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Foreword

Several years ago, as a junior doctor I had just joined the Maudsley Hospital in 
London to be trained to become a psychiatrist. We were a group of young clinicians, 
having an induction on mental state and risk assessment, and at one point our tutor 
said to us “sometimes you are sitting with a patient, and you will have a subjective 
feeling, which you will find difficult to relate back to their words or categorise, but 
you should pay attention to that, and not ignore it just because it is not explicit in the 
words of that person.” I have never forgotten that day and that advice, which just 
brought to us what many psychopathologists had extensively written about, and 
which has continued to resonate in my clinical practice even now as a senior consul-
tant. It is thus with great pleasure that I see in this book an entire, sophisticated body 
of work able to capture the essence, implications, and full potential of the clinician’s 
subjective experience in the diagnosis and treatment of mental health problems.

To fully appreciate the contemporary relevance of this work, it would be helpful 
to take a step back, and look at the use, right or wrong, we have been making of 
diagnostic manuals. On one side, these manuals have allowed us to speak a “com-
mon language” in the diagnosis of mental disorders, with great advantages in having 
a more reliable and comparable way to study mental disorders, across countries and 
across cultures. Still, these manuals have not left space to the role of intersubjectiv-
ity or of the clinician’s subjective experience, in fact, rather the opposite. Generations 
of clinicians have been trained, and entire services evaluated on the basis of either 
DSM or ICD diagnostic criteria, with little space to the development of other clini-
cal skills, or to the understanding of the complexity of mental health problems and 
their diagnosis, management, treatment, and outcomes. Furthermore, the distinct 
nosological categories of diagnostic manuals have not found the same discrete cor-
respondence in the neurobiology of such categories. If anything, genetics, biology, 
neuroimaging, or cognitive sciences have shown us that the areas of overlap are so 
many that distinct neuropathological processes or biomarkers for separate diagnos-
tic categories are yet to be identified. Some of the limitations imposed by these 
symptom-based diagnostic systems were the push for the creation of the RDOC 
framework, which has aimed to offer an integration of multiple levels of informa-
tion (from genomics and circuits to behavior and self-report) to allow the evaluation 
of dimensions of functioning spanning the full range of human behavior, of which 
mental illnesses could be seen as extremes.
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While both diagnostic manuals or RDOC constructs could, to an extent, help 
research investigations, they cannot help exploit the potential that the consideration 
and evaluation of the intersubjective experience offers to our understanding of men-
tal illness and psychopathology. As Jaspers argued after all, human communities, in 
contrast to animal communities, are “mediated through a relation to something 
other: through a relation to commonly known purposes in the world, through a rela-
tion to truth, through a relation to God (transcendence)” (Jaspers K: Vernunft und 
Existenz, ed 4. München/Zürich, Piper, 1935/1987; p. 59), and like him we should 
recognize the impact that intersubjectivity has for us as human beings.

The time is thus ripe for the body of work presented in this book. Starting from 
a historical perspective of the contribution that many psychopathologists have made 
to our understanding of the role that the intersubjective clinician–patient interaction 
can play in the diagnostic process, moving to a critical appraisal of how to approach 
the diagnostic and semi-structured interview, with a discussion of the implications 
of first-second- and third-person relations. The chapters then run from the knowl-
edge that can be derived from the understanding of the other, to the potential that an 
appraisal of intersubjectivity has in informing the therapeutic relationship and pro-
cesses. A central key part of the book is devoted to how neuroscience can help us 
understand the basis for the intersubjective experience, and how it is actually pos-
sible to obtain a reliable psychometric assessment of the multidimensional profile of 
the psychiatrist’s lived experience during the interview, which can then be validated 
back to specific psychopathological characteristics.

Although much has been written about the quantification of the intersubjective 
experience in psychiatry, here we find in fact presented in detail the validation and 
clinical application of a psychometric instrument (the “Assessment of Clinician’s 
Subjective Experience (ACSE)” scale), which investigates clinicians’ feelings, 
thoughts, and perceptions related to the clinical encounter in a measurable and 
quantifiable way. This represents an excellent endeavor in capturing the reliability 
of the intersubjective experience, on which clinicians themselves can reflect and 
from which they can then draw to learn about the ongoing relationship, such that the 
experience derived from the clinical encounter truly informs the diagnostic and 
therapeutic process, from the very initial phase.

As a clinician and a researcher, I cannot but be incredibly attracted by the state-
ment of Fonzi and colleagues in this book (Chap. 8) that “the data collected so far 
seem solid enough to claim that the clinician’s subjective experience, far from 
being an individual volatile and idiosyncratic reaction, should be seen as an intrin-
sic, meaningful and exploitable part of the psychiatric assessment.” This shows us 
that we can not only learn at the individual level, but we can also use this experi-
ence to understand more about the psychopathology that is presented to us and 
about the possible neurobiological underpinnings of such presentation and 
interaction.

Reading this book and learning about the role of intersubjective experience in 
psychiatry should not be limited to a niche of passionate phenomenologists, but 
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instead used as a precious resource to raise more questions, and attract the attention 
of educators and trainees, as well as of those already trained, and at the same time 
be a source of inspiration for those interested in studying the neuroscientific basis of 
the human experience.

Paola Dazzan
Institute of Psychiatry, Psychology and Neuroscience 

King’s College London 
London, UK

July 2021

Foreword
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Preface

It was the year 2008 when the four of us, a small group of researchers of different 
ages, with diverse clinical experiences and professional lives, teamed up to reflect 
on the role of the clinician’s subjectivity in the process of psychiatric assessment 
and therapeutic intervention. While some of us were more involved in clinical work 
and others in research, we all shared a deep interest in the rich psychopathological 
literature about the psychiatrist’s ability to “feel” the patient. We were puzzled by 
the degree to which the concepts in this literature, which we found useful in our 
clinical work, were largely neglected by the mainstream scientific discourse.

At that time, we were all collaborating with the psychiatric department of the 
Sapienza University of Rome, where interest in phenomenological psychopathology 
dated back to the days of the direction of Giancarlo Reda, who in the 1970s had spread 
Minkowski’s thinking through the wards of the psychiatric clinic. Since then, it has 
always been a major concern, in the department, to teach classical psychopathology to 
young psychiatrists and to promote the development of a sharp clinical eye.

Possibly, our group drew strength from the fact that we were at different stages of 
our careers and that our professional interests ranged from clinical psychiatry to psy-
chotherapy, research, and teaching. At any rate, given that we all shared a deep interest 
both in the clinical diagnostic process and in scientific research, we felt we could try to 
pursue the aim of approaching the heritage of the classical authors from a new, empiri-
cal perspective, from which this body of scholarship could command greater attention.

After all, during those very years, new empirical instruments, such as the 
Examination of Anomalous Self-Experience (EASE), began to spread across aca-
demic and clinical settings. These new instruments encouraged novel approaches to 
clinical assessment and a reappraisal of the “old-fashioned” phenomenological and 
psychopathological concepts.

However, when we started our reflection, we faced the reality of a world where 
mainstream psychiatry ignored the clinician’s subjectivity altogether, while a small 
professional niche deeply rooted in the phenomenological tradition believed in the 
diagnostic value of the clinician’s feelings despite the absence of solid empirical 
support for this notion. It was, after all, impossible to provide such support, given 
the lack of validated measures of the psychiatrist’s subjective experience during the 
clinical assessment.

In order to have any hope of being able to substantially contribute to the field, it 
was necessary, as daunting as such a task appeared, to attempt to develop and 
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validate a measure of the clinician’s subjective experience. Such an instrument 
would be necessary to test whether the great phenomenological psychopathologists 
of the twentieth century were on a reasonably valid path.

In this book, we provide a detailed overview of the theoretical background, the meth-
odology, the findings, and the future perspectives of our decade-long work along this 
line of research. The common thread of the book is the role of the clinician’s subjective 
experience in clinical diagnosis, including its theoretical and practical implications. The 
diversity of views on the subject is also illustrated, through the lens of a number of con-
temporary scholars in phenomenology, psychopathology, and psychotherapy.

In Chap. 1, we present an overview of the classical authors, who more than other 
leaders in psychiatry have dealt with the significance of feelings, empathy, and intu-
ition in diagnostic reasoning, thus building the foundations for the current reflection.

In Chaps. 2 through 5, a philosophical and clinical outline of the fundamental 
nature of the processes involved in the psychiatric encounter is drawn, with a focus 
on the modes of human knowing and psychopathological understanding.

Chapter 6 explores the question of whether neuroscience can help, and how, in 
the development of a better conceptual understanding of the explicit and implicit 
processes related to intersubjective dynamics.

In Chaps. 7 and 8, we describe in detail the development and research applica-
tions of the Assessment of Clinician’s Subjective Experience (ACSE) self-report 
questionnaire, while Chap. 9 illustrates a different empirical approach to the con-
cept of Praecox Feeling and its use in the diagnosis of schizophrenia.

In Chaps. 10 and 11, the psychotherapeutic perspective is highlighted and dis-
cussed, starting with the classical and contemporary psychoanalytic view and end-
ing with viewpoints from the field of cognitive therapy.

Finally, Chaps. 12 and 13 offer a deep and thoughtful look at the most profound 
sense of mental illness, which—as a fundamentally human experience—requires 
human comprehension as well as human care.

This comprehensive overview should allow the reader to become familiar with 
both the theoretical and practical aspects of studying the clinician’s subjective emo-
tions and perception during the diagnostic process, and how this experience can be 
used to gain insight into the patient’s condition. Indeed, we hope that our readers, be 
them students, residents, trainees, experienced clinicians, or researchers, will be 
intrigued by the possibility of regaining their own centrality as irreplaceable and 
scientifically valid instruments of knowing.

We deeply thank Claudia S. Copeland, PhD, for her masterful help in editing the 
chapters. We also express our gratitude to Prof. Paola Dazzan for kindly writing an 
inspiring foreword to this book.

Rome, Italy Massimo Biondi  
Rome, Italy  Angelo Picardi  
Rome, Italy  Mauro Pallagrosi  
Rome, Italy  Laura Fonzi   
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1The Clinician’s Subjective Feeling 
in Psychiatric Diagnosis: A Historical 
Excursus

Matteo Buonarroti, Laura Fonzi, and Mauro Pallagrosi

1.1  Introduction

Since the beginning of the twentieth century, several psychopathologists have 
focused their research on the clarification of the essential nature of psychiatric ill-
nesses, with particular attention to severe conditions such as schizophrenia and 
manic depressive disorder. Unsatisfied with the objectifying approach originally 
introduced by Kraepelin, according to which psychiatric nosology should rely on 
clinical descriptions made in a “third-person” perspective, they turned their atten-
tion to proposals coming from phenomenological philosophy. The seminal work of 
Husserl (and of a number of philosophers such as Scheler, Stein, Heidegger, 
Merleau-Ponty, among others) on the constitution of consciousness, and on the 
essential structures of human experience and existence, represented indeed a funda-
mental input for deep investigations about the process of understanding and the 
conceptualization of the patient’s experience. Psychopathologists aimed to disclose 
the essential, invariant properties of abnormal phenomena and to identify diagnostic 
entities definable as “certain typical modes of human experience, possessing a 
meaningful whole reflected in their invariant phenomenological structures” [1].

In clinical work, such research required the acknowledgement of the centrality of 
the epistemological issue: how can we know, or more precisely comprehend, the 

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-030-90431-9_1&domain=pdf
https://doi.org/10.1007/978-3-030-90431-9_1#DOI
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inner world of the patient? Concepts like intuition, empathy, sympathy, and feeling 
were advanced in an attempt to answer this question. They also became the object of 
in-depth analyses, being identified by many psychopathologists as useful—some-
times crucial—tools in the diagnostic process. They claimed, in fact, that empathic 
connection or its specific failures could provide the clinician with essential clinical 
data, enabling him to grasp the trademarks of the patient’s condition. The integration 
of the clinician’s personality and interpersonal sensitivity came to be seen as neces-
sary for objective epistemology, to the point that notions like “diagnostic feeling” or 
“diagnostic intuition” became part of the shared knowledge of most psychiatrists.

During the second half of the century, such reflection experienced further devel-
opment, since the epistemological issue was explicitly put into a wider theoretical 
field regarding the intersubjective foundation of mental processes. The clinical 
encounter started to be viewed as a particular case of the universal nature of human 
interaction, characterized by mutual and reciprocal influences, and then became a 
new preferential subject for the observations of those who were interested in the 
phenomenology of understanding (and diagnosing) in psychiatry. Psychopathologists 
no longer spoke of a mere “diagnostic feeling,” but acknowledged a process of 
“intersubjective (second person) comprehension.” This line of thought, also pushed 
by new philosophical proposals like those of Martin Buber (I-Thou) [2] and Hans- 
Georg Gadamer (hermeneutic circle) [3], laid the foundations for a renewed 
approach to psychopathology, which still today places intersubjectivity at the center 
of psychiatric research and clinical work [4–7].

1.2  The first Half of the 1900s: Empathy, Intuition, 
and Feeling

1.2.1  Karl Jaspers

Karl Jaspers (1883–1969) occupies a prominent position in the history of psychopa-
thology due to his pioneering work on the systematic description of mental illness 
within a phenomenologically oriented conceptual framework [8]. He not only pro-
vided an articulated classification of the common psychopathological experiences, 
but also introduced the idea that reflection upon the methodological apparatus is 
needed for a thorough assessment of the patient’s subjectivity.

Jaspers first proposed the centrality of the person of the psychiatrist and of his 
inner attitude in the investigation of the patient’s experience, laying the foundations 
for a new clinical epistemology that was no longer solely grounded in a third-person 
observation. He considered the active involvement of the psychiatrist in the relation-
ship with the patient as an essential instrument for knowledge acquisition: the doctor, 
in fact, should empathically resonate with the patient. It is indeed the combination of 
the patient’s subjective narration and the clinician’s empathic engagement (Einfühlung) 
that represents the most suitable tool to yield meaning regarding the patient’s patho-
logical experience, providing a direct access to his or her subjective suffering:

M. Buonarroti et al.
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The investigator, however, is more than a vessel into which knowledge can be poured. He is 
a living being and as such an indispensable instrument of his or her own research […] The 
most vital part of the psychopathologist’s knowledge is drawn from his contact with people. 
What he or she gains from this depends upon the particular way he or she gives himself or 
herself and as therapist partakes in events, whether he illuminates himself as well as his 
patients. The process is not only one of simple observation, like reading off a measurement, 
but the exercise of a self-involving vision in which the psyche itself is glimpsed.

There is a natural way of empathic listening to others in which we simultaneously keep 
touch with ourselves. Every psychopathologist depends on his or her power to see and 
experience and on the range, receptivity, and complexity of such power. There is an 
immense difference between those who blunder about among the sick and those who take 
an unhesitating course in the light of their sensitive perceptions. ([9]; p. 21)

Taking into account Dilthey’s distinction between natural sciences 
(Naturwissenschaften) and spiritual sciences (Geisteswissenschaften), Jaspers pos-
its that if sensory perceptions are indispensable to experiencing natural objects, only 
empathic understanding can provide critical information about the human subjec-
tive experience. Understanding (Verstehen) a patient entails an intuitive feeling that 
emerges in the clinician from the inside, and that has nothing to do with the rational 
and piece-by-piece analysis of the psychopathological manifestations: “Rational 
understanding is merely an aid to psychology, empathic understanding brings us to 
psychology itself” ([9]; p. 304).

Every psychiatrist should then refer to two main ways of knowing: understand-
ing the patient’s experience through empathic participation and examining analyti-
cally the individual psychopathological elements [10]. Both of these are necessary 
in order to reach a reliable clinical judgement:

This sympathetic tremulation of one psyche with the experiences of another means that, if 
we are to be scientific, we must objectify such experience critically. Sympathy is not the 
same as knowledge, but from it springs that vision of things, which provides knowledge 
with indispensable material. Completely dispassionate observation misses the essence of 
things. Detachment and sympathy belong together and should not be seen in opposition. If 
we are to gain in scientific knowledge, the interplay of both is needed. The psychopatholo-
gist with this genuine vision has a psychic life vibrant with experiences, which he or she is 
constantly subduing to a rational order. ([9]; p. 22, emphasis added)

Speaking of empathy, Jaspers was no doubt inspired by phenomenological phi-
losophy; however, he did not literally follow the phenomenologists’ formulation 
(see Stanghellini [11] and Luft [12] for a detailed discussion). Indeed, Jaspers spoke 
about a kind of intentional experience in which the perception of the other person 
leads one to immediately grasp his or her personal experience; nevertheless, this 
perception is to be intended only as a first and partial pre-reflective description of 
the other’s world.

We make use of our own first impressions on meeting an individual. These are unrepeatable, 
immediate, unique, and sometimes give us a feeling of something that is only confirmed a 
good deal later on. ([9]; p. 826)

1 The Clinician’s Subjective Feeling in Psychiatric Diagnosis: A Historical Excursus
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Empathy, for Jaspers, is not the key to an exhaustive comprehension of the 
patient’s psychopathological essence, nor is it able to fully capture the nature of his 
or her first-person experience. The patient’s narrative remains in fact a critical ele-
ment required to gain a fair knowledge of the patient’s experience, as the latter’s 
lifeworld has an irreducible individual character, which lies beyond the realm of 
empathic comprehensibility [11]. In addition, in his or her opinion, some psycho-
pathological experiences are so extreme that they naturally elude the possibility of 
an empathic understanding. In particular, he or she devoted much space to the 
intrinsically incomprehensible nature of schizophrenic delusional experiences, and, 
even though he or she did not explicitly conceive a form of diagnostic “feeling”, he 
or she nonetheless highlighted the alien character of those experiences as an almost 
pathognomonic factor of schizophrenia. Regardless of the criticisms made by many 
psychopathologists about the controversial nature of this “incomprehensibility,” it 
seems that Jaspers identified in those cases a rupture in the prereflectively shared 
world of the clinician–patient dyad, a situation that would be extensively studied by 
his or her successors.

1.2.2  Elmer Ernest Southard

During roughly the same years as Jaspers’ substantial reflection on empathy, on the 
other side of the Atlantic, Elmer Ernest Southard (1876–1920) was hypothesizing 
and attempting to systematize the role of the psychiatrist’s empathic feeling in the 
diagnostic process.

Southard was an American neuropathologist and clinical psychiatrist, whose 
notable contribution to the morphological nature of schizophrenia (a term he pre-
ferred to the Kraepelinian dementia praecox) and to the concurrent nosological 
debate failed to exert widespread influence due to his premature death in 1920 from 
Spanish influenza. As Director of the Boston Psychopathic Hospital, he collected a 
great number of clinical observations, together with just as many neuropathological 
examination reports, and his open disposition toward both the functional and organic 
aspects of psychiatric illness allowed him to unreservedly reflect upon the diagnos-
tic criteria to be used in everyday clinical practice [13].

In 1918, just two years before his death, Southard [14] published the article enti-
tled “The empathic index in the diagnosis of mental diseases,” in which, inspired by 
Titchener’s work [15], he proposed his personal view on empathy as a diagnostic 
tool to be used within the patient–doctor relationship. In the paper, he starts with an 
in-depth examination of the two concepts of “empathy” and “sympathy.” The main 
difference between them, in his view, is that while in the “sympathizing” process, 
we feel with the other, next-to the other, when we “empathize” we feel into the other, 
that is, we are able to identify ourselves with the one we are dealing with. We can 
“sympathize” and have compassion for someone’s misfortunes even without empa-
thizing with him or her, as when, for example, we feel sorry for distant people suf-
fering in a war, but we can’t really “put ourselves in their shoes.” Empathy operates, 
according to Southard, through imaginative, associative, and perceptual processes. 

M. Buonarroti et al.
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More precisely, following Titchener, Southard states that we can experience our-
selves in what we perceive (even objects) through the ability to relate our own image 
to what we are perceiving, via an imaginative process that also involves kinesthetic 
sensations. According to Southard, the empathic process does not necessarily imply 
an emotional engagement, but requires an integrative process on both visual and 
somesthetic levels. “Empathy, it is plain, is more intellectual than emotional” 
(p. 203, emphasis added).

The ability to empathize is a distinctive feature of the human being and can be 
particularly effective in dealing with his or her fellows: one touch of nature makes 
the whole world kin, as Shakespeare wrote. However, such natural capacity cannot 
be taken for granted when facing mentally disturbed people. This particular situa-
tion is, according to Southard, worthy of study, especially since empathic variations 
may help in detecting certain psychopathological characteristics that often elude the 
analytic and fragmented perspective of metric psychology. In other words, the psy-
chiatrist should be able to integrate the rational and investigative faculties with the 
empathic ones:

Upon what should we rely? The so-called unconscious of the diagnostician, or his con-
scious power? Decidedly, so far as possible, the latter. Provided that a man has a right to be 
a psychiatrist at all, he is probably able to empathize successfully, make a Cliffordian eject 
of his fellowman, homologize himself with this man, animate him, as it were, with his own 
type of soul, and see his own reflection in his fellows in difficulties. ([14]; p.206)

The most desirable attitude for a psychiatrist should then be grounded in the abil-
ity to use the human empathic capacity without disregarding analytic reasoning, 
even if Southard seems to prefer, in less-than-ideal cases, the former to the latter. “In 
short, though it is finer to be synthetic than to be naïve, it may prove practically bet-
ter to be naïve than to be analytic […] What we crave is, however, neither naïveté 
nor analysis, but a synthetic general result of a reaction made upon the analytic 
data”. ([14]; p. 207, 212)

Therefore, Southard hypothesizes the possibility of setting an empathic index, 
preferably standardized, to be administered to the psychiatrist when he or she inter-
acts with a patient. The author goes as far as proposing some possible questions to 
ask the psychiatrist; for example: “Can you identify yourself with the patient?” “Is 
the likeness to your own probable reactions specific rather than generic?” or “Does 
this patient’s reaction seem intrinsically human or is there something extrinsic and 
nonhuman about the reaction?” He was convinced, in fact, that the empathic index 
could be profitably used for the diagnosis of a wide range of psychiatric conditions.

Following a personal classification consisting of eleven broad morbid categories, 
Southard enumerates the “empathic” resonances typical of each psychiatric disor-
der. For instance, with regards to both syphilitics and patients suffering from other 
organic pathologies, the clinician is perfectly able to empathize, relating to them as 
“somatic” patients, while the interaction with “hypophrenics” (mentally retarded 
individuals) and epileptics was generally characterized by an uncertain empathic 
reaction. The greatest differential value of the empathic test, however, was attrib-
uted by Southard to the evaluation of schizophrenic and “cyclothymic” (bipolar) 

1 The Clinician’s Subjective Feeling in Psychiatric Diagnosis: A Historical Excursus
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patients. Despite not focusing his work on schizophrenia (as was the focus of most 
of the scholars who followed him), in fact, he points out that the relationship with 
schizophrenic patients is highly distinctive, evoking in the clinician a very typical 
feeling of queerness, probably due to their dissociative characteristics. Southard 
goes further to state that, in the case of schizophrenia, it is possible to make the 
diagnosis solely on the basis of the empathic index: “I venture the prediction that an 
offhand diagnosis of dementia praecox can often be made (as against the cyclothy-
mic) from the general impressions conveyed by the patient” (p.  211, emphasis 
added). For this reason, he also highlights the importance of training young psychia-
trists in recognizing and using their own empathic attitude, recommending the prac-
tice of autognosis (self-knowledge) for all psychiatrists.

1.2.3  Ludwig Binswanger

Ludwig Binswanger (1881–1966) is known as one of the most prominent scholars 
in the field of psychopathology. Usually remembered as the father of existential 
analysis (Daseinsanalyse), he devoted a sizable part of his work to the epistemology 
of the clinic, substantially expanding the body of thought on the phenomenology of 
the clinician–patient encounter [16].

Since the 1922 “Introduction to the General Problems of Psychology,” 
Binswanger [17] declared his intention to seek the possibility of developing a disci-
pline founded on the human encounter as the means to provide the psychiatrist with 
an implicit knowledge of the patient’s psychology (Person-wissenschaft). The 
author referred to a direct, “empathic” understanding of the other (Einfühlung), 
which implies the recognition—in the other—of something that belongs to one’s 
own personal experience. As this comprehension is based on an internal perception, 
it is essential for the individual (the psychiatrist) to gain a deep self-knowledge.

The author came back to the issue in 1924, suggesting that the psychiatrist may 
experience a sort of specific diagnostic feeling when interacting with a patient. He 
explicitly spoke of Gefühldiagnose [18], maybe referring to the work of Bleuler, 
who in 1906 had introduced the concept of “intellectual feelings” during the diag-
nostic process [19]. Bleuler, in fact, inspired by the work of the psychologist 
Joseph Nahlowski, had spoken about a sort of clinical immediate perception, like 
the one we have when we “feel” that a patient has typhoid fever without being 
able to explain why. Such “intellectual feelings” are not related to affectivity, but 
are described as “intellectual (objective) processes,” which are experienced in the 
form of “indefinite perceptions, conclusions and ideas” or simply “inner 
perceptions.”

Binswanger, however, going beyond Bleuler, proposed the idea that the 
Gefühldiagnose represents not a merely “instinctive diagnosis,” which may be 
based on unnoticed gestaltic perceptions, but a specific experience (Erlebnis) 
emerging in the context of a determined relationship with the other. He believed, in 
fact, that the intersubjective level of the psychiatrist–patient interaction plays a 
major role in the diagnostic dimension of the encounter [20].

M. Buonarroti et al.



7

Another thing: if we diagnose a case of schizophrenia ‘by feeling’, ‘feeling’ is here (…) a 
vague and generic expression for Erlebnis of acts, and in this case of very specific acts of 
perception of others not yet, or not yet adequately, investigated. In this situation we do not 
actually diagnose according to the feeling, but with the feeling; that is, by means of a per-
ceptual modality that has nothing in common with the term ‘feeling’, in the sense of sensi-
tive or emotional feelings, apart from the name. ([21]; p. 319, our translation)

Binswanger compares the precision of this diagnostic feeling to that of bodily 
perception: both are basic human tools, subject to training through experience. In 
this regard, in a letter addressed to Minkowski [22], he stated that Gefühldiagnose 
can only be understood and exploited by experienced psychiatrists, since such a 
comprehensive perception requires both a trained sensibility and the ability to inte-
grate it with a critical investigation of other psychopathological evidence.

Theoretically speaking, the centrality of the role of the psychiatrist’s feeling 
(Fühlen) in Binswanger’s formulation seems to be strictly connected with his main 
philosophical reference points: Scheler with his concept of inner perception [23] 
and Husserl with his concept of categorial intuition [24]. Under the influence of 
these phenomenologists, in fact, Binswanger claimed that the other’s mind should 
be investigated through both careful observation of the patient and sensitive atten-
tion to one’s internal feelings and resonances.

The most enlightening example of diagnostic feeling, according to Binswanger, 
is what happens when a psychiatrist meets a schizophrenic patient. He describes a 
feeling of being “rebuffed in oneself,” that is, an impossibility to empathically reach 
the patient, as if there were an invisible wall between the two actors of the encoun-
ter. He ascribes this feeling to the lack of identification that the clinician perceives 
when he or she comes into contact with the eccentricity or obliqueness of the schizo-
phrenic patient, a quality to which he devoted a well-known essay [25].

(…) we primarily perceive a man as schizophrenic as a whole and only at a later time do we 
bring our attention to single schizophrenic traits. (…) What we call lack of relationship can 
sometimes be the only perception that I have of an unknown person, but nonetheless it can 
‘surprise’ me enough to make me wince deep inside when the door opens and he/she enters. 
Naturally, I must be able to distinguish such a wince and its motives from the attraction or 
the aversion that I can experience only for reasons of sympathy or antipathy, but it is pre-
cisely for that reason that I am a psychiatrist. (…) ([21]; p. 319)

In truth, the lack of connection experienced with the schizophrenic patient does 
not prevent the clinician from thoroughly understanding the patient. In this regard, 
Binswanger distances himself from the Jaspersian position on the above-mentioned 
“experience of incomprehensibility.” On the one hand, he, differently from Jaspers, 
attributes such incomprehensibility to a lack of interpersonal resonance rather than 
to an intellectual hermeneutic failure [12]. On the other hand, he seems to be per-
suaded that, through intuition and empathy, it is nonetheless possible to holistically 
understand the nature of psychotic existence.

These convictions probably stemmed also from Binswanger’s familiarity with 
psychoanalytic discourse. Binswanger and Freud were indeed linked by a deep 
friendship and professional exchange [26]. In particular, the former found in the 
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psychoanalytic praxis a valuable starting point for the comprehension of relational 
dynamics, especially with regards to the concepts of transference and unconscious 
communication between analyst and patient. Nevertheless, he did not agree with the 
Freudian conceptualization of a neutral and “passive” analyst. On the contrary, he 
placed the analyst’s (psychiatrist’s) participation within the interpersonal field, 
referring to the phenomenological concepts of empathy and being-with (Mit-sein) 
to deal with this issue [27].

1.2.4  Eugène Minkowski

Eugéne Minkowski (1885–1972) is probably the most illustrious French-speaking 
psychopathologist of the twentieth century, and has provided seminal contributions 
to both research on the essence of schizophrenia and the epistemological debate [28].

Notably inspired by the work of Henri Bergson [29], Minkowski identified the 
“loss of vital contact with reality” as the core essence (trouble générateur) of 
schizophrenia [30]. The concept was modeled on the Bergsonian idea of élan vital, 
which referred to a mutual, harmonious, and dynamic connection between the indi-
vidual and the world. The loss of such connection represents, in the author’s opin-
ion, a distinctive deformation of the general disposition of schizoid individuals, so 
that they are unable to attune themselves to the external “rhythm” of the world and 
to empathically connect with other human beings.

In Minkowski’s view, the loss of vital contact with reality replaced the central but 
unsatisfying notion of autism developed by his mentor Bleuler. Bleuler had 
described this particular phenomenon as the consequence of a fundamental distur-
bance of thinking, expressed in the form of a morbid retreat and a predominance of 
inner life. Minkowski was on the contrary persuaded that a typical experiential qual-
ity (an autistic quality) imbues any activity of the schizophrenic patient, regardless 
of his or her apparent behavior. In other words, even common comportments are 
deeply affected by a lack of attunement with the surrounding world, and, indeed, 
this withdrawal from what Minkowski defines as the “common base” characterizes 
the schizophrenic patient as an alienated, “stranger” to others. Such a perception is 
heightened by the replacement of the naturalness and vitality of shared common 
ground with a fixed, static, and rational attitude, which further detaches the patient 
from the implicit field of human reciprocity.

Provided such a view, it is not surprising that Minkowski thought about the pos-
sibility of a holistic perception of the schizophrenic essence that arises directly from 
the clinical interaction. Since his 1927 contribution on schizophrenia [30], in fact, 
Minkowski spoke about the role of “feeling” in the evaluation of schizophrenic 
patients, coining the well-known expression of diagnosis through penetration:

The notions of schizoidy and syntony concern, as we know, the behaviour of the individual 
towards the surrounding world, his or her ability to vibrate in unison with it and to keep 
contact with reality. These notions primarily relate to the affectivity and the activity of the 
individual. Well, in order to assess them, we have an infallible tool in us. It is our own 
affectivity, our own personality. […] It won’t be enough for us to observe as impassive 

M. Buonarroti et al.



9

spectators like we do when we see a preparation under the microscope, to enumerate and to 
classify the psychotic symptoms in order to make a putative “scientific” diagnosis through 
pure reason. We will bring into play also our living personality and we will evaluate, 
through a comparison with it, the peculiarity of the patient’s way of being. In addition to 
reason, we will use feeling, which obviously does not mean that we will get emotional 
about the fate of the patient, but that we will attempt to “feel” with him or her and to under-
stand how he or she feels. We will consider this evaluation as an important element of our 
psychiatric opinion about him or her. ([31]; p. 41–42, our translation, emphasis added)

In addition to “diagnosis through reason” there will be a “diagnosis through feeling” or, 
better, “through penetration”, which will be often far more important. It is clear that the 
diagnosis through penetration cannot ever be reduced to the idea of diagnosis through a 
simple impression. Such a method needs, like any other method, to be expressed; and it can 
be gained only through lengthy experience. ([31]; p. 42, our translation)

Minkowski’s proposal was very close to the concept of Gefühlsdiagnose intro-
duced by Binswanger in 1924, and indeed the two scholars had a fine exchange 
about this formulation. In particular, both authors claimed that a holistic compre-
hension of the schizophrenic way of being must be integrated with the widespread 
psychiatric practice of objectively collecting symptoms and signs. However, 
Minkowski was more concerned about the use of the term “feeling,” especially 
within the French scientific community, since in his opinion, there was a risk of 
semantic confusion with the subjective and emotional nuances of that term [32]. 
This is why he preferred to speak about diagnosis through penetration.

Minkowski returned to this issue once again in a passage of his 1933 essay on 
lived time [33], describing in detail how the progressive impoverishment of the 
schizophrenic patient’s emotional life tends to elicit in the clinician a highly specific 
feeling:

In the presence of this particular impoverishment of his [the patient’s] life, we experience 
the painful sensation of knowing all about him. The base common to our fellow men is 
missing. The psyche of the patient is too well understood. We see it before us in complete 
detail, as a group of objects, not as a piece of theater behind which we feel the play of divine 
forces. The patient, uprooted from this common base, no longer has anything of the “fellow 
man” about him; he is insane. ([34]; p. 178, emphasis added)

It is mainly the flattening and the fixity of the patient’s psychic life that induces 
in the clinician a painful feeling of alienation and guides the diagnostic reasoning. 
Thus, where Binswanger spoke about the effects of “obliqueness,” Minkowski 
stressed the interpersonal weight of the “life sources exhaustion” of the schizo-
phrenic existence. Both of these psychiatrists, however, referred to a similar way of 
knowing (which subsequently would have been called “intersubjective”), despite 
coming from different philosophical references. While Binswanger was signifi-
cantly influenced by Husserl’s thought, in fact, Minkowski made his Bergsonian 
inspiration about this issue very explicit:

Sitting face to face with my patient, I am meticulously writing down his utterances, and 
then suddenly, like in a flash, one of his sentences illuminates everything with a particular 
clarity, and I have a feeling of having seized a complex living whole, of having grasped the 
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‘trouble générateur’, which now appears as the touchstone of the whole clinical picture. 
Here we can speak of an example of Bergsonian intuition ([35]; p. 145).

Thus, even though Bergson was not an explicit interlocutor for his coeval 
Husserl, the contemporary development of the concepts of intuition (Bergson) and 
categorial or eidetic intuition (Husserl) laid a common ground for epistemological 
reflection in psychiatry, conveying, through Minkowski’s and Binswanger’s work, 
the idea that, as philosophers but also as psychiatrists, we cannot consider our-
selves as external observers of reality. On the contrary, we are so immersed in real-
ity that our subjective point of view is a unique and essential means of knowledge. 
Feeling, penetration, and intuition are, then, only different ways to approach the 
description of an immediate and irreplaceable method of grasping the essence of 
the Other.

1.2.5  Henricus Cornelius Rümke

The name of Henricus Cornelius Rümke (1893–1967), a Dutch psychiatrist, is prob-
ably the name most often associated with the issue of diagnosis through feeling. His 
concept of praecox feeling (Praecox Gefühl) is generally mentioned by authors who 
deal with the intuitive element inherent in the diagnosis of schizophrenia, and it 
maintains its appeal to this day among clinicians in their everyday practice [36–38]. 
This particular renown is probably attributable to both the semantic efficacy and the 
operational suitability of his formulation with respect to the concepts proposed by 
other psychopathologists, as a recent renewed interest supports [39, 40].

Rümke introduced the concept of praecox feeling in 1941, claiming that schizo-
phrenic patients tend to evoke, in experienced psychiatrists, a typical feeling that 
they often use, even implicitly, to make a diagnosis [41]:

It is remarkable that it is rare for a diagnostician to be able to indicate exactly how he arrives 
at a diagnosis of schizophrenia […] The conclusion will often be that the proponent has 
sensed a specific schizophrenia or praecox feeling during the interview of this patient – he 
has noticed that this patient’s mental state has a specific schizophrenic colour ([42]; p.335, 
emphasis added)

The term praecox was borrowed from the Kraepelinian notion of dementia prae-
cox, which Rümke considered as the most convincing definition of the “true” 
schizophrenic disease, not to be confused with other psychotic disorders included in 
Bleuler’s looser concept of “schizophrenia” [43]. Indeed, Rümke intended to 
describe an interpersonal phenomenon specifically related to the encounter with the 
“true” schizophrenic that is genuinely conceivable as a pathognomonic experience. 
Even though Rümke acknowledged that this feeling generally arises in the clinician 
from the early stages of the interaction – when her attitude is still “disinterested and 
neutral” – he never used the term praecox to allude to its precocious appearance, as 
has often been reported by authors speaking of “diagnosis in the first minutes” [39]. 
Actually, in Rümke’s view, praecox feeling was not intended as a simple diagnosis 
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at a glance, quickly emerging during the encounter, but rather represented a com-
plex intuitive experience belonging to the interpersonal field of clinical interaction.

