† Schizophrenia and schizotypy versus other mental disorders.
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Summary
During the last 20 years, early phases of psychotic disorders 
have become one of the major clinical and research issues in 
psychiatry. It is well known since the last century that schizo-
phrenia and psychotic disorders are characterised by a subclini-
cal prodromal phase that can last weeks, months, or even years 
before the onset of overt psychotic symptoms. The prodromal 
phase is important in defining potential risk-markers of progres-
sion to psychotic illness and as a target for new biological and 
psychological treatments to prevent a transition to psychosis. 
Furthermore, the focus on early phases of psychotic disorders 
may improve the long term outcomes of patients by reducing 
the duration of untreated illness 1-3. For all these reasons, dur-
ing the last two decades a clinical “At Risk Mental State” syn-
drome and its operational criteria have been described leading 
to the development of two main early detection approaches: 
the ultra high risk approach (UHR) and the basic symptoms 
(BS) approach, each with its assessing instruments. Beside 
these, another important research front is that of anomalous 
self-experiences (ASE). ASE have been already widely detailed 
in early phenomenological descriptions of the core features of 
schizophrenia that might surface in the prodromal phases. The 
integration of these approaches could be of great value to en-
rich current operational criteria with a deeper, experience-close 
understanding of the unique, subjective perspective of individu-
als at risk of developing a psychosis. However, the integration of 

these approaches is not a mere juxtaposition of terms. Indeed, 
the field of early detection is vexed by an increasing terminologi-
cal confusion related to the lack of an international consensus 
catalogue of terms that facilitate the bibliometric proliferation 
of new expressions that do not allow facile comparison of re-
sults from all the early psychosis research groups worldwide 4. 
Likewise, to date, a diagnostic category for prodromal phases 
has not yet been included in DSM or ICD despite the presence 
of the “attenuated psychotic syndrome” in the appendix of the 
new DSM-5 as a condition for further study 5. From a conceptual 
point of view, the integration of UHR, BS and ASE approaches 
awaken the discussion about the existence or not of a psychotic 
continuum with schizophrenic and affective psychoses at the 
extremes. Indeed, if the former has been used for the evalu-
ation and monitoring of individuals at high risk of developing 
a psychotic disorder, the latter describes and assesses a set of 
symptoms characteristic of schizophrenia spectrum disorders. 
In closing, we describe the clinical staging model as well as the 
clinical and research benefits and disadvantages that it could 
bring for early psychosis. 
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Terminological issue

In the last 20 years, the focus has moved from timely 
recognition and phase-specific treatment of first-episode 
psychosis to the pre-onset period (prodromal phase) 6 7. 
This shift has revealed a critical “blind spot” in our main-
stream classificatory systems that also affect the way 
to call and define early phases of psychotic disorders. 
In an interesting and recent paper, Schultze-Lutter and 
colleagues talk about a “near Babylonian speech confu-
sion” 4. The term prodromal, introduced for the first time 
by Mayer Gross in 1932, has been criticised because of 
its sense of unavoidable transition to a psychotic disor-

der. In fact, in medicine, the prodromes are the first signs 
or symptoms of a disease before it becomes clinically 
manifest 8. Thus, the retrospective concept of prodrome is 
unsuitable to capture prospective psychotic conditions 9. 
In the 1990s, McGorry and colleagues coined the defini-
tion of “at risk mental state” (ARMS) to identify individu-
als with clinical features suggesting an impending dis-
order, but without the certainty of onset. Moreover, the 
concept of “risk state” is borrowed from medicine (e.g. a 
patient suffering from angina is at risk of developing an 
acute myocardial infarction). Similar or derived from the 
ARMS concept are terms such as ultra-high risk (UHR), 
clinical high risk (CHR) and early/late at risk state. Other 
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terms commonly used are: prepsychotic state, subthresh-
old psychotic symptoms, early psychosis, subpsychosis 
and hypopsychosis. These terms are more descriptive 
than operational. Moreover, the so-called x-like experi-
ences (psychotic, delusional, hallucination, schizophre-
nia – like experiences) refer to the experience of psy-
chotic symptoms in the absence of psychotic disorder. 
Nowadays, these experiences are assessed by self-rating 
scales raising doubts about the real psychotic nature of 
the experience itself  10  61. As Schultze-Lutter and col-
leagues hoped for, to resolve the current confusion and to 
ensure the comparability between studies from different 
research groups, an international consensus catalogue of 
terms and their definition shall be developed 4. 

Conceptual issue
In the field of early detection of schizophrenia the defini-
tional problem echoes a conceptual one. If there is not a 
univocal answer to the question “how to define prepsy-
chotic experiences?” the same happens when trying to 
answer what to look for in individuals at risk for develop-
ing a psychotic disorder. There are a variety of symptoms 
that are assessed and called in different ways, and the 
principal ones are summarised below: 
• attenuated psychotic symptoms (APS): subthreshold 

attenuated positive symptoms (e.g. unusual ideas, 
magical thinking, perceptual disturbances, paranoia/
suspiciousness);

• brief limited intermittent psychotic episode (BLIPS): 
transient psychotic symptoms with spontaneous re-
mission;

• basic symptoms (BS): subjective experienced distur-
bances of different domains including perception, 
thought processing, language and attention with an 
intact insight;

• anomalous self-experiences (ASE): non-psychotic dis-
turbances of the person’s subjective experience of his 
own identity or “self”.

The focus on the above-mentioned symptoms and sub-
jective experiences in people considered at CHR of de-
veloping a psychotic episode/disorder led to the devel-
opment of three main approaches: UHR approach, BS 
approach and self-disturbance approach.

UHR approach
To date the UHR approach has been widely applied in 
different research and clinical settings worldwide 11-18. 
Over the years some modifications of UHR criteria have 
been made both within the same research group and be-
tween different ones, but the concomitant presence of 
state and trait risk factors plus a socio-demographic crite-
rion (young person aged 14-30 years referred for health-

care) has always been maintained. The state risk is de-
fined by the presence of APS or BLIPS, while the trait risk 
factors include decline of psychosocial functioning or 
sustained low functioning, genetic risk (first degree rela-
tive with a psychotic disorder) or schizotypal personality 
disorder, and unspecific prodromal symptoms. The focus 
on help-seekers applies a filter reducing the high number 
of false positives that could necessitate assessing large 
asymptomatic community samples. Indeed, before the 
development of the UHR concept, many studies focused 
on genetic risk (i.e. called “high risk approach”) by lon-
gitudinally monitoring individuals with a positive family 
history for a psychotic disorder. The recruitment of indi-
viduals on the basis of familiarity led to not only a high 
number of false positives, but also the loss of all those 
patients developing a psychotic disorder without familial 
risk. In 1992, Bell developed an alternative strategy to 
identify individuals at high risk of developing a psychotic 
disorder based on the concepts of “multiple-gate screen-
ing”, namely the satisfaction of more than a unique crite-
rion to define the risk state in order to obtain a selected 
sample, and “close-in follow up”, namely a shorter time 
monitoring the onset of sign and symptoms coincident 
with the period of maximum incidence  19. These acute 
intuitions were operationalised for the first time by the 
Australian group of Yung and McGorry in the mid 1990s. 
This led to the development of the UHR approach that 
was widely applied in the subsequent years by many re-
search and clinical groups worldwide 20 (Table I). 
Over the years many instruments have been developed 
for UHR assessment. The main ones are: CAARMS, SIPS/
SOPS and ERIraos. The Comprehensive Assessment of 
At-Risk Mental States (CAARMS) was developed by Yung 
and colleagues and is now widely used mainly in Aus-
tralia, Asia and Europe 21. The two main purposes of this 
instrument are to identify the imminent development of 
a psychotic episode and to determine if UHR criteria are 
satisfied. Indeed, all the three main UHR criteria (APS, 
BLIPS and supposed vulnerability) are investigated. The 
CAARMS is a semi-structured interview with many sub-
scales: disorders of thought content, perceptual abnormal-
ities, conceptual disorganisation, motor changes, atten-
tion and concentration, emotion and affect, subjectively 
impairment of energy and impaired tolerance to normal 
stress. The Structured Interview for Prodromal Symptoms 
(SIPS) and the Scale of Prodromal Symptoms (SOPS) were 
both developed by Miller, McGlashan and colleagues at 
PRIME Research Clinic at Yale University and are mostly 
used in North America and Europe 22. These two instru-
ments are conjointly used to provide a systematic meas-
ure of the presence/absence of prodromal states, to meas-
ure the severity of prodromal symptoms and to define an 
operational threshold for psychosis. The SIPS consists of 
several measures: SOPS, Schizotypal Personality Disor-
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TABlE I. 
Main international early detection research programs (adapted from Dominguez Martinez et al., 2011) 20.

Programme Aim Method

Early Psychosis Prevention and 
Intervention Centre (EPPIC). 
Melbourne, Australia

To provide both early detection and specialised treat-
ment for early psychosis and treatment-resistant psy-
chosis; to evaluate the effectiveness of the EPPIC pro-
gram on 12 months outcome in FEP in contrast to the 
previous model of care

Prospective clinical trial with historical 
control group. Patients with onset of 
psychosis between the ages of 16 and 
30 using CAARMS criteria

The Personal Assessment 
and Crisis Evaluation Service 
(PACE). Melbourne, Australia

To improve understanding of the neurobiological 
and psychosocial processes during the pre-psychotic 
phase; to develop psychological and medical inter-
ventions and evaluate their safety and efficacy; to es-
tablish an accessible and appropriate clinical service 
for young people ARMS

Prospective longitudinal study. Patients 
between the ages of 16−30 identified as 
UHR for developing a psychotic disor-
der using CAARMS criteria

The North American Prodrome 
Longitudinal Study (NAPLS), 
United States

To establish consortium of prodromal psychosis re-
search centres and integrate database

Collaborative multisite investigation, 
longitudinal database. The NAPLS rep-
resents the largest sample of prospec-
tively followed at risk subjects world-
wide

The European Prediction of 
Psychosis Study (EPOS). Ger-
many, Finland, UK, Nether-
lands and Spain

It is the first European multicentre investigation focus-
ing on early detection of persons at risk for psychosis

Prospective multicenter, naturalistic 
field study. Persons between 16 and 
35 years with UHR criteria. Includes a 
comprehensive baseline assessment and 
2 follow-ups, at 9 and 18 months

The Early Detection and In-
tervention Programme of the 
German Research Network on 
Schizophrenia (GRNS). Co-
logne, Bonn and Düsseldorf

To promote help-seeking and engagement with early 
intervention services for individuals at-risk of psycho-
sis

Longitudinal Study. Young people suf-
fering from possible pre-psychotic 
symptoms using the Early Recognition 
Inventory (ERIraos)

The Early Detection and Inter-
vention Evaluation (EDIE) trial. 
United Kingdom (UK)

To indicate an identified high risk group and random-
ly allocate participants to a psychological interven-
tion or to a monthly monitoring

A randomised controlled trial. People 
at high risk of psychosis using CAARMS 
criteria

The Prevention Program for 
Psychosis (P3). Torrelavega 
and Oviedo, Spain

To assess the effectiveness of an intervention program 
for the prevention of psychosis, in the medium and 
long term

Prospective intervention and longitudi-
nal study. Patients between 16-30 years 
at UHR using CAARMS criteria

Programma 2000. Milan, Italy To provide early detection and intervention in sub-
jects at the onset of, at risk of, or showing “prodro-
mal” signs of psychosis

Prospective intervention and longitudi-
nal study. Patients between 17-30 years 
at ARMS according to UHR criteria

The Detection of Early Psycho-
sis (DEEP). Turku, Finland

To describe psychopathology and deficiencies in neu-
ropsychological, neuroimaging and neurophysiologi-
cal examination of subjects vulnerable to psychosis

Prospective and longitudinal study. Pa-
tients are selected for a screening of pro-
dromal symptoms (SIPS-SOPS criteria)

Early Treatment of Pre-Psycho-
sis Project (TOPP)

To study whether patient to define prodromal states 
develop psychosis within a 5-year follow-up period

Longitudinal and prospective study. 
Patients at risk to develop psychosis ac-
cording to SIPS/SOPS scales

The Prevention Through Risk 
Identification, Management, 
and Education (PRIME). New 
Haven, Connecticut, USA

To test in a double-blind study whether early treat-
ment with an atypical antipsychotic compared to pla-
cebo can prevent or delay the onset of psychosis

Double-blind controlled trial. Patients 
who are judged to be at risk for psycho-
sis according to SIPS/SOPS scales

The Recognition and Preven-
tion of Psychological Problems 
(RAP). New York, USA

To prevent severe mental illness focusing on patients 
with possible prodromal symptoms or early symp-
toms of psychosis

Prospective longitudinal study. Patients 
between the ages 12 and 25 with pro-
dromal symptoms or early symptoms of 
psychosis according to RAP prodromal 
criteria
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idea of such symptoms as the first, immediate experi-
ential expression of the presumed neurobiological sub-
strate of vulnerability to schizophrenia. According to the 
BS approach, in the early phases of psychotic disorders, 
especially schizophrenia, symptoms occur in three de-
velopmental levels: the first consists of uncharacteristic 
BS (subthreshold alterations in drive, volition, affect, con-
centration and memory) that could spontaneously remit 
or gradually increase in number and severity reaching the 
second level of BS with more typical alterations in think-
ing, speech, motor action and body perception. In the 
absence of remission, the second level BS can evolve into 
third level BS represented by outright psychotic symp-
toms. The symptomatic rise to real psychotic experiences 
is often the consequence of a burn-out, an exhaustion of 
personal resources and coping strategies closely related 
to external factors such as familiar environments, so-
cial relationships, working/studying functioning, coping 
skills, resilience etc 29. The first instruments developed for 
BS assessment were the Bonn Scale for the Assessment of 
Basic Symptoms (BSABS) 30 and the Frankfurt complaint 
Questionnaire (FBF) 31. More recently, the schizophrenia 
proneness instrument [available in both Adult (SPI-A) 32 
and Child-Youth (SPI-CY) 33 version] was developed. To 
date, SPI-A/-CY are commonly used to assess BS. By an-
alysing data from the Cologne Early Recognition (CER) 
study, two BS subgroups were identified for the definition 
of the prodromal phase: the first, known as COPER, in-
cludes 10 cognitive-perceptive BS (thought interference, 
thought perseveration, thought pressure, thought block-
ages, disturbance of receptive speech, decreased ability 
to discriminate between ideas/perceptions and fantasy/
true memories, unstable ideas of reference, derealisa-
tion, visual perception disturbances and acoustic per-
ception disturbances); the second, known as COGDIS, 
includes 9 cognitive disturbances (inability to divide at-
tention, thought interference, thought pressure, thought 
blockages, disturbance of receptive speech, disturbance 
of expressive speech, unstable ideas of reference, distur-
bances of abstract thinking and captivation of attention 
by details of the visual field). According to the results of 
German Research Network of Schizophrenia, the COPER 
BS group has good predictive accuracy. On the other 
hand, the COGDIS BS group has been used as a set of 
high risk criteria as an alternative to UHR 34. The com-
bination of BS and UHR criteria may identify the highest 
risk of transition to psychosis in the next 18 months  15. 
However, the average period between COGDIS/COPER 
assessment and onset of psychosis is longer than the one 
between UHR evaluation and first episode of psychosis, 
suggesting that BS are more appropriate for early detec-
tion of distal prodromal states (compared to more proxi-
mal ones indexed by UHR APS and BLIPS criteria).

der checklist (DSM-IV), family history questionnaire and 
Global Assessment of Functioning Scale (GAF). The SOPS 
includes different subscales: positive symptoms (unusual 
thought content/delusional ideas, suspiciousness/perse-
cutory ideas, grandiosity, perceptual abnormalities/hallu-
cinations, disorganised communication); negative symp-
toms (social anhedonia, avolition, expression of emotion, 
experience of emotions and self, ideational richness, 
occupational functioning); disorganisation symptoms 
(odd behaviour and appearance, bizarre thinking, trou-
ble with focus and attention, personal hygiene); general 
symptoms (sleep disturbance, dysphoric mood, motor 
disturbances, impaired tolerance to normal stress). The 
Early Recognition Inventory (ERIraos) was developed in 
the Central Institute of Mental Health (CIMH, Mannheim) 
in association with the University of Heidelberg and is 
mainly used in Europe. The peculiarity of this instrument 
is that it permits the investigation of both UHR criteria 
and basic symptoms. It is a two-step procedure: a 17-item 
screening instrument is used to identify potential ARMS 
individuals and is administered by a general practitioner 
or other professional contact person; if the defined cut-off 
is reached, the individual should be referred to an early 
psychosis recognition centre for a more detailed risk as-
sessment with the ERIraos complete symptoms list (110 
items). This is divided in 12 sections: introductory ques-
tions; changes in mood, interest and drive; disturbance of 
sleep and appetite; changes in personality; dysfunctional 
behaviour; anxiety and obsessive-compulsive symptoms; 
thought disorders; disorders of self and delusions; im-
paired bodily sensations; abnormal perceptions; motor 
disorder and observed behaviour 23. 