In the 1941 paper, Rümke describes praecox feeling as a subjective perception of 
whole discomfort, as if something is going wrong in the mutual interaction: the 
clinician “notices something out of order within himself; he cannot find the patient” 
([42]; p. 336, emphasis added). The author attributes this strange impression mainly 
to three characteristics of the patient: “affective disturbances,” “anomalies of 
thought,” and “psychomotor symptoms.” In particular, he devotes extensive space to 
the first element, claiming that the schizophrenic affect and interaction behavior, 
typically marked by a lack of “intercourse” or a poor “rapprochement instinct,” 
prevents the clinician from successfully building a reciprocal relationship, that is, in 
empathizing, with the patient. The most apparent signs of schizophrenia, like anom-
alies of thought or bodily expression, probably elicit a rapid, gestaltic, and proto-
typical impression. Yet, Rümke identifies the very core aspect of the praecox feeling 
as being most apparent during immersion in the particular intersubjective milieu of 
the encounter. It is in fact mainly through the uncomfortable impossibility to attune 
with the patient that the clinician prereflectively senses his “schizophrenicity.”

Even though Rümke did not make explicit reference to the work of Binswanger 
or Minkowski, it is clear that his position was very close to theirs. All three were 
influenced by phenomenological psychopathology (Rümke studied under Bleuler) 
and came into contact with psychoanalytic discourse (Rümke underwent analysis 
training in Switzerland), so it is not surprising that they were so interested in under-
standing the role of the clinician’s subjective experience. In essence, they similarly 
conceptualized the dimension of feeling as an acute perception basically grounded 
in the intersubjective dynamics related to the patient’s way of being-with.

Most helpful to me in my clinical practice has been the following: I am guided by the 
“schizophrenia-feeling” or maybe inasmuch as this is not a true feeling, more correctly by 
the “schizophrenia experience”, which arises in the examiner. Only highly experienced 
psychiatrists, however, will be able to use this “experience” as an instrument of guidance. 
Whenever this feeling is not aroused in me, the above-mentioned criteria seem to lack their 
schizophrenic character and their quality of being “very definite” […] ([44]; p. 332)

Rümke particularly stresses the idea that, even though this experience arises as a 
basic human perception of empathic failure, the ability to use it “as an instrument of 
guidance” should be nurtured and trained. Also, on this subject he agrees with his 
known (Binswanger) and unknown (Southard) predecessors, although he was the 
first to explicitly exhort psychiatrists to learn to recognize and use their own subjec-
tive experience.

The reliability of praecox feeling was a major concern for Rümke, and his reflec-
tion about its possible misinterpretations is probably one of the most original con-
tributions coming from his proposal. On the one hand, the author makes it clear that 
praecox feeling is a highly specific tool, but it is not equally sensitive: “[…] how-
ever, while one no doubt can be sure that the patient suffers from schizophrenia 
whenever the praecox experience is there, the reverse, I must admit, is not true.” 
([44]; p.  332). What we would call false negatives, in fact, can occur when the 
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clinician has “rich and highly developed empathic capacities” and establishes a 
mutual contact with the patient even beyond the latter’s limited possibilities: “a 
pseudo- rapport may be mistaken for a real one” ([42]; p. 341). On the other hand, 
Rümke acknowledges that a clinician might exhibit an “unjustified rejection of the 
diagnosis of schizophrenia” due to the development of a feeling of sympathy toward 
the patient, falling into a diagnostic mistake. For this reason, it is always recom-
mended to integrate the prereflective impression with a properly detailed interview.

In addition, in Rümke’s view, the occurrence of praecox feeling can be affected 
by the current condition of the patient. In a late essay about older schizophrenic 
patients, the author indeed acknowledges that this experience should be considered 
reversible and state dependent, as it may change or fade over the course of the 
illness:

As I have considered the ‘praecox feeling’ [Praecoxgefühl] or the ‘schizophrenia feeling’ 
[Schizophreniegefühl], or even better, the ‘schizophrenia experience’ [Schizophrenie- 
Erleben], as of great importance for the diagnosis of schizophrenia, I have described it 
several times. It turned out to be completely unexpected that in the encounter with these 
older schizophrenic patients, this feeling did not emerge in me. […] The above-mentioned 
insecurity does not arise, because a certain reciprocity has been built with the patient. While 
the doctor may feel something alien with the patient, this alienation faces him/her in another 
way; a way I wish to call ‘almost pleasant’. Empathy [Einfühlung] fails here too; but in this 
now quiet personality there is still a lot to empathize with. (…) This has become possible 
because the distance between the patient’s ego and his/her delusional world [Wahnwelt] is 
much greater than at the onset of schizophrenia. ([45]; p. 220–221, our translation)

In other words, it becomes even more clear that Rümke attributes a crucial 
importance, for the development of praecox feeling, to the lack of reciprocity 
embedded in the crumbled experience of the patient and in her inability to affec-
tively partake in the encounter. On the contrary, the chronic patient’s “restored” 
personality seems to enable the clinician to more easily approach him or her, miti-
gating the disturbing or alienating impression, which induces the praecox feeling.

Finally, while Rümke evidently focused his attention on the interpersonal phe-
nomena implied in the relationship with schizophrenics, he claimed that psychia-
trists should assume that their subjective experience is always a fundamental 
element for understanding and diagnosing, as “the importance of two-sidedness in 
interpersonal relations not only shows itself in the case of schizophrenia; it is impor-
tant for the understanding of other illnesses as well” ([42]; p. 337).

1.2.6  Jakob Wyrsch

Jakob Wyrsch (1892–1980) was a Swiss psychiatrist, well-known for his studies on 
schizophrenia and close in theoretical alignment to the psychopathological posi-
tions of Bleuler and Binswanger. It was Wyrsch who suggested to Binswanger the 
use of the term Daseinsanalyse and, even though his essays were primarily derived 
from clinical practice, he was definitely influenced by the phenomenological 
perspective.
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Inspired by the Gefühlsdiagnose concept, Wyrsch reaffirmed in 1946 the idea 
that the clinician’s intuitive impressions are relevant and useful data for diagnosis 
[46]. Indeed, the clinician’s sensations are related, according to Wyrsch, to an 
“intersubjective,” shared dimension that directly refers to the patient’s interior state, 
and they reach the highest sharpness when the patients describe their personal his-
tory or their thoughts and emotional states. Even in the case of a different person 
describing the patient’s clinical history, we could theoretically experience typical 
relevant feelings. However, only a direct exchange with the patient is considered to 
function as a generative moment of clinical intuition (Anschauung). In Wyrsch’s 
opinion, a careful recognition of the clinician’s intuition also requires prolonged 
contact with the patient, and this contact should be free from theoretical influences 
and distant from the objectifying paradigm of medicine; rather, it should preserve a 
reciprocity dimension (Mitmenschen). This disposition implies in fact not only the 
technical aspects of the psychiatric practice, but also, and especially, all the nuances 
and patterns that are normally present in every human interaction.

Wyrsch, like his predecessors, rejects the potential criticism about the lack of 
objectivity and trustworthiness of the clinician’s intuitive impression, emphasizing 
its nature as a methodologically rigorous knowledge tool. In fact, the discriminating 
power of intuition in the relationship with schizophrenic patients is rooted in the 
fundamental characteristics of the schizophrenic way of being, which are fully 
expressed in interpersonal interactions.

This is what we see in schizophrenic patients through intuition, and what brings us to the 
right diagnosis, because we do not catch symptoms but a way of being which is peculiar to 
schizophrenics and to no one else. In the sense here used, intuition has nothing to do with 
magic, suggestion, or guessing, but is a sober method. Basically, we do nothing different 
from what a judge of men does when he experiences being together with another man [..] 
([46]; p. 1173, our translation)

The feeling of facing a “strange” and “crazy” (verrückt) presence is indeed elic-
ited in the clinician by the patient’s emerging detachment from the shared world of 
common sense (volkstümlichen Sinne). Wyrsch refers to a deep disconnection 
between the patient and other human beings, as well as from the surrounding envi-
ronment and from the cultural background in which the patient grew up. In other 
words, the schizophrenic patient lacks what the author calls the “living unity of the 
person,” and for this reason, he or she appears to us as distant, hollow, a sort of 
“mere shape.”

The effect of this core characteristic is that we immediately perceive a “defi-
ciency,” an “absence” of something that is fundamental and deeply human, and this 
perception gives a special meaning to the observable symptomatology. Hence, the 
schizophrenic existential structure can be holistically grasped only through intuition, 
not being susceptible to analytic dissection. Indeed, neither the individual symptoms 
nor the sum of these symptoms can exhaustively characterize schizophrenia as a 
whole; something always remains beyond this sum, and this is precisely what allows 
us to make an intuitive diagnosis. Diagnosis by intuition is, then, not a judgement 
based on deductive conclusions drawn from certain manifestations nor a method of 
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guessing or supposing; it is a real form of knowledge grounded in a subjective and 
reliable perceptual act. In Wyrsch’s conclusive words: “The fact is that [schizophre-
nia] often precedes the tangible symptoms, and it cannot be dissected through analy-
sis, but can be seen only through intuition” ([46]; p. 1176, our translation).

1.3  From 1950 to the Early 2000s: Atmosphere 
and Intersubjectivity

1.3.1  Hubertus Tellenbach

The German psychiatrist and philosopher Hubertus Tellenbach (1914–1994) was 
one of the first to account for the “intersubjective turn” of the paradigm of intuitive 
diagnosis, giving a notable contribution through the concepts of atmosphere and 
atmospheric diagnosis. His thoughts, expressed in the essay Geschmack und 
Atmosphäre [Taste and Atmosphere] [47], has been influential in both psychopa-
thology and philosophy[48, 49], contributing to the advancement in perspective on 
the nature of human exchanges.

In his work, Tellenbach presents the idea that there exists a prelogical, immedi-
ate, and close communication between human beings engaged in social interaction, 
and that the senses of taste and olfaction are primarily involved in this form of com-
munication, as we develop—since early childhood—the ability to “smell” the atmo-
sphere of others.

More than any other sensory experience, our sense of smell reveals that, beyond the mere 
fact of sensory reception, something enters into perception that tells us about the inherent 
nature of the thing, thus received. But in every objective as in every personal experience 
there is a surplus that is not expressed. This surplus, which lies beyond the actual fact of the 
experience, but which we sense as belonging to it, is what we call atmosphere […] An indi-
vidual has atmosphere in that the [sic] radiates the nature of his personality - “like a delicate 
cloud, which emanates from his person” (E.Minkowski). But he also has the ability to dis-
cern the atmosphere of other people, a sensitivity for atmosphere, which is an inherent 
component of the oral sense. My sensing the atmosphere of another person reveals to me 
forces at work within him that reach my own disposition in the shortest and most direct way 
and make me react positively or negatively to him by instinct. ([50]; p. 227)

Tellenbach draws a parallel between the atmospheric perception of the world and 
the real perceptive properties of taste and olfaction. These two senses, according to 
him, provide in fact a qualitative view of the world that affects the experience of the 
subject. First, they are always accompanied by a feeling of “good” or “bad,” in con-
trast to the other senses, which are commonly “emotionally neutral.” Further, taste 
and olfaction are deeply linked to vital functions (i.e., we cannot breathe without 
perceiving an odor and vice versa) and often provide direct and substantial informa-
tion about the constitutive nature of the objects (i.e., the intrinsic dangerousness of 
a gas). Similarly, human beings are, since early sensorial interaction with their 
mother, accustomed to “smell” or “sense” the atmosphere of others, which can be 
pleasant or unpleasant, and then elicit consistent, prereflective, reactions.
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The atmospheric feeling, hence, can be conceived, in Tellenbach’s opinion, as an 
automatic, implicit, and founding activity that plays an essential role in many human 
processes. The building of relational basic trust (through the interaction with the 
pleasant fragrance of the mother), the constitution of one’s own “sense of self” 
(through the reciprocal phenomena of atmospheric resonance), and the creation of 
shared—cultural—atmospheric “envelopes” are just a few examples of such human 
processes. “Now, within this radiating and discerning encounter among individuals, 
a common atmosphere is also being constituted, which can be experienced as a cer-
tain coloration of interpersonal relations. This atmospheric composite fills that area, 
which M.  Buber calls the “among” (or, “between”) and K.  Löwith the “one 
another””. ([50]; p. 228)

These atmospheric phenomena elude the possibility of an objective (i.e., third- 
person) approach, as it is not possible to “divide the atmospheric feeling from its 
object, since it coincides with its presence” ([51]; p. 54, our translation). Researchers 
should, then, give up on treating the atmospheric data from a traditional “scientific” 
point of view, and accept that we live immersed in atmospheric influences that we 
can grasp only through our natural—but trained through careful practice—sensorial 
attitude.

This particular mode of knowing is no doubt crucial in every human relationship, 
but it becomes even more critical in psychiatry. The irreducible, not objectifiable, 
atmospheric sense lays in fact the foundations for the formulation of the atmo-
spheric diagnosis. Indeed, Tellenbach refers to the concepts previously introduced 
by Rümke and Wyrsch, explicitly sharing their claim about the validity of an intui-
tive criterion for psychiatric diagnosis:

It is not justified to erase such a criterion from the scientific debate following the rationale 
that we are dealing with a “skill” that cannot be considered equal to the knowledge of facts 
in their objectivity. By doing so, we would attribute to this skill a vagueness that actually 
does not pertain to it. […] It seems to us beyond doubt that the coherence between the sense 
and the atmospheric radiation represents the most important element of the world of com-
prehending […]. If, therefore, an atmospheric element is not objectifiable, either in an 
explanatory or in a descriptive-phenomenological (à la Jaspers) sense, it still remains quali-
fiable, especially in those situations in which it can be perceived as a medium of intersub-
jectivity. ([51]; pp. 55–56, our translation)

Psychiatrists, therefore, should rely on “taste” to guide their diagnostic reason-
ing, since the deviance, the “extravagance” of the patient, can be implicitly acknowl-
edged through this sense. This sense of taste, in fact, confers the ability to grasp the 
incoherence between the patient’s behaviors and thoughts, on one side, and his or 
her being embedded in the shared cultural world, on the other. Once the psychiatrist 
has sensed the deviance, he or she should compare this impression with the symp-
toms and signs collected through an objective observation, and it is indeed from this 
comparison that a thorough diagnosis can arise. Hence, like his predecessors, 
Tellenbach highlights the need for an integration between a first intuitive moment 
and the following analytical and rational ones. Similarly, he claims that the ability 
to sense the patient’s “inadequacy” is a trainable skill, and that often young trainees 
are not fully aware of and confident in using this way of knowing.
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Even though Tellenbach focuses on schizophrenia as the most clear example of 
an intersubjective dissonance resulting in the possibility of an atmospheric diagno-
sis, he posits that such an understanding can be true for the “experience of fading or 
loss of freshness detectable also in mild endogenous depressive alterations” ([51]; 
p. 55, our translation). In fact, Tellenbach devotes a sizable part of his essay to the 
specific relation between atmospheric changes and the nature of psychopathologi-
cal (or existential) crises. For instance, the perplexity and derealization seen in 
schizophrenia, which often precede or accompany the development of delusions, 
are keenly perceivable as an originally atmospheric phenomenon. Indeed, the psy-
chotic transformations are by their nature embedded in deep sensorial distortions 
(e.g., unusual smell or taste perceptions), which can be experienced by both the 
patient and the clinician who interacts with him. Also, the mild melancholic condi-
tions, or the very early stages of the severe ones, are related to an atmospheric 
change. Since in these cases, the sensorial perceptions lose their “emotional reso-
nance,” they are no longer suitable for facilitating an affective contact, a “syntony” 
with the world. Thus, melancholic patients cannot “feel” in agreement with their 
sensorium and the psychiatrist perceives this atmospheric disconnection as the 
absence of the vital “tone” of the atmosphere radiating from them.

Through these examples, thus, Tellenbach makes clear that it is the patient’s 
atmospheric disruption that becomes part of the whole atmosphere of the dyadic 
interaction, providing a definition of the intersubjective perspective that was to be 
further developed by authors like Kimura and Blankenburg.

1.3.2  Bin Kimura

Bin Kimura (1931–) is a Japanese psychiatrist and scholar of phenomenology, who 
proposed a very original approach to the field of psychopathology: he is the first 
psychiatrist to clearly define schizophrenia as primarily a disorder of intersubjectiv-
ity. Kimura integrates ideas from traditional Japanese culture and philosophy (espe-
cially from Kitaro Nishida) with theoretical concepts borrowed from European 
phenomenological psychopathology, and enriches such perspectives through music 
practice and listening. His positions are close to those of Tellenbach and Blankenburg, 
with whom he began a personal relationship during his European studies.

In describing the human intersubjective dimension, Kimura takes inspiration 
from the Japanese concept of aïda, which to some extent recalls Buber’s concept of 
Zwischen, that is, the “between” in which the I-Thou dialogue lies [2]. According to 
Japanese culture, aïda is the “between” of human presence, the (virtual) space in 
which the Self meets both oneself and the other, and it represents the essence of the 
identity of the subject. It represents at the same time an intersubjective and an intra-
subjective experiential dimension. Kimura attempts to illustrate this in his 1988 
dedicated essay [52], through a musical metaphor, describing the experience of 
musicians engaged in an orchestral performance. When the musical execution has 
reached—after a preparatory study—the stage of harmonization, any musician 
experiences himself or herself individually playing music while simultaneously 
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participating in the flow of the collective execution. From a subjective perspective, 
it is indistinguishable whether the musician independently creates the sounds that 
constitute the music or is guided by an autonomously living melody: the two 
moments coexist and interact with each other. Aïda is this place, which is neither 
internal nor external, neither detached nor subjective to the other.

Intersubjective aïda is experienced as intrasubjective aïda. Intrasubjective aïda is nothing 
other than the scene of the encounter with the noematic sound world by virtue of the noetic 
playing act of each musician. Thus, aïda is between noetic and noematic, but its very 
essence is the noetic act of encountering the world. The noetic aspect of each subject gener-
ates, in the form of the internal aïda, a relationship between the self and the noematic 
aspect. ([52]; p. 43, our translation)

Kimura refers to the Husserlian terms of noesis and noema, according to which 
noesis is the act of being conscious of an object (intentionality), while noema is the 
object in the conscious act. However, these concepts are mixed with and enriched by 
Japanese philosophical tradition and by Kimura’s thinking, yielding a very complex 
picture of the human intersubjective dimension. Yet, two issues seem to be funda-
mental to understanding Kimura’s position on the relationship between intersubjec-
tivity and psychopathology: First, Kimura does not consider intersubjectivity as the 
end product of the encounter between detached and fully formed subjects; rather, 
this dimension is continuously developed by—but also constitutive of—the inter-
acting subjects: indeed, Self both arises and resides in the interpersonal field of 
interaction. Second, by virtue of its both intrasubjective and intersubjective nature, 
aïda operates as a sort of meta-noetic principle, able to integrate the aïda of differ-
ent individuals, anchoring them to a shared lifeworld, that is, the so-called sensus 
communis [52].

It is then not surprising that Kimura attributes a notable role to the clinician’s 
subjective experience in the diagnostic moment of the clinical encounter, especially 
with regards to schizophrenic patients. Since early in his clinical experiences, in 
fact, Kimura has made observations on the interaction with schizophrenic patients, 
as is clear in this 1965 contribution:

As Japanese, we attempt to go beyond individuality through immersing ourselves in the 
depth of our Self to find the common aïda. It is in this way that I meet the schizophrenic in 
my jikaku […] I look for the key essence of schizophrenia in my own inner world, where 
schizophrenia induces an abnormal noetic atmosphere that derives from the attempt to 
avoid contact with the other at a noetic level. The modification produced in the aïda by this 
mode of encountering—typical of the schizophrenic—makes difficult my habitual self- 
awareness. ([53]; p. 142, our translation)

The concept of jikaku, which Kimura uses following Nishida, can be translated 
as “self-awareness” or “self-consciousness.” In other words, since intrasubjective 
aïda reflects the intersubjective experience (and vice versa), the encounter with 
the patient inevitably induces a change in the clinician’s self-experience (jikaku), 
and this is particularly noticeable with schizophrenic patients. Interestingly, this 
concept calls to mind the particular expression used by Rümke about the praecox 
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feeling: the psychiatrist “notices something out of order within himself; he cannot 
find the patient.” In fact, in a number of passages, Kimura explicitly refers to 
Rümke, yet goes beyond his predecessor in the intersubjective explanation of the 
described phenomenon. According to Kimura, schizophrenic patients exhibit a 
typical constitutive fracture in their arché-aïda, that is, the primordial aïda [53]. 
A failed foundation of the Self prevents them from establishing a dynamic and 
well-balanced intrasubjective relationship with otherness, and this is perceived by 
the clinician as an obstacle to the development of an authentic intersubjective 
mutual exchange. Again, as previous psychopathologists have claimed, the 
“absence of contact” is conceived as a specific marker of this peculiar human 
encounter:

The inadequacy of aïda between the patient’s own self and the self of the other entails a 
rupture in the interpersonal relationality that is characteristic of schizophrenia. The most 
clear sign of the peculiar interpersonal relationality of the schizophrenics is their specific 
lack of spontaneity: an absence of emotional exchange during interaction, a particularly 
cold or lifeless facial expressions, inappropriate social behaviour, bizarre or impulsive reac-
tions, strange negativistic manifestations, or poor resistance in interpersonal relationships 
([53]; p. 8, our translation).

1.3.3  Wolfgang Blankenburg

Wolfgang Blankenburg (1928–2002) was a German psychiatrist who was especially 
known for his 1971 work about the “loss of natural self-evidence” [54], which still 
represents an essential contribution to phenomenological reflection on the psycho-
pathology of schizophrenia. Blankenburg studied both philosophy and medicine, 
drawing inspiration from scholars like Heidegger, Husserl, von Weizsaecker, and 
Binswanger. His view of mental illness was in line with the dasein-analytical tradi-
tion, which promoted an approach aimed at understanding the existential path of the 
individual rather than collecting her symptoms and signs.

Blankenburg proposed a view on schizophrenia focused on the failure of the 
intersubjective constituent of common sense, the implicit “givenness of things” or 
naturalness of everyday life that allows the individual to effortlessly attune to the 
world and to others, feeling in a prereflective way that she is taking part in a shared 
reality. His position is quite close to that of Kimura (who was also one of his 
Japanese translators), as they both assign to the alterations of the intersubjective 
field of experience a capital role in the development—as well as in the peculiar pres-
ence—of schizophrenia. Both authors acknowledge that this presence can be intui-
tively felt by those who encounter a schizophrenic patient, even in the absence of 
apparent manifestations (i.e., in symptom-poor schizophrenia). This perception is 
often sensed, according to Blankenburg, in the form of a feeling of strangeness, 
which mirrors the alienation experienced by the patient:

Our feeling of alienness (Befremdung) and his or her [i.e. the schizophrenic’s] feeling of 
estrangement (Entfremdung) are specular, and they refer to one another. ([55]; p. 28, our 
translation)
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For psychopathology, the failure of comprehension is a fundamental criterion. […] The 
consciousness of the psychiatrist (the “alienist”, as Straus emphasizes) becomes, so to 
speak, a “sensitive reagent”, and acquires a sort of hypersensitivity to the “incomprehensi-
ble”. Such hypersensitivity allows one to more easily single out the schizophrenic element. 
([55]; p. 82, our translation)

Blankenburg makes a number of explicit references to Rümke’s praecox feeling, 
which he considers as the most subjectivist interpretation of the concept of “failure 
of comprehension” described from Jaspers onward. In accordance with other 
researchers in the field of intersubjectivity, in fact, Blankenburg calls into question 
the mere diagnostic use of the psychiatrist’s interpersonal perceptions, recommend-
ing that the use of this approach move beyond the epistemological perspective. In 
his opinion, an exclusively diagnostic use of such “feeling” risks indeed leaving the 
psychiatrist in the position of defining the “abnormal” from the outside, while it 
should be essential to place the abnormal within a broader overview of the possibili-
ties of human existence. The author’s philosophical studies have had no doubt a role 
in this need to problematize the nature of the praecox feeling and to reject the idea 
of its uncritical application. In fact, it may be said that his or her essay represents 
itself an effort in the direction of addressing the ineffability of this experience.

Regardless of the divergences, however, Blankenburg agrees with Rümke about 
the crucial role of praecox feeling for differential diagnostics and about the signifi-
cance of the first moments of the clinical encounter as a prime opportunity for its 
occurrence:

The whole of what we meet (e.g. the whole of an ill individual) is not a sum of isolated 
details, but is already, necessarily, a co-experience. The fact that, within what we define as 
the “first impression”—for example the “praecox feeling” (Rümke) which represents a pro-
totype of a phenomenological experience within the natural attitude—more can often be 
revealed than in further deeper interactions, is clearly connected to that minimal level of 
“empirical amputation” which indeed characterizes the first impression. This means that the 
first impression does not yet imply an already organized or defined categorical attitude, but 
a more basic capacity of experience which primarily gives meaning to categories. ([55]; 
p. 17, our translation)

Highlighting the phenomenological quality of praecox feeling, even when it 
occurs in the absence of an intentional act of epochè, Blankenburg reaffirms, in 
continuity with his predecessors, the universal nature of such an attitude, placing the 
“first impression” within the category of the basic human skillset. However, accord-
ing to him, a competent use of this skill not only implies diagnostic expertise but 
also provides a therapeutic instrument that has the ability to give meaning to the 
patient’s “alienated” experience.

1.3.4  Bruno Callieri

Bruno Callieri (1923–2012) was an Italian psychiatrist and psychopathologist. As a 
founder of the Italian phenomenological school, he favored the rejection of any 
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form of psychiatric reductionism and introduced a clinical praxis rooted in the inter-
subjective significance of the encounter [56]. Inspired in particular by the philo-
sophical thought of Husserl, Stein, Scheler, and Buber, Callieri was in contact with 
many scholars in psychopathology (i.e., Jaspers, Schneider, Straus, Minkowski), 
and especially emphasized the therapeutic value of the phenomenological approach 
in clinical settings. His original contributions were indeed characterized by a per-
spicuous view on the double nature—comprehensive and therapeutic—of the clini-
cal encounter, grounded in the idea that mental illness is a substantially intersubjective 
disorder (see also Chap. 13) [57].

Callieri placed the phenomenological attitude, which lies beyond the preformed 
or doctrinal theories, at the basis of any authentic and therapeutic interaction with 
the patient. Only an honest, direct, and spontaneous encounter can promote the pos-
sibility of a true reciprocity, whereas the naturalistic approaches, including psycho-
analysis, risk encouraging an overly mechanistic model of psychotherapy.

Thus it is necessary (and in the last years it has become for me almost an ethical need) to 
release the concept of transference from its narrow naturalistic and almost mechanistic 
framework, opening it to the encounter, that is to the We […] And so we might consider 
psychiatry as not only the investigation of the distortions of inter-human communication 
but also, and perhaps primarily, as the study of the anthropological distortions of the 
encounter. ([57]; p. 32, our translation)

In other words, according to Callieri, mental illness is the ultimate expression of 
a profound distortion in the possibility of interhuman dialogue. This distortion can, 
as in the case of schizophrenic patients, be present to such an extent that the defeat 
of the interpersonal encounter can be considered as the distinctive trait of the dis-
ease. In these cases, the normal I-Thou dialectic, according to which the Other is not 
given to me as an object, but arises in me as a subject to relate with, seems to be lost. 
As a consequence, the encounter with the patient is characterized by the psychia-
trist’s perception of facing a barely graspable subject. Callieri describes this experi-
ence as a feeling of disorientation and uncertainty, which reflects the impossibility 
of identifying the patient as a subject who is open to enter into a mutual interaction 
with another person. Through this feeling, the clinician directly grasps the implicit 
structure of the patient’s being-in-the-world.

This kind of comprehension, which spontaneously emerges during the encounter, 
is not otherwise achievable, and therefore represents a valuable guide for the clini-
cian’s clinical thinking. The different atmospheres related to encountering not only 
schizophrenic patients, but also depressed, manic, paranoid, or borderline ones, 
enable the clinician to differentiate them along a common inability to develop a We.

It remains in any case the vast desert of the fall of the encounter, of its defeat, of its failure 
into the “schizophrenic land”, the paranoid steppe, the obsessive swamp, the melancholic 
fog; already von Gebsattel and then von Baeyer (1955) gave us memorable pages about the 
failed encounter (the Vergegnung) with the schizophrenic, about the impossibility to build 
the we, typical of the paranoid, the delusional, the manic and also of many patients with 
personality disorders, more or less characterized by elements of antisociality and/or perver-
sion. ([57]; p. 32, our translation).
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Callieri’s position is rather close to that of Blankenburg, since both authors place 
the intuitive and understanding element inherent to the patient’s evaluation into a 
larger reflection about the significance of the human and clinical relationship. 
Adopting an open (phenomenological) attitude toward the patient’s experience, in 
fact, seems to be not only an epistemological issue, but is the means by which the 
psychiatrist can grasp the aberrant and disorienting presence of the patient and start 
the therapeutic restoration of the possibility of an authentic relationship with 
the other.

1.4  Conclusions

Over the years, a rich psychopathological and clinical tradition has been established 
regarding the role of the clinician’s subjective experience in the process of under-
standing in psychiatry. As shown in this chapter, a number of eminent psychopa-
thologists have attempted to describe and examine the core nature of the so-called 
diagnostic feeling, pointing out its clinical implications and potential usefulness. 
Phenomenological and, in some cases, psychoanalytic influences have contributed 
to this particular interest in the distortions of the implicit interpersonal dialectic.

Interestingly, taken together, the proposals collected here converge into a few 
main issues, which we can summarize in the following key points:

• Most of the authors highlighted in this chapter have pointed out that feeling, 
intuition, atmospheric sense, etc., represent a kind of immediate comprehension 
of the other’s way of being that should be always complemented with clinical 
data gathered through an analytical and rational investigation. Empathic knowl-
edge, in fact, should be considered mostly as a guide, rather than as a final 
judgement.

• Almost all of the authors have explicitly distinguished intuitive perception from 
sympathetic resonance, especially when the potentially confounding term “feel-
ing” has been used. It has been generally acknowledged, in fact, that the clini-
cian’s receptivity to these kinds of sensations has nothing to do with affective 
involvement with the patient or with emotional feelings like sympathy or aver-
sion. Rather, a pure perceptual act is at stake.

• A number of authors have claimed that a certain expertise is needed to usefully 
manage the intersubjective perceptions spontaneously emerging during the clini-
cal encounter. According to these authors, if the ability to empathically grasp the 
other should be considered as a basic human skill, the ability to identify and cor-
rectly interpret one’s own feelings needs to be valued and cultivated throughout 
the development of the psychiatric practice.

• From the “intersubjective turn” that occurred in psychiatry around the 1950s, 
almost all of the authors highlighted here have placed the clinician’s sensitivity 
to the patient at the center of an overall reflection about the general significance 
of the clinical relationship in terms of developing a convenient framework for 
therapeutic alliance and intervention.
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The convergence of the highlighted authors on these points is of particular rele-
vance, not only since they came from different—sometimes culturally distant—bio-
graphical and theoretical backgrounds (consider in particular the case of Southard), 
but also, and especially, because their hypotheses were grounded in rigorous and 
systematic clinical observations. In this sense, their reflections should not be 
regarded as theoretical conjectures or anecdotal reports; rather, they represent a sig-
nificant body of clinical observation and conclusions worthy of being expanded and 
tested using modern methodologies.
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2.1  Introduction

The establishment of criteriological and manualized systems of diagnosis since the 
1980s has led to a valuable increase in the precision and reliability of psychiatric 
diagnosis. On the other hand, the limits of this approach for clinicians and research-
ers are becoming increasingly apparent. Editorials of major psychiatric journals 
have deplored a decline of psychopathological expertise and capacity for individu-
alizing, person-centered assessment [1–3]. DSM-5 and ICD-10, with their episte-
mological roots in logical positivism, are mainly conceived for purposes of 
reliability, and therefore characterized by rather simple psychopathological con-
cepts compatible with easily applicable data collection techniques. Consciousness 
and subjectivity, however, are virtually excluded on the theoretical level and under-
valued on the pragmatic level, with serious consequences for the validity of psychi-
atric diagnosis, for empirical research, and, above all, for therapeutic purposes.

In the following, the arguments that a thorough assessment and typology of sub-
jective and intersubjective experience, included in our future diagnostic systems, 
will be indispensable for clinical, therapeutic as well as research purposes. It might 
even be essential for the identity of psychiatry as a discipline, which at present is 
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about to become but a part of “clinical neuroscience” [4] and to neglect its historical 
roots in the humanities. Recently, there have been approaches toward a “person- 
centered psychiatry” aiming at a more holistic assessment of the patient’s condition 
by including positive aspects of health, protective factors, values, and aspirations of 
the person as well as social and cultural contexts [5–7]. However, these ecological 
and biographical aspects should be based on a methodologically guided assessment 
of subjectivity and intersubjectivity as indispensable premises of a person-centered 
approach to diagnosis and classification.

In order to further support this claim, three major approaches to the assessment 
of mental illness may be distinguished:

 1. The positivistic, objectifying, or third person approach as endorsed by DSM-5 
and ICD-10, focusing mainly on observable behavioral symptoms

 2. The phenomenological, subject-oriented, or first person approach, focusing on the 
patient’s conscious self-experience and exploring its basic, often implicit structures

 3. The hermeneutic, intersubjective, or second person approach, mainly aiming at 
the co-construction of shared narratives or interpretations regarding the patient’s 
self-concept, conflicts, and relationships, as in psychodynamic approaches

The following is a brief presentation of the essential features of each approach, 
with arguments for a need to complement our diagnostic systems by the methodical, 
phenomenological, and hermeneutic assessment of the patient’s altered self- 
experience and dysfunctional relationships.

2.2  Positivistic or Third Person Approach

The positivistic or third person approach, often taken as a standard of scientific dis-
course, emphasizes objectivity, subject-independent reliability, and quantification. 
The operationalism guiding this approach follows the Hempel-Oppenheim schema of 
explanation first introduced into psychiatry by DSM-III [8]. It links the definition of a 
term to a certain operation that may be executed or observed in a standardized way. 
Accordingly, the operational approach is mainly confined to the assessment of single 
symptoms and behaviors, since these are considered more reliably assessable features 
than personal experiences. The aim is not to understand human subjectivity as a coher-
ent whole but to classify circumscribed abnormal human behaviors, with the final goal 
to explain them by reduction to subpersonal causes, that is, brain dysfunctions. The 
approach is thus mainly based on the medical model of psychiatry, which regards 
psychopathological conditions as resulting from some underlying pathophysiology. It 
is also connected to a modular theory of the mind as being composed of single func-
tional units that may each be disturbed separately. This concept offers advantages for 
experimental neuropsychology and functional psychopathology [9], but it misses the 
integrative level of self-experience that is affected in most mental disorders.

The advantages of the positivistic approach are thus gained at the price of sys-
tematically neglecting the patient’s subjective and intersubjective experience. As 
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Parnas and Zahavi have criticized [10], vast domains of mental life (e.g., notions of 
the person, self, identity, varieties of delusional experience, or subtle changes of 
perceptual, cognitive, and existential experience, for example, in prodromal stages 
of psychosis) have been deleted from the diagnostic manuals, because they are not 
describable in lay vocabulary. This leads not only to an increasing loss of psycho-
pathological expertise, but is also bound to compromise neurobiological research, 
which is left without sufficient descriptions of what it attempts to explain. There is 
a lack of a suitable psychopathological framework that could integrate single symp-
toms and neuropsychological dysfunctions into a coherent whole of altered con-
scious experience. This results in a short-circuit between the level of rather 
superficially described symptoms, on the one hand, and the level of putative neuro-
physiological correlates on the other, often expressed in neophrenological claims 
such as “obsessive-compulsive disorder is caused by a dysfunction of the caudate 
nucleus.”

In the last analysis, the current approach to assessment does not really bridge, but 
rather widens the “explanatory gap” between subjective experience and underlying 
brain dysfunctions. If psychopathology is reduced to a list of commonsensically 
derived and simplified operational features, further progress of pathogenetic 
research will be seriously impeded. What is needed is a complex psychopathology 
capable of mediating between symptom level and process level, and of developing 
models of the inherent structure and possible disturbances of conscious experience. 
Similarly, the modularity approach to brain functions should be complemented by 
integrative concepts in terms of parallel distributed processing, network intercon-
nection, and, above all, brain–environment interaction [11, 12].

However, not only researchers and clinicians, but also psychotherapists face 
major difficulties with their particular needs for assessment when they use criterio-
logical manuals such as ICD or DSM [13]. The Hempel-Oppenheim schema is 
applicable to the factual aspects of psychiatric diseases such as deviations of brain 
morphology or epidemiology, but it is inappropriate for the intersubjective level 
where patient and therapist are directed toward hermeneutic understanding and 
common construction of narrative meaning. Whereas subjectivity should be blinded 
in the one case, it becomes the very instrument of exploration and understanding in 
the other case [13]. Moreover, psychotherapy is largely based on concepts of psy-
chosocial crisis as the result of a situation perceived and reacted upon in a particular, 
subjective, or idiosyncratic way. This stands in contrast to the medical model of an 
underlying biological pathology that is only triggered by life events. Therefore, 
what is needed for psychotherapy is an assessment of the narrative, idiographic and 
psychodynamic dimension of the patient’s condition and biographical situation.

2.3  Phenomenological or First Person Approach

The phenomenological approach is primarily aimed at empathically understanding, 
describing, and analyzing the patient’s subjective experience. Jaspers used the term 
of “intuitively representing” the other’s psychic states (anschauliche 
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Vergegenwärtigung) by an act of inner recreation or “imaginative actualising” [14]. 
Phenomenology does not consider subjectivity as just an object to be described but 
as a medium allowing the world to manifest itself. Therefore phenomenology aims 
at grasping not the content or object, but rather the form and structure of conscious 
experience, a task for which it has developed suitable methodologies. Symptoms are 
not identified in isolation, but always in relation to the subject and the whole of 
consciousness in which these symptoms emerge. On the one hand, this means to 
understand the conscious and explicit perspective of the patient itself in the way 
envisaged by Jaspers. On the other hand, going beyond Jaspers’ descriptive 
approach, present phenomenology also includes analyzing the prereflexive (sub-
liminal, embodied, interpersonal, and situational) structures of experience, which 
are the antecedent basis of the patient’s explicit perspective. It is only on this basis 
that the meaning of his verbal expressions may be adequately understood and 
interpreted.

To take an example given by Stanghellini [15]: What exactly does a patient mean, 
for example, when he says “I feel depressed?” – Some patients may use the word 
“depressed” to describe themselves as feeling sad and downhearted, discouraged by 
a setback or another adversity. That means, they are depressed by or because of 
something, their feeling is intentionally directed—corresponding to the diagnosis of 
reactive depression. Others may use it to mean that they feel dull, empty, bored, and 
dysphoric, as is often the case in Borderline patients. Others may denote that they 
are unable to feel anything at all, that they have lost the affective resonance with 
others, like being petrified – corresponding to the “feeling of loss of feeling” in 
endogenous depression. Some patients may also try to convey their sense of an inner 
void, a lack of inner nucleus or identity, feelings of being anonymous or nonexis-
tent, as occurring in the prodromal phases of schizophrenia. Finally, some patients 
may use it to describe a blunting of affect, loss of drive, initiative and goal- 
directedness, corresponding to the phenomenon of aboulia in chronic schizo-
phrenic states.

This example illustrates that a symptom such as depressiveness is far too unspe-
cific to be valid as such, as it is assumed by the criteriologic approach of DSM-5 or 
ICD-10. The depressed mood of the neurotic, melancholic, schizophrenic, or 
Borderline patient displays a very differential quality. It is only within the context 
of the patient’s situation, his or her overall relation to the world and to himself or 
herself that the feature gains its specific value. This even holds true for more cir-
cumscribed phenomena such as audible thoughts: They are not characterized by 
their content or by a presumed acoustic intensity, but rather by a dissociation of 
inner speech, leading the patient to attend to his or her thoughts in order to grasp 
what he or she is thinking of [16]. Similarly, not the probably “wrong” content of a 
delusion is decisive for its diagnosis, but rather the patient’s specific attitude toward 
his or her convictions, namely, refusing to expose them to open communication and 
possible doubt, thus ultimately excluding intersubjectivity. Therefore, the reduction 
of experiential phenomena to mere single symptoms may lead to an illusionary reli-
ability and validity: Often apples and pears are, as it were, treated alike, the extraor-
dinary content is confused with the altered form of pathological experience, and the 
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disorders are put together from single symptoms that would suit just as well to 
another disorder—this explains the explosion of comorbid disorders. 
Phenomenological diagnostics, on the contrary, tries to grasp the patient’s relation 
to himself or herself and the world, and this is more than the sum of single features.

Phenomenology offers an access to subjective experience as a meaningful and 
coherent structure. This structure can be formalized and arranged into a typology 
according to basic phenomenological categories such as minimal and higher level 
self-awareness, embodiment and agency, spatiality, temporality, intentionality, and 
intersubjectivity. In order to explore the essential structures of anomalous experi-
ence and existence, the psychiatrist must be familiar with this basic organization of 
consciousness. Typical phenomenological questions will be, among others:

 – What is it like to be in a certain mental state (e.g., to feel depressed or to hear 
voices)? What is the personal meaning of that certain state?

 – How does the patient experience his or her world? How does he or she express, 
move, and define space as embodied subject?

 – Does the patient feel effective as an agent in the world, or rather as being only 
passively exposed to the world?

 – Is there a sense of continuity over time, or are there breaks or fadings of self- 
awareness? What is the subject’s experience of existential time?

 – Is there a tendency to take an external perspective to one’s body, actions, and 
self? Do the knowing and the feeling subject coincide or diverge?

 – In how far is the patient able to empathize with others, to take their perspective? 
How does he or she experience his or her relationships?

Now one might ask how the findings gained by this kind of in-depth exploration 
are further processed. Subjective experience, by its very nature, does not lend itself 
to statistical analysis. The clustering of symptoms hardly arrives at a meaningful 
and coherent whole of interrelations between the phenomenal features. What phe-
nomenology is looking for instead are the “psychopathological organizers” or fun-
damental patterns that connect the single features—for example, affective 
depersonalization in melancholic depression or autism in schizophrenia. To this 
aim, phenomenology first emphasizes the importance of single case studies serving 
as characteristic prototypes for categories and taxonomies of mental disorders. 
Second, it aims at the typification, that is, the recognition of prototypes of mental 
disturbances [17].

Experienced clinicians do not diagnose and practice by checking off the diagnos-
tic criteria of the manuals. They work with the prototypal approach to diagnosis, for 
instance, with a general idea and experience of Borderline Personality Disorder, 
which is readily fleshed out into a variety of possible story lines, with a range of 
possible etiologic factors and of possible presentations. Prototypes are characteris-
tic exemplars that help to grasp the essence of a phenomenon as an organizing and 
meaningful “Gestalt” over particular details—for instance, the “typus melancholi-
cus” found by Tellenbach in patients with endogenous depression [18]. The recog-
nition of prototypes is founded upon a “family resemblance” [19], a network of 
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similarities and analogies between the individual members of a group. The phenom-
enological approach is precisely concerned with bringing forth the typical, the ide-
ally necessary features of experiences, expresions, and behaviors in a group of 
individuals [15].

Once captured by phenomenological analysis, these typical features may finally 
serve as a basis for the development of more standardized assessment instruments. 
Examples are the Examination of Anomalous Self-Experience (EASE) [20] and the 
Examination of Anomalous World Experience (EAWE) [21], extensive, phenome-
nologically based interviews developed for disturbances of basic self- and external 
world-awareness in prodromal stages of schizophrenia.

These instruments are the result of the observation that the majority of schizo-
phrenia spectrum patients reported subtle alterations and disturbances regarding 
self- and body awareness, agency and identity, time-flow, use of habits in everyday 
performance as well as understanding and being with others [22].

Typification and analysis of these experiences supports the phenomenological 
theory of schizophrenia as involving a particular kind of disturbance both of the 
self and the external world [23–25]. There is a diminishment of the normally 
immediate sense of identity and self-affection, a feeling of a pervasive inner void 
or lack, an increasing anonymity of the field of awareness (“depersonalization”), 
characteristically associated with a hyperreflexive and self-conscious stance. The 
patients report feeling isolated and detached, unable to grasp the “natural,” every-
day significations or meanings in the world and in relations to others. Thus, phe-
nomenological psychiatry locates the disturbance of subjective experience in 
schizophrenia in the prereflective and practical immersion of the self in the 
world—a dimension that may now be thoroughly explored by the EASE and 
EAWE interviews. In the meantime, larger-scale studies could demonstrate that 
self-disorders assessed by these instruments aggregate in ICD-10 schizophrenia 
and schizotypy but not in other, “non- spectrum” diagnoses such as bipolar illness; 
that is, self-disorders occur selectively in the schizophrenia spectrum disorders 
[26–28]. Thus, disturbances of basic self- awareness not only confer on schizo-
phrenia its distinctive phenomenological typicality, but may also ground its con-
ceptual validity.

Comparing this approach with the objective dysfunctions observed by experi-
mental neuropsychology of deteriorated working memory, executive control func-
tions, and attention in schizophrenia patients, the phenomenological approach is 
capable of integrating these microdysfunctions into a coherent whole of altered self- 
experience. Thorough assessment of subjective experience thus creates an interme-
diate level necessary to connect the level of molecular neuropsychological 
dysfunctions and the molar level of nosological syndromes [29]. At the same time, 
it helps the patients to express their experiences in a way that makes them under-
standable to themselves and to others. This leads to an empowerment of the patient’s 
intentionality, that is, his or her capacity to take a reflexive stance toward his or her 
primary experiences [15, 29]. Thus reinforcing the patient’s self-perception, phe-
nomenological assessment may also prepare the therapeutic work of re-establishing 
his or her self-coherence.
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2.4  Hermeneutic or Second Person Approach

The third approach to be described here is based on a hermeneutic or second-person 
perspective. Its guiding principles are the assumptions that

 1. The patient as a person in his or her lifeworld can only be adequately understood 
through the medium of the interpersonal relationship, which already unfolds 
during the first encounter of patient and psychiatrist.

 2. A major part of psychopathology, but also personality features relevant for diag-
nosis may only be grasped during and through the interaction.

These assumptions are opposed to the positivistic approach aimed at grasping the 
subject-independent aspects of psychiatric diseases by objectifiable methods. In 
psychotherapy, on the contrary, the negotiation of a shared focus of attention and the 
joint interpretation of relevant desires, motives, and conflicts are the hallmarks of a 
successful relationship as well as predictors of a good outcome. The model for this 
intersubjective construction of a shared reality is the interpretation of texts: it is 
based on the hermeneutic circle as an iterative and creative process of pre- 
understanding, questioning, and response in which two different horizons of mean-
ings are bridged [30, 31]. This circular model of interpretation also emphasizes that 
meaning can only be constituted within a given cultural and historical context, 
which is of particular importance for psychiatric diagnosis [32].

As already pointed out, psychotherapy in general deviates from the medical 
model of an underlying biological pathology. The medical model of a one-way 
brain-to-mind causality may be suitable for circumscribed phenomena such as hal-
lucinations or prosopagnosia but not, for example, for a depressive illness following 
loss or separation. In this case, the disorder should rather be regarded as a person’s 
reaction that is meaningfully related to his or her biography and life situation. But 
even if the medical approach takes the patient’s situation into account, it regards life 
events as objective facts working as causal agents in the precipitation of illness. On 
the contrary, from a hermeneutic point of view, there is a circular interdependence 
between life events and the individual perception and reaction patterns, in particular 
regarding the patient’s way of relating to others [13]. The therapist’s aim is to follow 
this hermeneutic circle in order to help the patient understand his or her way of 
cocreating these situations. In its psychodynamic form, the hermeneutic approach 
attempts to develop complex models for understanding the conscious and uncon-
scious dynamics that underlie and sustain the patient’s disorder.

Compared to the first-person approach, hermeneutic understanding is less unidi-
rectional: it implies the co-construction of meaning and narratives in the course of 
the interactive process. The underlying idea is that humans are self-interpreting 
beings, and that self-interpretation is mainly practiced by telling stories to others 
[33]. Thus, already in the initial diagnostic phase, the contents and motives of expe-
rience, the life themes and narratives gain more importance, thus preparing the 
ground for the further psychotherapeutic process of self-clarification and self- 
actualization. Moreover, the diagnostic encounter is not restricted to the assessment 
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of symptoms and biographical facts, but also aims at the detection of the patient’s 
particular way of relating to others, which is made visible on the foil of the thera-
peutic relationship. For this, it is necessary to explore the experiential perspectives 
of both the patient and the interviewer.

With regard to the perspective of the patient, hermeneutic or psychodynamic 
approaches to diagnosis have been operationalized in different ways and have there-
fore gained empirical reliability without being reduced to a collection of separate 
symptoms. An example of a multiaxial instrument that has been developed on a 
psychodynamic basis is the “Operationalized Psychodynamic Diagnostics 
System’”(OPD) [2]. The current version is the 2nd edition (OPD-2) [34] and con-
sists of five major axes, the first four of which relate to the patient’s psychodynamic 
perspective:

 1. Illness experience and presuppositions for treatment, including subjective degree 
of suffering, individual disease model, secondary gain, treatment motivation, 
coping capacities, personal and environmental resources, social support

 2. Characteristic patterns of relationships as experienced from the perspectives of 
both the patient (e.g. ‘in his relations to others, the patient experiences himself 
often as …’) and the interviewer (e.g. ‘in his relation to the patient, the inter-
viewer often experiences …’); these patterns are determined as a mixture of two 
orthogonal dimensions, namely, control (controlling vs. submissive) and affilia-
tion (affectionate vs. hostile/distant)

 3. Central intra- and interpersonal conflicts, as manifested repeatedly or constantly 
in different areas of life (bonding behavior, partnership, family life, work 
life, etc.)

 4. Structure of personality, described in terms of capacities of self-reflection, self- 
determination, defenses and coping styles, interpersonal communication, attach-
ment style, and level of integration

A particular advantage of this system as compared to former psychoanalytic 
approaches is the inclusion of severe personality disorder and dissociative syn-
dromes made possible by an extended concept of personality structure. Although 
a recent meta-analysis of studies on OPD has shown that the number of publica-
tions on the subject is still relatively small [35], other studies show good reli-
ability in research contexts and acceptable reliability for clinical purposes 
[36–38].

However, the hermeneutical approach is not to be intended as a monopoly of 
psychodynamics. As for the experiential perspective of the interviewer, a specific 
tool is the Assessment of Clinician’s Subjective Experience (ACSE), which consists 
of a self-administered test for the psychiatrist or psychotherapist [39–41]. The holis-
tic and gestaltic approach of this tool refers to classical psychopathology [42–44] 
and allows to evaluate, from the clinician’s perspective, the subtle aspects of inter-
subjective experience that develop during the interview with the patient.

Through factor analysis, 5 scales were derived from this instrument, with high 
internal consistency and stability [39]:
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 1. The Tension scale contains items indicating physical tension and clumsiness, 
reduced spontaneity, and feelings of worry, nervousness, and alarm; greater 
scores indicate higher tension during the visit.

 2. The Difficulty in Attunement scale includes items describing difficulty in estab-
lishing emotional contact, being empathic, understanding the patient’s experi-
ence, and communicating with the patient; higher scores reflect greater 
difficulties in attunement to the patient.

 3. The Engagement scale describes the degree of the psychiatrist’s involvement 
with the patient, such as feelings of boredom, indifference, detachment, and, 
conversely, desire to take care of the patient, and feelings of deep involvement.

 4. The Disconfirmation scale points to a failure to establish an authentic relation-
ship with the patient, and to feelings of being manipulated and devalued.

 5. The Impotence scale indicates feelings of helplessness, frustration, desolation, 
emptiness, and loneliness.

The ACSE showed a consistent relationship between the therapist’s subjective 
experience pattern and the patient’s psychiatric diagnosis [40].The available data 
signify the importance of reintroducing the concept of intersubjectivity at the core 
of the diagnostic process.

2.5  Conclusion

This was a brief presentation of three major approaches to diagnosis and assessment:

 1. The positivistic or third person approach, dealing mainly with observable behav-
ioral symptoms

 2. The phenomenological or first person approach, focusing on self-experience and 
its basic structures

 3. The hermeneutic or second person approach, aiming at understanding the narra-
tive construction of self, identity, and personal history

From (1) to (3) there is an increasing involvement of the psychiatrist as subject:

 1. The positivistic approach is based on the subject-object split and the assumption 
of a subject-independent, “objective” reality.

 2. The phenomenological approach is based on the descriptive and imaginative 
reconstruction of the patient’s world by means of empathy and eidetic variation.

 3. The hermeneutic approach is based on the co-construction of intersubjectively 
shared narratives; here the psychiatrist’s own subjective experience or counter- 
transference functions as a complement to the patient’s habitual way of relating 
to others.

Hence, from the first to the third approach, the psychiatrist as a person is increas-
ingly involved in the diagnostic process as a dynamic interaction and co-construction 
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of meaning. And yet there is not less, but only another kind of objectivity operating 
in approaches (2) and (3); for if the subject is regarded as a being that relates to the 
world and to others, then it can only be adequately explored and understood by 
another subject. In this sense, as Nemiah has pointed out, as psychiatrists “… we are 
ourselves the instrument that sounds the depth of the patient’s being, reverberates 
with his emotions, detects his hidden conflicts, and perceives the Gestalt of his recur-
ring patterns of behavior” [45].

Taken this into account, subjectivity and intersubjectivity remain intrinsic aspects 
of a thorough psychiatric assessment and of a valid psychiatric classification. 
Therefore, the aim for criteriological manuals should be to implement a combined 
system of first and second person assessment, diagnosis, and classification, which 
complements the positivistic approach. The latter is valuable, for example, for epi-
demiological research, but insufficient for exploring the intricacies of disordered 
self-experience, of interaction and transference, and for preparing the ground for an 
intense therapeutic relationship. On one side, the EASE and the EAWE, on the other 
side, the OPD and the ACSE interviews, represent types of first and second person 
approaches that are needed to enrich the mainstream psychopathology, which is 
focused on objectivism, behavioral and decontextualized symptoms, biological cau-
sation, and modular theories of mind that are not translatable into the patient’s sub-
jective experience [29]. Assuming a combination of diagnostic procedures, 
unforeseen advances could result from recording subjective and idiographic data 
and bringing them into statistical covariation with factors on other axes. The result-
ing data and questions could redirect the clinician’s or researcher’s thematic con-
cerns to new aspects of mental disorders.

In sum, subject-oriented approaches for psychiatric diagnosis and classification 
are strongly needed in order to pursue the following goals:

 1. To reopen and enrich the dimension, which is the essence of psychiatry, namely, 
the methodically guided understanding of the patient’s subjective experience

 2. to re-establish psychopathology as a fundamental science of subjectivity, which 
is capable of integrating specialized approaches into overarching theoretical 
concepts

 3. To prepare the ground for psychotherapy as a hermeneutic reinterpretation of 
meanings, motives, and strivings

 4. Last but not least, to maintain the connections of psychiatry to the social sci-
ences and the humanities with their longstanding tradition of understanding the 
human mind.
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3A Cookbook Recipe for the Clinical 
and Phenomenologically Informed, 
Semi-structured Diagnostic Interview
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and Julie Nordgaard

3.1  Introduction

Diagnostic disagreement has always haunted psychiatry. In the 1970s, the problem 
came to the fore when international studies demonstrated markedly diverging diag-
nostic habits [1]. The subsequent Diagnostic and Statistical Manual of Mental 
Disorders, third edition [2] was fundamentally transformed, “operationalized” as it 
is called, now defining mental disorders on sets of polythetic diagnostic criteria. 
This approach was later adopted in ICD-10 [3]. The diagnostic criteria consist of 
psychopathological phenomena (symptoms and signs) that were well known in 
clinical work and research. These phenomena were elevated to the status of diag-
nostic criteria and clustered together on a consensus- based agreement with the 
explicit aim of increasing diagnostic reliability ([1], p. 3).

Yet, several authors have voiced serious concerns about unintended conse-
quences of the operationalization of the diagnostic manuals, which, in their view, 
have led to a state of differential diagnostic confusion and decreasing psycho-
pathological knowledge [4–8]. In a seminal article, Andreasen argued that the 
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diagnostic criteria have come to be viewed as exhaustive of the psychopathology 
of the different disorders, although the criteria only were intended to function as 
“gatekeepers,” a sort of minimum requirements, for making diagnoses ([4], 
p. 111), which always should be informed by clinical judgment ([9], p. 21; cf. [3], 
p. 8). Andreasen further argued that “validity has been sacrificed to achieve reli-
ability. DSM diagnoses have given researchers a common nomenclature—but 
probably the wrong one” ([4], p. 111). In the construction of DSM-III, psycho-
pathological phenomena considered central to a disorder were not included, if 
they did not exhibit a high degree of interrater reliability. Moreover, psychopatho-
logical phenomena spanning several diagnostic categories were generally omitted 
to strengthen the distinctiveness of the categories. As a result, knowledge of the 
simple fact that many psychopathological phenomena (e.g., anxiety and affective 
symptoms) are shared across disorders and thus are diagnostically nonspecific 
[10] as well as knowledge of the multitude of psychopathological phenomena not 
listed as diagnostic criteria disappeared from clinical awareness or were deemed 
irrelevant for diagnostic assessment.

Another psychiatric capacity, which has been negatively impacted by opera-
tional psychiatry and its widespread use of structured diagnostic interviews, is the 
semi-structured, clinical diagnostic interview. In this chapter, we will try to revive 
the clinical and phenomenologically informed, semi-structured interview for psy-
chopathological and differential-diagnostic assessment, which we consider the 
only adequate method for allocating diagnoses in psychiatry [11–13].1 How to 
properly conduct such an interview remains, however, largely unaddressed in the 
current literature ([12], p. 257–259). This is an important issue not least because 
fundamental interviewing skills and psychopathological knowledge, which are 
instrumental to the proper performance of the clinical diagnostic interview, have 
been left unnurtured for decades in the era of operational psychiatry and struc-
tured interviews.

The purpose of this chapter is to present the ingredients of the clinical diagnostic 
interview and describe how it ideally should be conducted. In other words, we will 
here present something akin to a cookbook recipe for the clinical diagnostic inter-
view, explicating important epistemological, psychopathological, and phenomeno-
logical issues as we go along. It merits attention that psychiatric interviews take 
place in various contexts (e.g., emergency rooms, psychiatric assessment of patients 
with somatic conditions, etc.) and the interviews vary depending on the context (for 
interviews with patients that are suspicious, guarded, aggressive, exalted, or sui-
cidal, see ([12], p. 45–49)). In this chapter, we exclusively focus on the psychiatric 
interview for a comprehensive differential-diagnostic assessment. We have divided 
it into three parts: First, we present the style of the clinical diagnostic interview. 
Second, we discuss how the interview should be conducted. Finally, we discuss how 
to synthesize the collected information and make a comprehensive differential- 
diagnostic decision.

1 In the following, we simply refer to this interview as the clinical diagnostic interview.
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3.2  The Style of the Clinical Diagnostic Interview

Below, we describe characteristics of the clinical diagnostic interview and offer 
some basic reflections on the chosen diagnostic manual.

3.2.1  The Empathic Attitude

One of the most decisive factors for the quality of the semi-structured interview 
and the psychopathological information it may bring to light is the rapport between 
the clinician and the patient. To establish a good rapport, the clinician must con-
vey to the patient that she genuinely wants to hear him describe his experiences 
and understand the significance he attaches to them.2 In our experience, it is not 
uncommon that patients have not told others about some of their symptoms, 
including their intimates. Thus, a certain degree of trust is required if the patient 
is to disclose the kind of experiences that are at stake in a diagnostic interview. In 
their famous book Sexual Behavior in the Human Male (1948), Kinsey, Pomeroy, 
and Martin made a similar observation about interviewing subjects about delicate 
matters: “One is not likely to win the sort of rapport which brings a full and frank 
confession from a human subject unless he can convince the subject that he is 
desperately anxious to comprehend what his experience has meant to him” ([14], 
p. 42). Striving to understand another person, in our case a psychiatric patient, is, 
phenomenologically speaking, an act of empathy. Crucially, empathy, in this spe-
cific sense of the term, is not a matter of projecting oneself onto the other, simulat-
ing, imitating, or theorizing what it would be like for me to be the patient, but of 
understanding what it is like for the patient to be himself and to experience him-
self, others, and the world the way he does [13]. Thus, empathy is not an acquired 
technique to make the patient (or the interviewer) feel at ease during the interview, 
and it is certainly not something that is expressed through a few sympathizing 
remarks (e.g., “that must have been difficult for you”). Rather, empathy is an 
overall attitude, a specific way of relating to the other person, which creates an 
atmosphere that permeates the entire clinical encounter and in which the inter-
viewer, through her presence, gestures, mimics, and questions signals her strong 
intention to understand the patient’s experiences [15]. The interviewer is respon-
sible for adopting the empathic attitude, which concretely entails responding 
appropriately to the patient’s answers and descriptions, knowing when and how to 
ask questions, and also knowing when not to ask certain questions.

2 For the sake of textual simplicity, we portray the clinician as female and the patient as male 
throughout the chapter.
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3.2.2  The Format of the Interview

In the clinical diagnostic interview, which must be conducted in a semi-structured 
way, the clinician has no list with preformulated questions but a set of basic psycho-
pathological topics (e.g., specified in a checklist) that must be explored in order to 
perform a comprehensive psychopathological and differential-diagnostic evaluation 
of the patient. In other words, the “structure” of the interview relies on the clini-
cian’s obligation to faithfully cover these topics. The interview provides the clini-
cian with an opportunity to hear the patient talk about aspects of his life and 
experience. The questions function as triggers that encourage the patient to talk. In 
the ideal situation, the semi-structured interview consists of a patient–clinician 
mutually interactive reflection. The practical conduct of the semistructured inter-
view is dictated by the dynamics and context of the clinical encounter, that is, the 
interview style is free, dynamic, and conversational. The patient should be encour-
aged to speak freely, rarely be interrupted, and given time for reflection and recol-
lection. For this reason, the questions should generally be open-ended, which better 
allows the patient to elaborate on his experiences. However, close-ended question 
may occasionally be useful, for example, when trying to clarify specific aspects of 
the patient’s experience. The clinician must listen carefully to the patient’s narrative 
and ask for elaboration and clarification when appropriate, that is, the questions 
must be contextually adapted and follow the logic of the patient’s narrative and self-
descriptions. Through comments and further questions, the clinician steers the inter-
view to obtain the relevant information. It is noteworthy that it should be the patient 
that does the majority of talking and not the interviewer as it is the patient, who has 
the relevant information.

Not only does the semi-structured interview put high demands on the interviewer 
in terms of clinical experience, psychopathological knowledge, and interviewing 
skills, the interview itself is also more time consuming than a structured interview. 
Although it is more time consuming, conducting a comprehensive differential- 
diagnostic assessment and basing treatment decisions on it is of immense value for 
the patient, who otherwise risks being misdiagnosed and thus offered ineffective 
treatment (often with side effects from pharmacological treatment) and potentially 
not getting better. Patients, who are incorrectly diagnosed and thus inadequately 
treated, are frequently readmitted and diagnostically reassessed, often receiving dif-
ferent and sometimes even incompatible diagnoses. In the end, the time spent on a 
comprehensive, semi-structured interview, reaching a comprehensive differential- 
diagnostic decision, is easily gained in terms of time and resources spent. In this 
context, it must be pointed out that the clinical diagnostic interview often has differ-
ent levels of purpose, for example, allocating an official diagnosis, mapping areas of 
psychopathology with respect to potential psychopharmacological treatment, and 
considering the possibility of psychotherapeutic intervention.

Finally, the semi-structured interview generally generates far more data than a 
structured interview. To avoid the interview turning into an enormous, yet barren 
data collection, the clinician must have a plan, that is, an idea of what data she must 
collect in order to make a comprehensive differential-diagnostic evaluation. In 
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research, it is important to use a checklist of psychopathological topics to make sure 
that all topics are explored in all participants. For clinical purposes, a checklist is not 
necessary, but it can be used to as a memo in case the clinician finds it difficult to 
remember all the psychopathological topics she must explore during the interview. 
In this case, the Present State Examination or the Structured Clinical Interview for 
DSM can be used as a memo, but they must not be applied in a structured manner.

3.2.3  Diagnoses, Diagnostic Manuals, and Comorbidity

It is important to emphasize that any diagnostic decision involves a differential- 
diagnostic assessment. In other words, to make a diagnosis, it is not enough that a 
patient fulfils diagnostic criteria for a certain mental disorder. If an ICD-10 diagnosis 
is to be made, one must keep in mind that ICD-10 entails an implicit diagnostic hier-
archy, implying that if a patient fulfils criteria for several mental disorders, then the 
disorder placed highest in the diagnostic hierarchy generally outranks lower placed 
disorders (substance use [F1] is an exception to this rule). Thus, to diagnose a patient 
with an affective disorder (in F3), one must first make sure that the patient does not 
fulfil criteria for an organic disorder (in F0) or schizophrenia (in F2), which both are 
placed higher in the diagnostic hierarchy than affective disorders. By contrast, if a 
DSM-5 diagnosis is to be made, the situation is different, because DSM-5 does not 
operate with a similar diagnostic hierarchy. Consequently, DSM-5 allows for much 
more comorbidity than ICD-10. The issue of comorbidity also deserves a comment. 
Comorbidity, sensu stricto, implies the co-occurring of independent disorders (e.g., 
asthma and a sprained ankle). DSM-5, like ICD-10, encourages the clinician to make 
as many diagnoses as necessary to cover the full clinical picture. In ICD-10, how-
ever, it is assumed in the implicit diagnostic hierarchy that higher placed diagnoses 
may contain symptomatology of lower placed diagnoses: for example, depressive-
like symptoms, anxiety, and changes to personality are common features of organic 
disorder and schizophrenia. Thus, DSM-5 and ICD-10 have to some extent divergent 
views on what constitutes comorbidity, and it does not boil down to a question of 
DSM-5 favoring full information versus ICD-10 prioritizing parsimony – that would 
miss the point. Rather, the point is that whereas additional fulfilment of diagnostic 
criteria for lower ranked mental disorders generally is considered psychopathologi-
cal aspect of higher ranked disorders in ICD-10 (and does therefore not automati-
cally enable diagnosing comorbidities), fulfilment of criteria for several mental 
disorders more often allows diagnosing comorbidities in DSM-5 (e.g., some patients 
meet criteria for 3–5 different personality disorders [16], which all should be diag-
nosed according to DSM guidelines). However, in order to recognize various symp-
toms (e.g., depressive-like experiences, anxiety, obsessions, compulsions, self-harm) 
as psychopathological aspects of a hierarchically higher ranked and thus primary 
mental disorder (e.g., schizophrenia) in ICD-10, the clinician must be knowledge-
able about psychopathology beyond the criteria listed in the ICD-10. Before com-
mencing a diagnostic interview, one must familiarize oneself with the relevant 
diagnostic manual and make sure that one abides to the principles of that manual.
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3.3  Conducting the Clinical Diagnostic Interview

In this section, we sketch a stepwise format for the clinical diagnostic interview, 
which is not to be regarded as a firmly structured procedure.

3.3.1  The Presenting Complaint(s)

A natural point of departure of the interview is to explore the patient’s presenting 
complaint(s). Not only does this provide an understanding of what the patient him-
self considers his key problem(s), either at admission or on a lifetime basis, it also 
provides an initial grasp of the patient’s global mental health and his motivation to 
seek help. Detailed assessment of the patient’s complaint (e.g., feeling depressed) 
and other symptoms should, however, be preserved for later in the interview, when 
trust and rapport have been properly established, and we have obtained an under-
standing of the patient and the context in which the potential symptoms must be 
evaluated. This context is primarily established through the chronological, psycho-
social history.

3.3.2  The Chronological, Psychosocial History

Following exploration of the presenting complaint(s), the interview should always 
begin with a detailed and chronological, psychosocial history. This is fairly easy, 
because it is factual and usually “safe” for the patient to talk about, but also 
because most people actually like to talk about themselves. Here, we explore 
potential complications during pregnancy, perinatal complications, early develop-
mental delays or disorders, the patient’s upbringing and family constellation (par-
ents, siblings, the emotional “climate” in the family while growing up), somatic 
and psychiatric conditions in the family, kindergarten years, school years, high 
school years, further educational achievements, jobs up till current time, spare 
time interests, and current social network. The chronological, psychosocial his-
tory helps identify “silent periods” (e.g., due to unemployment or social isola-
tion), which otherwise often go undetected. Most importantly, the chronological, 
psychosocial history is not a mere listing of biographical facts. By contrast, this 
part of the interview serves a psychiatric purpose, that is, it serves to disclose 
important patterns indifferent domains of the patient’s life, which have differen-
tial-diagnostic importance:

 1. Sociality. Here, we acquire information about the patient’s social relations 
throughout his life such as friendships, partners/spouses, contact with relatives 
and colleagues, the closeness, dynamics, and stability of the social relationships, 
sexual orientation and behavior, etc. Exploring the patient’s social life (in con-
nection with the areas described below) may reveal certain characteristic pat-
terns. For example, incoherence of actions, thinking, and emotional life suggests 
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a pattern of disorganization, which would be compatible with a schizophrenia 
spectrum disorder such as hebephrenia or a disorganized form of schizotypal 
disorder but rare in other disorders such as OCD. A recurrent tendency to act 
rashly on impulses suggests a pattern of impulsivity, which could point to bor-
derline personality disorder or schizophrenia spectrum disorders. Life-long per-
sonality problems (in the absence of psychosis), persisting since childhood or 
adolescence, could be reflective of a personality disorder, whereas a later occur-
ring personality change could have an organic or traumatic basis. Social difficul-
ties of a few months’ duration in an adult, who has not previously had such 
difficulties, would be more indicative of depression than of schizophrenia spec-
trum disorders. Identification of such a pattern is of course not sufficient to make 
a diagnosis, but the pattern offers information that has differential-diagnostic 
relevance.

 2. Socioeconomic stability. Here, we get information about jobs, housing, finances, 
periods of unemployment, and general functioning, which jointly testify to the 
patient’s ability to structure his life. Recurrent instability in this area may be 
indicative of impulsivity, disorganization, or negative symptoms.

 3. Academic achievement. Here, we obtain insight into the patient’s highest educa-
tion, level of grading, accomplishments, intellectual interests, etc., which jointly 
reflect the level of intelligence. Gradual reduction of cognitive capacities along-
side personality change could point to dementia or pseudodementia.

 4. Spare-time interests. Information about the form (e.g., social or solitary) and 
content (e.g., philosophical, technical, athletic, artistic, etc.) of spare-time inter-
ests is very helpful in grasping the patient’s worldview. For example, persistent 
preoccupation with technical issues (e.g., the inner workings of a camera) could 
be indicative of a “special interest” as seen in autism (the notion of “special 
interest” should be used very conservatively; otherwise, any major interest risk 
being considered “special”). By contrast, a socially withdrawn patient’s intense 
preoccupation with the meaning of existence or of his role in the cosmos could 
be reflective of the altered self-world relation in schizophrenia spectrum 
disorders.

 5. Basic functioning. Estimated from basic skills such as cleanliness, grooming, 
cooking, etc. For example, significant drop or loss of basic functioning may be 
reflective of incipient dementia, of episodic loss of energy and psychomotor 
inhibition in depression, or of more trait-like negative symptoms in schizophre-
nia spectrum disorders.

 6. Breaks in the functional curve (“Knick in der Lebenslinie” [17]). One or more 
episodes of functional decline, which are not readily connected to external 
stressors, substance use, or changes in living conditions, could be a prodromal 
sign. Such breaks may be detected in different domains such as school perfor-
mance or social relations, sometimes preceding the emergence of symptoms 
listed as diagnostic criteria.

 7. Existential change. A sudden, fundamental change of interest in ideas or life 
goals (e.g., toward philosophical or religious issues) may be indicative of a pro-
dromal change [18].
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 8. Medical history and substance use. It is always important to explore the patient’s 
medical history, especially illness that may affect the central-nervous system, 
and potential use/abuse of psychoactive substances. Here, we seek information 
about the relation between the substance abuse and psychopathology. Are sub-
stances used to “self-medicate” a pre-existing mental health problem? Or, by 
contrast, if a substance-induced psychosis is expected, it is important to explore 
potential psychopathology before the onset of the abuse as well as in substance- 
free intervals.

Furthermore, the psychosocial history should be complemented with case records 
(e.g., from prior admissions or outpatient treatment) and conversations with rela-
tives. Relatives may contribute with valuable information about complications dur-
ing pregnancy or birth and early childhood development, which often is unavailable 
for the patient. Moreover, relatives can inform us about a possible family history of 
mental illness (in case the patient does not know this) and they can describe poten-
tial changes in the patient’s behavior (e.g., a patient with depression may state that 
things always have been this bad, whereas his relatives may report that this is not the 
case but an expression of the current illness). Finally, the assessment may, when 
relevant, be completed with psychological tests, physical examination, and para-
clinical tests. Finally, discussing the patient’s diary entries, letters, artwork, etc. may 
also shed light on the patient’s lifeworld.