BS approach
Basic symptoms are phenomenally different from APS/
PLIPS in the sense that BS are subtle, subjectively experi-
enced subclinical disturbances in drive, affect, thinking, 
speech, (body) perception, motor action, central vegeta-
tive functions and stress tolerance  24. BS can occur not 
only in prodromal, but also in the residual phases of 
psychotic disorder and during psychotic episodes  25  26. 
The subjective feature of BS makes these symptoms ac-
cessible only to the suffering individual, differentiating 
BS from negative symptoms that are functional deficits 
visible from the outside. Indeed, avoidance or social 
withdrawal can represent BS coping strategies. Another 
feature of BS is insight: the patient realises that something 
new, strange and barely understandable and explicable 
is happening. Chapman  27 and Varsamis  28 firstly stud-
ied similar kind of experiences during 1960-1970, yet it 
was Gerd Huber and his research group to propose their 
first systematic exploration coining the notion of “Basic 
Symptoms”. The choice of the term “basic” reflects the 
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self-disturbance may be defined as pervasive or frequently 
recurrent experience in which one’s first-person experien-
tial perspective or one’s status as a subject of experience 
or action is somehow distorted46. These anomalous expe-
riences are not yet of psychotic intensity and the patient 
is able to keep a distance from them 47. The instrument to 
assess these disturbances is the Examination of Anoma-
lous Self-Experience (EASE)  48. It is a symptom checklist 
for semi-structured phenomenological exploration of ex-
periential subjective anomalies that appear to reflect dis-
orders of basic self-awareness. It has been developed on 
the basis of self-descriptions obtained from patients suf-
fering from schizophrenia spectrum disorders. It consists 
of five domains: cognition and stream of consciousness, 
self-awareness and presence, bodily experiences, demar-
cation and transitivism, and existential reorientation. The 
exploration of ASE can be complex because of the dif-
ficulty for the patient to communicate these uncanny and 
often ineffable subjective experiences (they often need to 
draw upon metaphors to describe them). It is also difficult 
for the interviewer who needs substantial familiarity with 
the experiences described, as well as the ability to create 
an intimate but neutral interview climate, since the patient 
has probably never talked with anyone about his basic 
self-disturbances. Empirical research on self-disturbance 
indicates that the ASE specifically captures schizophrenia 
spectrum vulnerability, rather than a generic psychosis-
proneness.

Clinical staging model of psychosis and future 
directions
Clinical staging differs from conventional diagnostic 
practice in that “it defines the progression of disease in 
time and where a person lies along this continuum of the 
course of illness” 49 and can provide a clinical-decision-
al framework for person-tailored early intervention 29 50. 
Clinical staging not only defines the extent of progres-
sion of a disorder at a particular point in time, but also 
where a person lies along the continuum of the course of 
an illness 51. The rationale of such developmental model 
is that the earlier in the course of illness the treatment 
is offered, the safer and the more effective it should be 
in terms of long-term outcomes  52. The clinical staging 
model is already widely used in medicine for those dis-
orders that are potentially severe and inclined to progress 
if untreated. This is the case of the majority of psychiat-
ric disorders, although the clinical staging model is not 
yet common in the psychiatric practice where disorders 
are strictly defined by outright symptomatic criteria. The 
concept of clinical staging related to early psychosis in-
dicates a continuum of increasing risk, in which initially 
unspecific conditions phenotypically overlapping with 
the initial stages of other disorders gradually progress to 

Self-disturbance approach
From a phenomenological point of view, a core marker 
of psychotic vulnerability and above all of schizophre-
nia spectrum disorders is the concept of self-disturbance. 
Indeed, in early descriptions of schizophrenia the dis-
turbances of the self always had a central role: Bleuler 
described Ich-Spaltung and Autism, both involving an af-
fliction of the self, as the two basic features of schizophre-
nia 35; Kraepelin metaphorically depicted the disunity of 
consciousness typical of schizophrenia as an “orchestra 
without a conductor” 36; Jaspers sustained the possible af-
fliction of the self in different aspects such as activity, uni-
ty, vitality, identity and demarcation 37. Furthermore, he 
described the “delusional mood”, that is the first experi-
ential, qualitative crisis that precedes the delusional mani-
festation; a similar construct has been labelled “trema” by 
Conrad 38; along a convergent line, Minkowsy coined the 
expression “le trouble generateur”39 to describe the loss of 
vital contact with reality and the interrogative attitude typ-
ical of the early phases of schizophrenia, whereas Blank-
enburg talked about the loss of natural self-evidence, the 
non-specific specificity of being unable to grasp every-
day mundane significations  40. Nowadays, phenomeno-
logically-oriented psychopathology still emphasises the 
importance of examining subjective experiences rather 
than focusing on behavioural symptomatic manifestations 
to grasp the real psychotic vulnerability. This conceptual 
lacuna in the current behaviouristic and neurobiological 
psychiatry is also evident in the field of early detection of 
psychotic disorders. The UHR assessment of state and trait 
factors surely has substantial pragmatic value in identify-
ing individuals at risk for imminent onset of a psychotic 
episode, but partly neglects the subjective and unique 
psychopathological core of self-experienced vulnerability. 
Thus, it is important not to equate UHR criteria and psy-
chotic vulnerability. The BS, developed by Gerd Huber 
and largely studied in Germany during the last decades, 
partly overlap with the self-disturbances described by Par-
nas and Sass (e.g. disturbances of consciousness and ac-
tion, alterations in bodily experiences), 41-44 although self-
disturbance tend to emphasise a global, gestaltic change 
of subjecthood. According to the model developed by 
Parnas and Sass, self-disorders represent psychopatholog-
ical trait markers of psychotic vulnerability and especially 
of schizophrenia spectrum disorders. Indeed, the fact that 
prodromal and psychotic symptomatology is not restrict-
ed to any particular modality of consciousness (i.e. it can 
appear as a cognitive, perception or sensory disturbance) 
suggests that a more basic and essential feature exists. As 
Minkowsky said “… it is not this or that function which 
is disturbed, but much more their cohesion, their harmo-
nious interplay in its globality …” 45. As the self can be 
described as the first personal givenness of experience, 
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• Stage 3 consists of three subgroups: incomplete remis-
sion (3a); remission and relapse (3b) and multiple re-
lapses (3c);

• Stage 4 is characterised by the persistence of the psy-
chotic/severe mood disorder.

For each of these developmental stages of the disorder, 
target populations, referral sources and potential thera-
pies are proposed (Table II).
The usefulness of this model as a guide to early interven-
tions is rather transparent since contemporary classifica-
tions (e.g. DSM, ICD) do not offer a clear framework for 
describing and managing the widespread subthreshold 
symptomatology that characterises the early phases of 
psychosis  53. Indeed, to date, DSM and ICD criteria al-

more crisply defined clinical-diagnostic profiles. A clini-
cal staging model of psychotic and severe mood disor-
ders, composed of four different developmental stages 
has been developed 49:
• Stage 0 comprises asymptomatic individuals with an 

increased risk for psychotic disorders;
• Stage 1 is divided in two subgroups. Stage 1a consists 

of individuals with mild or non-specific symptoms 
and with mild functional decline. Stage 1b coincides 
with UHR individuals. These two subgroups are quite 
similar to early/late initial prodromal states described 
by German Research Group;

• Stage 2 includes individuals with a first psychotic/se-
vere mood disorder;

TABlE II.
The clinical staging model framework for psychotic and severe mood disorders (adapted from McGorry PD, Hickie IB, Yung AR, 
et al. Clinical staging of psychiatric disorders: a heuristic framework for choosing earlier, safer and more effective interventions. 
Aust NZ J Psychiat 2006;40:616-22).

Stage Definition Target population and referral 
sources

Potential interventions

0 Increased risk of psychotic/se-
vere mood disorder
No symptoms

1st degree teenage
Relatives of a proband

Improved mental health literacy
Family education
Drug education
Brief cognitive skills training

1a Mild/non-specific symptoms
Mild functional change/decline

Screening of teenage population
Primary care physicians
School counsellors

Formal mental health literacy
Family psychoeducation
Formal CBT
Active substance misuse reduction

1b UHR Primary care physicians
Educational agencies
Welfare agencies
Emergency services

Family psychoeducation, formal CBT
Active substance misuse reduction
ω3 fatty acids
Atypical antipsychotics
Antidepressants, mood stabilizers

2 First episode of psychotic or se-
vere mood disorder

Primary care physicians
Welfare agencies
Emergency services
Specialist care agencies
Drug/alcohol services

Family psychoeducation
Formal CBT
Active substance abuse reduction
ω3 fatty acids
Atypical antipsychotics
Antidepressants, mood stabilizers

3a Incomplete remission Primary and specialist care services As for stage 2 but with additional emphasis on 
medical and psychosocial strategies to achieve 
full remission

3b Recurrence or relapse of psy-
chotic or mood disorder with 
residual symptoms or decline in 
neurocognition

Primary and specialist care services As for stage 3a but with additional emphasis on 
relapse prevention and strategies to detect early 
warning signs

3c Multiple relapses
Impact of illness is objectively 
present

Specialist care services As for stage 3b but with additional emphasis on 
long-term stabilisation

4 Severe persistent unremitting ill-
ness

Specialised care services As for stage 3c but with more emphasis on ter-
tiary treatment and social participation
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emergence of more characteristic prodromal and psy-
chotic states 6 7 17 59 60. 

Conclusion
A contemporary early detection approach, while shap-
ing pragmatic-descriptive criteria to conduct rational in-
tervention-based research in help-seekers at high risk of 
imminent onset of psychosis has overlooked fundamental 
clinical phenomena associated with the prodromal phases 
of psychotic disorders. Although some the phenomeno-
logical insights have been incorporated in the at risk BS 
criteria (i.e. COPER/COGDIS), further contributions of 
phenomenologically-oriented psychopathology are worth 
emphasising. First, on the clinical-phenotypic level, recent 
empirical research has shown the relevance of structural 
disorders of subjectivity (i.e. self-disturbance) as an early 
phenotypic marker of vulnerability to schizophrenia spec-
trum conditions (including both psychotic and not psy-
chotic expressions) 62-64. Thus, integrating the exploration 
of self-disorders in contemporary ARMS models could fur-
ther identify (within the pool of subjects at increased risk of 
transition to psychosis) those who harbour a higher vulner-
ability to schizophrenia. Second, on a more comprehen-
sive level, a phenomenologically-guided approach can 
provide a more experience-close explication of the early 
clinical phenomena that accompany the development of 
psychosis. This is of value for both early risk stratification 
and for psychosocial and educational support.
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Summary
As is well-known, borderline personality disorder is a highly var-
iegated clinical constellation, so that it might be better pictured 
as an area rather than a line. It is in this clinical area that we 
encounter particularly difficult patients who, subject to emo-
tional dysregulation and tendency to impulsive action, cause 
much trouble to clinicians and health workers committed to 
their treatment. The contribution of psychopathology becomes 
essential whenever it allows the clinician to move from the level 
of symptoms to that of lived experience. When this shift is not 
attempted, the clinician’s gaze remains dominated by the triad 

of stigmatisation, intractability and chronicity. To ask “what is 
it like to be a person with BPD” means, for example, to identify 
the characteristics of a perpetually dysphoric mood condition 
that forces the subject to look for ways to quickly reduce such 
uncomfortable state. Psychopathology allows us to shed light 
on the dynamics of dysphoric mood and the transformation of 
dysphoria into anger: this knowledge can also help reduce the 
risk of emotional mirror-involvement in the clinician.
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Introduction

As is well-known, the clinical constellation of border-
line personality disorder is highly variegated, so that it 
might be better pictured as an area rather than a line. This 
area resembles a kind of condominium (the “borderline 
condo”) whose tenants can display very different charac-
teristics. This should not be seen as a static metaphor. In 
fact, there is the possibility of changing apartments with-
in the same building or even abandoning it for another 
building. The latter is indeed the goal of every therapeu-
tic enterprise. According to Clarkin, Hull and Hurt’s  1 

clinical typification, we can imagine a ground, first and 
second floors. The ground floor is occupied by border-
line patients characterised by an uncontrollable drive to 
act (impulsivity, acting out). The first floor is dwelled by 
borderline patients with an affective impairment that can 
take the form of atypical depression. The second and top 
floor is inhabited by “quiet borderline” patients 2: these 
people live in a condition of identity diffusion and suf-
fer from chronic states of emptiness and despair, but 
do not display serious self-harming behaviours such as 
those characterising the borderline patients living on the 
ground floor.
While those inhabiting the first and second floors are 
generally able to ask for help, the borderline patients who 

live on the ground floor are in a far more problematic 
condition: they are imprisoned in a mechanism that finds 
a temporary “solution” to their chronic suffering in the 
impulsive discharge towards the outside world. Unable 
to formulate a more or less explicit request for help, these 
patients end up trapped in situations in which the low 
level of mentalisation and the frequency of acted-out be-
haviours (impulsive behaviour, acting out, self-harming 
behaviour, provocative or antisocial behaviour) conspire 
with each other, causing the endless repetition of trau-
matic or even catastrophic interpersonal events. This type 
of borderline patients is usually taken care of by Commu-
nity Mental Health Services.

Relationship: the stage of the disorder
In the area of personality disorders, borderline personal-
ity disorder (BPD) has always enjoyed a privileged posi-
tion, so that it represents the most diagnosed condition; 
it is also the main object of study, research and both 
theoretical and clinical reflection. This attentional bias is 
certainly related to the complexity of the disorder and its 
multiple possibilities of expression, but also and foremost 
to the serious difficulties experienced by clinicians and 
Community Mental Health Services in dealing with it.
The main obstacle to treatment is represented by the type 
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of relationship that the borderline patient establishes with 
others, and especially with those who deal with him or 
her from a clinical point of view (psychiatrists, clinical 
psychologists, nurses, psychosocial nurses). The thera-
peutic relationship invariably becomes emotionally tur-
bulent or even fiery because of the intensity of the emo-
tions involved. It also becomes highly addictive, very 
discontinuous, stormy and constantly on the verge of rup-
ture or interruption. This relationship is highly traumatic 
for both the patient (who follows a relational pattern with 
the clinician that repeats itself cyclically in its life story) 
and the clinician (who needs to maintain his therapeutic 
attitude under the pressure of events).
In fact, one of the fundamental features of borderline per-
sonality disorder is that, on the one hand it has serious ef-
fects on the sufferer and severely restricts his lifestyle, and, 
on the other, it also plagues those who interact with the 
subject: parents, relatives, friends and partners, as well as 
clinicians. The symptoms of BPD, in this sense, do not sim-
ply belong to the psychopathological disorder, but “flood” 
the relationship. This explains why, paraphrasing Winni-
cott, it is possible to argue 3 that there is no such a thing 
as an isolated borderline person: each time there is one, 
there must be somebody else interacting with him or her. 
In brief, one cannot be a borderline person all by oneself: 
those who interact with a borderline personality are inevi-
tably at risk to be dragged into borderland territory. Thus, 
being a borderline also means disturbing someone: that 
is, it means to force the other to bear and share one’s own 
subjective states (especially when the other is a clinician 
who adopts a therapeutic point of view).
In other serious disorders, gravely depressed or delusional 
subjects, for example, withdraw and shut themselves into 
a private world hardly accessible to the others. Some-
thing very different happens to people with BDP. In this 
case, the relationship with the other becomes the stage on 
which the disorder unfolds and keeps re-enacting those 
highly problematic or destructive relational patterns that 
“burn out” one relationship after the other: one partner 
after the other, one friend after the other, one employer 
after the other – and even a psychiatrist, or a clinician, 
one after the other. Thus, BPD takes the form of what 
Kurt Schneider  4 would have called a true “disordering 
disorder”. By the middle of the twentieth century, Sch-
neider had come up with this quite acute definition by 
arguing that the abnormal and psychopathic personalities 
are those that, because of their abnormity, suffer or cause 
suffering: today we could say with greater precision that 
they are those who “suffer and cause suffering”.
Since the relationship with the other becomes the stage 
on which the disorder is enacted, it is very difficult to 
build, develop and maintain a therapeutically-oriented 
relationship with these patients. In the absence of the 
clinician’s continuous monitoring and rethinking of the 