3.3.3  Exploring Psychopathology

By now, it should be clear that the chronological, psychosocial history itself yields 
important psychopathological information. It also provides the necessary context 
that all potential symptoms must be evaluated in. Moreover, since the psychosocial 
history usually is loosely structured, it provides a good opportunity to note how well 
the patient is able to structure the description of his life history and responses to 
questions. The rather loose structure also offers an excellent opportunity for observ-
ing thought disorders (e.g., disturbances of the speed or flow of thoughts may be 
seen in affective disorders, whereas formal thought disorders [e.g., various kinds of 
disorganization, semantic disturbances, autistic logic, etc.] are characteristic of 
schizophrenia spectrum disorders or, to some extent, organic disorders) ([12], 
p. 74–84) as well as other expressive features of psychopathology (e.g., emotional 
rapport, mood, affect, eye contact and gaze, facial expression, compulsions, cata-
tonic features, etc.). Naturally, observation of expressive features of psychopathol-
ogy should be made throughout the interview as this information forms an 
indispensable part of any differential-diagnostic assessment. If the patient is admit-
ted, the mental state observation should be complemented with observations from 
the ward, for example, about functional skills, sleep patterns, etc.

The chronological, psychosocial history typically reveals periods of difficulty in 
the patient’s life, certain drops of functioning, or other mental health or social prob-
lems, which can now serve as a natural point of departure for the more specific 
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psychopathological exploration by asking for elaboration and clarification of, say, 
previously reported social difficulties or anxiety. It cannot be overemphasized that 
psychopathology must be explored and evaluated within the context of the patient’s 
life history and phases of the illness. For example, when did the symptoms first 
appear? Did they appear episodically, or do they rather exhibit a more trait-like 
status? Do they persist across time and different social situations or are they situa-
tionally bound? Is there a progression of psychopathology? For example, a chrono-
logical, psychosocial history with well-demarcated episodes of illness and with 
recovery of normal functioning in-between episodes should make us consider an 
affective disorder. By contrast, a life history marked by a more trait-like condition, 
fluctuating in intensity but never being really absent, should, depending on onset 
and symptomatology, make us consider a schizophrenia spectrum disorder, a per-
sonality disorder or a developmental disorder. If the life history indicates progres-
sion of psychopathology, we should ponder the possibility of an organic disorder or 
schizophrenia, etc.

During this part of interview, psychopathological topics are gradually explored 
in a conversational style and as far as possible adapted to the patient’s narrative. 
Occasionally, it may be helpful to propose an example of a symptom to the patient. 
Notably, an affirmative answer (“yes”) to a question about a symptom is never 
enough to rate this symptom as present. The patient should always be invited to 
describe in his own words at least one concrete example of the symptom, and only 
if his concrete example fulfills the definition of a relevant symptom, may this symp-
tom be rated as “present.” Likewise, a “no” to a question about a symptom is also 
not sufficient to rate it as absent, if the patient elsewhere in the interview offers a 
concrete example of an experience that corresponds to this particular symptom. 
There may be various reasons for such “incorrect” answers, for example, the patient 
may not recall the particular experience at the moment he is asked about it but may 
recall it when describing related experiences, or he may not recognize the experi-
ence as it is formulated in the question, etc.

Throughout the psychopathological exploration, it is of paramount importance to 
resist premature interpretation of the patient’s experiences and instead “stay with” 
these experiences, exploring “how” they are experienced by the patient himself 
[19–22]. Of course, it is also often relevant to explore the “why” of experience (e.g., 
why do you believe that your neighbor is spying on you?), which also can yield 
important psychopathological information. However, we should try to resist the 
urge to jump to the “why” of experience and instead “stay with” them a bit longer, 
clarifying “how” they are experienced, before clinically judging them. To illustrate 
the issue of “staying with” the patient’s experiences, we refer to an example that we 
have reported elsewhere ([22], p. 943). A young female patient with schizophrenia 
was asked how she experienced her own body. She replied, “I feel I have this void 
inside. I try to fill it with food but that isn’t working well.” When asked to clarify, 
she stated, “I think the void is a feeling of inadequacy, loneliness, a feeling of not 
being sufficient, and lack of meaning. I really don’t know who I am, what I’m sup-
posed to do, and what I’m here for.” The new description shed some additional light 
on the initial complaint, now pointing to experiences of lack of meaning and a frail 
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identity. To further explore her experience, she was asked a concrete, closed ques-
tion: “Does the void have a specific location?”. The question may seem surprising, 
but in the context of the interview it was not. The patient had already described that 
she physically could feel her thoughts move around in her head and that she felt 
divided into parts that were spatially located in the left and right side of her body, 
respectively. Thus, the concrete question above was intended to explore if her expe-
rience of the void also had such a spatial quality. The patient replied, “Yes, I actually 
feel that it’s right in the solar plexus. I feel it’s gigantic, larger than my body. Like a 
big Pilates ball perhaps. There, I’m missing something. Some meaning is missing. I 
can physically feel the void. I have had it for many years. There is a space that is not 
filled out with anything. There’s just a black void.” The example illustrates how 
“staying with” the patient’s experience, withholding interpretation until the symp-
tom is fully grasped, can result in a more precise clinical judgment of the psycho-
pathological phenomenon. What first seemed like a fairly nonspecific complaint 
(feeling a void and trying to fill it with food) turned out to be an expression of a 
fundamental uncertainty about her own identity and a long-lasting, concrete, physi-
cal feeling of having a real void inside her stomach. In phenomenological terms, 
“staying with” the experience and resisting premature interpretation can be described 
as a “bracketing” or “suspending” of one’s own assumptions and in that regard be 
considered an effectuation of the phenomenological epoché.

The example also illustrates another important aspect of the interview. To grasp 
the nature of the patient’s experience, the interviewer performs a kind of psycho-
pathological eidetic reduction ([23], p. 157) in which the psychopathological phe-
nomenon is stripped off its accidental features and its essence laid bare. Practically, 
the psychopathological eidetic reduction is carried out through additional question-
ing, asking for clarifications and more examples, and by proposing alternative 
examples of pathological experiences to the patient in which certain aspects of the 
experience are changed and others retained. Only when all that may vary in the 
particular psychopathological experience has been identified (its accidental fea-
tures) is its invariant feature, its essence, laid bare, and we can make proper clinical 
judgment about what symptom it is. Performing the psychopathological eidetic 
reduction is what allows us to distinguish seemingly similar symptoms from each 
other, for example, thought pressure from rumination, primary from secondary self- 
reference, delusions from overvalued ideas, etc. and to discover similarity or even a 
unifying ground between apparently different phenomena.

3.4  Synthesizing the Information: Making a Comprehensive 
Diagnostic Decision

Although the diagnostic decision is made only at the end, diagnostic reasoning is an 
inherent and ongoing part of any psychopathological exploration. During the inter-
view, the clinician uses her clinical experience and psychopathological knowledge 
to explore psychopathological phenomena and groups of phenomena that frequently 
go together (e.g., guilt feelings and self-blame in depression, or common sense 
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problems and hyperreflection in schizophrenia spectrum disorders). Occasionally, 
the presence of an expressive feature, a symptom, or even just a patient’s wording 
of a seemingly nonspecific complaint may spark a diagnostic intuition. The clini-
cian then uses her intuition and knowledge to steer the interview and key in on 
psychopathology characteristic of the intuited mental disorder to test her diagnostic 
hypothesis. For example, a patient’s complaint about social anxiety may, upon ques-
tioning, turn out to be social anxiety due to an experience of his thoughts being so 
loud that others can hear them (i.e., thoughts aloud as a first-rank symptom of 
schizophrenia) or it may turn out to be a fear that others are out to get him (without 
any transitivistic background or psychotic elaboration). At a theoretical level, what 
happens when the skilled clinician gets such a diagnostic intuition is that she notices 
a potential manifestation of a characteristic psychopathological Gestalt (i.e., pattern 
recognition), and goes on to explore if other aspects of the Gestalt may be present 
(i.e., pattern completion).

It is important to note here that psychiatric patients rarely manifest a series of 
isolated, independent symptoms and signs. Rather, psychopathological phenomena 
are generally interdependent aspects of a whole (Gestalt). A psychopathological 
Gestalt can be described as a characteristic pattern, that is, a certain unifying struc-
ture of experiential, expressive, and behavioral phenomena, which transpires 
through, connects, shapes, and colors the symptoms and signs that may occur within 
a given mental disorder [22, 24]. To put it differently, the Gestalt is “the glue that 
allows the clinician to grasp in conjunction the disparate elements of the clinical 
picture” [24]. Different mental disorders have different psychopathological Gestalts, 
and all psychopathological phenomena bear an imprint of the Gestalt they are a part 
of. Detecting these subtle, gestaltic imprints is key in distinguishing seemingly sim-
ilar symptoms and signs from each other and in grasping the Gestalt they partake in. 
In other words, to grasp a psychopathological Gestalt, an ongoing, interpretative 
oscillation between parts (symptoms and signs) and the whole is required, and 
through this process, the Gestalt from which the parts originate is laid bare. This 
interpretation requires clinical experience and knowledge of the different psycho-
pathological Gestalts in their synchronic and diachronic unfolding.

Closely related to the notion of Gestalt is the notion of prototype. A prototype is 
a characteristic exemplar of a category – for example, a sparrow would be a good 
prototype of the category “bird,” whereas a penguin or an ostrich would not be, 
since they do not look like most other birds and cannot fly [25]. Now, a psycho-
pathological Gestalt is organized around prototypical cases (the “sparrows”) with a 
diminishing typicality toward the boundary of the Gestalt (where the “penguins” 
and “ostriches” are located), and where they may overlap cases of low typicality 
from other Gestalts. In other words, psychopathological Gestalts, which are orga-
nized around different prototypes, usually come in form of diagnostic spectra. It is 
worth pointing out that prototypes and typification already are operative in ordinary 
human cognition, related to our seeing something as something, and thus also natu-
rally embedded in the clinical encounter ([12], p. 18f.). A study on the diagnostic 
process itself [26] and theoretical studies on categorization [27, 28] suggest that 
during a diagnostic interview, the experiences reported by the patient in 
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combination with his expressivity and chronological, psychosocial history leads to 
a first typification, that is, the clinician begins to see the patient as resembling a 
certain prototype. This typification may be modulated or changed as the interview 
unfolds. It is important to emphasize that even if the clinician recognizes a certain 
psychopathological Gestalt, it does not in itself suffice for making a diagnosis. 
Thorough examination of other potentially relevant psychopathology must always 
be conducted.

Once we have obtained a full clinical picture, we must synthesize all the infor-
mation and perform a differential-diagnostic evaluation. On the basis of contextual 
evaluation of all information (i.e., onset and course of the illness, patterns identified 
in the chronological, psychosocial history, symptoms, expressive features, behavior, 
etc.), the diagnosis is first made prototypically, that is, in terms of psychopathologi-
cal Gestalts, at least as a spectrum diagnosis (e.g., a schizophrenia spectrum disor-
der). Here, we must decide if we are confronted with a trait-like or more episodic 
mental disorder? Is the patient psychotic or not, etc.? Second, and only at this point, 
do we make an ICD-10 or DSM-5 diagnosis, following the principles of the relevant 
diagnostic manual. Here, it is important to reiterate what is stated in the introduction 
to ICD-10, namely that the diagnostic guidelines are considered “a reasonable basis 
for defining the limits of categories in the classification of mental disorders” ([3], 
p. 9) – that is, the diagnostic criteria serve to delimit, not describe, the different 
mental disorders. Preferably, all psychopathological phenomena should be explained 
by a single diagnosis [29]—a principle also honored in somatic medicine. Multiple 
diagnoses should always cause suspicion of a common psychopathological process, 
underlying the heterogenous clinical picture, and which is better explained by a 
single diagnosis. In our view, the philosophical principle known as “Ockham’s 
razor” is here particularly useful: if several explanations for a certain occurrence 
exist, the explanation requiring the least number of assumptions is usually correct.

Finally, lets us, in a somewhat staccato way, highlight some typical pitfalls that 
the clinician must be attentive to when conducting the clinical diagnostic interview. 
First, one must be aware of what may be termed “pars pro toto diagnosing” in which 
one, by focusing too narrowly on one particular part of the clinical picture (e.g., 
socially difficulty), explains away other relevant parts (e.g., psychosis). Second, 
beware of erroneous private or local prototypes (e.g., an intelligent, young man, 
occasionally psychotic, with long-lasting social difficulties must have Asperger’s 
Syndrome). Third, beware of the “principle of charity,” which refers to interpreting 
another’s statements in the most rational way possible. While charitable interpreta-
tion is a virtue in academia and many other aspects of life, it does pose a potential 
problem in psychopathological evaluations. By way of this principle, much psycho-
pathology can be played down, psychologized or normalized, and thus explained 
away. Figuratively speaking, we should register the bumps on the road (as aspects 
of the clinical picture) instead of evening them out. Fourth, psychotic or micro- 
psychotic episodes are, by definition, not part of personality disorders and should 
not be accepted as such ([30], p. 69). Finally, patients generally do not lie, fake 
symptoms, pretend to be ill or imitate other patients’ symptoms ([12], p. 159; [31, 
32])—the situation may of course be more complex in forensic psychiatry.
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4The Distinction Between Second-Person 
and Third-Person Relations and Its 
Relevance for the Psychiatric Diagnostic 
Interview
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and Dan Zahavi

4.1  Introduction

As a branch of medicine, psychiatry has been heavily influenced by the so-called 
medical model of somatic diseases [1, 2], which in a simplified version defines and 
categorizes disease entities according to their pathophysiological etiology. In this 
model, symptoms and signs refer exclusively to their biological cause and do not 
possess any meaning in themselves [3]. Although psychiatry, since its very estab-
lishment as a medical discipline, has sought for extraclinical markers to detect and 
explain diagnoses, it is an open question whether this will ever be achieved. 
Diagnosis in psychiatry is still based mainly on clinical descriptions of psychopa-
thology, and the diagnostic interview is therefore the most important assessment 
tool of the psychiatrist or psychologist [4]. While the importance of the diagnostic 
interview is undeniable in the actual clinical practice, its peculiarities as a specific 
kind of interpersonal phenomenon have not attracted much attention in the literature 
(see, however, [5–7]).
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What goes on in the diagnostic interview, when considered not only as a clinical 
tool but also as a specific kind of interpersonal encounter? Might research on inter-
personal understanding shed any light on the diagnostic interview? In the following, 
we address these questions by drawing on recent discussions about second-person 
and third-person relations. The chapter is structured as follows. In Sect. 4.2, we 
describe some peculiarities of the diagnostic interview and highlight how it involves 
a complex interplay between different sources of diagnostically relevant informa-
tion. In Sect. 4.3, we turn to research on interpersonal understanding. We recon-
struct and critically assess some recent discussions about second-person relations, 
and present our own take on this notion. In Sect. 4.4, we elaborate on a conceptual-
ization of second-person relations which foregrounds the roles of reciprocity and 
communication. In Sect. 4.5, we return to the diagnostic interview and assess the 
implications of our discussion.

4.2  The Psychiatric Diagnostic Interview

Since the publication of DSM-III, psychiatric disorders have been defined by cri-
teria, that is, symptoms and signs. Basically, diagnosis in current diagnostic man-
uals of DSM-5 and ICD-10 is a matter of checking whether a sufficient number of 
criteria are met. It is worth noting that the very concepts of symptom and sign 
have been adopted from somatic medicine, where they are considered to be epi-
phenomenal with respect to the true illness, which is typically some sort of bio-
logical abnormality. With criteria-based diagnosis, structured clinical interviews 
have become the golden standard of psychiatric interviewing [8]. They consist in 
preformed questions asked in a fixed order. Although many interview instruments 
often claim to be “semistructured” (e.g. [9]), they are usually administered in a 
highly structured way. The purpose of such a “quasiexperimental” [10] approach 
is to minimize “subjectivism” in psychiatry and thus to optimize interrater 
reliability.

However, the main object of psychiatry is not blood pressure, body temperature, 
or a limb, but an entire and unique person. The nature of the psychiatric “object” is 
thus different from that of most other medical disciplines. Just as one will never find 
consciousness by looking through a microscope at brain cells, one will never find 
persons by studying them as though they were mere objects ([11], p. 20). In fact, the 
idea that an unbiased scientific understanding of the other requires one to be objec-
tive in the sense of depersonalizing the person into an “object” of study is a fallacy 
that, as Laing remarked, has nothing to do with proper science ([12], p. 24). Persons 
are centers of experience and origins of actions that exist in social fields of recipro-
cal influence and interaction, and the clinician inevitably has to deal with the experi-
ences of another person and also with his or her own experiences of that person. The 
establishment of good rapport in the diagnostic assessment is consequently crucial 
to facilitate a joint exploration of the patient’s lifeworld and psychopathology. In 
other words, the interviewer cannot be a “passive receptacle” [10] of phenomeno-
logical information. In this sense, the diagnostic process requires that “the 
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subjectivity of the patient and the subjectivity of the psychiatrist are in an intimate 
relation” ([13], p. 108). As Binswanger puts it:

you examine the mental patient by putting yourself, as personality, into a relation with him, 
as personality. Here the patient is first of all very different from an object of investigation; 
he is not a direct object of perceiving and judging, but partner in a relation with a fellow 
man, a communication relationship. ([14], p. 197)

At the same time, however, the psychiatrist or clinical psychologist has to be 
attentive to different sources of diagnostically relevant information, which makes 
this communicative relationship different from other, perhaps more informal, rela-
tions. Most obviously, the psychiatrist must attend cautiously to the content of the 
patient’s speech, that is, his or her description of subjective complaints (symptoms). 
Importantly, psychiatric symptoms don’t have an object-like quality as, say, a bro-
ken bone. They are not well-demarcated “things,” located “inside” a person, devoid 
of meaning and independent from one another [15]. For example, feeling anxious 
when walking down a crowded street is not a single “anxiety symptom” indepen-
dent from having an experience of one’s own thoughts as being accessible to by- 
passers. Rather, a psychiatric symptom emerges as individuated only in the context 
of other experiences and the biography of the patient [16]. It is therefore crucial to 
emphasize that the immediate complaints of the patient must not lead strictly to 
diagnosis, since the psychosocial history of the patient and the psychopathological 
whole or Gestalt is a necessary background and context for evaluation of the single 
symptom. The complaints of the patient, his or her experiences, feelings, actions, 
etc., are not defined by some underlying substrate but are part of a whole and perme-
ated by biographical detail [3].

Another source of diagnostic information are the expressive features (signs), for 
example, the appearance of the patient, his or her mood, formal aspects of his or her 
thinking1 and speech, his or her gestures, gaze, emotional expressions, and so 
forth—what is usually included in the so-called mental status examination [17]. As 
with symptoms, psychopathological signs are not individuated and context-inde-
pendent features located on the “surface,” independent of “inner” subjective experi-
ence. Rather, both symptoms and signs are manifestations of an overall 
psychopathological Gestalt. They become symptoms and signs not only in virtue of 
their content, but also in virtue of their structure and the experiential whole of which 
they are manifestations [see Chap. 3].

To exemplify, consider schizophrenia research. The core Gestalt of schizophre-
nia, historically conceptualized as, for example, autism [18], loss of vital contact 
with reality [19], crisis of common sense [20], and in more recent research as 

1 Thought processes are obviously hard to detect if the patient does not communicate linguistically, 
and one may argue that they do not belong to the expressive features. This issue involves a long 
debate about the relation between thinking and speech that we will leave out here. Formal thought 
disorders are here included as an expressive feature showing itself in the speech of the patient, but 
often without semantic disturbances, e.g., by responding with an answer that is only slightly 
related to the main topic of the question being asked (tangentiality).
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self-disorders [21], is an example of a core psychopathology resisting a simple med-
ical symptom/sign definition [16]. The core Gestalt of schizophrenia manifests 
itself as disturbances in subjective, expressive, existential, intersubjective, and 
behavioral domains. It cannot be reduced to single symptoms or signs. Rather, it 
reflects an altered being-in-the-world of the patient.

A further source of diagnostic information concerns the cognitive, perceptual, 
and emotional response or resonance occurring in the clinician himself or herself. 
Rümke, who coined the term “Praecox Gefühl,” referring to the early label of 
schizophrenia as “Dementia Praecox” [22], stated that “the doctor’s internal attitude 
induced by the patient is a very sensitive diagnostic tool, and it would be helpful if 
we were more skilled in recognizing changes in our own internal attitude” ([23], 
p.  194). A clinician always apprehends the patient’s psychopathology against a 
background of certain prototypes developed through clinical experience and psy-
chopathological knowledge. This typification refers to the ability of an experienced 
clinician to categorize patients in a preconceptual manner, usually at a stage of 
assessment earlier than formal diagnosis [24]. In connection with this typification, 
the clinician may have an intuition and/or a “resonance” that offers diagnostically 
relevant information. Such “internal attitude,” as Rümke labels it, is often consid-
ered unreliable “subjective” information potentially obscuring the “objective data.” 
It is obvious that a psychiatric diagnosis cannot be determined purely on the basis 
of the clinician’s intuition and that the initial typification of the patient can prove 
erroneous. Yet, it is naïve to believe that the clinician can evade his or her own sub-
jectivity and first-person perspective, and rather than letting his or her subjective 
resonance passively and prereflectively influence the diagnosis, he or she should 
actively reflect upon his or her perceptions, and cognitive and emotional reactions. 
Being aware of such reactions may inform the diagnostic process with diagnostic 
hypotheses that can be examined more explicitly during the interview with the 
patient.

The picture of the diagnostic interview that we have canvassed so far highlights 
that diagnosis is not a simple and linear process with a single, clearly identifiable 
input and output. Rather, it involves different factors that the clinician has to take 
into account and that may influence one another in complex ways. Because of the 
very nature of the psychiatric subject matter, and because of the aim of the inter-
view, the clinician has to draw on different sources of diagnostically relevant infor-
mation. Communication with the patient, observation of expressive features, and 
the clinician’s own responses to the interaction with the patient are all key factors 
that come into play in the diagnostic interview. While they might not exhaust the 
relevant sources of diagnostic information—consider, for example, knowledge 
about the patient that the clinician may gather from third parties, such as the patient’s 
relatives or hospital staff—and while there might be considerable variability 
between concrete clinical encounters, the psychiatric diagnostic assessment does 
not consist in a simple collection of single symptoms and signs.

How to parse out the relation between these different factors? We propose to do 
so by approaching the diagnostic interview as a phenomenon of interpersonal 
understanding. Under the heading of “social cognition,” research on interpersonal 
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understanding has flourished in the last decades (for overviews, see [25, 26]). One 
distinction that has gotten traction in that context is the distinction between second- 
person and third-person relations. Although a consensus on how to understand these 
notions is still lacking, they can be traced back to the work of Martin Buber. 
According to Buber, a third-person or I-it relation and a second-person or I-thou 
relation are fundamentally different ways of engaging with the world. A third- 
person relation is characterized by a sharp divide between an active cognizing sub-
ject and a passive object that the subject seeks to determine. In contrast, in a 
second-person relation, both relata are active and passive, and relate reciprocally 
and openly to one another. Whereas the former type of relation can be thought of as 
a monologue, the latter can be compared to a dialogue ([27]; see [28]).

The relevance of the distinction between second-person and third-person rela-
tions has not gone unnoticed in the psychopathological literature.2 For example, as 
part of a “Plea for the Second-Person Mode of Understanding,” Stanghellini has 
argued that

[t]he phenomenological perspective, and specially the second-person mode, advocates that 
the context of the clinical encounter should be one of co-presence (and not of dominance) 
with the aim of understanding (and not labelling), i.e. negotiating intersubjective constructs, 
and looking for meaningfulness through the bridging of two different horizons of meanings 
([5], p. 70).

This proposal can be interpreted as standing in contrast to a more orthodox and 
(once) mainstream understanding of the clinical encounter, according to which the 
clinician relates third-personally to the patient, who, strictly speaking, remains an 
object of diagnosis. On this view, the more impersonal and the more detached the 
clinical encounter is, the less interference there will be with nonclinical factors, and 
the more fruitful and accurate the assessment may be.3

2 See [6] for a critical review.
3 A phenomenological characterization of the clinical encounter along these lines can be found in 
the work of Gurwitsch. Although Gurwitsch’s work didn’t focus on psychiatry, his view captures 
a traditional picture: “when the doctor confronts a mental patient whose condition he wishes to 
diagnose. […] there is no common situation at all obtaining between doctor and patient, in the 
sense that with respect to this situation they would do something with one another. We only say, 
however, that a common situation obtains where people do something with one another and, 
accordingly, live as situational partners. The doctor, however, has before him an object that he 
investigates—everything that he does and says to and with the patient is guided by this intention. 
For his part, the patient lives in his world, which we call a pathological world; from and on the 
basis of this world the patient speaks to the doctor. For the doctor, the patient is not a situational 
partner together with whom he does something in and according to the sense of a common situa-
tion—as his colleague would be when he gives advice about the case. The patient is, instead, an 
object which the doctor will know and define. To the same extent as the patient, the doctor also has 
his own situation, the sense of which is to penetrate into the world of the patient but which is not 
shared as something in common with the patient. As a consequence, the language of the doctor also 
does not possess the structure of ‘speaking together’ [...], because doctor and patient are by no 
means ‘together with each other’ in the genuine sense.” ([29], p. 17).
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It would be implausible to claim that there is a methodological dichotomy 
between understanding the diagnostic interview as either second-personal or third- 
personal, at least in the general terms in which we have characterized these notions. 
While the interview is not just any interpersonal encounter that may be captured by 
Stanghellini’s description—such as an encounter between, say, two friends—there 
would be something missing if one interprets it in an overly medicalized way. In 
fact, some authors are inclined to adopt and recommend some sort of methodologi-
cal pluralism about the role of the second-person and the third-person in the clinical 
encounter, taking them to be not mutually exclusive but rather complementary ([6], 
pp. 2, 9; [7], p. 56). Yet, an important question that remains open is what kind of 
pluralism is needed to make justice to the diagnostic interview. Although everyone 
would agree that a genuine pluralism cannot be a mere juxtaposition, one open chal-
lenge is how to articulate the relation between the different elements. We return to 
this question in Sect. 4.5, after exploring in some detail recent discussions in social 
cognition about the difference between second-person and third-person relations.

4.3  Spectatorial Observation, Engagement, and Openness: 
“Where Has ‘You’ Gone?”4

Research on social cognition has been primarily concerned with the question of how 
we go about understanding others by attributing to them mental states such as 
beliefs, intentions, and emotions. Traditional positions understand mental-state 
attribution in terms of “mindreading” (see [25]). In brief, Theory-theory approaches 
maintain that our capacity for mindreading relies on the possession of a relevant 
theory of mind, understood as a body of folk-psychological knowledge that allows 
us to infer that another person is undergoing a certain mental state [31–34]. In con-
trast to Theory-theory, Simulation Theory approaches to social cognition hold that 
mindreading does not rely on a body of theoretical knowledge and law-like gener-
alizations, but rather on the attributor’s use of his or her own mind as a model for the 
attribution of mental states to others [35–37].

In an influential 2013 article, Schilbach and colleagues argued that, in spite of all 
their differences, both Theory-theory and Simulation Theory approaches are “spec-
tator theories of other minds” ([38], p. 394). By this they mean that those approaches 
would be concerned with social cognition in abstraction from the context of social 
interaction. In a nutshell, Theory-theory and Simulation Theory would construe 
social cognition as something that, in principle, could happen through a one-way 
mirror ([38], p. 396). A construal of social cognition in terms of the unilateral attri-
bution of mental states need not incorporate in any way how the target of the attribu-
tion might be affected by it, react or respond to it. Although Schilbach and colleagues 
do not deny that social cognition may happen from what they characterize as a 
“spectatorial” stance ([38], p. 394), their central claim is that there is a fundamental 
difference between spectatorial and nonspectatorial social cognition. As they put it,

4 The title of this section is partly indebted to [30].
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social cognition is fundamentally different when […] we are emotionally engaged with 
someone as compared to adopting an attitude of detachment, and when […] we are in inter-
action with someone as compared to merely observing her. ([38], p. 396)

One way of interpreting this emphasis on the fundamental difference between 
second-person interaction and third-person detached observation is that these would 
be two different kinds of social cognition. A second claim advanced by Schilbach 
et al. is that second-person social cognition is primary with respect to third-person 
social cognition. Although it is plausible that in a wide range of situations, we 
understand others by participating in social interaction with them—instead of 
observing them detachedly—Schilbach et al. make clear that their claim about the 
primacy of second-person interaction over third-person observation is not best 
understood as pertaining to the frequency or pervasiveness of the former, but rather 
as a developmental claim ([38], pp. 441–442).

Schilbach et al. propose that a second-person relation has two central constitu-
ents: emotional engagement and social interaction. First, a second-person relation 
requires a feeling of engagement and emotional responsiveness to the other ([38], 
p. 396). Second, it requires actual interaction with someone. Social interactions are 
characterized as involving reciprocal relations, different roles for the interactors, 
emerging properties that affect the continuation of the interaction, and a dimension 
of temporality and historicity ([38], p.  397). Importantly, emotional engagement 
and social interaction are not taken to be individually sufficient for a second-person 
relation. For example, watching a scene, or—with a slight modification of the exam-
ple they use—a character in an emotionally intense movie scene may prompt feel-
ings of engagement and involvement, even though the perceived character does not 
respond to one’s feelings ([38], p. 397). Likewise, while an interacting subject may 
be conceptualized as being engaged simply in virtue of interacting, there are forms 
of interactions that lack affective engagement, as when one is, for example, hastily 
buying a bus ticket from a cashier ([38], p. 397). In light of cases like these, one 
reasonable way of interpreting Schilbach et al.’s proposal is that emotional engage-
ment and social interaction are individually necessary and jointly sufficient condi-
tions for a second-person relation. In a nutshell, on Schilbach et  al.’s view, 
second-person relations are emotionally engaged social interactions. For one to suc-
cessfully adopt a second-person stance toward another, it is not sufficient that one 
feels emotionally engaged with that person or that one interacts with him or her. 
Rather, on their account, both things are needed.

How should this proposal be assessed? Some authors have warned against a too 
simplified conception of observation as passive and disengaged [39]. For example, 
some studies have shown that the perception of another’s facial expression such as 
smiling already elicits, at least on the level of muscular activity, an automatic 
response to smile back, independently of whether one is addressed or not (see [40]). 
As de Bruin et al. suggest, this has important consequences for accounts that spell 
out the difference between a second- and third person stance as a clear-cut distinc-
tion between active engagement and passive observation. Since an observing sub-
ject would never be completely passive, but in some sense actively engaged while 

4 The Distinction Between Second-Person and Third-Person Relations…



58

perceiving, the difference between second- and third-person relations would be bet-
ter construed as one of degree, rather than in kind ([39], p. 4). Furthermore, if such 
difference is gradual rather than categorical, claims concerning the primacy of 
second- person social cognition would come under pressure ([39], p. 4).

In a recent contribution, Reddy takes issue with this criticism, which she dubs the 
“graded difference” objection” ([41], p. 437). In what appears to be a modification 
of the view put forward in the paper coauthored with Schilbach et al., she maintains 
that the difference between second-person and third-person relations is not categori-
cal, but graded ([41], p. 435). And she attempts to respond to the “graded objection” 
by noting that “the fact of their graded distinction does not negate the fact of the 
different effects from different parts of the grading” ([41], p. 438). Reddy’s line of 
response can be interpreted as follows: even if one takes second-person and third- 
person relations to be located on a continuum of social cognition, even if there is no 
clear-cut demarcation between them, different points within that continuum may 
still have different “effects” on the involved subjects. However, this line of response 
doesn’t seem a convincing rebuttal of de Bruin et al.’s criticism. Their point was that 
it is hard to make sense of the claim concerning the primacy of second-person over 
third-person social cognition, if both varieties of social cognition are located within 
the very same continuum. Reddy’s line of response doesn’t provide resources to 
vindicate the primacy claim, although it might support a weaker claim concerning 
“different effects” that second-person and third-person relations might have on the 
involved subjects.

Before exploring one way in which the categorical distinction between second- 
person and third-person relations can be retained, it is worth considering another 
aspect of Reddy’s most recent account of these notions. While she appears to hold 
on to the idea that reciprocity or mutuality is necessary for a second-person rela-
tion5, she also allows for the possibility that observing a person without interacting 
with her, yes even observing someone in a movie, could qualify as second-personal. 
She suggests that a second-person relation is exemplified by cases in which one sees 
“the other(s) as if they were speaking to oneself and feel involved with responsive 
sympathy or hate or anger or adoration toward them,” and notes that “[t]he key dif-
ference between relating in the second person and relating in the third person is not 
one of the structure of the situation, but one of the openness or closed-ness with 
which one faces (and is faced by) the other” ([41], p. 437, emphasis added).

This is problematic for various reasons. First, the relational component of 
second- person relations, hinted at in the notion of social interaction and suggested 
by the notions of reciprocity and mutuality, is considerably downplayed. This rela-
tional aspect is captured by the idea that in order for a subject to stand in a second- 
person relation to another, the second subject must also stand in a second-person 
relation toward the first subject [42]. But, following Reddy, this feature turns out to 
be inessential for the second person (see [43]). In fact, since the character observed 

5 “At its heart, a second-person relation involves the experience of being addressed by another, of 
being seen as a You by another person, and of the mutuality that is generated in seeing the other as 
a You in turn.” ([41], p. 437).
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in a movie is obviously not reciprocating the spectator’s engagement, Reddy’s sug-
gestion runs the risk of collapsing the very distinction between spectatorial and 
second-person relations.

Secondly, Reddy now gives center stage to the notion of “openness,” as distin-
guished from the notion of “closed-ness” ([41], p. 437). As Reddy explicates the 
latter notion, “closed-ness” to another can occur in different situations, for example, 
when one categorizes or objectifies the other, more particularly when one sees him 
or her “through the filter of a label, a group category, or a dismissive analysis (she 
is just a student, he is an immigrant, she is autistic)” ([41], p. 437). One difficulty 
with these suggestions is that we typically and quite inescapably navigate the world 
in terms of filters and categorizations of various sorts [44]. Given the examples that 
she uses, it might be that the categorizations that Reddy has in mind are the morally 
reproachable and questionable ones, whereas not reproachable categorizations 
would still be consistent with being “open” to the other. However, were one to take 
that route, it seems that the latter kind of categorizations can very well happen with-
out any interaction with the categorized person.

Ultimately, Reddy’s most recent characterization of the second person appears to 
vacillate between a thick version that attempts to capture some salient and distinc-
tive elements of it with respect to third-person relations, and a thin version, which 
strongly emphasizes the continuities between the two. Perhaps she would retort that 
such ambivalence and, more generally, the vagueness of the notion of the second 
person is, like the vagueness of the notion of engagement, a constitutive feature of 
it, one that one should somehow make room for. Consider that, commenting on the 
notion of engagement, she writes as follows:

Like all those other terms that we use—mind, culture, emotion, love—engagement is a 
vague and multifaceted term. One could argue that this is an essential vagueness—an inde-
terminacy that encompasses the possibility of as yet unknown manifestations. ([41], p. 448)

Yet, whether or not one takes the notions of mind, culture, emotion, and love as 
essentially vague, there would be something quite unsatisfactory in extending this 
appraisal to the notion of the second person. The reason is that, differently from 
those other notions, the concept of second-person relations is supposed to play an 
explanatory role in how we understand others, and not just add to the presumed 
indeterminacy and vagueness of the other notions. A further difficulty that looms 
large is whether it is feasible to account for the notion of second-person relation in 
terms of other, seemingly vague notions, such as “openness.”

4.4  Reciprocity and Communication

In light of the foregoing discussion, we suggest that a better way forward is to 
unambiguously retain the relational character of the second person, by placing a 
starker emphasis than Schilbach et  al. do on the reciprocal character of second- 
person relations. On the present proposal, to adopt a second-person stance or 
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perspective toward someone is to participate in an actual, real relation in which both 
persons are second-personally related toward one another. We propose that a 
second- person interaction is one, which, minimally, satisfies this requirement:

the second-person perspective involves a relation between you and me, where the unique 
feature of relating to you as you is that you also have a second-person perspective on me, 
that is, you take me as your you. To that extent, there cannot be a single you: there always 
has to be at least two. ([42], p. 246)

Although this requirement is quite general, taking it on board immediately 
excludes the case of engagingly observing someone in a movie as a case of a second- 
person relation. It also excludes relations toward inanimate objects as second- 
personal, at least in a proper sense, since an inanimate object related to obviously 
lacks a second-person perspective on the engaging subject.6 At the same time, need-
less to say, an emphasis on reciprocity as a mark of second-person relations doesn’t 
settle the question of just how such reciprocity ought to be understood. How to flesh 
out in more detail this reciprocity requirement? There are different options one 
might consider.