status of the relationship, the course of events inevitably 
leads to the discharging of the patient (prise en décharge) 
rather than the “taking charge” of him or her (prise en 
charge). In addition, it is well known that severe person-
ality disorders have a bad reputation among healthcare 
workers. According to the title of a 1988 article by Lewis 
and Appleby 5, borderline patients are “patients psychia-
trists dislike”. This mere nosographic diagnosis seems to 
trigger negative emotions and thoughts  6 7 among clini-
cians, so that it has been regarded as a “diagnosis of ex-
clusion” – which means a diagnosis employed not to deal 
with a problem. In this sense, the old adage that diagno-
sis of borderline personality psychopathology is a sort of 
waste basket needs to be rethought. Rather than a con-
tainer for all those cases that are difficult to match with 
established nosological models, it is a trash bin in which 
to throw everything one does not want to deal with: the 
waste of the clinic. The vague clinical symptoms elicit 
unpleasant responses in healthcare workers and tend to 
be dismissed. Many studies 8-12 have emphasised that the 
negative perception of borderline patients affects health-
care workers’ ability to develop a good therapeutic rela-
tionship. The negative perception of the patient (starting 
with diagnosis) often leads to a problematic or negative 
interaction. Once assigned to a patient, diagnosis of BPD 
becomes “sticky” and often triggers a chain reaction that 
leads to a real stigmatisation. This depends on the fact 
that often these patients unleash a “destructive whirl-
wind” 13 – an image used by many healthcare workers to 
describe the effect of their encounter with patients suffer-
ing from the most severe cases of BPD.
BPD patients frighten, bewilder and worry healthcare 
workers; they cause emotional problems and trigger 
intense emotional reactions that are sometimes uncon-
trolled and in any case difficult to contain in the context 
of the therapeutic process. In the absence of any under-
standing of the true nature of these phenomena and of 
training that can prepare one to deal with their effects 
on the therapeutic group, the most likely outcome results 
in the triad: stigmatisation-misunderstanding-intractabil-
ity. This situation triggers another vicious circle: due to 
the tendency to stigmatise, the vindicating, challenging 
and sometimes violent attitudes of these patients are not 
seen as partial data to be processed and integrated into 
a broader clinical context, but rather as symptomatic el-
ements that preclude and compromise any therapeutic 
process. In essence, faced with the inability to under-
stand the workings of the borderline mind, the healthcare 
worker quickly develops the tendency to objectify and 
stigmatise – and the paradigm of chronicity-intractability 
resurfaces. Eventually, the low level of mentalisation typi-
cal of the borderline functioning is reflected in a similarly 
low level of mentalisation in healthcare workers, leading 
to impairment of therapeutic function.
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tional instability, emotional disorder and poor emotional 
awareness are all aspects of the same pathogenetic core, 
which has strong and specific ties with the borderline 
symptomatology  18 19. The various, if not infinite, facets 
of the borderline personality psychopathology might well 
be just the superficial manifestation – in the context of 
relationships – of an instable and disordered emotional 
core, which functions as the true driving force behind the 
borderline existence.
Emotional instability, however, is a construct that needs 
clarification. What does emotional instability mean ex-
actly? Koenisberg 20 has shown that this label hides sever-
al different phenomena: sudden and rapid shifts from one 
emotion to another; high levels of emotional intensity; 
sudden eruptions of emotions; long recovery time to re-
turn to the state quo ante; high reactivity to interpersonal 
stimuli; unpredictability; dramatic display of emotions. 
The typical patterns of emotional instability are at least 
two: 1) strong reactivity to psychosocial stimuli; 2) mood 
fluctuations that develop autonomously. While this last 
pattern is typical of mood disorders, the first belongs spe-
cifically to the borderline area and consists of the three 
following additional elements:

a) Emotional specificity
Does the emotional instability typical of the borderline 
personality involve all emotions or is it limited to specific 
ones? The borderline emotional instability has no generic 
emotional features, but is emotion-specific, meaning that 
it generally concerns emotional states that fluctuate be-
tween fear and rage. Goodman et al.  21 have identified 
the core of the borderline emotional instability in the os-
cillation between dysphoria and rage 22-24 – an oscillation 
that is particularly sensitive to the variables that pertain 
to the interpersonal context. What happens here, then, is 
different from what happens with mood disorders, where 
the emotional instability, if present, is less dependent on 
the context and the fluctuations concern the polarities 
depression/euphoria, euthymia/depression, and euthy-
mia/euphoria 25.

b) Dependence on the context
The borderline emotional instability is strongly depend-
ent on the context (environmental, relational, interper-
sonal) and is characterised by a distinct reactive compo-
nent. This resembles what has been called “interpersonal 
sensitivity”: an extraordinary sensitivity to detect flaws 
and imperfections in the relationship with others and the 
environment. Such sensitivity can detect even minor at-
mospheric changes. This reactivity is triggered primarily 
by negative stimuli (Gratz et al. 2010) and is not confined 
to occasional mood episodes, but, on the contrary, forms 
a constant element in the way the borderline personal-

These serious difficulties in establishing a therapeutic re-
lationship with the most severe borderline patients (most 
likely to be encountered in a Community Mental Health 
Service rather than in private practice) highlight the limits 
of a diagnostic system which – due to its non-theoretical 
character – does not provide any help in the planning 
and implementation of therapeutic intervention. Once a 
diagnosis of BPD is reached according to the criteria of 
the Diagnostic and Statistical Manual of Mental Disorders 
(DSM), the Clinical Manual abandons the clinician to his 
destiny: how is it possible to convert the identification of 
symptoms from a categorical-nosographic perspective into 
a therapeutic intervention that will not be compromised 
by the emotional-relational disturbances described above?
In the history of borderline psychopathology, the noso-
graphic phase (inaugurated in 1980 by the DSM-III) put 
an end to a pioneering, pre-nosographic first phase. The 
third historical phase, still on-going, has seen the attempt 
to introduce distinctions within such a complex and elu-
sive clinical area: traits that remain stable over time have 
been distinguished from acute symptoms and the main 
core dimensions of the disorder have been identified. 
The most important of such dimensions are: impulsivity, 
identity diffusion, cognitive impairment and emotional 
instability  14 15. In particular, emotional instability plays 
a fundamental role because it is perhaps the best discri-
minant between borderline personality psychopathology 
and normality 16.
In what measure did (and does) psychopathology con-
tribute to the understanding of the borderline condition? 
Its contribution should go beyond the description of the 
symptoms or the structural functioning of the disorder 
(as with Kernberg’s model of Borderline Personality Or-
ganization) and, instead, should emphasise the lived ex-
perience and the lived world of the borderline person. 
Is it possible to highlight the subjective character of the 
experience, namely what it feels like to be a borderline 
person? Is it possible to develop at least a vague and 
problematic idea of the borderline person’s perspective 
on himself, the others and the world? 
What is it like to be a bat? – Thomas Nagel asked in his 
famous 1974 essay 17. The point was not to try and imagine 
what it would feel like for us to be a bat, but, rather, what 
it feels like for the bat. Similarly, we could ask what it feels 
like for a borderline to be a borderline. This question, how-
ever, implies a shift from the level of the description of the 
psychiatric symptom to the dimension of lived experience. 
The scope of this effort will be represented by the dyspho-
ria and the dysphoria-rage sequence.

From emotional instability as a symptom to 
dysphoria as lived experience 
The psychiatric literature has emphasised how emo-
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(subthreshold) or to describe a mixture of negative and 
unpleasant emotions: a kind of general dissatisfaction or 
a mixture of experiences of anxiety and depression that 
lack specificity 29 30. In short, dysphoria is a so-called “as 
if” term: it is often used as if one could rely on some im-
plicit shared meaning, so stable and reliable that there is 
no need to make it explicit. In order to better understand 
the nature of dysphoric mood, it is essential to describe 
its fundamental characteristics: one is a general charac-
teristic, while the other three are specific.
From a general point of view, dysphoria is a mood con-
dition that is experienced as unpleasant, uncomfortable, 
negative and oppressive, with all the features of mood 
states (an enduring state, devoid of an intentional object, 
unmotivated, rigid, difficult to articulate, encompassing 
the whole horizon of the subject and affecting his rela-
tionship with the world, the others and himself). In this 
sense, the term “dysphoria” indicates an emotional state 
that is hard to endure: while euphoria is an emotional 
state comparable to the feeling of wearing a comfortable 
dress that fits the body like a glove, dysphoria points to 
the exact opposite feeling. In this case, the subject ex-
periences a state that, literally, does not suit him. This 
is the meaning of the term in many psychiatric condi-
tions, where the subject experiences a state of uncom-
fortableness, distress and discomfort with respect to: 1) 
the body that it is forced to inhabit (gender dysphoria); 2) 
a body condition that hinders his life and must be dealt 
with (premenstrual dysphoria); 3) a feeling of unease and 
discomfort related to a sense of mental and motor awk-
wardness, which the patient sees as an effect of the in-
take of neuroleptics (neuroleptic dysphoria). In short, the 
mood condition typical of dysphoria has to do with the 
perception of something that is askew – something that 
went wrong and hinders one’s life. Indeed, in dysphoria, 
everything goes wrong. It is difficult for most of us to im-
agine a condition in which this emotional state does not 
represent an isolated experience (whether temporary or 
transient), but, rather, a stable and enduring one. One 
of the best examples of dysphoric mood can be found in 
Herman Melville’ Moby Dick 31. Ishmael – the narrating 
voice – is describing the kind of mood that periodically 
forces him to get to the sea:
“Call me Ishmael. Some years ago—never mind how 
long precisely—having little or no money in my purse, 
and nothing particular to interest me on shore, I thought 
I would sail about a little and see the watery part of the 
world. It is a way I have of driving off the spleen and 
regulating the circulation. Whenever I find myself grow-
ing grim about the mouth; whenever it is a damp, drizzly 
November in my soul; whenever I find myself involun-
tarily pausing before coffin warehouses, and bringing up 
the rear of every funeral I meet; and especially whenever 
my hypos get such an upper hand of me, that it requires 

ity functions. Some impulsive conducts develop on this 
ground as an attempt to “cleanse” – at least momentarily 
– a state of permanent internal tension.

c) Poor emotional awareness
Emotional instability goes together with a scarce aware-
ness of one’s own emotions: confusion, dissociation, 
denial, avoidance and episodes of emotional cutting off 
are all typical features. Every process of emotional self-
regulation presupposes some form of emotional aware-
ness. An impairment of this function severely interferes 
with the process of feedback regulation of the intensity of 
emotions. In this way, in the borderline personality, emo-
tions are experienced as autonomous physical and men-
tal states that cannot be easily modulated, mitigated or 
oriented in one direction rather than another. In this con-
dition, the person easily loses the sense of being the agent 
and source of his emotional states: the awareness that a 
particular emotion originates within the self, belongs to 
it and has much to do with it and with the vicissitudes 
of its internal and the external world, is lost. When the 
borderline patient is not able to see himself as an active 
agent, such emotional states start fluctuating like vague 
and menacing entities in search of a place to settle.
Together with poor awareness of his emotional involve-
ment (which tends to be experienced as overwhelming), 
the borderline person has the ability to capture – with 
incredible sensitivity – micro-variations of the emotion-
al atmosphere in the context of human relationships. 
Equipped with this sensitivity, he or she seems to look 
for objects, individuals or situations to which to “attach” 
his or her emotions, thereby trying to give such emo-
tions a limited and therefore accessible meaning. This 
way, however, the objects end up playing the modulat-
ing function that the borderline lacks – as if the patient’s 
wellbeing depended on what the object does (an object 
often charged with an overwhelming amount of respon-
sibility). Every clinician who has dealt with a borderline 
patient is familiar with this kind of feeling. As one of such 
clinicians said: “Those patients make you feel worn out, 
they suck up your energy. They’re like leeches: if you 
keep them on you, they suck your blood. If you take them 
off, they die”.

What is dysphoria?

What do we mean by dysphoria? 22 26-28 To what extent 
does dysphoria differ from, on one side, anxiety and de-
pression and, on the other, from rage? In the psychiatric 
and clinical-psychological literature, the term “dyspho-
ria” appears quite frequently. In the context of mood dis-
orders, the term “dysphoria” is used mostly as synony-
mous of sadness, to indicate mild forms of depression 
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screw or a hurt toe. Events such as these, if they ever 
happened, must have fallen into oblivion: it is as if the 
toe, once and for all, had banged against the bed in some 
kind of primeval and forgotten condition, but the emo-
tional experience related to this event had settled deep 
in the subject and conditioned his emotional barometer 
irreversibly. In dysphoria, so to speak, the name of the 
object went lost: what is left is only the background emo-
tion. Detached from its possible objectual referents, this 
emotion expands in the air like a gas, poisoning the entire 
emotional life of the patient and overflowing into its rela-
tionships with the others.
Once the ties with its original source are lost, dyspho-
ria becomes a pervasive, unintentional and unjustified 
emotion, thereby resulting as overwhelming, tormenting 
and inescapable. This condition becomes so unbearable 
and widespread that one is forced to look for an object 
(any object) to which to trace back one’s mood in order 
to modulate and circumscribe it in space and time. In 
this sense, dysphoric mood is in permanent search of a 
twisted screw – and if the screw doesn’t twist by itself, 
one can always lend a hand. In Florence, we have an 
expression for this particular condition: “What is it? Did 
you wake up twisted?” To be twisted or askew means 
to endure this painful condition. In dysphoria, however, 
it is not the screw that is twisted, but, rather, the mood 
itself. From this perspective, dysphoric mood is an emo-
tional state close to depersonalisation: here the mood is 
not just the implicit and unproblematic background on 
which our experience as human beings rests; this tacit 
background has turned into a condition in which one’s 
mood has lost its air of familiarity and has given way to a 
feeling of suspension and estrangement. This is one of the 
reasons why dysphoria is a state of discomfort.
The condition described by Zanarini et al. 32 as “psychic 
pain” closely recalls, on the one hand, the general char-
acteristics of the dysphoric mood and, on the other, some 
aspects of the sense of painful incoherence that Wilkin-
son-Ryan and Westen 33 identified as the essential com-
ponent of the borderline personality disorder. This latter 
perspective, however, involves a shift from the level of 
emotions to that of personal identity (with respect to the 
outside world) or to the state of the self. This was one 
of the key points on which Clarkin et al.  34 based their 
analysis of the borderline constellation. Such a change 
in perspective, however, is likely to divert the attention 
from the level of pain and emotional involvement – a 
level that (insofar as mood is concerned) is closer to the 
experience of both the patient and the clinician, and is 
therefore essential to the therapeutic process. The clini-
cian has to deal with a borderline patient and feels invari-
ably affected, if not “flooded”, by the dysphoric mood. 
Such direct, less mediated and almost contagious aspect 
of dysphoria (conceived as mood) strongly calls for an 