A first option is suggested by de Bruin and colleagues, who propose that a social 
interaction is reciprocal if the involved subjects “coordinate their actions with one 
another—what is sometimes called ‘attunement’” ([39], p. 5). The kind of coordina-
tion that de Bruin et al. have in mind is behavioral co-ordination, enabled by shared 
representations, action anticipations, and perspective-taking. As mentioned earlier, 
according to them, the difference between second-person and third-person relations 
is of degree, and not of kind. They suggest that the same cognitive capacities 
recruited in third-person social cognition may also be involved in second-person 
social cognition. This proposal has the advantage of doing justice to the fact that 
observation and interaction can be very closely interrelated (see [46]). However, one 
weakness of de Bruin et al.’s proposal is that their conceptualization of reciprocal 
coordination and attunement might be too thin. Consider that if two agents share 
representations about objects and events (i.e., have representations with overlapping 
content), anticipate each other’s actions, and take each other’s perspectives, then 
they appear to fulfil de Bruin et al.’s criteria of reciprocal coordination. So two per-
sons walking in a busy corridor from opposite directions, and who quickly and sur-
reptitiously notice each other’s movements and efficiently avoid collision with each 
other would appear to satisfy these requirements of reciprocal behavioral coordina-
tion. Yet there is an intuitive difference between such a situation and one in which 
the two persons address one another with the “you” pronoun.

A more robust conceptualization of the reciprocity requirement can be found in 
work by Naomi Eilan. On her view, a second-person relation requires that one 
stands in a communicative relationship with another subject and achieves a “com-
municative connectedness” with her or him ([47], p. 8). According to Eilan, such a 

6 This goes against Brinck and Reddy’s more radical rendering of the second-person perspective as 
one that may be applicable to the inanimate world. One central example in their discussion is the 
engagement between potter and clay ([45], p. 25).
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connection is reached when subjects adopt “attitudes of mutual address” toward one 
another” ([47], p. 14). One consequence of this account is that no second-person 
relation is established if one’s act of communication is not reciprocated. As Eilan 
illustrates:

[O]n this account, A shouting out to B in the supermarket that he is spilling sugar doesn’t 
put him in a communicative relation with B unless B responds to A in a way that involves 
his adopting an attitude of address towards A”. ([48], p. 23)

This account avoids the difficulty just identified in de Bruin et al.’s account, since 
a relation of communicative connection enabled by mutual address is arguably more 
than behavioral co-ordination. At the same time, Eilan’s account improves on the 
ambivalence identified above in the analysis of Reddy’s most recent account. Yet, 
Eilan’s account leaves several key issues unaddressed: What really changes in one’s 
relation to another when one’s communicative act is reciprocated? And what are the 
experiential aspects of participating in a communicative relation with someone else?

Resources to address these questions can be found in Husserl’s writings on the 
“I-thou relation,” which bear significant similarities with Eilan’s account. Like 
Eilan, Husserl emphasizes the importance of communication in relating to another 
as a “you.” Two subjects might be reciprocally aware of one another, as in the case 
of mere behavioral co-ordination illustrated above, but this does not yet amount to 
an I-thou relation. What is lacking in such situations of “reciprocal empathy” is the 
act of communication:

What now that reciprocal, active empathy is established? Thereby no social unity, no com-
municative [unity], no actual I-thou nexus is established […] What is still missing is the 
intention and will of manifestation [Kundgebung]  – the specific act of communication, 
which, in establishing a community, is called communicatio in Latin. ([49], pp. 472–473)

The aspect of communication highlighted by Husserl is not the transfer of infor-
mation from one subject to another, but rather that, through communication, a spe-
cific kind of connectedness emerges between “I” and “thou.” When I address 
someone, he writes, “I am not only carrying out certain acts, and I am not only 
understood by the other as someone carrying out these acts.” What is essential is 
that “my act-accomplishment [Aktvollzug] motivates a certain co-accomplishment 
[Mitvollzug] in the other”, i.e., the act of uptake ([49], p. 476). Similarly to Eilan’s 
account, Husserl argues that once one’s act of address is taken up by the addressee, 
a connection is formed between the communicating subjects, and an “I-thou- 
community” is brought about ([49], p. 476).

What does it mean for subjects to stand in such a communicative relation, in an 
“I-thou-community” with another? Two points seem to be of particular relevance 
in this regard. Based on Husserl’s writings, Zahavi has recently argued that engag-
ing in an I-thou relation has a self-transformative effect upon the communicating 
subjects. Being addressed by another is fundamentally different from merely being 
attended to, because the former can give rise to a specific “socially mediated exter-
nalized self-apprehension” ([50], p. 255). By means of communicative acts, one 
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comes to experience oneself as perceived and addressed by others and one attains 
“personal self-consciousness” ([50], p. 255). But communication not only leads to 
an enriched form of self-experience. A second point highlighted by Husserl, par-
ticularly in Ideas II, is that communication creates relations of “mutual under-
standing,” which play a crucial role in the constitution of a common 
surrounding world:

In this way relations of mutual understanding are formed: speaking elicits response; the 
theoretical, valuing, or practical appeal, addressed by the one to the other, elicits, as it were, 
a response coming back, assent (agreement) or refusal (disagreement) and perhaps a coun-
ter proposal, etc. In these relations of mutual understanding, there is produced a conscious 
mutual relation of persons and at the same time a unitary relation of them to a common 
surrounding world. ([51], pp. 202–203)

What emerges through relations of mutual understanding, and acts of agreement 
in particular, is a common surrounding world, which Husserl describes as the “com-
municative surrounding world [kommunikative Umwelt]” ([51], p.  203). On this 
account, for the surrounding world to become a common world, it is not sufficient 
that subjects merely understand each other’s expressive behavior, or that they suc-
cessfully co-ordinate their behavior and actions ([52], p.  136). What is further 
needed are communicative acts through which subjects co-refer to a shared world, 
and potentially motivate each other to perform certain acts. Only then does it 
become possible to relate to objects and other living beings in one’s surroundings in 
the same way, such that the other “sees what I see and hears what I hear, or at least 
he can do so.” ([51], p. 208).

The Husserlian conception of the I-thou relation as a communicative relation, 
which obtains when two subjects address one another and take up each other’s acts 
of address, helps to flesh out the reciprocity requirement in a way that foregrounds 
the relational character of second-person relations. Moreover, Husserl suggests that 
an I-thou relation is qualitatively different from situations in which two subjects 
observe one another, as they could happen in simultaneous or reciprocal empathy. 
The idea that “something momentous happens the moment I turn toward and start to 
address the other as a you” ([53], p. 746) converges with Schilbach et al.’s sugges-
tion that the difference between second-person interaction and third-person obser-
vation is a difference in kind, and not merely in degree.

We propose that the core of second-person relations is communication. More 
specifically, mutual communicative address between two subjects is both a neces-
sary and sufficient condition for them to be second-personally related to one another. 
To be sure, such communicative relation doesn’t have to be always linguistically 
articulated. But conceptualizing second-person relations as essentially communica-
tive relations helps to capture a significant phenomenon that a successful account of 
social cognition should be sensitive to. If research on social cognition is primarily 
concerned with the question of how we go about understanding others by attributing 
mental states to them, according to the approach to second- person relations outlined 
here, understanding others by communicating with them is a distinctive kind of 
social understanding that deserves to be singled out in its own right. Such 
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understanding stands in contrast with the third-person social understanding that can 
be achieved from a purely observational and detached stance, and that is best exem-
plified by the one-way mirror situation.

What about the component of emotional involvement that, on Schilbach 
et al.’s proposal, is also part of a second-person relation? One tentative way of 
dealing with this question is by noting that while it might be plausible to hold 
that many communicative relations are affectively loaded, it would be too quick 
to exclude the possibility of affectively neutral communicative interactions in 
which subjects are nonetheless in a situation of mutual address. Needless to say, 
much depends on how broad or narrow one takes the notions of affectivity and 
emotions to be. On a liberal construal, if all engagements with the world are to 
some extent permeated by affectivity, then communicative relations would be no 
exception.

4.5  Back to the Diagnostic Interview: What Kind 
of Methodological Pluralism?

The domain of investigation of social cognition is obviously very broad. It concerns 
the foundations of our understanding of others. As hinted at above, there are a num-
ber of questions that have been discussed in the social cognition literature, including 
whether there is a developmentally primary way of understanding others, and how 
to understand the roles of reciprocity and affectivity in interpersonal understanding. 
Abstracting from such discussions, the issue to be considered in this section is 
whether research on social cognition, as presented and discussed in the two previous 
sections, can shed light on the psychiatric diagnostic interview.

Recall Stanghellini’s characterization of the diagnostic interview as one that 
should not be of dominance and that should foster a co-construction of meaning [5]. 
One feature somewhat implicit in that characterization is that such co-construction 
of meaning is achieved via communication between the clinician and the patient. 
Dialogue between the two provides the space for a joint exploration of the patient’s 
mental life. One should not assume that the patient is from the outset able to verbal-
ize and conceptualize his or her own existential situation. Rather, one might con-
sider the diagnostic interview a collaborative process where the clinician works 
with the patient in order to co-generate knowledge about what it means to live with 
the affliction in question. To some extent, one might see the approach of the clini-
cian as being somewhat akin to the Socratic method, that is, it is also a question of 
helping the patient to obtain new insights of his or her own. This, one might add, is 
partly captured by the Husserlian idea of a socially mediated self-apprehension 
enabled by participation in an I-thou relation. After all, by means of communicative 
acts, one can come to experience another’s perspective upon oneself, enabling one 
to discover aspects of oneself hitherto unknown. In order for a mutual exploration 
of the patient’s mental life to be possible, a relation of trust must be established 
between the clinician and patient, and this in turn presupposes that a second-person 
relation is in place.
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This approach to the diagnostic interview as an exploration of the patient’s psycho-
pathology “in an intersubjective (you and I) setting” seeks to stay clear from a situation 
in which “the patient’s experiences and meanings” are overwritten by the psychiatrist 
or psychologist ([54], p. 172). Moreover, it opens the way for appreciating the role of 
narrative understanding in the clinical setting [55]. The view of second-person rela-
tions that we have developed in the previous sections, centered on the notion of com-
munication, is consistent with Stanghellini’s observations—which, however, also 
point to a thicker notion of the second person than the one we have endorsed above.

At the same time, it is important not to miss out on what a third-person way of 
relating to the patient can bring to the diagnostic interview. A too narrow focus on 
the joint co-construction of meaning in the clinical setting might risk missing the 
point that, on the one hand, labeling and approaching the patient’s experiences from 
a third-person stance, and, on the other hand, engaging in a communicative relation 
with the patient, need not be mutually incompatible. The skilled clinician has to 
cultivate and make use of both. Part of the difficulty of the clinical interview, and 
part of the qualifications that the clinician has to acquire concern how to smoothly 
shift between two different and complementary ways of relating to the patient: as a 
partner in conversation and as a target of diagnosis. Importantly, as noted by Larry 
Davidson in the context of schizophrenia research, to include the patient as a partner 
in the research enterprise doesn’t mean to include him or her “as a fellow scientist,” 
but rather “as the expert on the domain of his or her everyday life” ([56], p. 62). 
Thus, both a second-person relation and a detached observational stance may well 
co-occur in the diagnostic interview. The clinician has to adopt and nurture a recip-
rocal communicative stance toward the patient, which is accompanied with observa-
tion and classification of any relevant symptoms and signs discerned from a 
third-person stance.

The factual co-occurrence and the intertwinement between these two ways of 
relating to the patient doesn’t mean that there isn’t a relevant conceptual distinction 
between them. In order for the clinician to be related both second-personally and 
third-personally to the patient, the distinction between a communicative stance and 
a non-communicative “spectatorial” stance is better appraised as one between two 
kinds of relations, and not merely as a matter of degree. Husserl’s distinction 
between the I-thou relation and relations of reciprocal empathy supports this point 
from a phenomenological perspective. Whether one participates in a communicative 
relation with another subject or whether one adopts a spectatorial stance toward her, 
communication and detached observation are, phenomenologically, distinct sources 
of our understanding of others. This point can be further elaborated by considering 
that, whereas knowledge gained from observation of another is epistemically based 
on evidence about states of affairs, knowledge gained from interpersonal communi-
cation builds on what speakers tell and, more generally, communicate to one another. 
This feature is arguably absent when the other is taken merely as a source of infor-
mation. To employ a distinction by Edward Craig, there is a relevant difference 
between taking the other as an informant and as a source of information ([57], p. 35; 
see [58]). Taken together, these phenomenological and epistemic considerations 
support the point that reciprocal communication is a relevant marker to take into 
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account when motivating a difference in kind between second-person and third- 
person relations, and that such difference can play a fruitful role in the investigation 
of the diagnostic interview.

The current proposal differs from some views advanced in the literature about 
the relevance of the distinction between second-person and third-person rela-
tions for psychopathology and the clinical encounter. As mentioned earlier, it is 
fairly obvious that a plausible methodological pluralism cannot simply amount 
to a mere juxtaposition of different methodologies. Rather, it has to delineate 
how these different methodologies are related. Consider one of the available 
proposals.

Galbusera and Fellin express sympathies toward methodological pluralism ([6], 
pp. 2, 3, 9, 12), and, as they argue, the second-person has primacy as an overarch-
ing integrative framework ([6], p.  13). One motivation for this view is that the 
second- person perspective “best accounts for the validity of our claims about the 
other” ([6], p. 12), insofar as it wouldn’t be affected by general problems that third-
person and first-person methodologies would run into. In brief, the former would 
seek to be based on immediate sensory experience while at the same time making 
our knowledge of other minds an inferential achievement ([6], pp. 3, 12). And the 
latter would be prone to neglect the alterity of the other, by modeling the under-
standing of the other on self-understanding ([6], pp. 5, 12). Drawing on enactive 
and phenomenological theories of social cognition, Galbusera and Fellin charac-
terize the second- person methodology as non-spectatorial, embodied, and interac-
tive, and as providing the basis for our understanding of others ([6], pp. 5, 6, 13). 
Although their proposal concerns psychopathological research at large, it would 
also apply to the specific kind of interaction that they are interested in, namely, “the 
relation between a researcher and a person presenting with a psychopathology” 
([6], p. 7).

There is much of interest in Galbusera and Fellin’s discussion, but their bold 
construal of the second person as an overarching framework for psychopathological 
research differs from the present proposal. The reason is that we don’t believe it 
necessary to advance claims about the primacy of second-person over third-person 
relations in order to vindicate the more specific idea that they are different stances 
toward the patient that the clinician can adopt, and that can mutually inform one 
another. Another difficulty with their proposal is that it risks mischaracterizing the 
third-person perspective as being mainly exemplified by “checklists” ([6], p. 9) and 
as a view from nowhere seeking an “illusory objectivity” ([6], p. 13). But we sug-
gest that as much as it is important to vindicate the role of the second-person per-
spective, it is also relevant not to endorse an overly scientistic understanding of the 
third-person perspective. The latter can also be construed as firmly anchored in the 
subjectivity of the clinician who adopts a reflective and theoretical stance toward the 
patient. At the same time, it is worth emphasizing that although some (the most 
severe) expressive features may be detectable without relating to the patient second- 
personally, they only gain their diagnostic significance in the context of the overall 
psychopathological picture/Gestalt and, most importantly, the psychosocial history 
of the patient.
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4.6  Concluding Remarks

We began our chapter by expressing reservations about an understanding of the 
diagnostic interview as a linear and simple process with a single input and output. 
We endorsed a different picture, according to which the clinician has to draw on 
multiple sources of diagnostically relevant information. This picture motivated the 
question of how to approach the complexity of the interview, and the role that the 
distinction between second-person and third-person relations might play for a better 
understanding of it. The notion of second-person engagement that we have delin-
eated above allowed us to elaborate on the complex interplay between different 
factors that the clinician has to be attentive to. Our focus on communication allows 
us to consider second- and third-person relations as complementary methodological 
tools in the clinical practice, by means of which the clinician seeks to gain a better 
understanding of the patient. Moreover, at a more general level, our discussion sug-
gests that the second-person relation does not necessarily need to go hand-in-hand 
with emotional engagement or with adopting a sympathetic, or compassionate 
stance toward the other. At the same time, relating to another third-personally does 
not necessarily imply that one dominates the situation, or that one engages in prob-
lematic forms of labeling. On the view we have presented, the psychiatric diagnos-
tic assessment does not consist in a third-person collection of single symptoms and 
signs but is a complex process encompassing, from the clinician’s perspective, both 
a second-person and a third-person stance. As mentioned earlier, a fuller account of 
the diagnostic interview would have to take into account other factors, such as the 
clinician’s first-person resonance, typification, and/or intuition when interacting 
with the patient. In the present contribution, however, we have focused on the rele-
vance of the distinction between second-person and third-person relations for 
understanding the diagnostic interview.
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5Understanding Other Persons. A Guide 
for the Perplexed

Giovanni Stanghellini

5.1  Introduction

I must not dwell upon the fearful repast, which immediately ensued. Such things may be 
imagined, but words have no power to impress the mind with the exquisite horror of their 
reality. Let it suffice to say that, having in some measure appeased the raging thirst, which 
consumed us by the blood of the victim, and having by common consent taken off the 
hands, feet, and head throwing them together with the entrails, into the sea, we devoured the 
rest of the body, piecemeal, during the four ever memorable days of the seventeenth, eigh-
teenth, nineteenth, and twentieth of the month [1].

This description is taken from Edgar Poe’s The Narratives of A. Gordon Pym 
from Nantucket—a shipwreck tale of survivor cannibalism. We can, indeed, hardly 
imagine the horror, guilt, or shame that mariners may have felt while consuming 
human flesh and after they did so. Words, as Poe says, “have no power to impress 
the mind” with the horror of reality.

It would not make such a difference if, instead of Poe’s novel, I mentioned the 
opening of Kafka’s The Metamorphosis:

One morning, as Gregor Samsa was waking up from anxious dreams, he discovered that in 
bed, he had been changed into a monstrous verminous bug. He lay on his armour-hard back 
and saw, as he lifted his head up a little, his brown, arched abdomen divided up into rigid 
bow-like sections. From this height, the blanket, just about ready to slide off completely, 
could hardly stay in place. His numerous legs, pitifully thin in comparison to the rest of his 
circumference, flickered helplessly before his eyes. “What’s happened to me,” he 
thought [2].

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-030-90431-9_5&domain=pdf
https://doi.org/10.1007/978-3-030-90431-9_5#DOI
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Some sort of disjunctive experience between ourselves and the protagonist of the 
narrative would have arisen even if my examples were taken from the overture of 
Melville’s masterpiece Moby Dick:

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 growing grim about the mouth; 
whenever it is a damp, drizzly November in my soul; whenever I find myself involuntarily 
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 a strong moral 
principle to prevent me from deliberately stepping into the street, and methodically knock-
ing people’s hats off – then, I account it high time to get to sea as soon as I can. This is my 
substitute for pistol and ball [3].

Uncivilized practices like cannibalism, oneiroid metamorphosis into a nonhu-
man body, and even a rather familiar mood like spleen are all good examples of 
narratives that defy—in part or totally—our capacity to intuitively understand 
someone’s actions, expressions, and experiences. Something hardly intelligible is 
described by the other person; and, in addition to that, our emotions—including 
disgust, repulsion, astonishment, irritation, contempt, etc.—hinder our capacity to 
feel and make sense of what the other is trying to tell us. This is obviously a feeling 
we may have not only when we are confronted with a fictional tale, but even more 
so when we hear stories like these from a flesh-and-blood person, as it is the case 
when we listen to a friend asking our help, or to a patient in our everyday clinical 
work. Understanding other persons—in short: understanding others, as I shall call it 
here—is not an easy task when we are faced with such radical form of otherness, but 
perhaps, paradoxically, it may become even more tricky if we find some correspon-
dence between the other’s narrative and our personal experiences, since the latter 
may surreptitiously overwrite the story told by the other.

Which are the conditions of possibility for understanding others? Let us start 
from the beginning, that is, from ordinary occurrences of face-to-face encounters in 
the human life-world, before we pass to more sophisticated forms of understanding 
as the ones that take place in the clinical setting.

5.2  A Priori Understanding Others in a Shared Life-World

First and foremost, we understand each other—or at least we have the feeling that 
we understand each other. The cognitive sciences have generally adopted a mental-
istic, strictly representational approach to this phenomenon, in which the under-
standing of others is attributed to the possession of a theory of mind, conceptualized 
as an ability to perform inferential or imaginative-simulative routines in order to 
account for or predict the mental states subtending the other’s behavior [4, 5]. By 
contrast, phenomenology maintains that the basic process of understanding others 
involves a quasi-perceptual, unmediated access to the mental states of others as 
displayed in their expressive behavior [6].
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There are several features involved in this basic form of understanding others. 
Under normal circumstances, we have the feeling that we understand each other 
well enough thanks to our shared engagement in a shared world. Our relationships 
are given in a world that is, from the beginning, a shared world of action. We feel 
embedded in a world of praxis or practical engagements that we feel we share with 
others. For each of us, a knife is a utensil to cut and a pen a different kind of utensil 
to be used for writing. This entails that when two or more persons are in front of a 
knife or a pen they prereflectively share the same attitude about the use and thus 
about the meaning of that instrument—that is, how to put it to use. We do not need 
to use cognitive concepts in order to comprehend and respond to others. The major-
ity of everyday relations are based on immediate and prereflective face-to-face 
encounters with other persons, whose emotions, beliefs intentions, and desires are 
expressed directly in their actions and are typically grasped as meaningful in an 
emergent, pragmatic context.

Not only do we feel embedded in a shared world of practical engagements, we 
also feel embedded in a shared world of symbols. A second reason why we have the 
feeling that we understand each other is that we share linguistic conventions rooted 
in social traditions. For instance, in abecedaries, which are used to teach children 
the alphabet, a given word is coupled through its initial letter with a corresponding 
thing or animal (A like ant, B like bee, C like cat, etc.) and each word is paired with 
the image of the corresponding thing or animal. This conveys the correspondence 
between the world of symbols and that of worldly entities. The word “knife” means 
(symbolizes) the utensil knife. The coupling between a word and a thing conveys a 
feeling of reciprocal understanding when we speak to each other. We take it for 
granted that if another person says “knife,” he means a utensil made for cutting and 
nothing else. These linguistic conventions are reiterated and all anomalies are dis-
couraged and stigmatized—with the exception of art or poetry or other forms of 
creativity.

A third feature of our feeling of understanding others is that the others’ actions 
have for us an intuitive meaning. From birth, understanding others is a sensorimotor 
and proprioceptive apprehension of others grounded in early relations with the care-
giver, as the infant and caregiver are able to create a preverbal communication con-
text. This implicit code—which develops hand in hand with a basic sense of Self—is 
procedural, nonsymbolic, and prereflexive [7]. We are in touch with each other 
through a fine prethematic understanding of the expressive behavior of other people. 
Behavior (postures, gestures, expressed emotions, gazes, and goal-oriented actions) 
intrinsically possesses an expressive unity and meaningfulness that we can directly 
grasp during our encounters with others, without any reflexive/introspective media-
tion. This basic form of understanding others is a particular kind of perception, 
thought to be innate. Understanding others is based on the resonance between my 
body and the other’s body, with the other given in his expressive bodily presence. 
Intersubjectivity is basically intercorporeality [8]. What the others do is meaningful 
to me because of two reasons: first, the others are embodied like myself and they 
move as I—as any other animal being—would move in the same circumstances; 
second, because these behaviors are handed down by culture. Let us make an 
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example of the first case: “[w]hen young lady is faced with the problem of an unde-
sirable marriage she has two choices. She may proceed calmly and deliberately to 
take advantage of her adversary’s weakness, now resisting him energetically and 
now cleverly eluding him—with the result that by selecting words and actions 
appropriate to every new development, she finally reaches her goal. Or she may sud-
denly breakdown, tremble and quiver convulsively, roll and toss and work herself up 
into a frenzied state; she will behave in this way until she frees herself from the 
unwanted suitor” ([9]; p. 3). The second behavior is an example of instinctive flurry, 
a typical reaction to situations that threaten or interfere with someone’s existence. It 
is a built-in mechanism with a biological function. This behavior is embodied in 
every animal including humans and thus intuitively understandable by anyone who 
is observing it.

There are other behaviors whose meaning is culturally dependent. Some of our 
corporeal habits are embedded in a given culture and are implicitly handed down to 
all its members. For instance, in our culture, we all use forks, knives, and spoons to 
eat; thus, we feel that a person who is using these utensils is engaged in feeding 
himself or herself. Pierre Bourdieu [10] provides an excellent example of these: our 
arms and legs are full of silent imperatives. These imperatives include “Sit up 
straight!” and “Don’t put your knife in the mouth.” They select the range of afford-
able perceptions and actions. These corporeal orientations, which people acquire 
through their rearing in a given culture, constitute the track of our action and per-
ception. In particular, they orientate our social relations. They are nonconceptual in 
nature: embodied schemas that are out of one’s voluntary control and are difficult to 
be made explicit. Habits qua incorporated social schemas shared by a given com-
munity play a fundamental role in intuitively understanding the behavior of other 
members of this community.

Last but not least, in principle, we are attuned to other persons: interpersonal 
prereflexive attunement is a further aspect of the a priori form of other- understanding 
we are exploring. A fundamental feature of intersubjectivity qua intercorporeality is 
intertemporality or synchronization, that is the prereflective intertwining of lived 
and living bodies that mutually resonate with one another, or the reciprocal bodily 
synchrony that allows two or more persons to share a given experience through their 
lived bodies [11]. Prereflexive attunement is an entanglement between persons 
based on a silent mode of relating, a nonpropositional flow of communication 
between persons embedded in a given situation. Attunement is thus based on a pre-
reflexive receptivity, enabling one to feel a situation and to adjust to it—the sponta-
neous capacity to orchestrate one’s own feeling state according to the feeling state 
of the other [12]. It is like playing music together [13] where one musician co- 
ordinates and synchronizes his personal tempo (which in music indicates a mood, 
e.g., allegro, vivace, etc.) with the tempo of the other without the external help of a 
metronome.

Shared pragmatic engagement, linguistic conventions, embodiment, habits, and 
attunement are the columns of our a priori feeling of understanding others, that is, 
the ability to grasp or assess the meaningfulness of their actions and expressions. 
The understanding of others is enacted and fully embodied in the sense that it 
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unfolds in a pragmatic and semantically meaningful, situational context that is a 
constitutive part of the encounter itself.

5.3  Second-Order Understanding

What I tried to describe in the previous section are the modes of our primary and 
spontaneous engagement in the world, which allows a form of understanding of the 
other persons’ actions and expressions. If we compare these with more sophisti-
cated forms of understanding others, such as the ones required to have feelings in 
response to and to make sense of Poe’s, Kafka’s, or Melville’s narratives, we may 
establish the following distinction: on one side, we have first-order or nonconative 
forms of understanding others, and, on the other, second-order or conative ones. 
While we experience the limitations of the first-order mode of understanding others, 
we may deliberately put forward all our efforts to thematically understand the other 
person. Whereas nonconative understanding mainly involves shared pragmatic 
engagement, linguistic conventions, embodiment, habits, and prereflexive attun-
ement, and in general an unprompted and implicit resonance between me and the 
other, conative understanding others requires something more than this [14]. 
Conative understanding others, then, is a more reflexive and mediated task than 
nonconative understanding. Here I actively look inside myself for stored experi-
ences to make them resonate with those of the other.

Thus, the most basic form of understanding others does not require any voluntary 
and explicit effort. Nonconative understanding others is basically a kind of sponta-
neous and involuntary phenomenon through which we implicitly make sense of the 
other’s behavior. But, as we have seen, in some cases, the other person’s behaviors 
and expressions become elusive: while performing this act of imaginative self- 
transposal, we experience the radical un-understandability of the other. In some 
cases—maybe the most relevant, at least in clinical practice—we do not feel imme-
diately in touch with the other, we do not immediately grasp the reason and meaning 
of his actions, and, as a consequence, we purposively and knowingly attempt to put 
ourselves in his place. While attempting to transpose ourselves into the other, we 
experience the radical otherness of the other. In this vein, early clinical phenome-
nologists (like Jaspers) and early psychoanalysts (like Freud) rejected Einfühlung 
(usually translated with ‘empathy’) as an adequate tool for understanding the sub-
jectivity of patients affected by severe mental illnesses like psychoses [15].

An important epistemological concern arises here: How do I know that when I 
am “empathizing” with someone I am not projecting my own experiences onto the 
other? Also, a perhaps even more important ethical concern is: How do I know that 
the other wants to be understood by me, that is, assimilated to my own experience?

Understanding severe aberrations of experience such as those that can be met 
with in schizophrenic, melancholic, or manic forms of existence requires a kind of 
training that goes beyond spontaneous nonconative empathic skills, and at the same 
time avoids the pitfalls of conative empathy based on the clinician’s personal expe-
riences and commonsense categories. To achieve second-order understanding is a 
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complex process [16]. First of all, I need to acknowledge the autonomy of the other 
person, and consequently that the life-world1—the province of reality inhabited by 
a given person, having its own meaning structure and a “style” of subjective 
experience and action determined by a “pragmatic motive”—of the other person is 
not like my own. Second, I must learn to neutralize my natural attitude that would 
make me try to understand the other’s experience as if it took place in a world like 
my own. Third, I must try to reconstruct the existential structures of the world the 
other lives in. Fourth, I can finally attempt to understand the other’s experience as 
meaningfully situated in a world that is indeed similar to my own, but also con-
stantly and indelibly marked by the other person’s particular existence, and by that 
person’s endeavor to become who she or he is.

1 The life-world is the original domain, the obvious and unquestioned foundation both of all types 
of everyday acting and thinking and of all scientific theorizing and philosophizing. In its concrete 
manifestations, it exists as the “realm of immediate evidence.” The concept of life-world was intro-
duced by Edmund Husserl in his The Crisis of European Sciences and Transcendental 
Phenomenology [17]: In whatever way we may be conscious of the world as universal horizon, as 
coherent universe of existing objects, we, each “I-the-man” and all of us together, belong to the 
world as living with one another in the world; and the world is our world, valid for our conscious-
ness as existing precisely through this ‘living together.’ We, as living in wakeful world- consciousness, 
are constantly active on the basis of our passive having of the world... Obviously this is true not 
only for me, the individual ego; rather we, in living together, have the world pre-given in this 
together, belong, the world as world for all, pre-given with this ontic meaning…  The we- 
subjectivity… [is] constantly functioning”.

The lifeworld is a grand theatre of objects variously arranged in space and time relative to 
perceiving subjects. It is already-always there, and is the “ground” for all shared human experi-
ence. Husserl’s formulation of the lifeworld was influenced by Wilhelm Dilthey’s “life-nexus” 
(Lebenszusammenhang) and Martin Heidegger’s Being-in-the-world (In-der-Welt-Sein). The con-
cept was further developed by students of Husserl such as Maurice Merleau-Ponty, Jan Patočka, 
and Alfred Schutz. The lifeworld can be thought of as the horizon of all our experiences, in the 
sense that it is that background on which all things appear as themselves and meaningful. The 
lifeworld cannot, however, be understood in a purely static manner. It isn’t an unchangeable back-
ground, but rather a dynamic horizon in which we live, and which “lives with us” in the sense that 
nothing can appear in our lifeworld except as lived.

The most relevant variant of life-world phenomenology was developed by Alfred Schutz [18]: 
“The reality which seems self-evident to men remaining within the natural attitude (…) is the 
everyday life-world. The region of reality in which man can engage himself and which can change 
while he operates in it by means of his animate organism. The object and events which are already 
found in this realm limit his free possibility of action. Only within this realm can one be under-
stood by his fellow-men, and only in it can he work together with them.”

A life-world is the province of reality inhabited by a given person, having its own meaning 
structure and a “style” of subjective experience and action determined by a “pragmatic motive.”

Although the majority of people are situated within a shared life-world, there are several other 
frameworks of experience—for example, fantasy worlds, dream world, and psychopathological 
worlds. Abnormal mental phenomena are the expression of a more or less pronounced modifica-
tion of the ontological framework within which experience is generated. The overall change in the 
ontological framework of experience transpires through the single symptoms, but the specificity of 
the core is only graspable at a more comprehensive structural level. The experience of time, space, 
body, self and others, and their modifications are the principal indexes of the patient’s basic struc-
tures of subjectivity within which each single experience is situated [19].
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The supposition that the other lives in a world just like my own—that is, he or 
she experiences time, space, his or her own body, others, the materiality of objects, 
etc., just as I do—is often the source of serious misunderstandings. Take the exam-
ple of lived time: existential time cannot be detached from the life and history of the 
individual. One day for a young man can be lived as growth and fulfilment, whereas 
an old man may live it as consumption and decline. An anxious person may be 
afflicted by a feeling that time vanishes, inexorably passes away, that the time that 
separates him or her from death is intolerably shortened. Another patient in an early 
stage of schizophrenia may experience time as the dawn of a new reality, an eter-
nally pregnant “now” in which what is most important is not present, what is really 
relevant is not already there, but is forever about to happen.

In order to understand these persons, I need to acknowledge the existential differ-
ence, the particular autonomy, which separates me from the way of being in the 
world that characterizes each of them. Any forgetting of this difference, for instance, 
between my own world and that of an anxious or a schizophrenic person (but we 
would say, also, mutatis mutandis between my own and an adolescent’s or an old 
man’s world), will be an obstacle to understanding, since these people live in a life- 
world whose structure is (at least in part) different from my own. Achieving second- 
order understanding thus requires me to set aside my own prereflexive, natural 
attitude (in which my first-order understanding capacities are rooted), and to 
approach the other’s world as I would do while exploring an unknown and alien 
country.

5.4  Understanding Others in the Psychotherapeutic Setting

In this last section, I will concisely discuss five apparatuses that seem to be relevant 
to develop understanding others in the context of psychotherapeutic care: “dia-
logue,” “attunement,” “recognition,” “intimacy,” and “tact.” My analyses will be not 
much more than a list of topics, building on and extending my previous contribu-
tions. If the reader’s interest is attracted by this sketchy review, I may suggest her or 
him to read the following [12, 14–16, 19, 20].

Dialogue is the overall framework within which other-understanding unfolds as 
we belong together in a human shared world, since we can dialogue. Dialogue is the 
essential happening of language. It is about communication about concepts, per-
sonal experiences, and meanings, but not only about that. Dialogue is not mere 
exchange of information. In dialogue, “meanings-effects” are always accompanied 
by “presence-effects” [21] as genuine dialogue points to what is irrevocably non-
conceptual in our lives. Dialogue is the possibility to listen to each other, and listen-
ing is the opportunity to be touched by what the other says. In dialogue, words have 
a semantic content, which conveys meanings, but dialogue is also a performance 
that has a nonsemantic dimension, that is, the Volumen [22] or materiality of the 
voice of the speaker through which a resonance between the speaker’s and the lis-
tener’s bodies is established. A genuine dialogue is a genuinely social act. In it, at a 
given moment, the interlocutors themselves become the subject matter. As a 
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consequence of that, in dialogue, subjectivity is displaced. One enters into dialogue, 
but one does not control its progression and outcome. In dialogue, something new 
about the interlocutors is revealed [14].

Attunement, as we have seen, is the modulation of the emotional field in-between 
oneself and the other. I am attuned to the world and other persons through my emo-
tional feelings. Attunement, as we have seen, is based on a prereflexive spontaneous 
receptivity, enabling me to feel situated in a given place or relationship. Yet attun-
ement is also the capacity to actively and purposefully coordinate my tempo with 
that of the other. It is also the reflexive capacity to orchestrate my emotions accord-
ing to the other’s emotions and adjust to it—a modulation of the emotional field 
in-between myself and the other. Attunement is thus inter-emotionality and also 
inter-temporality. My feeling of being in sync with nature, of belonging to a world 
shared with other human beings, and of being recognized by the other person are all 
based on attunement.

Recognition is the epistemic and ethical capacity to acknowledge the alterity in 
myself and of the other person. Both these forms of recognition—self- and other- 
recognition—take place in the context of dialogue and supported by attunement. 
Self-recognition is the acknowledgement of the preindividual elements not yet 
appropriated by myself, my involuntary drives, emotions, and habits. Other- 
recognition is the acknowledgement of the other person as a fellow man to whom I 
attribute value, life, and consciousness like my own. Other-recognition has a spon-
taneous emotional side grounded in attunement (nonconative other-understanding), 
and a more intellectual nonspontaneous side fueled by my attempt to understand the 
other’s experience as meaningfully situated in a world that is similar to my own 
(conative other-understanding), but also indelibly marked by the other person’s par-
ticular existence. Thus, recognition has an epistemic as well as an ethical value.