a strong moral principle to prevent me from deliberately 
stepping into the street, and methodically knocking peo-
ple’s hats off—then, I account it high time to get to sea as 
soon as I can”.
We could consider what Ishmael calls spleen and hypos 
as parts of the dysphoric mood state typical of the bor-
derline person. However, insofar as he is able to identify 
his mood condition, to come to terms with it and also to 
find effective coping strategies, Ishmael has nothing of 
the borderline personality. In the borderline functioning, 
the subject, utterly incapable of recognising his discom-
fort, to make sense of it and to find a way to modulate 
it, is overwhelmed by what Ishmael is able to describe 
with such precision and, desperate to find ways to reduce 
the tension, is dragged into the abyss of impulsive ac-
tions, (step into the street and display aggressive behav-
iours, take drugs, develop self-harming behaviour, etc.). 
The pervasive mood condition that Ishmael describes as 
episodic is merely a fraction of the borderline condition, 
which is durable and devoid of an intentional object (in 
the sense that the subject cannot ascribe it to a specific 
situation). This condition dominates the borderline exist-
ence, an existence in which dysphoria envelops the sub-
ject like a thick fog.
Any attempt to imagine the dysphoric mood condition 
inevitably leads to a delimitation of it: our instinct is to 
provide it with some intention, some content and a spe-
cific reference, thereby explaining its manifestation by 
reducing it to a particular set of events. This is how a pa-
tient tried to describe the condition with which she had 
to cope every day: “It’s like getting up in the morning 
and banging your toe against the bed!”. Those who are 
fond of bricolage will be reminded of a somehow similar 
situation: the screw that, under the pressure of the screw-
driver, refuses to be driven vertically – or the nail that gets 
twisted on the first hammering. From then on, everything 
goes wrong. Not only is it almost impossible to straighten 
the nail, but any attempt to improve the situation leads to 
further disasters. The twisted nail becomes an obstacle to 
implementing the whole project of hanging a picture on 
the wall. Instead of a picture, there seems to be a bottom-
less pit on the wall. Each one of these examples, how-
ever, allows us to taste only a small portion of dysphoria, 
and does not portray dysphoria as a general mood. In 
the above examples, in fact, it is tempting to identify a 
triggering event (the bed, the screw, the nail) and focus 
all our attention on it. This way, however, the emotion, 
far from being experienced as something that permeates 
the world of the patient, is circumscribed, contained and 
explained.
In order to get an idea of what the dysphoric mood means 
for a borderline patient, we should think of a condition 
in which such an emotional state cannot be traced back 
and confined to the feelings experienced before a twisted 
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to stop, at least for a moment, the dysphoric agony. From 
this point of view, it is as if at this stage the borderline 
patient is searching for a twisted screw that can serve as 
a target for his rage and as an explanation of his suffering 
– and most of the time the patient does find such screw.
Precisely because dysphoria as a mood cannot be easily 
modulated, the only possible modulation is sought out-
side of the mind, on the surface of a body on which to in-
scribe one’s own emotional state. Borderline self-harm is 
a way to find relief from the torment of inner tension. The 
self-inflicted lesion of the skin provides a temporary oasis 
of peace and relaxation. It is a way to take a rest from 
dysphoria. This relief, however, can also be achieved by 
targeting the outside world, that is, by acting on the envi-
ronment and transforming it even with violence. For ex-
ample, to ruin and destroy things, to create a messy and 
deteriorated environment around oneself may be a way 
to try to lower the inner tension and irritation by using 
the environment as a regulating mechanism: such inner 
tension and irritation are experienced when one has to 
acknowledge the difference between the drama that un-
folds internally and the indifference, the tranquillity, or 
(even worse) the beauty of the surrounding environment.
In one of the very few studies that have tried to give a spe-
cific connotation to dysphoria, Starcevic  36 has divided 
the additional secondary features characterising dyspho-
ria as a mood into two groups: the first is a cognitive type 
and the second a behavioural one. The features included 
in the first group range from a tendency to suspicious-
ness and to blame others to feelings of bitter disappoint-
ment and injustice, which can easily turn into genuine 
paranoid ideas. Such a cognitive structure organises itself 
around a “borderline attributional style” 37 – an idiosyn-
cratic style, made of malevolent expectations towards the 
world and human relationships and directed primarily to 
the immediate satisfaction of one’s needs.
The behavioural features of dysphoria, on the other hand, 
concern the dimension of impulsivity and actions: these 
actions are generally parasuicidal and are aimed mainly 
at “naming” and “localizing” dysphoria. One example of 
such behaviour is the attempt to engrave, so to speak, dys-
phoria on one’s own skin by engaging in self-mutilation 
acts such as incisions, cuts, burns, etc. Precisely because 
dysphoria as a mood is scarcely flexible, the only chance 
of modulating it – as we have already noted – can only be 
sought on the outside. The cutting/burning of the surface 
of the body, in fact, is systematically described by self-
mutilators as a way to alleviate the torment of dyspho-
ria: this appears to be the borderline way to take a rest 
from dysphoria. The high levels of harm avoidance and 
novelty seeking detected by Korner et al. 38 and Cole et 
al. 39 in their studies of borderline patients strongly chal-
lenge the idea that the aim of self- and hetero-destructive 
behaviours is simply to inflict pain and cause damage to 

analysis of dysphoria as one of the key elements of the 
borderline condition – something that, clinically speak-
ing, must be dealt with. A better understanding of both 
dysphoria as mood and the experiences that characterise 
it would surely prove very useful, whether one is facing 
a borderline patient or dealing with the mood condition 
normally triggered by the encounter with a borderline 
patient.
Alongside these general features, dysphoric mood is 
characterised by at least three specific elements: tension, 
irritability and urge.
a) Tension refers to a state of great inner tension, underly-
ing bad mood, chronic and nameless unhappiness and 
widespread and tenacious discontent. It is like being per-
manently “on edge”, together with a tendency to anxiety, 
apprehension and intensification of reactivity and vigi-
lance in a state of persistent dysphoric alertness.
b) Irritability refers to a state of constant and annoying 
underlying irritability, restlessness, worry and insistent 
anxiety. It is like a chronic and irritating thorn that tor-
ments the patient and gives him no respite: a general state 
characterised by aversion, unfriendliness and tendency 
to quick temper. The main attitude here is that of aver-
sion towards the entire world: this renders the patient 
ill-disposed, irritated, distrustful - if not even suspicious 
– intolerant, resentful and hostile: “Rage – a patient clari-
fied – rests on a cause. Me, I’m left with just rage, with-
out any cause”. This dysphoric irritability expands across 
the board. Such an emotional condition is the mark of 
the psychopathology of the borderline personality and 
expresses itself in the form of an extraordinary sensitiv-
ity to relational vicissitudes and their atmospheric micro-
disturbances 35.
c) Urge refers to an aspect of dysphoria that is character-
ised by a kind of impatience and intolerance that devel-
ops into an urge to action. This is a condition that pre-
cedes the discharge into action, as when, after a certain 
point, a loaded spring snaps, violently releasing all the 
stored energy. The action is always “violent”, not neces-
sarily in the sense of physical violence, but rather in that 
of a great intensity of the emotions involved; the idea is 
that through action one will be able to shatter and break 
through the sort of shell one feels trapped in. The under-
lying fantasy is that of getting rid of such a shell through 
action. Action responds to the need of cleaning up, low-
ering the tension and the irritability, thereby somehow 
modulating the dysphoric mood state. This element of 
dysphoria has strong connections with rage: it is the out-
come of the oscillation between dysphoria as mood and 
rage as an affect. The emotional urge must find a relief 
valve – it doesn’t really matter how: “I cut myself, I take 
drugs, I get a fix...I skip a red light, I insult a traffic war-
den, I punch in the face the first person I bump into…, in 
other words, I just do something!”. The important thing is 
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tension inside my head – it is so strong that it goes away 
only if I do something bad, like cutting myself […]. For 
me, cutting is the only medicine”. The cuts are a way to 
stop a dysphoric state of mind: “The cuts – another pa-
tient says – are my air vent”. Cutting the flesh represents 
an attempt to modulate or staunch a dysphoric mood 
condition, precipitating dysphoria in a place that has a 
name, is concrete, visible, objectifiable, delimited and 
also “curable”. Another organising sequence takes place 
when an affect gains a prominent position, imbuing the 
entire emotional field. The emotional field verticalises it-
self and takes on an “affective” character, orienting itself 
toward a specific object. An object is recognised by an 
affect and becomes the focus of the patient’s rage or fear.

From dysphoria to rage

Along this path, the oscillation between dysphoria and 
rage occupies a privileged position. Kernberg  44  45 has 
tried to sum up the main functions of rage, from the most 
primitive to the most evolved:
1. eliminate a source of irritation or pain by means of a 

violent reaction;
2. remove an obstacle to gratification;
3. restore – by an extreme and desperate attempt – a 

sense of autonomy in the face of very frustrating situ-
ations, trying to recreate a state of narcissistic equi-
librium;

The first two functions gravitate around an object that acts 
as a “source” of pain or as an “obstacle” to gratification. 
In this sense, rage – unlike dysphoric mood – presup-
poses the identification and focalisation of an object as a 
target for one’s own arrows. The third function identified 
by Kernberg, instead, concerns the self and the effect that 
rage has on the state of the self. Keeping in mind these 
three different functions, I would like to try to character-
ise rage as an affect as opposed to dysphoria as a mood 
by taking into account the following areas:

a) Rage and the object
What is the best way to elicit the characteristic rage of 
the borderline person? According to Adler 46, this can be 
achieved by not playing a holding function (or by not 
playing it at a particular moment with the required in-
tensity). Rage is the way the borderline patient responds 
to every fracture or even micro-fracture of empathy: rage 
emerges when the patient feels that the person in front of 
him or her is not willing to perform the function he or she 
is in desperate need of. Each affect that – as such – has an 
object, is intentional and motivated. In a state of rage, the 
object is clearly visible, strongly characterised and stands 
out very distinctively. Such an object is certainly far from 
being vague, blurred and confused, nor are its features 

oneself or others. On the contrary – and paradoxically – 
even when the behaviour clearly appears harmful to the 
subject, the goal is to avoid greater damage. In the words 
of a self-mutilating patient: “It is like staunching one kind 
of pain with another kind of pain”. 
Tension, irritability and urge are just static character-
istics of dysphoric mood. To complete the picture, we 
should visualise them within a dynamic progression that 
structures itself as a real sequence. Such a “dysphoric se-
quence” might progress from an inner psychological con-
dition (tension) to a condition that surfaces on the skin, 
which is perceived as a shell for the self and as a mem-
brane that functions as a contact point with the world 
(irritability); finally, the subject can reach a state of dys-
phoric aversion towards the world, the environment, the 
relationships and even the skin (urge). The product of the 
dysphoric sequence, however, can take at least two dif-
ferent forms: a disorganising one and an organising one.
The first form (disorganising) coincides with a state of 
disorganisation and confusion with respect to personal 
identity. This is the basic condition of borderline psycho-
pathology described by Kernberg as identity diffusion. 
Tension, irritability and urge cannot break down the 
dysphoric mood so to structure it and orient it towards 
a specific object. On the contrary, the mood condition 
intensifies and leads to a disorganisation of the self by a 
“centrifugal” effect 40. Such state of disorganisation does 
not belong just to the patient, but can also affect the cli-
nician in the therapeutic relationship: this might give the 
clinician serious trouble or force him or her to try to “or-
ganise” the dysphoric sequence. Such an organisational 
attempt often results in acts that are symmetrical to those 
of the patient, which in turn leads to the expulsion of the 
patient and breakdown of the relationship. On the other 
hand, however, the state of disorganisation can represent 
a guiding tool in the therapeutic relationship. In the fluc-
tuations of one’s own sense of identity occurring during 
sessions, Searles  41 sees an important and unexpected 
source of data to understand what is happening in the 
therapeutic relationship, so much as to propose to use 
this as a sort of clinical organ of perception.
In the second form (organising) of the dysphoric sequence, 
instead, we see – downstream of the dysphoric aversion – 
a behaviour that possesses a specific content or an emo-
tional condition characterised by a dominant affect: fear 
or rage. Self-mutilating behaviours 42 43 represent a typical 
expression of this organising mode. By means of a precise 
ritualisation, these behaviours position dysphoria into a 
behavioural circuit that has a constant effect: invariably, 
the skin lesion leads to a state of lowered tension. It is a 
momentary oasis of peace. The act of providing dyspho-
ria with a shape by means of an objective, concrete and 
visible skin lesion allows a kind of “emotional discharge 
to the ground”. In the words of a patient: “There was such 
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consistency to the self. As the rage-affect gains ground, 
the object of rage stands out as the true cause of pain, 
while the subject adopts a clear and consistent accusa-
tory role towards such an object and focuses on what it 
perceives as its faults. At the same time, this unambigu-
ous focalisation of the object gives the subject the chance 
to perceive his own self as cohesive and, to some extent, 
as powerful. From this point of view, rage clarifies things 
and gives them consistency: in this state, the person pre-
sumes to see things clearly and to know the reasons of his 
suffering. These reasons are identified in a precise object 
that is held responsible for his condition. The transition 
from dysphoria to rage contributes to preserving or recov-
ering a precarious cohesion of the self. Edward Bunker 47, 
who spent most of his life in jail, describes how, when a 
man has no other identity left, the ability to arouse fear 
in the others succeeds at least in fulfilling his need for 
one. The chance to observe the effect of one’s own rage 
on another person can contribute to the development of 
this sense of increased vitality and cohesion too. To the 
extent that I am able to scare others, I am and exist as an 
acting and powerful subject.

d) Rage and authenticity
Rage does not only clarify the outlines of the object and 
gives the illusion of having identified it as the source of 
all evil: it also reaches for the object, shakes it and sub-
jects it to a great stress. This way, rage verifies the true 
nature of the object – it is a bit like when a child, smash-
ing a new toy on the ground, tries to see how it is really 
made and what its true inner nature is. In a very similar 
way, borderline rage brings the object out of the shadow, 
opens it like a can opener would do and forcibly extracts 
its true nature. This is a sort of load test whose aim is to 
see how the object reacts under pressure and stress: it is 
a bit like what happens in those stress-tests made to test 
the soundness of banks. The intention here is to test the 
soundness of the other person, but also to lay bare the 
true features of him or her. As if only by putting people in 
a traumatic situation can one see how they really are. In 
order to see what the other person is made of and “bring 
the soul out of him”  48, the borderline patient needs to 
see the other bleeding. Touching on this issue, Stone 49 
writes: “Borderline patients reduce us to our final human 
common denominator”. They force us to go beyond our 
defensive asset in order to see what we are really made 
of, what we are as people. In a way, they peel us like 
onions.

Conclusions

In conclusion, we can say that while dysphoria is charac-
terised by a mood condition where the subject falls prey 

difficult to focalise. To get angry with someone (or with 
something) means to make the object present, to take it 
out of ambiguity and to delineate some of its features very 
clearly: these are negative features that work as “handles” 
to which rage clings to. In this sense, rage allows one to 
switch from the state of dispersion and “centrifugal force” 
typical of dysphoric mood (where the object’s outlines 
and features are blurred, vague and ambiguous), to a 
condition in which the boundaries and characteristics of 
the object stand out with great clarity.
The rage-affect has a “centripetal” role: it coagulates 
emotional dispersion by identifying, in each occasion, an 
object/interlocutor. All those vague emotions that floated 
around in dysphoric mood converge and plunge on such 
an object. Now those emotions have an interlocutor – 
somebody (or something) who can be held accountable 
for what happens at that particular moment, but also for 
everything else that happened in the past – and the list of 
the unpaid debts is huge. This explains the violence with 
which the object is invested with rage and the feeling 
that, in each occasion, everything is at stake, as if it were 
a matter of life or death. Dysphoria turns into rage each 
time it can be directed towards a specific object that has 
been identified as the source and cause of one’s suffering. 
In this sense, dysphoria resembles a widespread and un-
saturated magmatic state in search of an object on which 
to converge. Instead of getting lost inside a dysphoric 
cloud, rage hunts out the object, forces it out of a state of 
vagueness, inconsistency and anonymity and turns it into 
the target of a sniper rifle. This is also how the clinicians 
and healthcare workers feel when they become the target 
of borderline rage: they feel loaded with an amount of 
responsibility that often exceeds their understanding and 
ability to endure.

b) Rage and hope
At some level, the expression of rage implies the exist-
ence of a dimension of hope. In other words, it implies 
the belief that under the blows of rage, the object, the 
environment, or reality itself can react and respond to 
the violence of the stimulus, thereby gaining the role it 
had never played or had lost. Rage, therefore, is not res-
ignation or annihilating despair; rather, it is a desperate 
vital reaction that presupposes both an interlocutor to be 
held accountable and the possibility of a response. At the 
same time, rage also plays a defensive role with respect 
to the pain caused by the separation and the irreparability 
of the loss: a mind kept busy by angry fantasies somehow 
is still clinging to what it has lost.

c) Rage and the self
Rage makes the object present and allows a clear focali-
sation of it, but, at the same time, it consolidates and gives 
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to the mists of an all-pervasive and all-assimilating mood 
(a mood that absorbs both the subject and the other), rage 
as an affect leads to a clarification of the situation: the 
object emerges as what is responsible for one’s suffering 
and the self gains cohesion by facing such object. In this 
sense, rage helps to dispel the fog and allows to better 
focalise both oneself and the other.
Borderline emotional functioning seems to be rooted in 
the need to modulate the vagueness of dysphoric mood 
(a mood that envelops the person like a crust, influenc-
ing his vision of the world, his perception of the self, the 
others and his relationships), and to avoid this condition 
by focusing its emotions on an affect (rage) that identi-
fies, from time to time, an object to be held responsi-
ble. The borderline existence, therefore, is in constant 
search, in the context of its relationships, for an object 
to be held accountable – which means accountable for 
everything. In a temporality dominated by the absorption 
in the immediacy  50 51, where only the present moment 
counts, the transformation of dysphoria into rage always 
gives the patient the illusion that the tangle of relation-
ships which the borderline subject has always inhabited 
(perhaps starting with a traumatic childhood) has been 
unravelled. Years ago, Akiskal argued – a bit cynically – 
that “borderline” was an adjective in search of a name. A 
few decades later, we can rather say that to be a border-
line means to experience a condition of “being obliged 
to be”, tormented by a mood in constant search for an 
affect, in the vain attempt to get rid of a bad mood that 
comes from far away.
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Summary
Eating disorders are severe psychiatric syndromes that most 
likely result from, and sustained by, sociocultural, psychologi-
cal and biological factors. According to the fifth edition of the 
Diagnostic and Statistical Manual of Mental Disorders (DSM-5), 
Feeding and Eating Disorders encompass three main diagno-
ses, namely anorexia nervosa, bulimia nervosa, and binge eat-
ing disorder. However, the collection of disturbances of eating 
attitudes and behaviours includes several other conditions such 
as pica, rumination disorder, purging disorder, atypical anorexia 
and bulimia nervosa, subthreshold binge eating disorder and 
night eating syndrome. 
In a trans-diagnostic perspective, all these conditions under-
score key similarities across the eating disorders, including 
dietary restraint, binge eating, compensatory purging, body 
checking and weight preoccupation. There is a general agree-
ment on considering behavioural anomalies – which are re-
quired for DSM diagnosis – as secondary epiphenomena to 
a more profound psychopathological core, defined by exces-
sive concerns about body shape and weight. In particular, 
patients with eating disorders overvalue their body shape and 
weight. Furthermore, the body image disturbance has been 
associated with a more profound disturbance consisting in 
disorders of the way persons experience their own body and 
shape their personal identity. In other words, whereas most 
people evaluate and define themselves on the basis of the 
way they perceive their performance in various domains, pa-
tients with eating disorders judge their self-worth largely, or 
even exclusively, in terms of their shape and weight and their 
ability to control them. 

According with a phenomenological perspective, the core di-
mension of the disease of subjects with proneness to eating dis-
order behaviours also encompasses the perception of space, as 
well as the subjective experience of time. Several behaviours 
and cognitive distortion can be derived from a basic sense of 
spatial metamorphosis that is deeply associated with the disor-
der of corporeality. In the same way, the subjective perception 
of time in eating disorder patients appears to be connected with 
the temporal discontinuity of the representation of one’s own 
body, and the need of predictability of one’s own life, which is 
achieved/failed according to control of eating and weight. 
The psychopathological core, rather than behavioural abnor-
malities, plays a crucial role in the onset and persistence of 
these disorders. Indeed, it has been associated with different re-
sponses to psychological treatment in several reports, and some 
authors have pointed out that the threshold to define the full 
recovery process might be body shame, appearance schemas 
and thin-ideal internalisation. Therefore, these may be fruitful 
targets of intervention among those on a recovery trajectory.
In line with this perspective, a comprehensive assessment of a 
person with EDs should include: the way of perceiving once 
own body and the lived corporeality, the significance of the ill-
ness and the body in the inter-subjective interactions as well 
as the identity definition, the space perception and the way of 
experiencing time associated with several EDs features (such as 
binge eating, weight control).
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Introduction

Eating disorders (EDs) are severe psychiatric syndromes 
characterised by a persistent disturbance of eating or eat-
ing-related behaviours that result in the altered consump-
tion or absorption of food and that significantly impair 
physical health or psychosocial functioning. According to 
the fifth edition of the Diagnostic and Statistical Manual 
of Mental Disorders (DSM-5), the Feeding and Eating Dis-
orders category encompasses pica, rumination disorder, 

avoidant/restrictive food intake disorder, anorexia nervo-
sa, bulimia nervosa and binge-eating disorder. However, 
the constellation of the disturbances of eating attitudes 
and behaviours includes several other conditions such as 
purging disorder, atypical anorexia and bulimia nervosa, 
sub-threshold binge eating disorder and night eating syn-
drome. According to a trans-diagnostic perspective, all 
these conditions underscore the same distinctive psycho-
pathology, and patients move between these diagnostic 
states over time (diagnostic crossover) ¹ ².
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Furthermore, empirical studies have demonstrated that 
both typical and subthreshold EDs share the same clini-
cal features, including dietary restraint, binge eating, 
compensatory purging, body checking and weight preoc-
cupation. Taken together, these observations suggest that 
common mechanisms are involved in the persistence of 
all EDs ³. 
In line with this position, there is general agreement on 
considering behavioural anomalies – which are required 
for DSM diagnosis – as secondary epiphenomena to a 
more profound psychopathological core. For example, 
according to the cognitive behavioural theory the over-
evaluation of eating, shape and weight and their con-
trol is considered the primary psychopathological phe-
nomenon, and most of other clinical features can be 
understood as stemming directly from it, including the 
extreme weight-control behaviours,persistent attempts 
to restrict food intake, self-induced vomiting, misuse of 
laxatives and diuretics, over-exercising, various forms of 
body checking and avoidance, and preoccupation with 
thoughts about eating, shape and weight ³ 4. 
According to a phenomenological position, the core 
psychopathological features represented by shape and 
weight concerns are the result of a more profound distur-
bance of the way persons with EDs experience their own 
body (embodiment) and shape their personal identity, 
assuming that the various kinds of anomalous eating be-
haviour are a consequence thereof. In line with this per-
spective, a comprehensive assessment of a person with 
EDs should overcome the merely behavioural assessment 
required for a DSM diagnosis, and it should include the 
general way of perceiving one’s own body and the lived 
corporeality. Moreover, clinicians should evaluate the 
consequences of this core dimension on other domains 
of the patient’s life, such as the significance of the ill-
ness and the body in the inter-subjective interactions as 
well as identity definition, space perception and the way 
of experiencing time associated with several features of 
EDs (such as binge eating, weight control). Indeed, sev-
eral behaviours and cognitive distortion often taken into 
account by the psychiatric and cognitive literature can 
be derived from a basic sense of spatial metamorphosis 
that is deeply associated with the disorder of corporeal-
ity. In the same way, the subjective perception of time in 
ED patients appears to be connected with the temporal 
discontinuity of the representation of one’s own body, 
and the need of predictability of one’s own life, which is 
achieved/failed according to control of eating and weight.
An accurate psychopathological assessment in EDs is 
crucial from a clinical point of view for several reasons. 
At first, psychopathology allows definition of a qualitative 
threshold along a continuum of severity, discriminating 
healthy subjects from high risk persons with abnormal 
eating behaviours in the general population, and non-

clinical persons with abnormal eating behaviours from 
EDs in a clinical setting. Furthermore, the core features of 
EDs have been associated with different responses to psy-
chological treatments and a different course of illness 5-8. 
In other words, while diagnoses do not seem to repre-
sent adequate outcome predictors, psychopathological 
dimensions identify subpopulations of persons with EDs 
with different trajectories across time, and therefore dif-
ferent maintaining factors and pathogenic mechanisms.  
The present chapter is aimed at providing a comprehen-
sive description of the main psychopathological dimen-
sions that can be affected in subjects with proneness to 
EDs. Our attempt is to overcome the simplistic behav-
ioural assessment suggested by the DSM, and some of the 
constructs of the cognitive literature, and to focus on the 
subjective perception of body, space and time, as well as 
on the sensation of control/loss of control which under-
lies several pathological eating behaviours. 

Body 
Several studies have demonstrated the importance of 
concerns related to the body (e.g. shape, weight) in 
determining a different course of patients with EDs, in 
terms of response to treatment and long-term outcome. 
Patients with EDs typically overvalue their body shape 
and weight, and body image disturbances may be the key 
to distinguish between partially and fully recovered indi-
viduals and a healthier relationship with one’s body may 
be the final hurdle in recovery 9. 
In particular, it has been suggested that body image dis-
tortion – defined as “a disturbance in the way in which 
one’s body weight or shape is experienced” ¹0 – repre-
sents a specific trait of EDs , which allows distinguish-
ing between affected EDs patients and normal subjects 
across a continuum of severity of several psychopatho-
logical domains, including the influence of body weight 
or shape on self-evaluation, and the tendency to control 
body weight. It is considered as a multidimensional pat-
tern, which includes cognitive and affective components 
(concerns and feelings about the body), perception (esti-
mation of body size) and behaviours related to the own 
body perception ¹¹.
In many cases, the term body image has been adopted 
in a rather unspecific manner, including different psy-
chological and neurocognitive domains. For a more 
accurate psychopathological definition, it is important 
to distinguish between different dimensions of embodi-
ment, such as body schema, body image and lived body, 
although no consensus concerning terminology has yet 
emerged ¹². The concept of body image should be clearly 
differentiated from body schema, which is “a system of 
sensory-motor capacities that function without aware-
ness or the necessity of perceptual monitoring” ¹². Ac-
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ing schizophrenia ¹9 ²³, manic-depressive disorders ²² and 
body dysmorphic disorder ²4. Abnormal attitudes toward 
one’s own corporeality, and difficulties in the definition 
of one’s own identity, have been proposed as the core fea-
tures of these disorders. EDs are affected by disturbances 
of the way people experience their own body (embodi-
ment). In subjects with a proneness to pathological eating 
behaviours, the body is no longer the essential experi-
ence of the being-in-the-world, but the world becomes 
the field to play the game to define their own identity. 
The body becomes the means to get in touch with their 
own emotions. Accordingly, these are sentences often re-
ported by EDs patients: “Having my weight under control 
makes me feel in control of my emotional states”; “If my 
measurements remain the same over time I feel that I am 
myself, if not I feel I am getting lost”.
From a neurobiological perspective, brain activation in 
response to the view of one’s own body involves exten-
sive circuitry including dorsolateral prefrontal, supple-
mentary motor, insular, inferior parietal (representation 
of one’s own body schema), fusiform (human face rec-
ognition process), occipito-temporal (the so called “ex-
trastriate body area”) and cingulate regions. Moreover, 
body image distortion has been associated with a specific 
activation pattern that includes the inferior parietal lob-
ule and the dorsolateral prefrontal cortex (DLPFC) ²5. The 
DLPFC represents an intriguing neurobiological correlate 
for psychopathological domains, given the functions as-
sociated with this brain region. It is part of cortico-striatal 
loops, which contribute not only to executive functions 
but also to the regulation of emotional impulses medi-
ated by limbic and paralimbic structures ²6, by means of 
enhancing the tendency of individuals to suppress aver-
sive emotional states ²7. Furthermore, it may represent the 
biological underpinning of the link between body image 
and identity disturbance in EDs. Indeed, the DLPFC has 
long been considered a key component of a network sub-
serving awareness of self and metacognitive evaluation 
of the self   ²8 29. Therefore, in EDs specific activation of 
DLPFC in response to body image distortion tasks could 
suggest that the oversized body stimuli can be considered 
highly relevant for self-evaluation ³0.

Identity
There is a general agreement to consider the maintenance 
EDs as based on a dysfunctional system for evaluating self-
worth. Whereas most people evaluate themselves on the 
basis of their perceived performance in a variety of domains 
of life (e.g. the quality of their relationships, work, parent-
ing, sporting ability, etc.), people with EDs judge themselves 
largely, or even exclusively, in terms of their eating habits, 
shape or weight and their ability to control them ³.
From a cognitive point of view, the self-concept is de-

cording to Head ¹³, the body schema is a model/repre-
sentation of one’s own body that constitutes a standard 
along which postures and body movements are judged. 
This representation can be considered the result of com-
parisons and integration at the cortical level of past sen-
sory experiences (postural, tactile, visual, kinaesthetic 
and vestibular) with current sensations. This gives rise 
to an almost completely unconscious “plastic” reference 
model that makes it possible to move easily in space and 
to recognise the parts of one’s own body in all situations. 
According to Schilder ¹4, the body image can be defined 
as “the picture of our own body which we form in our 
mind, that is to say, the way in which the body appears 
to ourselves”. Allamani and Allegranzi  ¹5 refer to body 
image as “a complex psychological organization which 
develops through the bodily experience of an individual 
and affects both the schema of behaviour and a funda-
mental nucleus of self-image”. A third concept, namely 
lived body, is taken from phenomenology and addresses 
the body experienced from within, my own direct experi-
ence of my body in the first-person perspective, myself as 
a spatiotemporal embodied agent in the world ¹6-20. In a 
phenomenological perspective, the layer of cenesthetic 
sensations is the prerogative of the lived body as the im-
mediate experience of one’s body, and not a representa-
tion of it (as the case with “body image”) ²¹.
Since the beginning of the 20th century, phenomenology 
has developed a distinction between lived body (Leib) 
and physical body (Koerper), or between body-subject 
and body-object. The first is the body experienced from 
within, my own direct experience of my body in the first-
person perspective, myself as a spatiotemporal embodied 
agent in the world; the second is the body thematically 
investigated from without, as for example by natural sci-
ences as anatomy and physiology, a third-person per-
spective  ¹6 17. One’s own body can be apprehended by 
a person in the first-person perspective as the body-I-am. 
This is the cenesthetic apprehension of one’s own body, 
the primitive experience of oneself, the basic form of self-
awareness, or the direct, unmediated experience of one’s 
own “facticity”, including oneself as “this” body, its form, 
height, weight and colour, as well as one’s past and what 
is actually happening. First and foremost, we have an 
implicit acquaintance with our own body from the first-
person perspective. The lived body turns into a physi-
cal, objective body whenever we become aware of it in 
a disturbing way. Whenever our movement is somehow 
impeded or disrupted, then the lived body is thrown back 
on itself, materialised or “corporealised”. It becomes an 
object for me. Having been a living bodily being before, 
I now realise that I have a material (impeding, clumsy, 
vulnerable, finite, etc.) body ²².
Anomalies with embodiment have already been posited 
as central domains of several mental disorders, includ-
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a basic requirement to achieve an identity and a stable 
sense of one’s self  ²¹. Therefore, for persons prone to 
symptomatology of EDs, the identity is no longer a real 
psychic structure that persists beyond the flow of time 
and circumstances. The experience of not feeling own 
body and emotions involves the whole sense of identity. 
This causes us to deprive ourselves of our existence as a 
being-for-itself and instead learn to falsely self-identify as 
a being-in-itself 44. Therefore, there is the need to resort 
to one’s own body weight as a viable source of definition 
of the self, as patients often report: “Sometimes, the emo-
tions I feel are extraneous to me and scare me”; “I see 
myself out of focus, I don’t feel myself”.
From an empirical point of view, the relationships be-
tween abnormal eating behaviour and self-construct or 
identity in EDs has already been investigated 45. For ex-
ample, Nordbø documented that anorectic persons may 
explain their behaviour as a tool for achieving a new 
identity. Skarderud  46 47 showed that for some persons 
with ED, changing one’s body is a tool to become an-
other. They want to change, and changing one’s body 
serves as both a concrete and a symbolic tool for such 
ambitions. Thus, shaping oneself is a “concretised meta-
phor”, establishing equivalence between a psychic real-
ity (identity) and a physical one (one’s body shape). As 
suggested by Surgenor et al. 48, looking into the different 
ways persons with ED construe their own self, especially 
in relation to their disorder and therapy, has strategic im-
plications for the therapeutic endeavour.
Recently, based on theoretical background, a question-
naire named IDEA (IDentity and EAting disorders) as-
sessing abnormalities in lived corporeality, and of per-
sonal identity has been validated  43. The questionnaire 
was developed based on the following conceptual ar-
eas: feeling oneself through the gaze of the other, defin-
ing oneself through the evaluation of the other, feeling 
oneself through objective measures, feeling extraneous 
from one’s own body, feeling oneself through starvation, 
defining one’s identity through one’s own body, feeling 
oneself through physical activity and fatigue. Theoreti-
cally, the questionnaire assumed that most pathological 
eating behaviours and features are a consequence of the 
severity of abnormal bodily experiences and identity dis-
orders. The questionnaire was administered to a sample 
of women with EDs. The validation process considered 
four subscales, namely feeling oneself through the gaze 
of the other and defining oneself through the evaluation 
of the other, feeling oneself through objective measures, 
feeling extraneous from one’s own body and feeling one-
self through starvation. The authors demonstrated that 
the questionnaire is able to identify important psycho-
pathological phenomena that are closely related to the 
specific anomalies of patients with EDs measured with 
commonly-adopted psychometric instruments. In par-

fined as a set of knowledge structures about the self that 
originates from the cognitive products of the person’s 
interaction with the social world. These aspects are im-
portant for development of self-schemas that shape the 
individual’s social interactions ³¹ ³². The literature in this 
field has provided two main constructs pertaining one’s 
own identity, which have been proposed as maintaining 
factors of EDs: severe clinical perfectionism, and core 
low self-esteem ³³. Clinical perfectionism is a system for 
self-evaluation in which self-worth is judged largely on 
the basis of striving to achieve demanding goals and suc-
cess at meeting them ³4. Perfectionism is well-known to 
be frequently observed in patients with ED ³4 35. There is 
often an interaction between the two forms of psycho-
pathology with the patient’s perfectionist standards be-
ing applied to the attempts to control eating, shape and 
weight, as well as other aspects of life (e.g. performance 
at work or sport) ³. Regarding the core of low self-esteem, 
most of patients with ED have an unconditional and per-
vasive negative view of themselves that is seen as part 
of their permanent identity. These patients show particu-
larly pronounced negative cognitive processing biases, 
coupled with over-generalisation, with the result that any 
perceived “failure” is interpreted as confirmation that 
they are failures as people thereby reaffirming their over-
all negative view of themselves ³6. 
Moreover, in a psychodynamic perspective, impairments 
in overall identity development and the failure to estab-
lish multiple and diverse domains of self-definition have 
been considered the core pathoplastic mechanism of 
EDs ³7-41. In particular, Bruch ³7 suggested that the dissat-
isfaction and preoccupation with body image that char-
acterises persons with EDs reflect a maladaptive “search 
for selfhood and a self-respecting identity”. Accordingly, 
the basis for the development of the sense of a core sub-
jective self is represented for Stern 4² by the interaction 
between mother and infant in sharing affective states 
and experiences. Feeding represents a vital activity for 
the construction of the self since it serves as a framing 
environment and allows face-to-face contact with the 
caregiver via the phenomenon of affective attunement 4², 
an essential step toward the development of a narrative 
self and a sense of identity. 
Stanghellini et al.  4³ provided a phenomenological 
interpretation of the core psychopathology of EDs based 
on a disturbance of self-identity. According to this 
hypothesis, in persons with EDs the disturbance of the 
experience of one’s own body is interconnected with the 
process of shaping their personal identity. As stated, the 
cenesthetic apprehension of one’s own body is the more 
primitive and basic form of self-awareness, and patients 
with EDs often report – with different extents of insight 
– their difficulties in perceiving their emotions and that 
do not “feel” themselves  ³8-41. Indeed, feeling oneself is 
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association between personality traits such as impulsivity 
and the development of eating disorders features.