Intimacy is an atmospheric experience of aloneness-togetherness, self- 
recognition, and other-recognition. The recognition of belonging to a common des-
tiny of fragility and solitude. My sense of being a self emerges in the experience of 
resonance with another person—often a mute or wordless resonance. This experi-
ence is embedded in an atmosphere—the elusive and often almost indefinable “air,” 
“mood,” or “ambience” that envelops a given situation in which you and I are sited. 
An atmosphere is based on a feeling that is neither private nor internal, but spatially 
spread out and tinges the situation in which two or more persons happen to be 
involved. Enveloped in an atmosphere of intimacy, I get in touch with myself via 
getting in touch with the other person. This is often the climax of friendship or love, 
or of a psychotherapeutic encounter: an aesthetic happening enveloped in an atmo-
sphere and leading to an experience of intimacy. It brings about a prereflexive feel-
ing of shared meaningfulness, a preconceptual assemblage of the assortment of all 
sensorial inputs available to both partners. The sharing an atmosphere of intimacy 
may happen spontaneously, yet it usually needs that the persons involved actively 
clear the ground from memories, representations, desires, and all sort of prejudices. 
This clearing is what phenomenology calls epochè.
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Tact is the capacity to feel and attune with the other within an atmosphere. Tact 
is the dexterity not to intrude into the other’s sphere, to avoid instrumental relation-
ships, to let the other manifest his or her uniqueness. Tact touches upon the very 
origin of the moral law. It is a form of connection released from prejudices and from 
instrumental relationship. It expresses a kind of contact that is not that of posses-
sion, physical (e.g., to take hold of the other in order to force him or her to do some-
thing), or intellectual (e.g., to grasp the significance of the other’s behavior). Tact is 
a kind of grace, an implicit promise, and the capacity to wait until the moment is 
ripe for making explicit what I sensed.

5.5  Why Understanding?

Understanding other persons is a complex phenomenon that mingles the voluntary 
with the involuntary, conative with nonconative postures, cognitive with pathic 
forms of cogito, nature with culture, meaning-effects with presence-effects—in an 
unstable state of tension or oscillation between the two. Perhaps, genuine under-
standing is a dialectic situation that involves these conflicting attitudes without a 
synthesis and this is one of the reasons why it remains open to a process of infinite 
approximation to the other whose emblem is the feeling of aloneness-togetherness, 
that is, the more I feel in touch with the other, the more I acknowledge the distance 
from the other.

Understanding other is thus not merely a kind of accurate knowledge about the 
other, a concept that grasps the states of mind motivating the other’s behaviors and 
expressions. Rather, it is a gesture—the commitment to cross the space that sepa-
rates me from the other, the act of tending to the other, purified from its goal. Yet, 
unlike a Kantian or religious virtue, understanding others is not its own reward. 
What good do we get from this kind of “virtue”?

This brings us to the final question: why should I try to understand the other? 
Especially if I have become aware that grasping his states of mind, reasons, and 
motivations is on the edge of being an epistemologically impossible task (the 
essence of the other is its otherness), if not an unethical one (understanding others 
should not be a kind of “grasping,” that is of physical or intellectual possession). 
Why should I condemn myself to such a frustrating effort? The reason is that with-
out an effort to understand the other, I am at risk at imploding into myself. The other 
is the counterweight that avoids my collapsing into myself. Also, the other, without 
my effort to understand him or her, and more exactly without my effort to recognize 
him or her, is at risk of imploding into himself or herself. Mental pathologies can be 
defined as the sinking of the Self into itself that takes place when the dialectic with 
otherness – the dialectic of recognition – comes to a stop. Understanding other per-
sons is not an act of pure generosity, but a necessity inscribed in the fragile condi-
tion of being a human Self. The effort to understand others is not only a way to care 
for the other, but an essential part of the techne tou biou, that is of the care for myself.
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6Intersubjectivity and Neuroscience 
in the Diagnostic Process

Massimiliano Aragona

6.1  Attempts at Neurobiological Explanation of “Objective” 
Psychiatric Disorders and Symptoms

Since Pinel’s foundation of modern psychiatry (the classic ‘alienism’), the basic 
idea was that psychiatric diagnoses reflected medical diseases: real, natural condi-
tions presenting with specific characteristics [1]. Accordingly, one of the first tasks 
for psychiatrists was to observe naturalistically the signs and symptoms of the dis-
ease and their evolution over time, in order to identify and distinguish the various 
mental diseases occurring in human beings. This early nineteenth century “botanic” 
idea accompanied psychiatry through the entire twentieth century, from Kraepelin’s 
textbook to the neo-Kraepelinian DSM-III and subsequent editions, and continues 
also today [2].

If mental symptoms were natural, objective signs that could be observed by the 
clinician, as is implicitly believed by current models of psychiatric diagnosis, the 
interviewer should be able to simply elicit observable behaviors that can be easily 
captured in rating scales that differentiate their formal features. This objective basis 
would then serve as a sufficient foundation to begin carrying out correlational anal-
yses between symptoms and underlying brain activity.

This is exactly what the reductionist/eliminative materialism approach pursues. 
In this philosophical view, with the advancement of research, mental phenomena 
are reduced to their underlying biological causes (the neurobiological dysfunctions 
responsible for the phenomena), without residuum. Once discovered, the physio-
pathological mechanisms will replace the phenomenal description, which will be 
consequently eliminated as no longer necessary. As a general stance, this view has 
been long held in psychiatry: Somatiker, organicists, biological psychiatrists, and 
the like, all tacitly adopted it in the form allowed by the technical devices available 
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at their times. Translated into psychiatry, the aim is to find the brain mechanisms, 
which, being altered, are responsible for the psychopathological symptom(s) under 
study. For example, the reduction of auditory hallucinations to dysfunctions of the 
temporal lobe, or the reduction of delusions to excessive brain levels of dopamine. 
As already noted by Jaspers, similar ideas are not contradictory, and these research 
programs are legitimate. However, they usually fail in two ways: first, because men-
tal symptoms are rarely reducible to underlying dysfunctions, and second, because 
they neglect what is most important in psychiatry: the motivations for a person’s 
behavior, feelings, etc. [3]. We will see below that it is exactly this last issue that is 
important in the diagnostic process when we try to make sense of what the patient 
is doing or saying.

First, however, we have to consider the main reason that, despite the rise of neu-
roimaging techniques and other relevant investments in neo-Kraepelinian programs 
over the last forty years, the neurobiological dysfunctions underlying mental disor-
ders have remained elusive. Elsewhere [4], I suggested that it is the way the psychi-
atric classification was conceived that is responsible for this; that is, some key 
problems are intrinsic features of the system, including high internal diagnostic 
heterogeneity (i.e., different individuals, with possible different brain functioning, 
receiving the same diagnosis) and high comorbidity (i.e., several diagnoses in the 
same individual, so two individuals receiving the same diagnosis can still be differ-
ent, because they have different comorbidity profiles). These problematic features 
increase complexity and reduce specificity, loosening the possible relationship (if 
one indeed exists) between a diagnosis and a corresponding neurobiological etiol-
ogy. Said differently, a study sample of people with a given diagnosis would be too 
heterogeneous to allow the identification of a common causal factor.

One possible way to address this is to focus on single symptoms instead of gen-
eral diagnoses. However, collecting samples of persons with, for example, halluci-
nations does not increase the desired specificity, considering that hallucinations are 
present in different mental disorders and there is no reason to believe that “halluci-
nation” is a unique phenomenon, independent of the condition in which it is found. 
If there are several forms of hallucination, then a unique neurobiological dysfunc-
tion explaining all of them is unlikely.

To escape the philosophical difficulties intrinsic to reductionist/eliminative 
materialism, a more recent proposal of translational cross-validation has been 
advanced [5]. In this perspective, neuroimaging data are used to study brain activity 
while the experimental subject is filling out psychopathological questionnaires. 
According to Stoyanov [6], this approach avoids problematic reductionism to 
embrace a form of supervenience theory, which is philosophically more acceptable 
(for reasons of space, the reader is referred to the author’s article for details.)

However, there is a fundamental methodological issue in this approach. It is not 
the symptom, but its representation, in form of an item’s response, that is entered 
into the correlation analysis. How shall we interpret the resulting score? Let’s take 
a simple example, such as a neuroimaging study of brain activity, while the patient 
is answering “almost always” to the item of a self-administered scale asking how 
often he or she feels sad. What is the mental proxy recorded here? In replying to the 
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question, is the subject re-enacting sadness, or evaluating his or her sadness, or 
remembering how it was like, or thinking about the possible reaction of the reader? 
In other words, even in a very simple act such as answering a simple question, sev-
eral levels are involved (as we will see in the next section, where the semantic con-
struction of mental symptoms will be discussed).

To sum up, modern mainstream psychiatry has held for more than two centuries 
(and still does) the basic belief that mental disorders are medical diseases that can 
be classified into discrete biological categories, as botanists classify plants. In this 
view, psychiatric disorders are natural objects that can be explained as the output of 
underlying brain dysfunctions. However, the efforts of reductionist materialism to 
directly correlate psychiatric disorders and brain mechanisms have not been suc-
cessful. More recently, translational psychiatry has tried to escape the limitations of 
the reductionist models and has proposed an in vivo correlation between mental 
symptoms objectified as scores from rating scales and neuroimaging data. However, 
the problem is that quantification of mental symptoms in the form of items’ scores 
conceals their semantic nature, so at a closer look, the problem of interpreting what 
a given score effectively means remains open [7].

Before discussing the neuroscientific issues concerning intersubjective features 
in the diagnostic process, we shall consider the shift from a psychiatry targeting the 
“objectification” of symptoms to psychopathological models considering the sub-
jective and intersubjective nature of the majority of mental symptoms.

6.2  The Intersubjective Construction of Mental Symptoms 
in Clinical Practice

Mainstream psychiatry has tried to objectify mental symptoms, believing that in this 
way, it would be possible to treat them in a scientifically validated way and discover 
the brain dysfunctions responsible for them. Accordingly, although diagnostic sys-
tems like the DSM-III (and subsequent versions) were supposed to be “atheoreti-
cal,” in truth, they are based on neo-positivist and neo-Kraepelinian theories 
fostering biological psychiatry [8]. A real-world interview is much more complex 
than this model, because usually, mental symptoms are not preformed objects but 
the product of personal and interpersonal activity of semantic construction that 
requires interpretative skills by both the patient and the psychopathologist.

To acknowledge this complexity, the Cambridge School developed a model of 
symptom formation that highlights the importance of the interplay between neuro-
biological activity and hermeneutic construction occurring in the dialogical encoun-
ter characteristic of psychiatric interviews [9–11]. Four pathways of symptom 
formation have been postulated: nature, personal capacities and narratives, familial 
and social idioms of distress, and interpersonal negotiation of meaning. These path-
ways are all operative and intertwined at different levels. Depending on the way 
symptoms arise and are configured, their structures will vary in terms of the extents 
to which the biological and semantic factors mentioned above will contribute to 
their formation.
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In other words, in order to complain about an experienced mental symptom, 
patients first need to identify, differentiate, and denominate such an experience. 
Cultural ways to perform this “configuring” activity are apprehended during per-
sonal development, with some degree of variability even within the same cultural or 
familial context. Thus, personal, familial, and sociocultural factors co-operate to act 
together in shaping the so-called idioms of distress. For example, some patients 
report their distress in the symptomatic form that is more usual and “expected” in 
their sociocultural context. Other patients may configure similar experiences in a 
more idiosyncratic modality. In both cases, the same original experience is shaped 
according to personal and sociocultural factors.

In a second hermeneutic step, interactional and intersubjective influences are 
involved. For example, the clinician may play a fundamental role, influencing the 
formation of the articulated symptom. Particularly where it is perhaps difficult for an 
individual to define or make sense of a particular experience, the interlocutor may 
strongly contribute to this shaping of experience, both through direct suggestion as 
well as by a process of joint construction/negotiation. This is particularly relevant 
when clinical interviewing may actively help the subject to disambiguate complex 
subjective experiences. Accordingly, working diagnostic hypotheses may introduce 
important biases in the way in which the clinical interviewer helps the subject to 
reconfigure the final version of the mental symptom. Finally, it should be stressed 
that such influences are not only cognitive/theoretical (e.g., having a preformed diag-
nostic hypothesis) but also, and significantly, emotional, that is, the entire subjective 
resonance of the clinician confronted with his patient is part of the interview.

Of course, there are symptoms that bypass consciousness and its secondary elabo-
ration, that is, that are the direct expression of basic neurobiological activity. In this 
case, the search for a direct correlation between symptom and neurobiological mecha-
nism makes sense. However, for the most part, mental symptoms start as described 
above; that is, with something arising in the consciousness field, some first-person 
experience, which, to be grasped by the subject and communicated, needs to be envel-
oped in semantic structures. Accordingly, in the majority of cases, there is not a direct 
correspondence between mental symptom and neurobiological events [12].

To sum up, the diagnostic act is not a neutral description of a natural object, but 
the complex result of active semantic construction by the patient (first-person expe-
rience) and of co-construction within the dialogical encounter with the psychopa-
thologist (intersubjectivity). It was stressed elsewhere that, as a consequence, in 
psychopathology, the subjective sphere is fundamental and cannot be excluded from 
research projects on mental symptoms [13].

6.3  The Neuroscientific Study of First-Person, 
“Lived” Experience

If many mental symptoms are not objects but personal experiences, are they suitable 
for neuroscientific study? As already noted, the reductivist mechanistic perspective 
has serious limitations in this field. Limitations have also been noted when consid-
ering the transformation of personal experience into scores derived from answers to 
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psychiatric questionnaires. To my knowledge, the movement that has most consci-
entiously designed neuroscientific studies of first-person experience is neurophe-
nomenology. Based on the insights of the phenomenological movement regarding 
the analysis of the field and acts of consciousness, neurophenomenologists try to 
correlate lived experience and neuroscientific data. The basic claim is that instead of 
being subjective “noise,” first-person accounts should be taken “seriously as valid 
domain of phenomena” ([14], p.  346) that enrich the experimental setting. For 
example, in a perceptive task experiment, the basic and variable electroencephalo-
graphic (EEG) activity (unrelated to the perceptive task) was not considered as 
noise but rather as related to different experiential states of the subject (some sub-
jects were focused on the task, others were distracted, and so on) [15].

Being aware of the methodological risks involved in directly correlating brain 
areas and mental phenomena, the neurophenomenologists added complexity: on the 
neuroscientific side, it was claimed that the relevant neural processes measured in 
neurophenomenological studies weren’t single neural processes, but highly inte-
grated, differentiated, and transient dynamic links in a distributed neural population 
[15]. Moreover, to reduce the explanatory gap between the two poles of the correla-
tion (i.e., phenomenological and neuroscientific evidence), a third domain was 
introduced: “Formal models and analytical tools from dynamical systems theory, 
grounded on an embodied-enactive approach to cognition” ([15], p. 34). Finally, 
recent studies have tried to extend the field of application of neurophenomenology 
from free experience (as in the experiment described above) to the interpretation of 
phenomena, which are relevant for psychopathology; for example, mood in major 
depression [16] or “minimal self-disturbances” (fragility in implicit first-person 
perspective, presence, and agency) in early psychosis [17].

However, there are some limitations to the neurophenomenological approach. 
Theoretically, I have argued elsewhere [18] that neurophenomenologists often use 
phenomenology as a mere descriptive psychopathology (and not as a study of inten-
tionality) and that, above all, their model is at risk of concealed reductionism. 
Particularly risky is Petitot’s proposal of naturalization of neurophenomenology 
[19]. However, I also showed that Varela’s requirement for mutual constraints 
between biophysical data and data produced by accounts of subjective experience 
[14] was developed in a similar vein.

The body of research studies of psychopathological phenomena using a neurophe-
nomenological method is limited to a few instances (e.g., [17, 20]). If this is the state of 
the art for neuroscientific studies of subjective experiences, what is the level reached by 
neuroscientific studies of intersubjective phenomena? Surprisingly, there are plenty of 
studies on a few interpersonal phenomena, as we will see in the next section.

6.4  The Neuroscientific Study of Intersubjective 
Experience: The Case of Empathy

The discovery of mirror neurons [21] fostered an upsurge in interest in empathy, 
that is, the phenomenon of putting oneself in another’s shoes. This phenomenon, 
which is at the basis of intersubjectivity, has been lengthily debated in philosophy 
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and psychology. A version of this phenomenon (i.e., having an idea of what the 
other person believes) was already discussed in cognitive science (labelled as “the-
ory of mind” or “theory-theory”) before mirror neurons were detected in monkeys 
observing a conspecific making intentional movements. After their discovery, hun-
dreds of studies explored the existence and features of mirror-like activity in 
humans, and the so-called simulation theory was proposed as an alternative to the 
“theory of mind.” It seemed that the neurobiological mechanism responsible for 
empathy had finally been discovered.

However, a few years ago, two of the major neuroscientists in this field wrote that 
there are probably as many definitions of empathy as people working on it [22]. 
This served to highlight the fact that researchers tended to use the definition of 
empathy, which fit best into their research design, without an agreement on a com-
mon definition. However, there was something deeper as well: the implicit recogni-
tion that empathy is a concept that is intrinsically polysemic. Indeed, there is not a 
single definition of empathy; its meaning depends on the basic scientific/clinical/
philosophical questions being asked. For example, in previous writings, our group 
showed that there are several levels to be considered, and while one possibility is to 
ask how intersubjectivity is possible (the argument against solipsism), another is to 
ask, provided that, de facto, we live in an intersubjective world, how we grasp and 
understand what the other person is experiencing [23]. More recently, I suggested 
that in human psychic development, these two levels are different but sequential: 
“Once a subjectivity and a clear self-other distinction are developed, then we have 
the pre-conditions necessary for empathy: i.e. the capability of understanding what 
the other is feeling by putting oneself in the other’s shoes, contemporarily being 
conscious that we are two different persons. I can feel something similar to what 
you are feeling (Type) but not exactly what you are actually feeling (Token)” 
([24], p. 76).

These conceptual distinctions were not valued enough in early neuroscientific 
research, although it had to be already clear that, provided that the explanandum is 
heterogeneous, we could not expect to discover a common mechanism explaining it. 
In fact, in early interpretations, the activity of mirror neurons was believed to be the 
mechanism underlying empathy. Furthermore, empathy being a broad concept, 
interpretations were alternatively directed to empathy as a basis for intersubjectivity 
[25] or empathy as putting oneself in the other’s shoes [26], without a clear under-
standing of the conceptual difference. We will see that this basic assumption of 
empathy as a unique phenomenon to be explained is now rejected also by the neu-
roscientists, whose studies revealed more complexity than previously thought.

To highlight this point, it is useful to concentrate on one portion of the studies on 
empathy in neuroscience; that is, those focused on empathy for the other’s physical 
pain. I choose empathy for pain, because it is the empathy-related phenomenon with 
the most research in the era of neuroscience, so we can avoid problems derived from 
insufficient data. Moreover, since pain is a well-determined phenomenon, we can 
also avoid problems of insufficient phenomenal characterization. Finally, the neuro-
biological activity underlying the experience of pain (the so-called pain matrix) is 
better understood than that of any other psychic phenomenon.
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Neuroscientific research has investigated empathy for pain by comparing the 
brain function of a person suffering from pain to that of the same person while 
empathizing with another person in pain. For example, in a seminal paper, Tania 
Singer and her colleagues [27] used functional magnetic resonance imaging (fMRI) 
to assess activated brain areas during actual painful stimulus perception versus areas 
activated when the painful stimulus was delivered to a significant other. The experi-
mental subjects were women directly receiving painful hand stimulation, and 
believing that pain was also delivered to their partners when a light was flashing. 
The pattern of brain activation of the two conditions grossly overlapped, particu-
larly for the “emotional” areas involved in usual pain perception. Since then, several 
studies have added evidence to this early report of a mirror-like activation of pain 
areas. The following are some examples of this progressive integration and enrich-
ment of the initial evidence. It was found that the somatosensory areas were also 
involved [28]. A “simpler” empathy, related to the mapping of an external sensory 
stimulus, was distinguished from a “complex” form of empathy associated with 
affective tuning [29]. Women and men showed differences in their empathic reac-
tions, which were modulated by the perceived fairness of others [30]. Empathic 
brain activation differed depending on the basic empathic capacities of the experi-
mental subjects [31] as well as on pain previously experienced in person [32], thus 
underlying the importance of first-hand experience and personal features. 
Psychopathic traits in youths decreased the empathic brain activation in some areas 
[33]. The empathic response was different when pain was observed in a person with 
a different color of the skin [34], but this effect was reduced by social integration 
[35]. The automatic part of the empathic response was modulated by self/other dis-
tinction and valence attribution areas [36]. A component related to the self/other 
distinction was activated when pain was inflicted on a stranger and deactivated in 
the case of pain felt by themselves or loved ones. Meanwhile, the bottom-up, auto-
matic component of empathy was activated in all cases, as expected, but was signifi-
cantly stronger for self and loved ones than for strangers, suggesting a modulatory 
role of the former areas [37]. Another study underlined the importance of the con-
text of the painful event to the elicitation of an empathic response, showing that 
top-down mechanisms independently generated in the cortex modulated the basic 
automatic process of somatic and motor resonance. In this case, mirror-like activity 
was modulated by the expectation of a beneficial or negative effect of pain stimuli 
inflicted on supposedly ill subjects [38]. A temporal dynamic was also detected, 
with an early, bottom-up component of empathy, linked to emotional sharing and 
self-distress in response to viewing a conspecific suffering, and another late, top- 
down component, related to cognitive evaluation [39].

These are only a few examples from the widespread literature on this issue, but 
are sufficient to show that with the advancement of research, experimental neurosci-
entific research results have revised early assumptions about brain function during 
empathy, progressively integrating the simplistic implicit, automatic, bottom-up 
model of mirror neurons directly activated by the stimulus, with a more complex 
one. The latter considers the automatic part only as a first, early basic component of 
the empathic phenomenon, which in its full phenomenal expression involves finer 
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top-down influences and a temporal differentiation of several subcomponents [23]. 
Echoes of this complexity are also present in a more recent theoretical model, 
which, on the basis of experimental findings, suggests that a “mirror neurons sys-
tem” is active at early stages of social information processing (involved in the 
“detection” of spatial or bodily signals), whereas a “mentalizing system” would be 
recruited during late stages of social information processing (related to the “evalua-
tion” of the other’s emotional and psychological states) [40]. Probably, the reduc-
tion of the complexity to two distinct “social brains” maintains a simplistic tendency 
to reductionism. The acknowledgment that mirror neurons alone are insufficient to 
explain complex intersubjective interactions, however, is significant. As shown else-
where, the recognition of the neurobiological complexity of the dynamics related to 
empathic processes does not answer all the clinical and philosophical questions 
posed by psychologists and philosophers. Nevertheless, the attempts by researchers 
to address certain problems through neuroscientific theories are important, because 
they retroactively influence the debate on other levels, fostering a cross-talk between 
different disciplines that benefits all participants [41].

6.5  Discussion

With technical and theoretical advancements in the neurosciences, the question of 
primary importance that has emerged is how to use the new possibilities opened by 
these advancements to foster psychopathological research. Several models, with 
bases in different philosophical views about the mind-body problem, are addressing 
this challenge.

In the psychiatric diagnostic process, the interviewer needs to identify, define, 
and denominate the formal features of the mental symptoms presented by the 
patient, in order to arrive at a diagnostic judgment about the mental disorder(s) 
detected. Although psychiatric diagnostic manuals are based on the view that men-
tal symptoms are objects that the interviewer detects and describes, I have empha-
sized that in diagnosing a mental disorder, the clinician must not restrict himself or 
herself to a measurement of behaviors, their frequency, and the like. The subjective 
experience of the patient is an essential part of the mental condition under examina-
tion. Accordingly, the interviewer needs to grasp what the patient is experiencing, to 
define and denominate its formal features, to test whether and how it resonates with 
his or her own experience of similar phenomena, to become aware of his or her own 
emotional reactions elicited by the patient’s interpersonal communication, and so 
on. All this is based on empathic capabilities, which need to be technically modu-
lated to reach therapeutic goals [24].

Therefore, provided that intersubjective dynamics have diagnostic relevance, the 
question posed in this chapter is whether neuroscience can help in better conceiving 
these (largely implicit) processes.

Empathy for pain was used as a concrete example of how neuroscience has 
explored an intersubjective phenomenon. It has been shown that, with the advance-
ment of research, past early research models of automatic bottom-up activity have 
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been replaced by more complex ones. These newer models include multiple areas 
involved in the network, a top-down modulation structure, and a temporal dynamic 
of activation. At the same time, the image reflected back to conceptual studies by 
neuroscientific research acknowledged the phenomenological insight that empathy 
is not a unitary phenomenon and that mirror neurons are not its explanation, but a 
mechanism involved in one of its components. In turn, conceptual research was 
solicited by the new findings to reconsider previous phenomenal distinctions to 
include the arising temporal dynamic (an ongoing conceptual work).

The example of empathy for pain was therefore used (a) to show that research on 
intersubjective phenomena is feasible; (b) to discard as inadequate the reductionist 
model looking for one common mechanism underlying a unitary empathy; (c) to 
exemplify a model of interdisciplinary research in which phenomenological analy-
ses might suggest to the experimenter possible variations to the experimental design, 
in order to consider some phenomenal issues or details of which he or she was 
unaware. Conversely, the phenomenologist could be solicited by some experimental 
findings to reconsider his or her phenomenological analysis to see if the phenome-
non addressed could be more complex than previously thought.

Considering that this was possible in the case of empathy for pain, what might be 
possible for the other overlapping intersubjective features we are used to consider-
ing during a psychiatric interview? For example, how can the cognitive and emo-
tional reactions of the clinician to the patient’s “communication” be studied? How 
can the reaction of the patient himself or herself to the encounter with the clinician 
be studied? To my knowledge, these intersubjective levels have sometimes been 
explored indirectly; for example, by studying joint attention by means of eye- 
tracking instruments. This shows that it is possible to make inferences about subjec-
tive experience in interpersonal exchanges starting from behavioral observations. It 
is more difficult, however, to design studies directly exploring the intersubjective 
experience characterizing the psychiatric encounter in relation to neurobiological 
activity. This is because the personal experiences of both patient and clinician 
involve semantic/hermeneutic shaping. However, it is not an impossible task.

Regarding the patient’s first-person experience occasioned by the encounter with 
the clinician, some inferences can be made from studies about the empathic abilities 
of patients with various diagnoses (in primis autistic spectrum disorders) and about 
the patients’ competency in “social cognition” (another name currently used to 
explore this area). However, to my knowledge, studies directly addressing the neu-
robiological correlates of the personal experience of the patient during the diagnos-
tic interview are not available.

Regarding the clinician’s first-person experience occasioned by the encounter 
with the patient, for many years, the scientific community refused to make use of 
interrelated concepts such as intersubjective resonance, reciprocal attunement, 
countertransference, understanding, atmospheric perception, praecox feeling, etc. 
In fact, they were considered too subjective and vague to be used in scientific 
research, although they continued to be used in clinical settings where they main-
tained their usefulness (indirectly attested by evidence of the importance of nonspe-
cific factors like patient–clinician alliance and empathy for the efficacy of 
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psychotherapies [42]). However, things are changing. For example, recent psycho-
pathological research developed new assessment instruments to measure the clini-
cian’s subjective experience with the patient [43], leading to a renewed interest in 
classical concepts like that of praecox feeling [44], now formulated in terms accept-
able for scientific research. Together with psychopathological studies constructing 
and validating assessment instruments for other phenomena (e.g., anomalous self- 
experiences, anomalous experience of the lived world, anomalous bodily phenom-
ena, etc.), this is part of the present-day advancement of European psychopathology, 
which is not afraid to confront itself in the arena of empirical research. Nevertheless, 
despite this progress, the question remains similar to that already shown in the case 
of the translational programs seeking correlations between scores from psychiatric 
questionnaires and neurobiological proxies. What phenomenon is represented by a 
score on a given set of items in a scale measuring the subjective experience of a 
clinician during the diagnostic interview? Is he or she still feeling it? Is he or she 
remembering? Is he or she reliving? Is he or she judging? The limitations are of the 
same kind, rendering unsatisfactory a reductionist program of direct correlation 
between items’ scores and neurobiological proxies.

In my view, research pointing to better ways to correlate mental and neurocogni-
tive phenomena occurring in the intersubjective sphere might be useful if aimed at 
increasing the dialogue between the two sides in ways similar to those exemplified 
above in the case of the cross-talk about empathy for another’s pain. It is immedi-
ately clear that, despite the complexity shown in the previous section, empathy for 
pain remains a quite simple phenomenon compared with the multiple intertwined 
levels involved in a psychiatric interview. Nevertheless, if the possibility exists, it 
shall be in this direction. As in other fields, even in the case of intersubjectivity in 
diagnostic processes, researchers should firstly work on phenomena; that is, their 
first task would be that of differentiating the several components involved in the 
intersubjective relationship in order to single out the elements that could be suitable 
(that is to say, simple enough) to be subjected to experimental research. Then, 
researchers could conceive a possible experimental setting capable of representing 
a part of the intersubjective dynamic occurring during a psychiatric interview. 
Finally, paralleling what happened with empathy for pain, the experimental results 
could then send back information about unobserved complexities of the phenome-
non, allowing for a recursive revision of the first phenomenal characterization, 
and so on.

This recursive activity of breaking down complex phenomena into parts suitable 
for experimental research, and then trying to put together results to return an image 
of the whole, is probably unavoidable but risky. In fact, it is exposed to the same 
limitations and criticism encountered by Wundt at the dawn of the nascent field of 
experimental psychology. If history teaches us anything, it is that such “elemental-
ist” research projects need to be complemented by the search for gestaltic general 
rules, because it is predictable that psychological phenomena will resist complete 
reduction to their parts. Nevertheless, an elementalist approach is initially necessary 
to conceive simple experiments testing minor components of the complex 
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intersubjective dynamic occurring in a diagnostic process. Other limitations such as 
the reduction to brief happenings of a process occurring over time, and disconnec-
tion from the ecological dynamic, are also relevant. Nevertheless, they can be con-
sidered later, after a few initial experiments have proven that the project of studying 
the neurobiological correlations of the intersubjective dynamics occurring in a diag-
nostic setting makes sense and is technically feasible.

There is a long way to go, but for the first time in psychiatric history, these types 
of studies can be conceived as projects in the realm of the realistic and of the 
achievable.
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7Origin and Development 
of the Assessment of Clinician’s Subjective 
Experience (ACSE)

Mauro Pallagrosi, Angelo Picardi, Laura Fonzi, 
and Massimo Biondi

7.1  Introduction

It has been thoroughly illustrated in previous chapters how emerging epistemologi-
cal issues in psychiatry have been addressed—in history and in current times—by 
phenomenological psychopathology, cognitive science, psychoanalysis, and neuro-
science. A crucial point of convergence among such proposals is no doubt repre-
sented by the specific attention paid to the role of intersubjective phenomena in the 
process of understanding and diagnosis during the clinical encounter.

As a matter of fact, the unshakable faith in the power of objectivity and reliability 
in psychiatric assessment has not been supported, over the years, by an equally sat-
isfactory picture of the diagnosable illnesses [1–3]. The scientific evidence provided 
by neurobiology, neuroimaging, and genetics has not yielded patterns that clearly 
match up with the current diagnostic categories, and this prevents researchers from 
establishing their real validity [4, 5]. Without a biological validation, the modern 
diagnostic categories have become a sort of group of empty containers, only 
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definable through criteriological algorithms based on a statistical co-occurrence cri-
terion. Conversely, several in-depth psychopathological and phenomenological pro-
totypical descriptions have offered over the years the possibility to deal with 
meaningful psychopathological entities, identified through a process of immersion 
in the patients’ subjective experience. These entities, however, require investigation 
by means of the psychiatrist’s relational and diagnostic expertise, since they mostly 
elude objective and reliable diagnostic interviews.

In substance, despite the amount of evidence collected through the decades, psy-
chiatry still faces an open question: How can we effectively classify and properly 
investigate the structures of the human psychopathological experience? [6–9].

The line of research described in this chapter places itself into the epistemologi-
cal debate, aiming in particular at empirically supporting the claim of a role for 
intersubjectivity as a privileged means to explore the patient’s experience. Its ulti-
mate scope is in fact to scientifically restore the role of reciprocity as a core dimen-
sion for both the diagnostic process and therapeutic intervention.

This research relies on the development of a psychometric instrument pur-
posely designed to grasp the clinician’s subjective experience during the clinical 
encounter, which can be considered as a meaningful reflection of the latter’s 
intersubjective dynamics. The construction and validation of this instrument, 
named the Assessment of Clinician’s Subjective Experience (ACSE), are the 
main object of this chapter, while its clinical applications will be presented in the 
following one.

7.2  Background and Development

7.2.1  Clinical and Theoretical Foundations

The idea of quantitatively assessing the clinician’s subjective experience through a 
psychometric instrument primarily stemmed from our everyday clinical practice 
and was theoretically informed by the phenomenological literature [10]. From a 
“real world” perspective, we know that a psychiatrist deals with the human dimen-
sion of the encounter almost every day, being continuously permeated by its emo-
tional, resonant, and meaningful atmosphere (see Sholokhova [11] for an acute 
reflection on this subject). This intersubjective immersion cannot be eluded, espe-
cially during the early stages of the acquaintance with the patient, when a substan-
tial exploratory effort is required from the clinician.

In truth, it is not infrequently that the intersubjective immersion itself provides 
the psychiatrist with a number of implicit suggestions about the patient’s condition 
or personality. For example, it is a common experience among clinicians that they 
can sense the bizarreness of a patient even without or before the recognition of his 
or her psychotic symptoms, or that they can feel an idiosyncratic struggle when fac-
ing patients with certain personality organizations. These perceptions are often 
subtle and tacit, and can receive more or less credit depending on the theoretical and 
personal attitude of the clinician himself.
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However, personal impressions are mostly considered, within the modern scien-
tific community, as an insidious source of unreliable judgments, to the point that 
their exclusion has been often presented as a necessary step to improve the quality 
of diagnostic practice. Indeed, the widespread use of algorithmic models and rating 
scales has been substantially promoted with the goal of limiting any subjective 
influence [12].

From an epistemological perspective, nevertheless, it could be questioned 
whether an approach based on interviews seeking predetermined symptoms and 
signs, suitable to be arranged in preformed diagnostic categories, carries the risk of 
being tautological [13]. In this way, in fact, all the dimensions of the patient’s psy-
chopathological experience that are not explicitly targeted by the algorithm are sim-
ply neglected, resulting in an impoverished assessment. Moreover, the unnatural 
marginalization of the subjective character of the clinical encounter, which is inher-
ent to the human situation of two people interacting with each other, entails the 
denial of the dialogical, exploratory—and prospectively therapeutic—value of the 
assessment, reducing it to an inert collection of symptoms and signs.

In previous chapters, it has been discussed how a substantial body of thought has 
provided well-supported credit to the epistemological significance of intersubjec-
tive experience. Phenomenology, psychoanalysis, cognitive sciences, and even neu-
roscience have acknowledged—albeit differently—the relevance of the clinician’s 
subjective perceptions to understanding the patient, and have integrated these appar-
ently arbitrary experiences into meaningful conceptual frameworks. In particular, 
phenomenologically oriented scholars have introduced paradigms such as empathy 
and second-person understanding, in order to clarify how the clinician’s subjectiv-
ity can work as a probe of the patient’s disturbances in the dynamic and mutual 
process of interacting [6, 8, 14–16].

Classical psychopathologists, for their part, were already familiar with the 
importance of interpersonal perceptions in guiding the expert psychiatrist toward an 
accurate diagnosis. They grasped what we now call “intersubjective comprehen-
sion” through expressions such as empathic, intuitive, penetrating, and atmospheric 
understanding (see Chap. 1 for a thorough review). Also, in their view, the patient’s 
way of being-with-others in fact reverberates—in a pre-reflective way—in the clini-
cian’s experience, and this reverberation can be translated into a useful diagnostic 
feeling.

However, in the era of operationalization, both clinical prompts and well- 
established bodies of knowledge risk being discarded in the absence of solid empiri-
cal evidence to corroborate them. This is the reason why we decided to investigate 
the everyday clinician’s subjective experience through a standardized process of 
description and quantification, accepting the challenge of exploring intersubjective 
phenomena by means of an objective method. It allowed us, in fact, to address both 
a scientific and an ethical need.

On the one hand, we followed the view expounded by the phenomenologist 
Dan Zahavi, who has repeatedly fostered the fruitfulness of a thoughtful integra-
tion between the phenomenological theoretical formulations and the investiga-
tions of empirical sciences [17, 18]. In particular, we adopted his proposal of 
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using phenomenologically derived concepts to carry out “local regional-ontolog-
ical investigations,” in an effort to fill the gap between the first-person understand-
ability of subjective experience and the third-person objectifying method of 
natural science. This integration has indeed proven to be effective and profitable 
for the so-called phenomenological scales, which operationally describe, in a 
clinically meaningful way, different kinds of patients’ subtle subjective experi-
ences [19–21].

On the other hand, we pursued the ambition to substantially contribute to a 
renewed attention to the relational nature of the psychiatric encounter, which may 
prompt clinicians to return to a more thoughtful and comprehensive approach to 
assessment. The abandonment of a (presumed) neutral and “technical” disposition, 
in fact, not only might promote a deeper understanding of the patient’s psycho-
pathological world, but also might encourage an openness toward such a world, 
which in itself could help the patient to emerge from her pathological seclusion, 
starting a therapeutic process.