The other 
Clinicians often report that EDs patients define them-
selves by the gaze of other persons: “For me it’s very 
important to see myself through the eyes of the others”; 
“The way I feel depends on the way I feel looked at by the 
others”; “Sometimes I focalize myself through the gaze of 
the others”.
As previously stated, a specific alteration of lived corpo-
reality can be detected in patients with EDs, and repre-
sents the psychopathological dimension underpinning 
the commonly observed body image disturbance. More 
specifically, persons with proneness to the symptoms of 
EDs showed a predominance of one dimension of em-
bodiment, namely the lived-body-for-others, which is a 
concept proposed by Sartre  44. In addition to the body-
subject and body-object dimensions of corporeality, Sar-
tre emphasised that one can apprehend one’s own body 
even from another point of view, as one’s own body 
when it is looked at by another person. This further step 
of self-representation happens when people realise that 
their own body can be observed by other persons, and 
therefore it can be an object for the others. When persons 
become aware that they, or their own body, is looked 
at by another person, they realise that their body can be 
an object for that person. “With the appearance of the 
Other’s look”, writes Sartre, “I experience the revelation 
of my being-as-object”. The upshot of this is a feeling of 
“having my being outside (…) [the feeling] of being an 
object”. Thus, one’s identity becomes reified by the gaze 
of the other, and reduced to the external appearance of 
one’s own body. Therefore, the lived body is no longer 
direct, first-personal experiential evidence, but it is an en-
tity that exists as viewed from an external perspective 43. 
This means that the other becomes the mirror in which 
one can perceive oneself.
Persons with EDs experience their own body first and 
foremost as an object being looked at by another, rather 
than cenesthetically, or from a first-person perspective. 
Therefore, the comprehension of the profound uneasi-
ness of lived corporeality of EDs – leading to the sense 
of alienation from one’s own body and from one’s own 
emotions - should be integrated with an exaggerated 
concern to take responsibility for the way one appears to 
the others, as well as the possibility to feel oneself only 
through the gaze of the others, through objective meas-
ures and through self-starvation  ²¹. This interpretation 
overcomes the general position of the alloplastic person-
ality frequently observed in subjects with EDs. Accord-
ing to this perspective, for persons with EDs the other is 
no longer an interlocutor with which to engage an in-

ticular, the subscales showed a different pattern of asso-
ciation with the features of EDs. Feeling oneself through 
the gaze of the other and defining oneself through the 
evaluation of the other was associated with overvalued 
thoughts regarding body shape. A measure of alienation 
from one’s own body and emotions, and feeling extrane-
ous from one’s own body significantly correlated with 
concerns about weight and body shape. Finally, feeling 
oneself through objective measures and feeling oneself 
through starvation were associated with overvalued 
thoughts regarding weight and eating concerns and with 
dietary restriction, respectively. In line with these results 
and with the phenomenological perspective, some char-
acteristic ED behaviours, such as starvation and the fixat-
ed checking of objective measures, might be interpreted 
as an alternative coping strategy aimed to feel oneself for 
those patients who are unable to feel themselves cenes-
thetically.
These results were confirmed for patients report-
ing anorexia nervosa, bulimia nervosa and binge eat-
ing disorder  4³. Moreover, it was also applied beyond 
the boundaries of the DSM diagnostic categories, and 
abnormal bodily experiences were observed not just for 
“over-threshold” ED patients. First of all, it was tested 
in a large population of university students who did not 
suffer from EDs ²¹. IDEA appeared to be able to identify 
vulnerability in subjects without full-blown EDs but with 
abnormal eating patterns. Moreover, the questionnaire 
provides a numerical threshold to discriminate clinical vs. 
non-clinical populations. Indeed, in people who develop 
clinically relevant EDs, extraneousness from one’ own 
body is a phenomenon that is significantly more manifest 
and penetrant than in people who display over-threshold, 
but non full-blown abnormal eating patterns. This could 
represent the first step to demonstrate that IDEA is able to 
identify candidate experiential intermediate phenotypes 
that express a gradient of vulnerability from healthy to 
clinical persons with EDs. 
Finally, the questionnaire was applied to morbidly obese 
patients, which is a population at high risk of develop-
ing EDs behaviours  49. The vulnerability to EDs behav-
iours such as binge eating appeared to be associated with 
abnormal bodily experiences in a dimensional pattern. 
Moreover, abnormal bodily experiences measured by 
IDEA represent the psychological underpinning of the 
relationship between binge eating behaviours and impul-
sivity, which has been frequently associated with such 
behaviours. A mediation model clarified that not impul-
sivity in itself, but the presence of impulsivity in persons 
affected by abnormal bodily experiences, may lead to ED 
psychopathology and abnormal eating behaviours. Au-
thors concluded that the disturbance in the lived corpo-
reality may represent the core vulnerability trait that is 
one of the psychological characteristics underlying the 
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rietal-occipital region 50, which, besides EDs, have been 
proposed for body dysmorphic disorder and neurological 
disorders, including interparietal syndrome, Gertsmanís 
syndrome, inferoparietal syndrome, phantom limb syn-
drome, genital retraction syndrome, panencephalitis, cer-
ebrovascular syndromes and pharyngeal streptococcia 
affecting the basal ganglia. An interdependence between 
cerebral regions through integrated neural networks ena-
bles efficient processing of information. Disturbances in 
these association pathways can lead to an imbalance in 
the extensive cerebral loops.
However, as previously reported, it is clear that the dis-
turbance of of body image in EDs cannot simply be as-
certained from a somato-sensorial alteration, or a failing 
of the integration of somatic sensations at different levels. 
Since 1893, Bonnier 5¹ rejected the idea that the meaning 
of one’s body is simply the sum of somatic sensations 
arising from it. He proposed that the space is the unifying 
element to define the various somatic and visceral 
sensations. Therefore, the mental representation of one’s 
body is firstly a spatial representation. In this model, the 
body schema is the mental representation of topography 
that allows us to first know the space we occupy and 
that allows us the orientation with respect to the external 
environment and the various parts of our body. For Lher-
mitte, 5² body image exists upstream as a necessary con-
dition for every sensation, perception and even action. 
The representation of one’s own body is for the author 
simultaneously a current image, subject to continuous 
modifications by sensory afferents and a memory image 
linked to past experiences.
Fisher and Cleveland 5³ address the issue of body image 
primarily in terms of bodily boundaries, and the body 
helps to create a sense of individuality in each of us, es-
pecially in terms of space. Generally speaking, body im-
age boundaries coincide with those of the physical sur-
face of the body. In the first months of life, body bounda-
ries are confined within it, because the life experiences 
in this period relate mainly to the mouth and digestive 
tract. With growth, they move closer to the body surface 
and only in adulthood is an acceptable match reached 
between the boundaries of body image and physical sur-
face of the body. 
According with the identity disturbance of EDs, we can 
expand the disorder of lived corporeality in terms of 
space occupied by the body. Therefore, persons with 
EDs report an extreme polarisation of the continuum rep-
resented by the sentence: “I am the space that my body 
occupies”. A psychological assessment should take into 
consideration the meaning for the perceived spatial met-
amorphosis often reported by persons with EDs, in the 
light of the disorder of their lived corporeality. For all of 
us, our body represents the boundary from the rest of the 
word. The body forms the dividing line with the outside, 

tersubjective co-creativity relationship, but it is the one 
who confirms my existence, my being-in-the-world. The 
gaze of the other becomes the unique way through which 
we are aware of our own presence. It is as the mirror in 
which to see themselves and to feel themselves ²¹. 

Space
Patients with EDs with a severe clinical condition often 
have been reported to say:  “I cannot step through the 
door”. “I take a lot of space when I’m in a room”, “My 
body does not enter into my clothes”. These kinds of sen-
tences are often generically attributed to body image dis-
tortion phenomenon. Furthermore, clinicians generally 
attribute to body image distortion most of the checking 
behaviours of those with EDs. Indeed, individuals with 
EDs perform repetitive, often time-consuming, and com-
pulsive behaviours such as long hours of lifting weights, 
excessive mirror checking or avoidance, comparing 
one’s appearance with that of others, seeking reassur-
ance about the perceived weight fluctuation, skin pick-
ing, camouflaging the perceived changes of the space 
they feel to occupy (e.g. with hair, makeup, body posi-
tion, or clothing), frequent clothes changing and frequent 
body measuring. Although the goal of such behaviours 
is to diminish the anxiety provoked by the body image 
concerns, these behaviours often increase and maintain 
anxiety.
The mentioned behaviours and cognitive distortions can 
be interpreted in the light of the disorder of the lived body 
which leads to a kind of spatial metamorphosis. This posi-
tion might overcome the neurocognitive literature on the 
complex relationship between the body schema and the 
body image. From the cognitive perspective, it has been 
extensively noticed that changes in body schema affect 
spatial perception and perception of objects. Exercise, 
dance and other practices that affect motility and postural 
schema have an effect on the emotive evaluation of one’s 
own body image. Furthermore, subjects who improve in 
neuromuscular coordination, strength and endurance by 
means of exercise, or experience increased coordination, 
balance, agility and improved posture, gain a perception 
of body competence and achieve a higher degree of sat-
isfaction with their own bodies. Thus, changes in body 
schema associated with exercise alter the way that sub-
jects emotionally relate to and perceive their bodies. On 
the basis of these observations, Gallagher ¹² argued that 
performances of the body schema may place constraints 
on intentional consciousness, and suggested that changes 
in various aspects of body schema have an effect on the 
way subjects perceive their own bodies, that is, changes 
in body schema lead to changes in body images. The 
neurobiological substrate of disorder associated altera-
tions in body schema are essentially localised in the pa-
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and dynamic person–situation interaction (or transac-
tion), and it is of note that this fluid versus static issue 
has long permeated much of psychology, especially the 
domain of personality theory. In contrast to centralist (in-
trapersonal) and peripheralist (situational) perspectives, 
an interactionist view maintains that we must consider 
both the person and the situation if we are to understand 
the complexities of human behaviour. Understanding the 
dynamic interplay of body image and contextual events 
is crucial for the appreciation of body image fluidity in 
everyday life. 
For example, there can be activating contexts such as a 
public party. Persons’ beliefs entail self-evaluative social 
comparisons in which they look extremely fat, and they 
infer that others at the party notice how fat they are. Emo-
tional consequences include feelings of socially based 
self-conscious anxiety and shame. The behavioural con-
sequences include attempts to conceal their  “offending” 
body shape by covering it or with restriction of social in-
teractions. Diaries often used as a self-monitoring strategy 
of treatment can describe activators of body image dys-
phoria, and capture such prototypical and troublesome 
body image states. For the therapist and client alike, this 
is clinically useful in the process of beginning to under-
stand the essentially scripted nature of the client’s experi-
ences, which are often replete with common themes (e.g. 
contextual similarities, underlying cognitive distortions 
and schemas, specific emotions and coping strategies) 55. 
According to a qualitative analyses of the reports of pa-
tients, time appears to be subjectively perceived in a dif-
ferent way by persons with EDs. For example, consider-
ing some patients with bulimia nervosa, binge eating epi-
sode occur in a very short period of time as a breakdown 
in a context of continuous control of eating habits. The 
purging behaviour occurs as a way to regain the control. 
Binge eating episode patients report either binge eating 
occurring in a short period of time either binge eating 
days, during which they spend all the time eating sweet 
things or craving or nibbing. For both bulimia nervosa 
and binge eating episode patients, it is clear that the sub-
jective perception of time during binge eating episodes 
is completely different compared with a normal time 
course. Patients often do not remember what they were 
doing, how long the episode lasted or even what they 
have eaten. 
An approach that overcomes merely behavioural assess-
ment is necessary in EDs as demonstrated by the difficul-
ties of researchers in their attempt to operationalise the 
definition of binge eating with objective variables. The 
consumption of a large amount of food (an amount of 
food that is definitely larger than most people would eat 
during a similar period of time and under similar circum-
stances) or the temporal boundary to the episode (eating, 
in a discrete period of time; e.g. within any 2-h period), 

the limit that encloses its ipseity distinguishing it from the 
external environment. A healthy person would perceive 
this limit, represented mainly by body surface area, as 
extremely impervious to the inside (towards what is most 
intimate inner-body) and how patent towards the outside 
(like a door that opens onto the world) 54.
For persons with EDs, spatiality loses the anthropological 
feature with whom “I’m in the skin of my body”. Being in 
this sense does not means being “here” or “there” (the ba-
sic form of self-experience - sense of existing as a subject 
of awareness – rooted in one bodily experience), but just 
being “here” where I occupy a place, a space. Thus, the 
space become smaller, and becomes too tight to contain 
my body.

Time
Merleau-Ponty  ¹7 dedicates one of the most important 
parts of his lecture about the lived body (leib) to be con-
sidered as “belonging to the world, being in the world 
temporality committed”.  He focuses on the temporal 
dimension since the structure of the world is the tempo-
rality, following the approach of Husserl’s consciousness 
of inner time. In this sense, the primary contact with the 
world is the so-called field of presence, the leib with its 
own temporality, in which all our actions take place.  
Every human experience is configured on experience of 
time. Indeed, the stream of consciousness comprises an 
ensemble of experiences that is unified both at any given 
time and over time. The temporal continuity of the rep-
resentation of the body is altered in patients with EDs. 
Time is no longer intentionality, and therefore it cannot 
be a way for being with the other in a simultaneity or in a 
succession temporality.
First of all, patients with EDs always report the feeling 
that the body can change continuously. Time is reduced 
to a mere control function, and in particular to be em-
ployed in control and/or loss of control of weight and 
eating – in other words to monitoring one’s own body 
over time. For example, EDs patients have been observed 
to report: “I spend most of the time before the mirror to 
control my body”, or “the perception of time depends on 
body control. My body is under control all the times. I 
fail, at times, miserably and at times I am successful, but 
I would like to be successful all the time”, “One morning 
I feel my thighs fit perfectly in my pants, another morning 
instead they have become huge”. 
Clinicians should always take into consideration the situ-
ational and temporal variations of body image experi-
ences within individuals with EDs. Specific situations or 
events activate patients’ thoughts and emotions, while at 
other times these body image experiences are either ab-
sent or much more benign. Cash and Pruzinsky 55 high-
lighted that body image must be considered as a fluid 
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control most of the time, which results as a continuous 
and strength resistance against an imminent threat. Thus, 
they commonly restrict their experience and focus on 
eating and body size to regain a feeling of control and 
achieve some degree of predictability in their life 6¹ 68. 

Conclusion
The phenomenological point of view on EDs considers 
the pathological eating behaviours as epiphenomena of 
a more profound disorder of lived corporeality and self-
identity. In the same way, some of the cognitive distor-
tions often associated with these disorders can also be 
derived from the main psychopathological dimensions, 
involving a sense of metamorphosis of space and a sense 
of time interconnected with the need of predictability. 
In line with this position, it has been suggested that the 
term “eating disorders” is referred to a merely behaviour-
al definition. However, it is important to note that the 
behavioural characteristics defining diagnoses change 
across time, and provide scarce information on prog-
nosis. Moreover, some cognitive constructs – frequently 
reported as maintaining factors of pathological eating be-
haviours - have been found to show a non-specific asso-
ciation with the pathology of EDs. Therefore, the search 
for core psychological dimensions could provide more 
specific and stable phenotypes, which would result more 
suitable both for clinicians and researchers. 
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Summary
This paper intends to examine, both from a psychopathological 
and a phenomenological perspective, the state of “being-at-the-
world”, which is common in individuals with drug addiction. 
Past abuse, as well as present abuse, are crucial in the modifica-
tion of the psychiatric impact in the history of drug abuse. The 
former drug lifestyle characterised by the use of heroin led to a 
form of psychosis which is known with the symptomatological 
expression as basic psychosis. On the other hand, the contem-
porary poly-abuse of novel psychoactive substances leads to 
what is called a synthetic psychosis: a very rich paraphrenic 
state with continuous hallucinations caused by a mental au-
tomatism syndrome and secondary (interpretative) delusions. 
From a phenomenological point of view, all addictions lead 
to the final collapse of the Dasein structure (the constitution 
of the being-in-the-world-with-others). Subsequent to having 
travelled down many different psychopathological pathways, 
many addicts remain without the spatial-temporal “here and 
now” dimension. This makes it impossible for them to stay in 
a space-with-others and to project themselves in time. The re-
sult of this time/space cleavage is emptiness. It is very difficult 
to treat this existential situation, which is characterised by pa-

tients frequently dropping out of conventional treatment, the 
loss of the being-in-the-world structure, boredom, emptiness, 
dread, anger, lack of meaning, loneliness and isolation. In this 
paper, Dasein Group-Analysis (an original interpretation and 
application of Binswanger’s Dasein-Analysis) is proposed and 
discussed. Unlike Dasein-Analysis, this approach applies phe-
nomenology beyond the classic pair of analyst and patient, to 
a group of people composed of doctors and patients, in which 
everyone is simply a human being in the world. If the psycho-
pathological and therapeutic approaches prove to be ineffec-
tive, the frequent consequences are: the patient’s admission 
into a psychiatric hospital; his/her arrest for crimes related to 
antisocial behaviour; a worsening of their psychopathology and 
addiction; a diffusion of infective diseases commonly found in 
addicts; more frequent overdoses; aggressive behaviour; legal 
problems; an increase in the costs of public health system; and, 
finally, even suicide of the patient.
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Take me on a trip upon your magic swirlin’ ship 
/ My senses have been stripped

my hands can’t feel to grip / My toes too numb to step
wait only for my boot heels to be wanderin.

Then take me disappearin’ through the smoke rings 
of my mind 

down the foggy ruins of time
 far past the frozen leaves… 

Let me forget today until tomorrow. 
Bob Dylan

The field of battle 

Psychopathological syndromes are ever more frequently 
characterised by psychiatric symptoms and substance 
abuse in clinical practice. However, the connection be-
tween use, misuse, abuse and polyabuse of substances 

and psychiatric symptomatology is unclear. The same 
substances, in fact, can both reveal and cover an un-
derlying or contemporary mental disorder. Recently, the 
change in abuse, for example polyabuse of mixed and of-
ten synthetic exciting substances, has reduced the tradi-
tional “covering effect” of opiates. In addicts substances 
strongly influence the clinical form of psychiatric disor-
der, connecting it to addiction. On the other hand, there 
are many psychiatric outpatients who take substances on 
the road and become addicts after that. In this case, even 
the primitive psychiatric syndrome in addicts changes its 
clinical form. It is very important to clearly identify the 
cluster of symptoms that indicates the presence of psychi-
atric alteration in addicts, in order to treat patients with 
opiate agonists, along with psycho-pharmacotherapy, 
psychotherapy and rehabilitation. However, in order to 
do this it is crucial to try to understand – through Jas-
pers  1, Schneider  2, Bonhoeffer and de Clerambault’s  3 
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psychopathology – how the developing psychosis bases 
itself on the addiction background. The crucial question 
of this discussion is about the switch/crossing point be-
tween the toxicomanic experience and the psychotic ex-
perience, identified in a particular state of consciousness, 
the twilight state. In poly-abusers of novel psychoactive 
substances (NPS)a, however, it is important to identify and 
to define a specific mental automatism as a primary el-
ementary phenomenon, and to consider the consequent 
thought disorder a secondary phenomenon.

The “addicted” consciousness
For psychiatry, the psychopathology of consciousness 
has always represented a sort of final frontier. From Ja-
net’s studies on the splitting of consciousness to Ey’s stud-
ies on the de-structuring of the field of consciousness, 
there is no psychiatric disorder that cannot be collocated 
on the ground of consciousness. According to Jaspers, the 
ego-consciousness can be understood in four ways: 1) 
sense of activity; 2) sense of uniqueness; 3) sense of iden-
tity; 4) sense of oneself 1. It is very clear how subjective 
consciousness here limits the field of experience of one’s 
being-in-the-world-with-others, the dramatic change of 
which indicates the beginning of psychosis. The assess-
ment of a state of consciousness is fundamental when the 
psychopathologist is face to face with addicts under the 
effect of substances. In this type of encounter, the clini-
cian perceives the boundaries between the areas of con-
sciousness where there is attunement and the areas of 
consciousness where there is no attunement. For exam-
ple, if we assume that depersonalisation, de-realisation 
and dissociation are global experiences of the formal de-
structuring of the field of consciousness and not simple 
symptoms, we can also find them in a broad spectrum 
of psychiatric disorders, from schizophrenia to panic at-
tacks, from phobia to dissociation, from post-traumatic-
stress disorder to somatic disorder, from addiction to 
withdrawal. At this point, we come to the following con-
clusions:
1. consciousness is a field with formal and fundamen-

tal characteristics and there is no psychiatric disorder 
that does not have its background in modification and 
de-structuring of consciousness;

2. the causes of disease that produce modification of the 
ordinary state of consciousness, especially substanc-
es, strongly influence the development of psychiatric 
disorder, touching many aspects of psychopathologi-
cal vulnerability.

The crossing-point of the “twilight state” 
What do the addicts mean when they say: “I am high?” 
What is the psychopathological meaning of this state 
of consciousness (highness) which for them represents 
a sort of steady-state of daily living existence? Prob-
ably the experience of highness is an equivalent of a 
twilight state of consciousness (Zwielicht-Daemmerung-
zustand). This modification of the state of conscious-
ness is well represented by many current expressions: 
numbness, clouding, drowsiness. In the classic descrip-
tion of Jaspers 1 and Schneider 2, a twilight state of con-
sciousness is a restriction of the field of consciousness. 
In the twilight state of consciousness, there is no dra-
matic alteration of arousal. The field of consciousness, 
furthermore, can still spread itself (Fig. 1). The twilight 
state of consciousness is a sort of threshold between the 
light of reality and the shadow of dream and psychosis. 
The twilight state of consciousness promotes illusions, 
delusions, visual or auditory hallucinations: the patient 
may respond to them with irrational behaviour. The per-
son may be unaware of the surroundings at the time of 
the experience and have no memory of it later, except 
perhaps to recall a related dream. De-personalisation 
and de-realisation are normal experiences in the twi-
light state of consciousness, in which it is easier that 
Klosterkötter’s transitional phenomena take place, from 
basic symptoms toward final phenomena 4. Heroin ad-
dicts experience this vulnerable condition every day, 
every month, every year, over a prolonged period of 
time. The perception of reality in addicts is discontinu-
ous and incomplete, and this twilight state becomes a 
sort of normal way of life. Their state of consciousness 
is like a display that is continuously turned on and off, 
short flashes appear and disappear. Being instable, the 
twilight state becomes a transitional state, like a funnel. 
When the funnel is upside down, addicts lose touch 
with reality and fall into delusions. 

The “basic” psychosis in heroin addicts
When psychosis begins to manifest itself in heroin addicts 
it is very difficult to differentiate typical schizophrenia 
from bipolar psychosis. This “twilight psychosis” remains 
a sort of cluster of basic symptoms, in which mood, cog-
nition, thought and perceptions are all affected. In this 
twilight state, a particular form of psychosis eventually 
develops: “basic psychosis”. In this “basic psychosis”, 
cognitive and thinking symptoms are confused with per-
ceptive and mood symptoms. The recognition and the 

a An increasing number of unregulated websites are dedicated to the dissemination of novel psychoactive substances (NPS), which 
include plant-based compounds, synthetic derivatives of well-established drugs, as well as “designer medicines”. 
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ble). When these traditional addicts suffer from psychotic 
symptoms, i.e. revelatory delusion, they have the experi-
ence of the pleasure of aberrant meaning, and show a 
different sensitivity to substance abuse. The “meaning-
ful delusion” represents a milestone (“before and after”) 
in the life of these patients. This “before and after” is in 
competition with substance abuse and determines a new 
imprinting connected to successive substance relapse. 
In some of these patients, delusional relapse completely 
substitutes relapse of substance abuse. In these cases, 
delusion seems to become a sort of “endogenic drug”, 
having the same effect as an exogenic drug on the life 
of patients. The experience of “salience”, the underlying 
dopamine and relapse are crossover concepts between 
drug addiction and psychosis. The aim of good treatment 
with opioid agonists is global mental stabilisation and not 
just oriented to the morphinuria negativisation. Decreas-
ing the dosage of opioid agonists is dangerous, especially 
when mental disorder is concurring. The risk of trans-
forming a heroin addict into a mentally ill patient with-

assessment of this “basic psychosis” can be done by basic 
symptoms interview (FBF, BSABS) 5 b.
“Basic psychosis” is characterised by one or more “basic 
stages”. It is very difficult to classify this “basic psychosis” 
in heroin addicts. Psychiatrists do not often recognise it 
and as a consequence fail to treat it. This “basic disorder” 
causes severe discomfort in addicts and induces them to 
self-administration of substances. Mental functioning is 
disturbed by this basic symptomatology. Many addicts 
don’t give up substances because they feel acute discom-
fort of “basic psychosis” when they are drug free. Sub-
stances cover and aggravate the “basic psychosis”. Very 
often, basic irritation doesn’t proceed towards externali-
sation and concretisation of the final psychosis. This is a 
germinal psychosis, a mixture not differentiated by affec-
tive and cognitive elements, which often remains at the 
initial stage, and then freezes with no further progression. 
Without progression and without differentiation, there is 
neither personality deterioration nor stabilisation or re-
sidual psychosis (the patient remains constantly unsta-

FIGURE 1.
This figure shows how the initial field of consciousness reduces itself until the crossing point, after which the field of consciousness 
is inside-out and instead of looking out is polarised on psychotic phenomena.

b Basic symptoms are described by Huber, Gross (1986-1996) and Klosterkötter (1992) as alterations of subjective experience that 
indicate the beginning of psychosis. The sequences of transition by Klosterkötter lead the transformation from basic symptoms to 
final phenomena. Several basic symptoms together constitute a psychopathological condition defined as “basic stage”.
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interpretations, there is no evidence that shows NPS is 
able to induce thought directly. However, NPS severely 
compromises reality testing. How are criticism and judg-
ment really effective in the reality testing? NPS probably 
compromises human sensorial knowledge. Firstly, clas-
sic consciousness philosophy, based on Descartes’ and 
Kant’s conception, is no longer a good model for NPS 
induced synthetic psychosis  6-9 e. “The man thinks, not 
the brain” was the conclusion of E. Straus, the author of 
“The Sense of the Senses” (1930), in which sensorial con-
sciousness is common to animals and human beings 10. 
From the perspective of these authors the world of life 
is embodied, there is a logic of living, we can find an a 
priori structure of feeling, there is a spatial-temporal ho-
rizon of feeling, the sensorial experience is active and 
cognitive, the pathic dimension of existence has a com-
municative structure. In Straus’s theory (1930), seeing is 
the immediate consciousness of spatial distance. It is a 
sort of temporal scanner, and touching is the nearness 
receptor. Aesthesiology (“Theory of Feeling”) by Straus 
allows us to understand that the approach to reality is 
based on and guaranteed not by criticism and judg-
ment but by pre-verbal, pre-reflexive arguments; that the 
perception-movement cycle is crucial in the structure of 
common sense. As a consequence, drastic modifications 
of the perception-movement cycle, caused by NPS, can 
influence (though only in a secondary way) both criti-
cism and judgment 7. Therefore, chemical delusions are 
not primary, but secondary to strong modifications of the 
relationship with reality, based on perception-movement 
distortion induced by NPS.

“Synthetic” psychosis versus “classic” 
schizophrenia: a differential diagnosis 

 Various typical psychopathological signs of schizo-
phrenic syndromes (e.g. the crisis of “Me-ness” and the 
invasion of “overconcern me relationships” (Schneider, 
1950), the crisis of “basic trust” (Husserl, 1907)  11, per-
plexity (Callieri, 1997)  12, the “exclusion of casuality” 
(Berner, 1981)  13 and the “loss of overall perspective” 
(Conrad, 1958)  14 are unknown in these synthetic syn-
dromes. Where, then, are the classic psychopathological 

out opioid treatment is high. Often the heroin addict is a 
“masked” psychotic, or a “basic” psychotic. On the other 
hand, heroin addiction undermines the patient’s sense of 
reality and the patient’s coherence of self. The area of 
drug vulnerability is the self concerning experiencec.

The “chemical madness” induced by NPS:  
the “Alice in Wonderland” syndrome

Seeing something out of the ordinary visual field, seeing 
an unreal (inexistent) landscape, a bizarre environment, 
geometric forms; seeing bi-dimensional and flat images 
added to the ordinary visual field: all these are common 
visual perceptions induced by hallucinogenic drugs. It is 
not easy even for a general psychiatrist, even one well 
versed in all things medical and psychopathological, to 
deal with these emerging (chemical) hallucinatory-delu-
sional patterns. The diffusion of NPS in young people is 
responsible for a new pattern of mental disorders induced 
by substances: chemical psychosis, which can also be 
called “synthetic psychosis”, is a sort of “Alice in Won-
derland syndrome”d. This is the paradigmatic speech of 
Stefano – “I have to say that I have been hearing voices 
ever since I was a young child though I only started to 
have visions after the breakdown I had when I was 20. I 
remember the first time I heard voices. I was two or three 
years old and I was sitting in my high-chair and I could 
hear them talking to each other but I couldn’t understand 
what they were saying. Then the voices noticed that 
someone was listening to them. Now I can say that those 
voices already knew the meaning of everything that has 
happened to me since then. When I was four years old I 
was in the front yard of my house and I heard the female 
voice that I already knew and then three aliens came out 
of a hole in the ground and I walked towards them and 
I was ready to throw myself into their arms not knowing 
that they were the incarnation of evil. As I have already 
said I was four when the aliens took me with them on 
a journey into another reality controlled by a different 
logic from ours. I was there for an indefinite time which 
might have been all of eternity, though compared to time 
on Earth it was just a moment”. In spite of the evident-
ly severe hallucinatory dimension causing delusional 

c Sense of self, self-experience, proto-self, self-agency, self-coherence, selfhood, self-consciousness, ownership – are all domains 
severely compromised by lifetime drug abuse. 

d The “Alice in Wonderland syndrome” was described by Todd (1955), Lippman (1952) in migraine and epilepsy, and is charac-
terised by morphological fluctuation, such as Metamorphopsia, Micropsia, Macropsia, Temporal distorsion, Temporo-occipital 
lesion, Parieto-occipital lesion.

e The idea of the Gestalt’s cycle (Gestaltkreis) by Victor Von Weizsaecker (1886-1957), instead, is a better model to understand NPS 
psychosis. The cycle “perception-movement” is probably the first and the principal target of NPS. H. Plessner (1892-1985) and M. 
Merlaeau-Ponty (1908-1961) gave a strong contribution to identify and define this perception/sensation area. J. Zutt (1893-1980) 
also wrote about this aesthetic field of lived experience (Das aesthaetisches Erlebnisbereich).
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primary delusions of classic endogenic psychosis. The 
core gestalt of these contemporary psychonauts’ psycho-
sis is far from that of classic naïve psychotic patients. For 
acute syndromes, the exogenic psychosish is still a good 
model. Many acute clinical conditions in these “chemi-
cal patients” are brain organic syndromes (Durchsgang-
syndromen). After acute symptomatology, differential 
diagnosis is often possible between naïve patients and 
chemical patients. De Clerambault’s concept of delusio-
ni, based on the mental automatism syndromej, is a very 
good model to understand this synthetic psychosis. In this 
atypical psychosis, a part of the patient’s ego remains a 
critical spectator of his or her own pathology (a spectator 
of the internal/ extraneous psychoma)  16. The ego goes 
mad in its desperate attempt to “synthesise” (repair) the 
profound wound opened by dissociative drugs (Table I).

signs, such as delusional atmosphere or delusional per-
ception, in these post-modern chemical patients? How 
is counter-transference or attunement possible in these 
postmodern psychonauts? Is it still important to under-
stand life history versus the hallucinogenic power of the 
“plants of God”?f In chemical delusions, for example, we 
do not have: 1) a delusional atmosphere; 2) delusional 
perception; 3) primary delusions. The NPS are not re-
ally able to induce thought disorders. Chemical delusion 
is characterised by confirmation and interpretation, not 
by revelation, and by fantastic contents. NPS delusions 
are like paraphrenic delusionsg, with a feeling of unre-
ality while at the same time maintaining the ability to 
analyse this feeling  15. On these differential signs, it is 
possible to set a precise distinction between chemical 
delusions secondary to NPS sensory modification and 

f These are often sold as something else, e.g. mystical incenses, plant chemicals and bath salts, herbal smoking blend (synthetic 
cannabinoids, Spice drugs, mephedrone).

g Illusions and acoustic, olfactory, gustative and  cynesthetic hallucinations, but especially chronic delusion in which imagination 
and fantasy, leading to bizarre and unrealistic situation, are fundamental. Another common case is the feeling of being persecuted 
by strange electronic machines. Other cases include patients who believed they were: without vital organs, responsible for “the 
end of the world”, the son of famous historical figures, protagonists of epic events and in communication with aliens. In differ-
ential diagnosis with schizophrenia, the personality cohesion and the affective participation in these cases are not completely 
damaged, and social skills and personal autonomy are well maintained. The patient lives two lives at the same time (one real and 
another imaginary and delusional), which, however, does not completely compromise his behaviour and his relation with reality.

h Toxic psychosis, traumatic psychosis, brain disease psychosis, delirium, progressive paralysis, withdrawal psychosis: these are the 
exogenic psychosis described by Bonhoeffer in 1914.

i G. de Clerambault was the Director of the Special Infirmary for the Insane (prefecture de police, Paris 1905). He described many 
patients intoxicated by absinthe, clorhalius hidratus, ether, hashish and alcohol.

j The mental automatism syndrome is characterised by: ideoverbal basal syndrome, various different types of voices, usually 
threatening, different kinds of hallucinations and pseudo-hallucinations, inside spoken thoughts, stolen thoughts, and visual, taste, 
olfactory, cynesthetic and sensorial hallucinations. Parasitism of abnormal perceptions: tingling, irritation, itchiness; in de Cler-
ambault’s conceptions delusion is secondary to hallucinations. Delusion is not primary, the hallucinations are primary and the 
delusion is only the secondary interpretation of delusion. Motorial: cynesthetic impressions, sudden shudders, forced movement. 