7.2.2  Current Empirical Evidence About the Clinician’s 
Subjective Experience

Despite the amount of clinical and theoretical suggestions on the key role of the 
psychiatrist’s subjective experience in comprehending the patient’s psychopatho-
logical world, relevant empirical investigations are scarce. Probably, this is one of 
the reasons why mainstream psychiatry neglects this dimension of the assessment, 
assuming de facto its unreliability.

A few researchers have attempted, nonetheless, to provide scientific integrity to 
the domain of the clinician’s feelings and subjective reactions to the patient, pursu-
ing different but contiguous aims.

7.2.2.1  The Praecox Feeling in the Diagnosis of Schizophrenia
The effort to empirically test the validity and reliability of Rümke’s Praecox Feeling 
in the diagnosis of schizophrenia has been encouraged not only by the classical 
psychopathologists, but also by a number of surveys showing the extent to which 
many psychiatrists still consider the “poor rapport” with the patient [22] and the 
feeling of “alienity” [23] as important guides to identify schizophrenia.

However, only two studies have dealt with a detailed analysis of the diagnostic 
potential of the Praecox Feeling. The first [24] provided data about the perception 
of Praecox Feeling by one experienced psychiatrist who evaluated 67 patients with 
paranoid hallucinatory syndromes. When compared with the diagnosis made 
according to ICD-10 and DSM-IV criteria, the clinician’s “feeling,” which was 
rated on a scale ranging from “not present” to “high,” showed high sensitivity and 
high positive predictive value. In addition, it was found to be significantly correlated 
with the degree of “affective disturbance” observed in the patients, which corrobo-
rated Rümke’s original claim.

The other study, by Ungvari and colleagues [25], considered the presence/
absence of Praecox Feeling in five clinicians who evaluated 102 patients admitted 
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to an acute psychiatric unit. In contrast to the high sensitivity and positive predictive 
value shown in the Grube et al. study [24], when compared with the DSM-IV stan-
dard diagnosis, the clinicians’ feelings in the Ungvari et  al. study [25] showed 
largely inconsistent sensitivity, and generally low positive predictive values, whereas 
the negative predictive ones were acceptable. The agreement between the clinicians 
was also poor, although this finding was probably affected by the situation, as the 
participants only attended the visits and did not personally interact with the patients.

The sparse and inconsistent results of these kinds of studies have so far prevented 
researchers from drawing solid conclusions about the real weight and trustworthi-
ness of Praecox Feeling in the clinical practice. The aforementioned conflicting 
evidence, however, has contributed to the raising of critical questions about the 
appropriateness of the methods to be used in studying such an ineffable subjective 
experience.

The first of two such questions is a matter of reliability. In order to gain confi-
dence in the discriminating power of a subjective perception, we should bear in 
mind that the recruitment of a proper number of heterogeneous clinicians, the clini-
cians’ direct involvement in the interaction with patients, and the use of validated 
tools to explore their feelings are pivotal.

The second is a matter of epistemology. Praecox Feeling, as well as other 
described modes of “subjective” diagnostics, entails a multifaceted experience that 
is not reducible to a single one-dimensional sensation [26]. The presence/absence 
criterion, thus, sounds inadequate to effectively identify it. A thorough investigation 
of the emotional, perceptual, and bodily nuances of this kind of experience requires, 
instead, an almost equally sophisticated assessment tool, capable also of accounting 
for its articulated relation with a number of clinical variables.

7.2.2.2  Psychometric Scales Measuring the Therapist’s 
Countertransference

The empirical interest regarding the therapist’s emotional response to the patient is 
not rooted in the psychopathological tradition, but arises mainly from the psycho-
analytic discourse on the phenomenon of countertransference (see Chap. 10 for a 
complete review). The body of evidence regarding this phenomenon mostly relies 
upon the application of two assessment tools: the Therapist Response Questionnaire 
(TRQ) [27] and the Feeling Word Checklist (FWC) [28].

The TRQ (originally Countertransference Questionnaire) was introduced in 
2005 with the aim to describe the countertransference feelings experienced by psy-
chotherapists during their work with patients. It was validated on a large sample of 
therapists (mostly clinical psychologists), who reported personal experiences 
related to long-lasting therapeutic relationships with nonpsychotic patients. The 
TRQ yields an eight-dimensional picture of the therapist’s subjective experience 
and is effective in exploring many aspects of countertransference. It has been used 
to investigate the relationship between several patients’ characteristics, such as per-
sonality and symptomatology, and its dimensions have been found to be consis-
tently related to patient’s personality (both disorders and styles) [27, 29–31], 
symptom severity [32], and also suicidality [33], regardless of the clinician’s atti-
tude and theoretical background.
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Conversely, the FWC, the first version of which was presented in 1986 [34], was 
conceived for psychiatric settings, and was designed to be used by any mental health 
worker (e.g., clinicians, nurses, social workers, etc.). The questionnaire collects a 
number (ranging from 16 to 58 depending on the version) of emotional responses 
elicited by psychiatric patients in whoever takes care of them, independently of the 
nature of the relationship. Over the years, the FWC has been used by two main 
research groups to explore, respectively, the relation between staff feelings and 
patient’s gender, self-image, or diagnosis [35–37], and between staff feelings and 
patient’s personality or symptoms [38–40].

Overall, the findings from TRQ studies have corroborated the hypothesis of a 
connection between the patient’s condition and the clinician’s subjective experi-
ence, at least for long-lasting clinical contacts with patients with personality disor-
ders or with neurotic ones. Similarly, a clear association between staff feelings and 
patients’ personality organization has been confirmed by all FWC studies, whereas 
only the severity and the psychotic or neurotic quality of psychiatric symptoms has 
been found to substantially affect staff feelings, regardless of categorical diagnosis. 
None of the studies have specifically examined the connection between the psychia-
trist’s subjective experience and the process of assessment or diagnosis.

7.2.3  Development of the Preliminary Questionnaire

As mentioned above, our project relies on the basic assumption that the clinician’s 
subjective experience during the encounter is imbued with his or her emotional, pre- 
reflective, and cognitive reactions to the patient’s way of relating with others. Such 
reactions are particularly meaningful during the first diagnostic encounter, when the 
clinician shows a high receptive attitude and is scarcely influenced by preconcep-
tions derived from previous knowledge of the patient.

Accordingly, our instrument has been conceived as a self-report questionnaire to 
be completed immediately after the first encounter with an unknown patient.

First, we collected a large number of psychiatrists’ experiences related to the 
clinical encounter, expressed in the form of simple self- descriptive sentences (e.g., 
“I felt unease during the encounter,” “I felt I lacked spontaneity,” “I had difficulties 
in identifying myself with the patient”). These sentences (hereafter the items) were 
formulated using everyday language and avoiding theoretical terms and metaphori-
cal or ambiguous expressions. The clarity of the items was, in fact, a major con-
cern, since the questionnaire was intended to be used by all clinicians, regardless 
of their degree of clinical experience or their expertise in phenomenological 
concepts.

The considered experiences came from two main sources: on the one hand, the 
descriptions of classical psychopathologists; on the other hand, the everyday prac-
tice of a large number of psychiatrists and psychiatry residents. During the collec-
tion, we paid specific attention to the inclusion of various kinds of subjective 
experience (e.g. bodily sensations, thoughts, emotions, etc.), in an effort to explore 
through the questionnaire both the cognitive, reflective aspects and the embodied, 
prereflective aspects of the subjective experience.
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We aimed to develop an instrument that was suitable for probing a wide range of 
human experiences, just as reported by clinicians, without the need for training or 
changing their usual attitude and praxis. Equally, we chose not to define a priori 
discrete domains of investigation—for example, “affectivity,” “bodily reactions,” 
etc.—preferring to explore the experiential field with several different descriptors, 
and to study their pattern of aggregation as it naturally emerges.

First, we created an initial list of 104 items. Subsequently, this list was further 
examined by a group of fifteen experienced clinicians, who were asked to thor-
oughly review each item for understandability and clarity, and possibly to suggest 
further ones. A number of items were judged to be redundant, unclear, irrelevant, or 
inappropriate, and these were excluded or substituted, yielding a refined list of 65 
items, each one to be rated on a 5-point Likert scale.

In submitting the questionnaire to a large number of psychiatrists, we faced the 
inherently problematic nature of self-reporting. We observed, in fact, to what extent 
the act of verbally describing the lived experience of the encounter implies, for the 
clinician, a reflective process that entails also elements exceeding the pure nature of 
the experience itself. The time-lag, the need for a semantic translation, and the wor-
ries about the coders’ opinion were significant examples of these influences. 
Nevertheless, we had to accept that the risk of hiding, forgetting, overinterpreting, 
or unconsciously distorting the perceptions by the rater, as well as the risk of mis-
understanding some items, could not be completely avoided. After all, this problem 
is common to all self-completed instruments exploring subjectivity, and the best 
practice in these cases is to follow an appropriate validation process, bearing in 
mind this limitation when interpreting the empirical results [12].

Still, in order to minimize the risk of biases, we decided to preface the question-
naire with the following instructions: “Please complete this questionnaire at the end 
of the visit. The questions aim at exploring some subjective elements that psychiatrists 
may experience during their first interaction with a patient. The items describe behav-
iours, thoughts and feelings that may emerge within the specific relationship with the 
patient at different moments during the visit. The questionnaire aims to assess subjec-
tive and emotional aspects, and by no means aims to assess clinical practice.”

7.3  The Assessment of Clinician’s Subjective 
Experience (ACSE)

7.3.1  Validation of the Preliminary Questionnaire

The preliminary 65-item version of the questionnaire underwent a rigorous valida-
tion process [41]. It was indeed mandatory that the selected items were found to be 
truly informative about the clinician’s experience, showing a fair range of responses 
and a good stability over time, as well as a coherent factor structure.

7.3.1.1  Methods
The validation study involved a convenience sample of 13 psychiatrists, heteroge-
neous for age (39.6 ± 8.8), sex (6 F, 7 M), years of experience (9.1 ± 8.2), and 
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theoretical background. The clinicians were asked to complete our preliminary 
questionnaire when they met with a previously unknown patient for the first time. 
No exclusion criteria regarding the patient’s characteristics or the setting in which 
the assessment took place (outpatient clinic, acute inpatient ward, or emergency 
room) were applied.

Before and after each clinical examination, the clinicians also completed the 
“right now form” of the Profile of Mood States (POMS), which explores the sub-
ject’s mood state through 58 adjectives rated on a 5-point scale [42–44]. The POMS 
yields an emotional profile based on six dimensions (Tension/Anxiety, Depression/
Dejection, Anger/Hostility, Fatigue/Inertia, Confusion/Bewilderment, Vigor/
Activity). The change in the six scores through the encounter was taken as a mea-
sure of the clinicians’ emotional reaction to the encounter itself.

After the examination, finally, clinicians were required to assess the patient’s 
psychopathological condition using the 24-item version of the Brief Psychiatric 
Rating Scale (BPRS) [45, 46]. In order to collect data on the stability over time of 
the ACSE, the clinicians were asked to complete, for a subsample of patients, the 
ACSE and the BPRS at the end of a subsequent examination as well. The second 
encounter should have taken place within a few days after the first one, and the 
change in BPRS total score was used to test the stability of the patient’s clini-
cal state.

7.3.1.2  Results
A total of 527 patients, seeing the clinician for their first visit, were included in the 
study. Both outpatient and inpatient settings were well represented (N = 268 and 
N = 217, respectively), with a smaller number of patients being assessed in emer-
gency rooms (N = 41).

The patient sample was equally distributed between males (N = 228) and females 
(N = 299), with a mean age of 42.8 ± 14.5 years. The main diagnostic categories, 
identified by DSM-IV criteria [47], were all represented: schizophrenia and other 
psychoses (N = 133), mood disorders (N = 148), cluster B personality disorders 
(N = 74), anxiety disorders (N = 58), and other disorders (N = 114).

Sixty subsequent encounters with patients whose BPRS score had not changed 
by more than 5 points between the two assessments were included in the analysis. 
These were equally distributed between outpatient (N = 24) and inpatient (N = 28) 
settings, with a small number of reassessments of patients initially seen in emer-
gency rooms (N = 8).

As a first step, descriptive analyses were performed to examine the distribution 
of responses to all items of the ACSE. Then, the intraclass correlation coefficient 
(ICC) between scores on the first and the second administration was calculated for 
each item as a measure of temporal stability. Then, an exploratory principal compo-
nent analysis was performed. At this early stage, nine items showing a narrow range 
of responses, poor test-retest reliability, or low communality estimates were 
dropped. A new principal component analysis was then performed on the remaining 
56 items, in order to examine the factor structure and to further refine the item com-
position of the ACSE.
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Factor Structure
The number of factors to be extracted was determined according to the scree-plot 
method [48]. Five factors were extracted, accounting for 57.4% of total variance. 
After orthogonal rotation, a fairly simple structure emerged, as most items loaded 
strongly on one factor, and much more weakly on the other four factors. Communality 
values were fairly high, which suggests that most variables were well defined by 
this factor solution.

The item composition of the instrument was further refined by dropping 8 items 
that did not show at least a .32 loading on any factor (corresponding to 10% shared 
variance between variable and factor) or that ambiguously loaded on different fac-
tors. Therefore, the final version of the instrument included 46 items, divided into 5 
factorially derived scales.

Factor I, interpreted as “Tension,” explained 15.1% of variance after rotation and 
was loaded by items indicating physical tension and awkwardness; reduced sponta-
neity; and feelings of worry, nervousness, and alarm.

Factor II, interpreted as “Difficulty in Attunement,” accounted for 11.7% of 
variance and was defined by items describing difficulty in establishing emotional 
contact, being empathic, understanding the patient’s experience, and communicat-
ing with the patient.

Factor III explained 11.5% of variance and was interpreted as “Engagement” as 
it was loaded by items describing the degree of the psychiatrist’s involvement with 
the patient, such as feelings of boredom, indifference, detachment, lack of attention 
and, conversely, desire to take care of the patient, and feelings of deep involvement 
in the patient–physician relationship, emotional closeness, and tenderness.

Factor IV, accounting for 10.1% of variance, was defined by items describing a 
failure to establish an authentic relationship with the patient, and feelings of being 
manipulated, rejected, criticized, or devalued by the patient; thus, it was interpreted 
as “Disconfirmation.”

Factor V explained 8.9% of variance and was interpreted as “Impotence” as it 
was loaded by items indicating feelings of helplessness, frustration, desolation, 
emptiness, loneliness, and being drained.

Reliability and Convergent Validity of the Scales
The reliability of the identified scales was tested in terms of both internal consis-
tency, as measured by coefficient alpha, and test-retest stability, as measured by the 
ICC between scores on the first and on the second administration. All the scales 
displayed high reliability (see Table 7.1).

Convergent validity was assessed by examining the correlation between the 
ACSE scales and the change in scores on POMS scales throughout the clinician–
patient interaction. Overall, all ACSE scales, except for Engagement, were found to 
be positively correlated with the change in scores on the “negative” scales of the 
POMS (Tension/Anxiety, Depression/Dejection, Anger/Hostility, Fatigue/Inertia, 
Confusion/Bewilderment) and negatively correlated with the change in the only 
“positive” scale of the POMS (Vigor/Activity). The Engagement scale showed the 
opposite pattern of correlations.
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The pattern of significant correlations was consistent with expectations based on 
the similarities and analogies between the constructs measured by the two instru-
ments. The strongest correlations are reported in Table 7.1.

7.3.2  A Five-Dimensional Profile of the Clinician’s 
Subjective Experience

The final version of the ACSE is a 46-item self-completed questionnaire, which 
yields a valid and reliable picture of the clinician’s subjective experience during 
psychiatric assessment. This picture is characterized by five well-defined dimen-
sions, which we named—according to their composition—Tension, Difficulty in 
Attunement, Engagement, Disconfirmation, and Impotence.

Our first result was, thus, that the clinician’s experience related to the clinical 
encounter can be represented through a unique profile consisting of five experiential 
domains, each describing a different nuance of the relational challenge. Most of the 
domains indeed characterize the potential difficulties in establishing an effective 
contact with the patient, with the exception of Engagement, which conversely illus-
trates also the possibility of a syntonic feeling.

But what do the ACSE dimensions exactly capture?
The first factor, which we named Tension, describes an experience characterized 

by a general concern about possible sudden changes in the temperature of the inter-
action, and in particular about possible patient’s unexpected outbursts. This condi-
tion of alertness, which prevents the clinician from feeling completely natural, safe, 
and relaxed during the encounter, reveals itself also in a set of bodily perceptions, 
mostly marked by stiffness and awkwardness. Eye contact becomes difficult, the 
posture is rigid, and a general sympathetic activation of the autonomic nervous sys-
tem seems to indicate that the clinician is ready to respond to an alleged threat.

It cannot be ascertained at this point whether the sense of pending collision is 
attributable to the patient’s actual aggressiveness or to the clinician’s reactivity 
itself. Nonetheless, even though it does not necessarily mean that a concrete danger 
is at stake, this scale expresses the potentiality of a symmetrical confrontation. It 
might be said that the spatial dimension of the encounter is implied, since the 

Table 7.1 Reliability and convergent validity of the ACSE scales

Internal 
consistency

Relative stability 
(95% CI)

POMS scale with 
strongest correlation

Tension (11 items) 0.91 0.83 (0.72–0.90) Tension/Anxiety (positive)
Difficulty in Attunement 
(10 items)

0.90 0.90 (0.80–0.95) Fatigue/Inertia (positive)

Engagement (8 items) 0.85 0.82 (0.72–0.89) Fatigue/Inertia (negative)
Disconfirmation (9 items) 0.88 0.91 (0.86–0.95) Anger/Hostility (positive)
Impotence (8 items) 0.86 0.87 (0.80–0.92) Depression/Dejection 

(positive)
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concrete sharing of a common space and the need for a fair safety distance are 
emphasized.

The second factor, namely, Difficulty in Attunement, gathers all the items that 
refer to sharing, mirroring, and communicability of the experiences within the clini-
cian–patient dyad. The clinician’s described struggle in establishing contact with 
the patient seems to rest, in fact, on the difficulty in recognizing himself or herself 
in the patient’s way of experiencing (being in the world), a difficulty that in extreme 
cases results in a feeling of alienation. Exceptional care in the choice of words and 
tone of voice on the part of the clinician, which reveal an unusual degree of effort 
exerted to effectively reach the patient, represents the behavioral equivalent of this 
experience.

In essence, Difficulty in Attunement seems to pertain to the domain of human 
identification and empathy, intended as the ability to feel the other’s presence as a 
familiar and understandable one, graspable with a prereflective, mostly effortless 
and immediate act of perception. Due to these characteristics, this dimension calls 
to mind the descriptions made by classical psychopathologists about the feeling of 
strangeness or alienation experienced by clinicians when they encounter schizo-
phrenic patients (see Chap. 1).

The third factor refers to a rather different level of contact, being focused on the 
clinician’s emerging affective involvement with the patient: accordingly, it has been 
called Engagement. Differently from the other scales, Engagement is characterized 
by items illustrating both poles of the experience, which goes from detachment and 
indifference to emotional participation and caring. It is mostly an emotional dimen-
sion, and it makes sense to the claim that the clinical encounter is rarely a “neutral” 
situation, for both clinician and patient. Rather, Engagement seems to grasp the 
pathic element inherent to the interaction, just as it was traditionally conceptualized 
by phenomenologists with the name of feeling-with or sympathy [49].

Naturally, even though this dimension illuminates the extent of the clinician’s 
affective investment in the relationship, it does not characterize a specific emotional 
content, capturing both “troubled” and “straightforward” engagements.

The fourth factor, on the contrary, reports an emotionally well-defined experi-
ence, which is quite familiar to psychiatrists, even if it has received the most atten-
tion in psychotherapeutic settings. With the term Disconfirmation, we have in fact 
indicated a set of common feelings and thoughts that are dominated by a perceived 
relational unwillingness of the patient, often accompanied by an emotional nuance 
of anger. This dimension seems, in contrast with the others, to describe the impres-
sion of an active—even when not conscious—rejection by the patient, which rever-
berates in the clinician as a feeling of being judged, devalued, or manipulated, 
resulting in poor confidence in the clinical relationship. Such an interpersonal 
dynamic is imbued with a mood of aggressiveness; however, it is not an overt or 
physical aggressiveness, but rather a subtle denial of the clinician’s professional or, 
in extreme cases, personal identity. Indeed, the clinician’s feelings of “being nonex-
istent” and anger seem to represent the effect of the patient’s act of “nullifying”, and 
this is why we have borrowed the term “disconfirmation” from the reflection of 

7 Origin and Development of the Assessment of Clinician’s Subjective...



106

R.  D. Laing [50] about this devaluing and disowning form of pathological 
communication.

The fifth factor, finally, defines an experiential field in which the painful percep-
tion of a stasis in the interaction prevails and has gained the name of Impotence. It 
is characterized, on the one hand, by feelings of sadness, loneliness, and emptiness, 
and, on the other hand, by the perception of poor therapeutic success. Impotence 
and frustration at the end of the encounter come up as the final result of this persis-
tent sense of frozen possibilities, to the point of seeming that the clinician experi-
ences a sort of “depressive reaction.”

This aspect of the clinician’s subjective experience seems to refer to the temporal 
dimension of the encounter, which shows an impaired dynamism and a limited 
potential of transformations. Interestingly, indeed, Impotence focuses on the experi-
ential domain that most clearly moves away from the hic et nunc of the encounter, 
projecting the clinical interaction in a diachronic dimension.

Hence, the five factors of the ACSE emerge as different receptors of a single 
probe, each detecting a specific “portion” of the clinician’s subjective experience 
related to the encounter. In essence, this probe can give a synthetic depiction of the 
intersubjective areas of spatial confrontation, empathic attunement, sympathy, 
interpersonal rejection, and therapeutic potentiality.

Although the ACSE cannot be considered as an exhaustive depiction of the whole 
intersubjective experience, it nonetheless accounts for a number of substantial, 
well-defined, and theoretically convincing modes of feeling the other experienced 
by clinicians. Their “bottom-up” emergence from a large, heterogeneous, and 
untrained sample of psychiatrists, in addition, provides indirect proof of the real 
existence of such intersubjective domains in the “real world” practice, and not only 
in refined phenomenological descriptions.

7.4  Final Reflections

The ACSE is a new instrument that contributes in an original way to the exploration 
of the field of diagnostic evaluation, integrating the intersubjective perspective into 
the clinician’s operational toolkit.

Basically, the ACSE enables the collection and arrangement of key, relevant 
aspects of the clinician’s subjective experience in a synthetic formal structure, mak-
ing these elements available for research, and prospectively for clinical reasoning. 
In addition to representing the first step toward a comprehensive evaluation of the 
importance of intersubjectivity during the clinical encounter, its successful develop-
ment suggests in itself some preliminary reflections.

We have seen that the lack of a scientific tool suitable for reliably exploring the 
intersubjective phenomena inherent to assessment has supported the exclusion of 
these phenomena from questions worthy of being investigated. Unfortunately, most 
researchers have not sought an instrument capable of improving knowledge about 
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those phenomena, but rather have continued to rely on epistemological means tai-
lored to detect only “acceptable” objective data. The construction of a valid and 
reliable “objective” instrument such as the ACSE may help break this circle, since 
it provides the proof that intersubjectivity is a real domain that can be explored and 
described.

Naturally, to achieve the goal of translating the subjective experience into an 
operational and quantifiable grid, we had to reduce its living complexity to a 
finite number of countable descriptors. This reduction may raise concerns about 
a possible overobjectifying approach to intersubjectivity, or about the risk of a 
detachment from the vital dynamic of the clinical encounter. However, the 
ACSE dimensions are not thought of as algorithmic variables to be used for 
assigning the patient to one category or to another, or irrevocably qualifying the 
nature of the encounter. Rather, they are conceived as a means to synthetically 
shed light on the emerging intersubjective dynamics, drawing the clinician’s 
attention to his or her own subjective world as a source of knowledge about the 
ongoing interactive process. Thinking about his or her own living participation 
in the encounter, in fact, may help the clinician to broaden his or her perspective 
on the patient, introducing epistemologically different elements and, at the same 
time, promoting a more open (and, likely, therapeutic) disposition toward the 
patient.

 Appendix

Here we show the English version of the ACSE. While it has yet to be formally vali-
dated, it has been developed through a rigorous process. We did not perform a for-
mal iterative back-translation procedure and preferred to concentrate on making a 
good translation, because several scholars have argued persuasively against back- 
translation for theoretical and practical reasons [51]. Specifically, back-translation 
has been characterized as merely a suboptimal procedure for checking translations 
that achieves linguistic and conceptual equivalence, but does not devote attention to 
clarity and understandability and does not take adequate account of context and 
milieu [52, 53]. In order to produce a good translation, we followed well-known 
paths in the cross-cultural adaptation of psychosocial measures [54]. First, an initial 
translation was produced by two independent translators, who were fluent in both 
Italian and English. Then, each translator independently reviewed the other version 
and provided comments and suggestions. Then, each translator included those sug-
gestions judged to be relevant in a second version. This process was repeated one 
more time, until consensus was reached. Then, the translation was further reviewed 
by a native English speaker who provided a number of suggestions that further 
improved clarity and acceptability, and finally, an overall consensus was reached. 
We are deeply grateful to Dr. Nicoletta Gentili and Dr. Neil Owens for their help 
with this process.
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ASSESSMENT OF CLINICIAN’S SUBJECTIVE EXPERIENCE (ACSE)

(Pallagrosi M, Fonzi L, Picardi A, Biondi M. Psychopathology 2014;47:111-118)

English version by Nicoletta Gentili and Angelo Picardi

1) At the beginning of the interview I felt tense

Not at all A little Somewhat Quite a lot Extremely

2) At the beginning of the interview I struggled to establish an emotional
connection with the patient

Not at all A little Somewhat Quite a lot Extremely

3) I simplified my communication by modifying my usual language (e.g., I used
simpler words, I avoided the use of metaphors)

Never Sometimes Often Most of the time Always

4) I tempered the tone of my voice in relation to the patient’s state

Never Sometimes Often Most of the time Always

5) I carefully chose my words in order not to scare the patient

Never Sometimes Often Most of the time Always

6) I carefully chose my words in order to be easily understood by the patient

Never Sometimes Often Most of the time Always

7) I avoided eye contact with the patient

Never Sometimes Often Most of the time Always

8) I felt I lacked spontaneity

Never Sometimes Often Most of the time Always

9) I felt insecure

Never Sometimes Often Most of the time Always

10) I felt tense in moments of silence

Never Sometimes Often Most of the time Always

WARNING: The questionnaire must be completed at the end of the interview with the patient. 
Answers are based on the evaluation of the assessor’s own subjective experience. Thus, you 
are asked to refer exclusively to your own subjective experience within the context of your 
relationship with the patient, leaving out any inference on the patient’s emotional state or 
psychopathological condition. There are no right or wrong answers: the object of the 
assessment is how the clinician felt whilst interviewing the patient. Therefore, in no way 
should the answers given be taken as a judgement on the clinical work of the assessor

The following questions aim to explore some aspects of the clinician’s subjective experience 
when meeting a patient. The items describe behaviours, thoughts, or personal experiences 
arising from within the specific relationship with the patient.
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13) I found it difficult to follow the train of thoughts expressed by the patient

Never Sometimes Often Most of the time Always

14)

Never Sometimes Often Most of the time Always

15) I perceived a sense of inauthenticity in the patient

Never Sometimes Often Most of the time Always

16) I felt that I did not exist for the patient

Never Sometimes Often Most of the time Always

17) I was afraid that the patient could act unpredictably

Never Sometimes Often Most of the time Always

18)

Never Sometimes Often Most of the time Always

19)

Never Sometimes Often Most of the time Always

20) I had difficulties in identifying myself with the patient

Never Sometimes Often Most of the time Always

21) I felt a sense of anger towards the patient

Never Sometimes Often Most of the time Always

22) I felt rejected by the patient

Never Sometimes Often Most of the time Always

23) I felt depreciated by the patient

Never Sometimes Often Most of the time Always

24) I felt judged by the patient

Never Sometimes Often Most of the time Always

I found it difficult to follow the train of thoughts expressed by the

Never Sometimes Often Most of the time A

Never Sometimes Often Most of the time A

I perceived a sense of inauthenticity in the patient

Never Sometimes Often Most of the time A

I felt that I did not exist for the patient

Never Sometimes Often Most of the time A

I was afraid that the patient could act unpredictably

Never Sometimes Often Most of the time A

Never Sometimes Often Most of the time A

Never Sometimes Often Most of the time A

I had difficulties in identifying myself with the patient

Never Sometimes Often Most of the time A

I felt a sense of anger towards the patient

Never Sometimes Often Most of the time A

I felt rejected by the patient

Never Sometimes Often Most of the time A

I felt depreciated by the patient

Never Sometimes Often Most of the time A

I felt judged by the patient

Never Sometimes Often Most of the time A

11) I was bored

Never Sometimes Often Most of the time Always

12) I was distracted

Never Sometimes Often Most of the time Always

There were times when I felt the way in which the patient gave sense to
his/her own experiences was alien to me (feeling of alienation towards
specific aspects of the experience reported by the patient in terms of
experience, expressed beliefs, meaning attributed to events)

I felt distant from the patient (feeling of emotional distance from the patient)

I felt a sense of alienation from the patient (feeling of general alienation from the
patient in his personal wholeness)

(continued)
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30) I felt anguish

Never Sometimes Often Most of the time Always

31) I felt a sense of loneliness

Never Sometimes Often Most of the time Always

32) I felt sadness

Never Sometimes Often Most of the time Always

33) I felt emotionally close to the patient

Never Sometimes Often Most of the time Always

34) I felt a sense of desolation (feeling of despondency)

Never Sometimes Often Most of the time Always

35)

Never Sometimes Often Most of the time Always

36)

Never Sometimes Often Most of the time Always

37) I experienced physical tension

Never Sometimes Often Most of the time Always

25) I sensed the patient was trying to manipulate me

Never Sometimes Often Most of the time Always

26) I felt indifference towards the topics introduced by the patient

Never Sometimes Often Most of the time Always

27) I experienced a feeling of tenderness towards the patient

Never Sometimes Often Most of the time Always

28) I experienced the desire to care for the patient

Never Sometimes Often Most of the time Always

29) I felt a sense of emptiness

Never Sometimes Often Most of the time

I felt anguish

Never Sometimes Often Most of the time A

I felt a sense of loneliness

Never Sometimes Often Most of the time A

I felt sadness

Never Sometimes Often Most of the time A

I felt emotionally close to the patient

Never Sometimes Often Most of the time A

I felt a sense of desolation (feeling of despondency)

Never Sometimes Often Most of the time A

Never Sometimes Often Most of the time A

Never Sometimes Often Most of the time A

I experienced physical tension

Never Sometimes Often Most of the time A

Never Sometimes Often Most of the time A

I felt indifference towards the topics introduced by the patient

Never Sometimes Often Most of the time A

I experienced a feeling of tenderness towards the patient

Never Sometimes Often Most of the time A

I experienced the desire to care for the patient

Never Sometimes Often Most of the time A

I felt a sense of emptiness

Never Sometimes Often Most of the time Always

I perceived a discordance between the way in which the patient experienced
some of his/her life events and the way in which I would have experienced
them (difficulty in sharing the patient’s point of view in relation to experiences,
expressed beliefs, meaning attributed to individual events)

I felt emotionally involved with the patient (feeling of intense emotional
participation in the relationship)

(continued)
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38) I felt awkward in my movements 

Never Sometimes Often Most of the time Always

39) I maintained a rigid posture

Never Sometimes Often Most of the time Always

40) I experienced neurovegetative sensations (e.g., shivering, cold/hot sensation,
sweating, etc.)

Never Sometimes Often Most of the time Always

41) At the end of the interview I felt physically tired 

Not at all A little Somewhat Quite a lot Extremely

42) At the end of the interview I felt physically and mentally drained

Not at all A little Somewhat Quite a lot Extremely

43) At the end of the interview I sensed that the relationship established with the
patient was fragile and precarious

Not at all A little Somewhat Quite a lot Extremely

44) At the end of the interview I felt compelled to establish very clear boundaries
with the patient

Not at all A little Somewhat Quite a lot Extremely

45) At the end of the interview I felt a sense of frustration

Not at all A little Somewhat Quite a lot Extremely

46) At the end of the interview I felt a sense of impotence

Not at all A little Somewhat Quite a lot
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8Evidence Supporting a Role 
for the Intersubjective Dimension 
in the Clinical Encounter: Empirical 
Findings from ACSE Research

Laura Fonzi, Mauro Pallagrosi, Angelo Picardi, 
and Massimo Biondi

8.1  Introduction

The Assessment of Clinician’s Subjective Experience (ACSE), the development of 
which has been described in detail in the previous chapter, is a psychometric tool 
that provides a five-dimensional profile of the clinician’s lived experience during an 
interview with an unknown patient. It has been validated on a heterogeneous sample 
of psychiatrists seeing adult patients suffering from different psychiatric disorders. 
It has also recently been extended to child and adolescent psychiatrists evaluating 
young patients, aged 12–17 years [1].

The ACSE has been primarily conceived to be used for research purposes, and in 
particular to study the complex and fine relations between the clinician’s subjective 
experience and many relevant aspects of the psychiatric interview: the patient’s per-
sonal and psychopathological characteristics, the clinician’s attitude, the setting of 
the encounter, and the interactions between these elements.
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In this chapter, we illustrate the findings coming from a number of studies based 
on the ACSE and its connection with both clinical and non-clinical variables in 
psychiatric settings. To maximise clarity, the findings are first summarised accord-
ing to each ‘single-dimension’ criterion and then discussed as aggregate profiles. 
The main clinical implications of these findings are highlighted, and a number of 
possible useful applications of the ACSE are proposed.

8.2  ACSE Dimensions and the Clinical Encounter: 
A Detailed Review

As we have seen, the ACSE yields a profile of clinician’s subjective experience that 
consists of five main domains: Tension, Difficulty in Attunement, Engagement, 
Disconfirmation, and Impotence. These domains are internally consistent and reflect 
some common experiences related to psychiatric practice, the clinical value of 
which has been investigated through a number of studies. Each domain has been 
tested for its specific relation with several variables, revealing a characteristic pat-
tern of associations and gaining as a consequence a unique contour.

8.2.1  Tension

Tension is an 11-item subscale that describes feelings of nervousness and alarm 
together with a set of bodily sensations such as clumsiness, stiffness, and autonomic 
activation. Overall, it depicts a sort of preparedness in anticipation of an aggressive 
outburst, which might arise from the clinician’s and/or the patient’s confrontational 
attitude.

According to the findings from our studies, Tension exhibits a pattern of associa-
tions characterised by a prominent role for variables that may affect the perceived 
quietness and safety of the developing clinical relationship, whether they are psy-
chopathological or not (see Table 8.1).

As Table 8.1 shows, clinical severity and a specific psychopathological profile, 
both measured through the Brief Psychiatric Rating Scale (BPRS), were found to be 
the factors most associated with Tension.

In particular, Activation on the BPRS has emerged as the strongest independent 
predictor of Tension in a multiple regression analysis performed on 754 interviews 
made by 45 different clinicians [2]. Both Positive and Negative Symptoms dimen-
sions on the BPRS also showed a significant, though less marked, association with 
Tension while no association was seen for Affect and Disorganisation. The clini-
cian’s Tension did not display, on the contrary, any significant association with spe-
cific patient’s diagnosis, with the exception of a significantly lower mean score for 
clinicians engaged in the assessment of patients affected by depressive or anxiety 
disorders in comparison with those affected by schizophrenia, manic or mixed epi-
sode in bipolar I disorder, or cluster B personality disorder [3].
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Tension, in other words, seems to be a dimension of the clinician’s subjective 
experience not specifically related to the patient’s psychopathological structure, but 
instead seems ‘reactive’ to a set of symptoms (mainly hyperactivity, excitement, and 
mood elevation) that cut across the most severe disorders.

Consistently, this emotional reaction is more intense when the clinician and/or 
the patient are younger and when they are males as a recent, yet not published, 
investigation carried out by our group on 960 first interviews has also revealed. Both 
these findings, in fact, strengthen the idea that an issue of potential conflict is at 
stake, and that the more dangerous and unstable the patient is perceived to be, the 
higher the level of Tension felt by the clinician.