TABlE I.
Classic schizophrenia symptoms compared with synthetic psychosis symptoms.

ENDOGENIC psychosis (classical psychosis) Exogenic psychosis (synthetic psychosis)

Lucid consciousness Twilight consciousness

Thought Sensory perception

Self-concerning ontological insecurity Object-concerning instability

Delusion: primary, metaphysical, systematic transcendental ego Delusion: secondary, everyday, phantastic empiric ego

Fusionality, passivity Insight, agency

Bizarre and inexplicable behaviour Impulse discontrol and aggressivity

Autism Anaclitism

Progression Basic and germinative

Distance/apathy Overexcited/excessive emotivity
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Lived time is liquid and indefinite. There is no present, 
no past, no future. Having lost the connection of inte-
rior time all the drug addict has left is the transient mo-
ment of satisfaction. However, as soon as the drug addict 
achieves a moment of pleasure it suddenly vanishes and 
he is condemned to impulsive and compulsive repetition. 
When the patient experiences craving, both past and fu-
ture have been lost. The past is reduced exclusively to 
“the last time in which I have taken drugs”. When the 
patient experiences highness, he feels so absorbed in the 
present that he is no longer able to see the future. Not ex-
periencing the past and having lost touch with the future 
the patient ends up being unable to grasp the present. 
“The addict is trapped in this repetition with no chance 
of moving forward” 17. The instantaneityK, the pure in-
stant is the “hole” between the last dose and the next one: 
the liquid instant of “high” rules. The moment of altered 
consciousness and the time of the depthless instant domi-
nate everything else. Thus, the patient is trapped in a sort 
of circular liquidity of lived time, and suffers the pure 
illusion of linear movement. Everything is manipulated 
and everyone is reduced to just being an obstacle in the 
way of the addicts only remaining relationship – with the 
drugs he takes. 
On the other hand, following chronic intoxication, the 
patients’ consciousness becomes viscous, and the lived 
body is blocked – now he finds himself in the state we call 
the frozen world. The body is modified on a neurobiologi-
cal level by a chemical graft which inserts a relevant new 
artificial element into the lived body. The object body 
(Koerper) is the vehicle of powerful substances which 
can successfully alter all sensations and perceptions, and 
the whole world experience, reducing the addict’s self 
into nothing more than a denatured, mineralized body 
(Koerper-ding). His intentionality is coagulated, time is 
insular and has been reduced to a pure frozen present 
without past and without future until the complete loss of 
the passing of timel is experienced) – others have become 
unattainable objects which are lifeless, like unattainable 
distant snow-men. Tragically these patients become mere 
bystanders to their own existence. In order to feel them-
selves still alive they need more substances. The crisis 
of the temporal-spatial vortex eventually and inevitably 

The phenomenological perspective : 
comparing the “floating” world  
and the “frozen” world
Obviously, being a human being is something complete-
ly different from being a crystal, a drop of water, or a 
plant. The relationship that exists between man and real-
ity is a clearly understandable system of intentional acts. 
This being-at-the-world, seen from a phenomenological 
perspective, is the ontological structure of every human 
being, and is based on the connection between the sub-
jective (living) consciousness and the objective (lived) 
world. Intentionality (aboutness, directedness) embodies 
the immediate contact with the world.
Drug addiction undermines intentional consciousness. 
Whereas in normal conditions we have a fluid intention-
ality and our common sense is the obviously pre-reflex-
ive result of this situation, under the influence of a drug 
intoxication we lose this intentional stability and, as a 
consequence, suffer from a kind of intentional instabil-
ity, which we can identify with the term floating world. 
This floating world is characterized by splitting, vibra-
tion and a multiplication of images which can be both 
sequential or overlapping. On the other hand, following 
chronic drug assumption, we have a sort of an intentional 
dramatic capture or seizure of the world, which we can 
call frozen world. The lived time, space, body and oth-
er existential parameters differ enormously in these two 
contrasting ways of being.
For example, there exists a violent twilight state of con-
sciousness in patients who are suffering from the effects 
of drugs and are, consequently, in the situation of a float-
ing world. Their lived body has become disjointed. Their 
senses have started to become something like a wild 
kaleidoscopic. The lived space is haemorrhagic and the 
perception is of a loss of space, of being nowhere. 
The patient’s existence is centred around where the 
pusher is – the exact square, the road, the underpass. 
There is a contrast between the cold space of substance 
suffering which can be defined with the word “ab-
sence”, and the hot space of substance enjoying which 
can be defined with the word “presence”, and with the 
vanishing space under substance effect (which turns the 
addict into a maniac). 

k “Under the influence of hashish the mind can fall into the strangest illusions of time and space. The  time seems  to pass incred-
ibly slowly.  Minutes become hours, hours become days; soon any precise idea of duration  is lost, past and present  are mixed 
up.  The speed with which our thoughts follow each other,  the resulting  ecstatic condition, explain this phenomenon, because 
if time seems to be longer than it would have been if measured with  clocks, it is the actions and events that occur in this period 
of time , that extend  the time limits with their  magnitude” (Moreau de Tours, Du Haschish et de l’aliénation mentale. 1845).

l “Time is dead; years, months, hours will no longer exist; time is dead and we’ll go to its funeral. […] The clock hand will stay on the 
minute in which time ceased to be, and your torment will be to go back and look at the motionless hand, and to sit down again in 
order to start all over again, and this will go on until you find yourself walking on the bones of your feet […] The suns will explode 
and become dust before the metal hand has moved one millionth part of a millimetre” (T. Gautier, Le club des hashishin, 1845).
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happiness, loneliness and nearness, anger and friendship: 
a sort of “fundamental affective position” (Heidegger’s Be-
findlichkeit). This group approach is centred on the search 
for an authentic inter-subjective encounter, as the crucial 
embodied event. This condition, which happens face-
to-face between two human beings in the middle of the 
group, is the necessary step for any subsequent cureo. The 
phenomenological background has been extremely useful 
especially in the close encounter (face-to-face) with the pa-
tient who is seen more as a real person than as just another 
clinical case. The lived experience, here, (any lived expe-
rience including delusional or hallucinatory experiences), 
has its own intentionality (aboutness). These experiences 
in the emotional context of the phenomenological group 
freely mix with each other, producing change and transfor-
mation in all participants. The passage from initial negative 
emotions to final positive emotions in each group session is 
crucial. It is like a journey from helplessness to hope, from 
pain to light, from loneliness to intimate nearness. The ther-
apist here is not outside the group, but completely inside itp. 
Both the therapist and the patient abandon their roles and 
are in the phenomenological group as human beings body-
to-body, existence-to-existence, as persons who love, cry, 
feel without the barrier that exists between therapists and 
their patients. From being one-next-to-another (Nebenein-
andersein) and from being one-in-front-of-another (Vore-
inandersein) to being-one-with-another (Miteinandersein). 

leads to the blow of the void (le coup de vide): the experi-
ence of unreality or no self experience. The total collapse 
of the world is the common final destination/ result of the 
breaking down of the temporal and spatial structure of 
“being-there”(“Da-sein”). Being-in-nothingness becomes 
the typical state of addicts in the frozen condition (Table 
II). In this case, the frozen condition has become a sort of 
terminal point in the existence of addicts.

A phenomenological approach to the 
treatment of addicts: the Dasein Group 
Analysis
This phenomenological approach to the psychotherapy of 
addicts has been applied since 1999m in addiction centres 
with everyday contact with patients, and always creates an 
intense emotional atmospheren. In many of these patients, 
the human sense of identity is lost even where there is no 
psychotic symptomatology. In these cases, the only way 
to survive is to achieve vital contact with another person, 
feeling empathy for the emotional, affective dimension of 
another person. The “epochè” is the preliminary condition 
of this setting, especially when this requires the doctor to 
abandon his own role. The lived experiences mix freely in 
a totally emotional context  18 19. Subsequently within the 
group the shared emotions reveal a truly meaningful lived 
dimension, made up of pain and pleasure, helplessness and 

m One of the most important ideas of phenomenology, in fact, is the deep union between the subject, other people and the world-
of-life. This idea offers an enormous transforming potentiality, which is very useful in a modified setting of group psychotherapy.

n This idea of a plural phenomenology (being-we-in-the-cure), the realisation of Binswanger’s weness-which-loves, in an emotional 
group composed of doctors and patients together, was a result of hopelessness due to failed encounters with the addicts’ exist-
ences. The intention was to offer a common and intimate place, a new space, a new time, in which anyone was able to have 
the chance to feel his or her own existential condition completely. The chance to feel one’s own body again and that of another, 
the possibility to feel one’s own pain again and that of others, to feel the support of others, the possibility to cry one’s heart out. 
Among some of these lost existences, this new phenomenological approach has become a sort of way out, which through cure 
can eventually lead to freedom and the world.

o This phenomenological approach to group therapy is quite different from the psychoanalytical approach to group therapy. In fact, 
it is based on consciousness and not on the unknown. The phenomenologist sees the essence of phenomena, he does not use 
interpretation, whereas the psychoanalyst is more interested in recording the hidden meanings beyond the phenomena.

p An evident difference when compared to psychoanalysis is the complete involvement of the therapist as a human being in the 
emotional dimension of the group, in the same way and at same level as the patient.

TABlE II. 
Progressive development of the addict life-world, identified by the modification of the fundamental existential parameters.

“Erlebnisse” characteristics

Psychopathology Vulnerable personality Psychopathy Synthetic psychosis 

Intentional consciousness All is easy “High” friendliness to soft 
soap

Intentionality collapse 

Spatiality Emptiness Mask or facade Dasein collapse or rupture 

Temporality Fluttering Instantaneity Time stands still (zeitstillstand) 
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of easily diagnosed mental disorders. Basic psychosis is 
made up of several clusters of basic symptoms, (i.e. basic 
stages), synthetic psychosis, on the other hand, is charac-
terised by a paraphrenic syndrome reactive to a mental 
automatismus induced by NPS. These clinical forms of 
non-classic psychosis are pervasive and common disor-
ders in addicts which limit social functioning of patient 
and encourage continued addictive behaviour. It is im-
portant to identify these forms of psychosis in addicts in 
order to treat them adequately. The destiny of an addict 
can depend entirely on the recognition and treatment of 
these disorders. Basic symptoms inventory (FBF) is very 
useful to identify the presence of a basic state and can 
lead to treatment. The aim of the recognition and early 
treatment of basic symptoms in addicts is: 1) to block the 
transition from basic psychosis to final psychosis; 2) to 
reverse basic symptoms when it is possible in ordinary 
experiences; 3) to help the patient in coming-out from 
substance abuse. In the NPS poly-abuser it has been pos-
sible to describe a new form of psychosis, not comparable 
with classic psychosis, such as that in schizophrenia or 
bipolar disorders. We can give this psychosis the name of 
“synthetic psychosis”, or the “Alice in Wonderland syn-
drome”. In this case, patients are not psychotic, they have 
a psychotic syndrome. This form of psychosis is nearest to 
organic psychosis or to psycho-organic syndromes. Both 
these psychotic syndromes are often non-responders to 
traditional antipsychotic treatment. However, these pa-
tients are not impossible to treat. Dasein group treatment 
is characterized by intense emotional warming 23 24 s. In 
phenomenological Dasein group analysis, the experi-
ence shared by therapists and patients, session after ses-
sion, is characterised by focusing consciousness on one’s 
own internal experience, searching for the lost structure 
of one’s own being-at-the-world, the encounter between 
one’s own self and another, the rebirth of one’s own ex-

This gives them the chance to live in a space and time in 
which it is not important to answer the question “who am 
I?”, but the question “what do I feel”? and “how do I feel”?q. 
Starting from a common emotional land, in which we can 
find our lost parts, in which we can give to others the parts 
they have lost which we can find in our own internal expe-
rience, and in which there is the chance to look for and dis-
cover these parts which are still aliver. Group participation 
is open to everybody, no matter what his or her condition 
is. Anyone from anywhere is admitted to this new kind of 
group. At the end of the group session, it is evident that not 
even heroin is able to calm anyone more than a warm hug 
between two human beings; and that life itself is a greater 
excitement than cocaine. From a phenomenological point 
of view, the form (i.e. essence or eidos) of the lived experi-
ence (pathos) is crucial. The form of lived clarifies itself. 
Sometimes the people who meet each other in the centre 
of group change. The atmosphere changes and gradually 
becomes more positive. The internal pain and anguish be-
came hope and light. The lived experience (Erlebnis) recalls 
another lived experience, becomes another lived experi-
ence, looks for another lived experience. If it is authentic, 
it is also therapeutic. At the end of the group session all the 
participants feel harmony. The therapist concludes speak-
ing about his lived experience. Two hours have passed. 
Someone is still crying silently. The mixture of pain, anger 
and helplessness has led to a feeling of relief. We may won-
der how it has been possible to achieve positive emotions, 
starting from negative ones. Is it not, perhaps, the World-of-
life (Lebenswelt)? 20 21 22.

Conclusion and perspectives
Basic psychosis and synthetic psychosis in addicts are 
characterised by an underlying symptomatology, because 
substances effectively cover and block the appearance 

q As the group therapist in an existential group session, I feel myself to be in search of a starting point from somewhere within my 
own personal experience in order to begin group therapy. In the penumbra of a deep silence I am waiting, for an intuition in my 
mind. Within the experience of my consciousness of the world of life (Lebenswelt), I find the concrete inter-subjectivity of the 
participants. This has specific colour, form, smell and sound. The initial silence within the group is complete. This pregnant si-
lence is the necessary prelude to group therapy. What can I say about this special silence? What is this deep silence? I can feel the 
emergence of the anxiety of waiting in this silence. I can see the profiles of the faces, I can see the eyes, the bodies of everyone. I 
speak with simple words about my own lived experience, what I have in my heart and I use words from the heart. I am the doctor, 
the group leader, but at the same time I am the first patient of the group. I talk about what I am feeling simply, authentically as an 
ordinary human being at that moment: my anger, my pain, my tiredness, my shame, my guilt.

r Beyond the language of medicine and psychology, the essence of psychotic experience, for example, remains something that 
cannot be explained, even if it is possible to perceive it. Phenomenological language in this case must adapt itself to the heart of 
the lived experience.

s Empathizing means “feeling the other from within” (Stein, 1891). The “pathicity” of existence is the background of this phenom-
enological approach: Binswanger (1942,1957, 1958, 1963), Minkowski, (1971, 1973, 1980), Von Weizsaecker (1886-1957), 
Straus (1891-1975). Every feeling is a feeling-of-something: hate, disgust, love, desire, joy, sadness: H. Plessner (1892-1985), 
Scheler (1875-1928). Our feelings are not senseless state of consciousness or psychic facts, but concrete modes of existence in 
situations with others: F.J.J. Bujtendijk (1887-1974).
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patologia. Milano: Franco Angeli 2004.
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istential movements. Finding oneself and losing oneself, 
and finding one’s self again, in an endless game of swap-
ping of changing the intimate parts of oneself. The par-
ticular group atmosphere is composed of the following 
elements: lack of pre-selection, free accessibility into the 
group unrestricted by rigid rules, less structured actions, 
the presence of addicts, psychotics and normal people 
side by side, the assumption of the space and time of ad-
dicts (here and now) as group time. The desired objective 
is nothing less than freedom from addiction and stabilisa-
tion of psychotic syndromes. 
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