Table 8.1 Association between Tension and demographic/clinical variables

Association Notes
Clinician age Yes Mild correlation (β = −0.17, p < 0.001) in multiple 

regressiona

Clinician gender Yes Mild correlation with male gender (β = 0.18, p < 0.001) in 
multiple regressionc, further confirmed in general linear 
model (p < 0.05)b

Clinician 
expertise

No

Patient age Yes Mild correlation (β = −0.13, p < 0.001) in multiple 
regressiona

Patient gender Unclear No correlation in multiple regressiona, but significant 
correlation with male gender in general linear model 
controlling for clinical severity (p < 0.001)b

Patient education No
Patient 
nationality

No

Setting of the 
clinical 
examination

No

Duration of the 
clinical 
examination

Yes Mild correlation (β = 0.17, p < 0.01) in multiple regressiona

Patient diagnosis Yes Mean score in the depression/anxiety group significantly 
lower than all other groups (p < 0.05), confirmed by general 
linear modelc

Patient clinical 
severity

Yes Moderate correlation with BPRS total score (r = 0.42, 
p < 0.001)a, further confirmed in general linear model 
(p < 0.001)b

Patient symptom 
pattern

Yes Moderate correlation with BPRS Activation (β = 0.33, 
p < 0.001) and mild correlation with BPRS Positive 
(β = 0.18, p < 0.001) and Negative Symptoms (β = 0.19, 
p < 0.001) in multiple regressiona

BPRS Brief Psychiatric Rating Scale
aPicardi et al. (2017) [2]
bUnpublished data
cPallagrosi et al. (2016) [3]
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8.2.2  Difficulty in Attunement

Difficulty in Attunement is a 10-item subscale that consists of statements essentially 
illustrating the clinician’s struggle in establishing a valid connection with the 
patient, which appears in the form of troubled communication and a perceived fail-
ure of empathic understanding. Bodily involvement is less evident, though this sub-
scale includes manifest behaviours such as heightened care in choosing words and 
perceived effort in keeping eye contact.

As Table 8.2 shows, Difficulty in Attunement displays a pattern of associations in 
which clinical factors are the most relevant ones.

Although it might seem counterintuitive, neither cultural differences nor age or 
gender heterogeneity seem to significantly influence the clinician’s ability to feel 
connected with the patient or to immediately understand his experience and 
suffering.

Table 8.2 Association between Difficulty in Attunement and demographic/clinical variables

Association Notes
Clinician age No
Clinician 
gender

Yes Weak, though significant, correlation with female gender 
(β = −0.06, p < 0.05) in multiple regressiona, further confirmed 
in general linear model (p < 0.001)b

Clinician 
expertise

No

Patient age No
Patient 
gender

No

Patient 
education

Yes Modest correlation (β = −0.10, p < 0.001) in multiple 
regressiona

Patient 
nationality

No

Setting of 
visit

No

Duration of 
visit

No

Patient 
diagnosis

Yes Mean score in schizophrenia group significantly higher than all 
other groups (p < 0.001), confirmed by general linear modelc

Patient 
clinical 
severity

Yes High correlation with BPRS total score (r = 0.60, p < 0.001)a, 
further confirmed in general linear model (p < 0.001)b

Patient 
symptom 
pattern

Yes Moderate correlation with BPRS Positive (β = 0.34, p < 0.001) 
and Negative Symptoms (β = 0.29, p < 0.001), and modest 
correlation with Activation (β = 0.17, p < 0.001) in multiple 
regressiona

BPRS Brief Psychiatric Rating Scale
aPicardi et al. (2017) [2]
bUnpublished data
cPallagrosi et al. (2016) [3]
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Concerning the role of cultural differences, a recent study matching a total of 84 
intracultural and intercultural psychiatric interviews [4] revealed that—age, gender, 
clinical diagnosis, and severity of the two patient groups being equal—the differ-
ence in clinician’s Difficulty in Attunement mean score was modest (Cohen’s 
d = −0.34) and did not reach statistical significance (p = 0.12). Similarly, clinician’s 
gender has shown only a weak relationship with Difficulty in Attunement, with 
female clinicians seeming to feel the empathic hindrance a bit more [2]; this result 
was confirmed by the aforementioned unpublished study by our group.

In contrast, the association with the patient’s clinical variables seems to be clear 
and well-defined. In fact, Difficulty in Attunement was found to be the ACSE dimen-
sion most specifically linked to a patient’s diagnosis of schizophrenia, with a large 
effect size (Cohen’s f = 0.57) and a high significance, which was confirmed in mul-
tivariate analysis controlling for clinical severity and demographic variables 
(p  <  0.001) [3]. In accordance with this result, the BPRS Positive and Negative 
Symptoms dimensions were identified as the strongest predictors of higher scores in 
Difficulty in Attunement while the association with Activation and Disorganisation 
was smaller in size, and Affect showed no association [2].

Overall, this indicates that—even though an empathic struggle can be perceived 
in several clinical situations—this impression has a pronounced link with the inter-
action with schizophrenic patients, even as compared with other patients of similar 
clinical severity and possibly experiencing psychotic symptoms. It may be hypoth-
esised that it is the ‘autistic’ core of schizophrenia that accounts for such an intense 
inability, on the part of the clinician, to easily attune with the patient. In fact, whereas 
other substantial differences between clinician and patient (i.e. ethnocultural differ-
ences) do not seem to seriously prevent the clinician from feeling the patient as a 
comprehensible fellow human being, the schizophrenic way of being poses a greater 
challenge to this possibility.

8.2.3  Engagement

Engagement is an eight-item subscale that describes the clinician’s emotional 
involvement with the patient along a gradient that goes from indifference to lively 
participation. It provides a measure of closeness to the patient, in the sense of pathic 
resonance, regardless of its pleasant or disturbing character.

The most striking evidence from our findings is that Engagement is not markedly 
associated with any of the clinical or demographic variables considered so far (see 
Table 8.3).

There was a significant but modest association with clinician’s female gender in 
the recent unpublished study by our group, though this association was not detect-
able in a multiple regression analysis performed on a different sample [2]. As might 
be expected, there was also a modest independent association with younger 
patient age.

At the same time, the patient’s psychopathology was only weakly linked with 
Engagement; a regression model explaining a relatively low proportion of the 
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variance has identified the BPRS Affect and Positive Symptoms dimensions as mod-
est predictors, with an even lower negative contribution of the Negative Symptoms 
dimension [2]. From a diagnostic point of view, Engagement did not emerge as a 
specific marker of the clinical encounter, though it displayed a negative association 
with the diagnosis of cluster B personality disorder, with a modest effect size 
(Cohen’s d = 0.24) [3].

It may then be speculated that, differently from the other ACSE dimensions, 
Engagement represents an intersubjective phenomenon that is idiosyncratically 
linked to the unique clinician–patient dyad, which is scarcely affected by generalis-
able characteristics, although a dismissing attitude on the part of the patient may 
contribute to impairing it.

8.2.4  Disconfirmation

Disconfirmation is a nine-item subscale that accounts for the experience of being 
rejected, devalued, and manipulated, with related feelings of anger and a distress-
ful sense of ‘non-existence’. Overall, this scale measures the need for substantial 

Table 8.3 Association between Engagement and demographic/clinical variables

Association Notes
Clinician age No
Clinician 
gender

Unclear No correlation in multiple regressiona, but significant 
association with female gender in general linear model 
controlling for clinical severity (p < 0.001)b

Clinician 
expertise

No

Patient age Yes Modest correlation (β = −0.12, p < 0.05) in multiple regressiona

Patient gender Yes
Patient 
education

No

Patient 
nationality

No

Setting of visit No
Duration of 
visit

Yes Weak correlation (β = 0.10, p < 0.05) in multiple regressiona

Patient 
diagnosis

Yes Mean score in cluster B personality group significantly lower 
than all other groups (p < 0.01), confirmed by general linear 
modelc

Patient clinical 
severity

No

Patient 
symptom 
pattern

Yes Modest correlation with BPRS Affect (β = 0.15, p < 0.001), 
Positive (β = 0.17, p < 0.001), and Negative Symptoms 
(β = −0.12, p < 0.05) in multiple regressiona

BPRS Brief Psychiatric Rating Scale
aPicardi et al. (2017) [2]
bUnpublished data
cPallagrosi et al. (2016) [3]
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effort to develop and keep a respectful, cooperative, and stable alliance with the 
patient.

Disconfirmation emerges as a rather ‘clinical’ intersubjective dimension. Indeed, 
it has shown only a modest association with demographic variables, but a notable 
and peculiar pattern of association with clinical ones (Table 8.4). On the one hand, 
it resembles the pattern of Difficulty in Attunement, for its pronounced link with a 
given diagnostic category (in this case, the cluster B personality disorder). On the 
other hand, it diverges from that dimension, for its weak relation to the patient’s 
symptom pattern.

Indeed, a regression model accounting for a relatively low proportion of variance 
in Disconfirmation revealed only a moderate association with the BPRS Activation 
dimension, a modest association with the Negative Symptoms dimension, and no 
significant relationship with the Affect, Positive Symptoms, and Disorganisation 
dimensions [2]. In other words, the patient’s elevated mood, excitement, and 

Table 8.4 Association between Disconfirmation and demographic/clinical variables

Association Notes
Clinician age No
Clinician 
gender

Unclear No correlation in multiple regressiona, but significant correlation 
with male gender in general linear model controlling for clinical 
severity (p < 0.001)b

Clinician 
expertise

No

Patient age Yes Modest correlation (β = −0.12, p < 0.01) in multiple regressiona

Patient 
gender

No

Patient 
education

Yes Modest correlation (β = 0.11, p < 0.01) in multiple regressiona

Patient 
nationality

No

Setting of 
visit

No

Duration of 
visit

No

Patient 
diagnosis

Yes Mean score in cluster B personality group and in depression/
anxiety group significantly higher (p < 0.05) and significantly 
lower (p < 0.001) than all other groups, respectively, as 
confirmed by general linear modelc

Patient 
clinical 
severity

Yes Moderate correlation with BPRS total score (r = 0.34, 
p < 0.001)a, further confirmed in general linear model 
(p < 0.001)b

Patient 
symptom 
pattern

Yes Moderate correlation with BPRS Activation (β = 0.27, p < 0.001) 
and weak correlation with Negative Symptoms (β = 0.10, 
p < 0.05) in multiple regressiona

BPRS Brief Psychiatric Rating Scale
aPicardi et al. (2017) [2]
bUnpublished data
cPallagrosi et al. (2016) [3]
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hyperactivity explain a significant but small proportion of scores on the 
Disconfirmation subscale.

On the contrary, the relationship between Disconfirmation and the diagnosis of 
cluster B personality disorder seems to be substantial as mean scores on the 
Disconfirmation subscale were found to be higher for the cluster B personality dis-
order group than for all the other diagnostic groups [3]. The effect size of this find-
ing was large (Cohen’s f = 0.46), and its significance was retained in multivariate 
analysis (p < 0.001). Conversely, the lowest mean scores on the Disconfirmation 
subscale were observed in the group of patients with depressive or anxiety disorders.

These findings suggest that the patient’s psychopathological structure has a 
remarkable effect on this facet of the clinician’s subjective experience, though in a 
way that is only marginally linked with the symptom pattern, at least as measured 
by the BPRS.  Probably, subtler (though powerful) interpersonal dynamics are 
involved, which mostly pertain to the area of mutual recognition and alliance. In 
fact, while depressed or anxious patients generally present themselves as mostly 
collaborative and trusting, genuinely seeking the clinician’s help, patients with clus-
ter B personality disorder are often chaotic and demanding, oscillating between an 
almost overwhelming request for help and a dramatic rejection. Under this pressure, 
the clinician, too, may oscillate between feeling moved but drowned and feeling 
attacked in her personal and professional identity.

The modest associations between Disconfirmation and some demographic vari-
ables can also be seen in this perspective. In fact, even though the association with 
the clinician’s male gender was found to be inconsistent, the patient’s younger age 
and higher education were found to be modestly associated with Disconfirmation in 
a large regression model [2]. This suggests that the more challenging the patient, as 
a young and educated individual is more likely to be, the more acute the clinician’s 
perception of being cornered.

8.2.5  Impotence

Impotence is an eight-item subscale that explores an area of the clinician’s experi-
ence characterised by feelings of sadness and dejection, embedded in an overall 
mood of frustration and poor confidence in the patient’s improvement. It represents 
the most temporality-linked dimension of the ACSE profile as it goes beyond the hic 
et nunc of the encounter and refers also to the evolving course of the relationship.

The pattern illustrated in Table 8.5 points out a significant connection between 
Impotence and a peculiar psychopathological profile.

As a matter of fact, Impotence does not seem to be related to the patient’s diag-
nosis as its association with severe disorders such as schizophrenia loses signifi-
cance when controlled for demographic variables and clinical severity as measured 
by the BPRS total score [3]. Rather, this dimension displays a moderate indepen-
dent correlation with the BPRS Negative Symptoms dimension, which explains 7% 
of its unique variance [2]; this suggests that symptoms such as blunted affect, emo-
tional withdrawal, and motor retardation are particularly implicated in generating a 
‘depressed’ climate of the encounter. The association with the Activation, Positive 
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Symptoms, and Affect dimensions is less strong, whereas no association was found 
with the Disorganisation dimension.

Younger and female clinicians seem to be more vulnerable to this kind of reac-
tion as if they more acutely experienced the stasis of the clinical situation or as if 
they had less confidence in their therapeutic potential. The experience described by 
the Impotence subscale, indeed, can involve both a perceived non-transformability 
of the patient’s pathological nucleus (inferred from the patient’s ‘unmovable’ atti-
tude) and a poor trust in one’s own ability to really affect the patient's clinical course 
and outcome.

Table 8.5 Association between Impotence and demographic/clinical variables

Association Notes
Clinician age Yes Weak correlation (β = −0.10, p < 0.01) in multiple regressiona

Clinician 
gender

Yes Weak correlation with female gender (β = −0.09, p < 0.05) in 
multiple regressiona, further confirmed in general linear model 
(p < 0.01)b

Clinician 
expertise

No

Patient age No
Patient 
gender

No

Patient 
education

No

Patient 
nationality

No

Setting of 
visit

No

Duration of 
visit

No

Patient 
diagnosis

No

Patient 
clinical 
severity

Yes Moderate correlation with BPRS total score (r = 0.42, 
p < 0.001)c, further confirmed in general linear model 
(p < 0.001)b

Patient 
symptom 
pattern

Yes Moderate correlation with BPRS Negative Symptoms (β = 0.35, 
p < 0.001) and modest correlation with Activation (β = 0.13, 
p < 0.01), Positive Symptoms (β = 0.12, p < 0.01), and Affect 
(β = 0.10, p < 0.01) in multiple regressiona

BPRS Brief Psychiatric Rating Scale
aPicardi et al. (2017) [2]
bUnpublished data
cPallagrosi et al. (2016) [3]
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8.3  Clinical Significance of the ACSE Profiles

In the studies performed so far, the ACSE dimensions have displayed a distinctive 
pattern of association with several clinical and demographic variables related to 
psychiatric assessment. Interestingly, for almost all subscales, the most strongly 
associated factors are the clinical ones.

This finding, besides supporting the original idea that the clinician’s subjective 
experience is notably affected by the patient’s psychopathological characteristics 
through the medium of intersubjectivity, may have clinical implications worthy of 
being discussed.

8.3.1  ACSE Profiles as a Potential Contribution 
to Differential Diagnosis

One of the most striking findings from our studies has been that patients belonging 
to the main diagnostic categories tend to elicit distinctive ‘reaction patterns’ in the 
clinicians. In fact, even though not all ACSE subscales were singly capable of dif-
ferentiating between diagnostic groups—especially Tension, Engagement, and 
Impotence, which basically distinguished only depressed/anxious patients from the 
others—the overall profile of mean scores on ACSE subscales (from now on, ‘ACSE 
profile’) was unique for each group (Fig. 8.1).
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Fig. 8.1 ACSE profiles and patient diagnostic groups. The ACSE scores were converted to a com-
mon metric (i.e. the percentage of the maximum possible score on each scale). The subscales were 
ordered to make the differences between groups most visible
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In other words, it seems that the clinician implicitly grasps a difference between 
patients that is ‘relational’ in nature, and this distinction is reflected by unique pat-
terns of feelings, thoughts, and bodily perceptions. This is intriguing and suggests 
that clinicians might be able to differentiate patients with overlapping symptoms not 
only via the common objective and standardised approach to evaluation, but also by 
means of an ‘intersubjective’ criterion.

Not infrequently, in fact, psychiatrists engaged in clinical assessment face the 
problem of grasping subtle differences that can be significant for diagnosis but go 
beyond the mere evaluation of observable symptoms and signs. What has been 
called ‘intuitive diagnosis’, as we know from previous chapters, rests indeed on 
‘atmospheric’ elements that elude explicit description and quantifiable evidence. 
Rendering these elements into a comprehensible pattern may help clinicians to take 
advantage of them.

For instance, we have noted that patients suffering from manic or mixed episodes 
elicit a typical reaction on the part of the clinician that is similar to the one elicited 
by patients with schizophrenia, except for Difficulty in Attunement, the level of 
which is significantly different between the two diagnostic categories (Fig.  8.2). 
Our findings suggest that it is neither the global severity nor the possible psychotic 
expression that accounts for this difference; rather, it seems to imply a core differ-
ence between the two interactions.

Our hypothesis is that the pre-reflective perception of a ‘typical’ empathic fail-
ure, which shapes the ACSE profile in a form that emphasises Difficulty in 
Attunement among all dimensions, characterises the encounter with schizophrenic 
patients in a way that stands apart from the impact of the psychopathological expres-
sion, even when it is bizarre or chaotic, as can occur in severe manic episodes. It 
appears that something that ‘goes beyond the sum of symptoms and signs’ is impli-
cated. Apart from being of potential significance for differential diagnosis, such an 
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Fig. 8.2 ACSE profiles for schizophrenia and bipolar I disorder groups

8 Evidence Supporting a Role for the Intersubjective Dimension in the Clinical…



126

intersubjective ‘typicality’ is of particular interest for a large body of reflection 
about diagnostic feeling and schizophrenia, which will be illustrated in detail later.

Another example of intersubjective hue that might be significant for differential 
diagnosis concerns the comparison between patients with manic or mixed state and 
patients with cluster B personality disorders (Fig. 8.3). It is known that in some 
cases making a clear distinction between these patients is not straightforward, par-
ticularly when they exhibit similar patterns of dysphoric mood, emotional dysregu-
lation, and impulsivity. This can be particularly true during acute phases and when 
dealing with bipolar patients with rapid cycling or marked residual symptoms.

Indeed, due to the degree of overlap in these symptom domains, even the validity 
of a clear-cut distinction between the two disorders has been questioned, at least in 
the mainstream psychiatry debate. Nevertheless, a growing number of researchers 
have put this overlap in perspective [5, 6], pointing out that ‘similarities between the 
two conditions […] are superficial, while differences are profound’ [7].

Interestingly, from the ‘clinician’s side’, the interaction with patients affected by 
cluster B personality disorder is quite different from the one with patients experi-
encing a manic or mixed episode, with differences in Engagement and 
Disconfirmation that mirror each other. In essence, a clinician who interacts with a 
patient with cluster B personality disorder feels, on average, less engaged and more 
annoyed, even though she does not experience a different degree of Tension, 
Difficulty in Attunement, and/or Impotence.

It might be said that the clinician implicitly smells the interpersonal rejecting and 
confusing attitude that is the background of many symptomatic behaviours of 
patients with a borderline personality organisation, regardless of the impact of mood 
swings or behavioural activation.

Such a view is further corroborated by the marked difference observed between 
the latter profile of clinician’s subjective experience and the one related to the 
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encounter with patients suffering from unipolar depression or anxiety (Fig. 8.4). In 
this case, the two situations significantly differ from each other in the mean score on 
all ACSE subscales.

The patients with depressive or anxiety disorders without comorbid Axis II diagno-
ses tend, in fact, to elicit less Tension, Difficulty in Attunement, Disconfirmation, and 
Impotence, and more Engagement than patients with cluster B personality disorder. 
Provided that the former patients are generally experienced by clinicians as the least 
challenging and the most favourably disposed, it is interesting that, once again, a ‘rela-
tional’ difference emerges between a patient suffering from a mood disorder and a 
patient suffering from a personality disorder, independent of clinical severity.

In fact, in everyday practice, it is sometimes hard to clearly identify an underly-
ing personality disorder when a patient comes to the clinician presenting a marked 
depressive suffering or a generalised anxiety state. A quick and correct distinction 
between a basic mood alteration and the feelings of emptiness or dejection that 
develop in the context of a specific personality attitude, however, can make the dif-
ference between an effective treatment and a therapeutic failure. Therefore, the rela-
tive specificity of the relational pattern grasped by the clinician may turn out to be 
particularly helpful during these early stages of acquaintance.

8.3.2  The Paradigm of Praecox Feeling Examined Through 
the ACSE Lens

In this book, the paradigm of Praecox Feeling has been discussed from several 
points of view. Different authors have outlined its historical development, its con-
nection with similar concepts, and its peculiar nature, which implies at the same 
time a gestaltic character and an intersubjective nuclear origin.
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In addition, we have seen that a number of studies were carried out to explore, on 
the one hand, the ‘real-world popularity’ of the Praecox Feeling among psychia-
trists, and, on the other, the in  vivo diagnostic reliability of this construct. 
Nevertheless, to date, a valid and reliable measure of the Praecox Feeling has not 
been developed, and the research about its clinical significance relies upon qualita-
tive methods or non-validated instruments.

The ACSE project explicitly acknowledges the concept of Praecox Feeling 
among its sources of inspiration, and, possibly not surprisingly, one of the factori-
ally derived ACSE subscales, namely, Difficulty in Attunement, closely resembles 
Rümke’s description. Indeed, if we compare this subscale with Rümke’s concept, 
they have several points in common. Difficulty in Attunement describes a perceived 
difficulty in recognising oneself in the experience of the other as if there existed a 
substantial difference in the way of giving meaning to the experience itself. The 
subscale also measures a sense of alienation, and uneasiness in interacting and com-
municating with the other. Furthermore, it includes an explicit reference to the field 
of ‘emotional contact’, encompassing also an affective element of the sharing.

In his pivotal essay [8], Rümke in fact speaks about the clinician’s subjective 
perception of general discomfort as if something is going wrong in the interaction, 
and he relates this feeling to a barrier hindering the clinician/patient intercourse. In 
his view, the patient’s lack of the so-called ‘rapprochement instinct’ produces in the 
clinician an effect of estrangement, which involves, besides a more reflective expe-
riential level (i.e. the impossibility to identify oneself in the other’s way of experi-
encing), an implicit feeling of an impossible participation in a shared situation. In 
this context, Rümke explicitly refers to the concept of ‘affective exchange’.

In both the Praecox Feeling concept and the ACSE Difficulty in Attunement 
dimension, therefore, an empathic struggle is at stake. Nevertheless, this similarity 
does not entail a complete overlap of these two entities as they differ significantly in 
terms of development and epistemological meaning.

The Praecox Feeling is a complex construct that includes at least two poles: an 
intersubjective experiential pole and a descriptive gestaltic one. Also, it has been 
conceptualised as a diagnostic tool, the presence or absence of which can be critical 
for identifying well-defined clinical conditions. The Difficulty in Attunement dimen-
sion, on the contrary, represents a certain nuance of a multidimensional subjective 
impression, derived through a large empirical observation and not solely pertaining 
to determined clinical situations.

One may venture that Difficulty in Attunement captures the intersubjective 
nuclear part of the Praecox Feeling, around which elements such as gestaltic impres-
sions and trained abilities structure a diagnostic sense. In this light, the clinical 
intertwinings of Difficulty in Attunement may help shed light on some aspects of the 
Praecox Feeling itself and provide new empirical insights about this experience.

For instance, we have seen that Difficulty in Attunement is the ACSE dimension 
most linked with the diagnosis of schizophrenia, to such an extent that we consider 
this connection as one of the most clinically relevant findings from the ACSE stud-
ies. However, such an experience was not found to specifically characterise the 
encounters with schizophrenic patients. Rather, it seems to be present in all clinical 
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encounters, being less or more intense depending on the patient’s psychiatric condi-
tion (Fig. 8.5).

Hence, it seems that what matters is not the presence or absence of this experi-
ence, but its relative prominence into the wholeness of the clinician's own subjective 
experience. In fact, every clinical encounter with an unknown patient entails a por-
tion of ‘incomprehensibility’, which requires an empathic endeavour that has to do 
with both the patient’s individual alterity and his elusive pathological condition. 
This struggle tends to increase as the psychopathological ‘alienity’ progresses and 
reaches the highest and most distinguishable sharpness when interacting with 
schizophrenic patients.

Schizophrenia is indeed the condition of otherness par excellence, and our stud-
ies corroborated the intersubjective extremeness of this otherness. In fact, differ-
ently from the interaction with schizophrenic patients, the ethnocultural difference 
between clinician and patient—which can be presumed to appreciably affect the 
clinician’s empathic ability—has shown only a negligible association with Difficulty 
in Attunement. This finding suggests that geographical alterity and psychopatho-
logical alienity differ in terms of empathic challenge. A possible explanation is that 
there is a basic level of empathy that is preserved even when the cultural difference 
alters the shared world of language and narratives (see Chap. 5).

The Difficulty in Attunement dimension, thus, seems to capture the disruption of 
a very basic level of empathic connection; possibly, it is this characteristic that 
accounts for its relative ‘diagnostic’ specificity for schizophrenia.

Concerning this diagnostic specificity, the absence of a significant relationship 
between Difficulty in Attunement and clinician’s age and expertise is a finding that, 
while on the surface seems secondary, is quite important. Within the psychopatho-
logical debate, indeed, the idea that intuitive understanding is favoured by a rich 
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background of clinical experience has been repeatedly stressed (see Chap. 1). 
Nevertheless, in our studies we did not find a difference in terms of perceived 
Difficulty in Attunement between young psychiatrists or psychiatry residents and 
experienced psychiatrists [1–3]. This finding indicates that, other variables being 
equal, the clinician’s expertise does not change the pre-reflective perception of an 
empathic hindrance. It suggests that Difficulty in Attunement describes an experi-
ence that is fundamentally human, belonging to all clinicians, despite their acquired 
skills. It is, rather, the ability to recognise and thoughtfully use this experience that 
distinguishes a beginning clinician from a seasoned one. What is inherently avail-
able to all human beings, in other words, becomes a sharp instrument of knowledge 
in the hands of a well-trained psychiatrist.

In conclusion, what can the ACSE studies tell us about the nature of the Praecox 
Feeling and its clinical implications?

First, they suggest that empathic attunement (and its fate) is a clinically relevant 
dimension of the clinician’s subjective experience, and that it is related to the 
patient’s diagnosis of schizophrenia in psychiatric settings. Second, they support the 
notion that Difficulty in Attunement, which seems to represent the basic empathic 
struggle on which the Praecox Feeling relies, is an experience that transcends cul-
tural differences and professional knowledge, and does not need to be specifically 
trained. What needs to be practised, instead, seems to be the clinician’s ability to 
discriminate such feelings and perceptions, and to make them available for under-
standing and clinical judgement.

8.3.3  The ACSE in Psychotherapeutic Settings

In the field of psychotherapy, the use of the therapist’s feelings is a quite-discussed 
issue. Historically, this topic is linked to psychoanalysis and the concept of counter-
transference, which in its totalistic meaning can be defined as all the attitudes and 
feelings that therapists experience towards patients.

A strong connection between the therapist’s countertransference and the patient’s 
inner dynamics has been claimed over the years, and the use of countertransference 
is still recommended in psychoanalytic practice to more thoroughly understand the 
patient’s inner world and to work more optimally during sessions (see Chap. 10 for 
a thorough discussion).

Even though the psychoanalytic discourse about countertransference has some 
common points with the phenomenological reflection about the emotional and intui-
tive elements involved in the psychiatrist’s clinical impression [9], the two concep-
tualisations differ significantly with regard to historical development, epistemological 
framework, and practical application. Delving deeply into this distinction goes 
beyond the scope of the present section, but it can nevertheless be useful to briefly 
account for the most relevant aspects.

Countertransference has historically grown into the study of the unconscious 
dynamics entailed by the psychoanalytic rapport. Initially conceived as the thera-
pist’s response to the patient’s transference, it has been in time enlarged to 
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encompass elements such as projective identification, empathic resonance, and 
therapist’s transference. All these elements lie in the domain of the unconscious 
plot of the therapeutic relationship, the gradual interpretation of which is a major 
tool for the psychodynamically oriented therapist. Countertransference is seen then 
as a compass for the therapeutic process, working from the early stages of the thera-
peutic relationship.

The empirical research about countertransference mainly rests on the Therapist’s 
Response Questionnaire (TRQ), which has been designed for psychotherapists 
engaged in long-lasting relationships. As we have seen in the previous chapter, stud-
ies using the TRQ mostly address questions relevant to the care of patients affected 
by personality and ‘neurotic’ disorders.

On the other hand, the phenomenological account for the clinician’s feelings 
within psychiatric settings, which is the subject of our work, emphasises the hic et 
nunc experiential dimension of the clinical encounter, and renounces an hermeneu-
tic approach. The clinician’s feeling is indeed regarded as an active player of the 
actual intersubjective interaction, capable of promoting an intuitive diagnostic 
understanding as well as a consistent therapeutic attitude. Differently from counter-
transference, it lies in the realm of an extended, non-technical dimension of the 
interpersonal exchange, which can be successfully exploited in clinical practice.

However, in the phenomenological perspective, too, the clinician’s subjective 
experience can be considered as a significant element capable of shaping the fate of 
a psychotherapeutic relationship. Regarding this issue, we recently carried out a 
study about short-term psychodynamic psychotherapy [10], exploring the relation-
ship between the clinician’s subjective experience as measured by the ACSE, coun-
tertransference as measured by the TRQ, therapeutic alliance and psychopathological 
outcome in a sample of 32 outpatients treated by 20 clinicians.

Predictably, the clinician’s subjective experience of the first interaction showed 
many significant correlations with the early therapeutic alliance. We found a strong 
correlation for Engagement (r = 0.77, p < 0.001), Difficulty in Attunement (r = −0.60, 
p < 0.001), and Disconfirmation (r = −0.58, p < 0.001); a moderate correlation for 
Tension (r = −0.42, p < 0.05); and no correlation for Impotence. The clinician’s 
immediate perception of the interpersonal dynamics seemed then to be mostly con-
sistent with the outcome of the alliance, so that an overall positive ‘starting engage-
ment’ predicted a good collaboration with the patient and vice versa.

Conversely, a different picture emerged concerning clinical outcome. In fact, 
only the level of Difficulty in Attunement experienced by the clinician during the 
first encounter was shown to be significantly associated with the patient’s clinical 
change at the end of the psychotherapeutic intervention, with a moderate inverse 
correlation (r = −0.47, p < 0.01).

Such a deviation from the pattern exhibited by therapeutic alliance is intriguing 
as it seems to suggest that the connection between the early clinician’s subjective 
experience and the patient’s clinical improvement was not mediated by the alliance 
itself. Otherwise, the two trends should have been similar.

Hence, if a number of clinician’s disturbing emotions at the beginning of the 
relationship may impair the therapeutic alliance (especially in the short term), their 
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association with the patient’s psychopathological change is more complex. Indeed, 
neither a positive engagement with the patient nor a relational annoyance seems to 
affect short-term clinical outcome as if the latter depended more on the patient’s 
resources than on the clinician’s affection, hopes, or aversions.

Nevertheless, when a clinician’s early experience includes an empathic hin-
drance, this seems to be inversely linked to the patient’s subsequent improvement. 
Our experience with the ACSE suggests that in these cases the clinician grasps an 
experiential distance that can be related to both the therapeutic dyad’s lack of syn-
tony and the patient’s withdrawn attitude. This subtle intersubjective alteration, 
quickly perceived by the clinician, possibly prevents the development of the implicit 
interpersonal milieu that supports an effective therapeutic intervention. According 
to this interpretation, a high early level of Difficulty in Attunement may indeed pre-
dict a poor short-term outcome, which suggests that this dimension deserves careful 
consideration from the very beginning of the psychotherapeutic work.

8.4  Conclusions

Around 2010, when we started our work on the clinician’s subjective experience, we 
faced the reality of a world where mainstream psychiatry ignored the clinician’s 
subjectivity altogether while a small professional niche deeply rooted in the phe-
nomenological tradition believed in the diagnostic value of the clinician’s feelings 
despite the absence of solid empirical support for this notion and actually the impos-
sibility of providing such support, given the lack of validated measures of the clini-
cian’s subjectivity. It was a daunting task, but we decided to attempt to develop and 
validate such a measure, and use it to test whether the great phenomenological psy-
chopathologists of the twentieth century were on a reasonably right path. We suc-
ceeded, despite the limitations that any quantitative measure implies, in developing 
a valid and reliable measure of the clinician’s subjective experience that could be 
used in scientific studies. Although this line of research is still in its infancy and 
much work is still needed to elaborate on our findings, the ACSE filled a research 
vacuum that had lasted for almost a century.

At the end of the overview presented in this chapter, in fact, we can conclude that 
the ACSE holds promise to be an original lens through which to investigate a num-
ber of clinical issues. In particular, our findings have so far allowed us to identify the 
involvement of the clinician’s subjective experience in both diagnostic evaluation 
and therapeutic intervention. In contrast to what a strictly objectivist perspective 
would suggest, such involvement did not emerge as the volatile and idiosyncratic 
reactions of single clinicians, but as a consistent pattern of experiences that can be 
at least partially characterised.

Recent unpublished data about the inter-rater reliability of the ACSE subscales 
provide further evidence of the consistency of the experiences measured by the 
ACSE.  In 189 pairs of clinicians seeing the same patient within a few days, we 
found a statistically significant agreement between raters as measured by the intra-
class correlation coefficient (ICC) when the patient’s clinical state as measured by 
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the BPRS did not substantially change across the two clinical examinations. The 
ICC values indicate a negligible agreement for Tension (0.17), a modest, though 
significant, agreement for Engagement (0.31) and Disconfirmation (0.32), and a 
moderate agreement for Impotence (0.40) and Difficulty in Attunement (0.57). The 
higher the agreement, the bigger the proportion of variance which can be reasonably 
attributed to the specificity of the encounter with that patient.

So, if the clinician’s subjective experience has such a significant potential role 
for assessment, a number of clinical applications can be imagined for the ACSE.

First, it may represent a valuable integrative tool for the traditional third-person 
approach to the psychiatric interview and diagnostic reasoning. As we have seen, in 
fact, it may contribute to differential diagnosis for those conditions that present 
themselves with a high degree of overlapping symptoms. In addition, it may help 
clinicians to identify ‘ultra-high-risk’ patients across the schizophrenia spectrum 
disorders, allowing the detection of intersubjective disturbances even when pre- 
psychotic symptoms are absent or very difficult to identify.

As it promotes the act of focusing on one’s own subjective experience, the use of 
the ACSE may also play a major role in helping clinicians to get acquainted with 
their feelings and better trained in recognising and managing them. This is indeed a 
critical issue for both therapeutic and technical aims. On the one hand, the clini-
cian’s self-awareness represents a significant step towards the establishing of an 
authentic and effective therapeutic alliance, from the early stages of the relationship 
with the patient. On the other hand, it can assist the clinician in limiting the over-
whelming emotional load that is often elicited by contact with patients (especially 
those with severe mental disorders), and that can lead, in the long term, to profes-
sional burnout [11].

In this regard, it has been a common observation among clinicians participating 
in the ACSE studies that the time spent in completing the instrument was beneficial, 
facilitating a better focus on some clinical issues. They often reported that during 
the 5–10 min needed to complete the ACSE they were able to better reflect on the 
dynamics of the encounter, which enabled them both to refine the clinical reasoning 
and to discharge the most disturbing emotions.

It follows that, due to these potentialities, the use of the ACSE may also have a 
role in training programmes. Its incorporation in such programmes seems to be 
particularly relevant in the current zeitgeist, where a mostly impersonal approach to 
the patient is encouraged, to the detriment of the young psychiatrists’ subjective and 
relational skills.

It should be kept in mind that several issues are still in need of investigation 
regarding the clinician’s subjective experience as measured by the ACSE and its 
links with the clinical encounter. For instance, it would be interesting to investigate 
the relationship between ACSE scores and a standardised, independent diagnosis 
made by another psychiatrist. Also, cut-off scores for the subscales might be at least 
tentatively identified, to complement profile-based interpretation. An extension 
beyond the Italian culture through validation of the ACSE in other languages would 
also be useful to test the generalisability of our results.
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While further studies are needed, the data collected so far in studies involving 
more than a hundred clinicians and about 2000 patients seem solid enough to take 
intersubjectivity and the clinician’s subjective experience out of the realm of ran-
domness and unfathomability, and suggest a careful reflection about the epistemo-
logical attitude of current mainstream psychiatry.

We would like to conclude, borrowing from Rümke, that ‘the doctor’s internal 
attitude induced by the patient is a very sensitive diagnostic tool, and it would be 
helpful if we were more skilled in recognizing changes in our own internal attitude; 
it would certainly make us more self-confident in making diagnoses’ ([7], p. 337).
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9Clinical Judgment of Schizophrenia: 
Praecox Feeling and the Bizarreness 
of Contact—Open Controversies

Marcin Moskalewicz and Tudi Gozé

9.1  Praecox Feeling as an Expert Judgment

Schizophrenia is one of the most invaliding mental conditions that affects 0.7% of 
the world population. Since there is no valid biomarker of schizophrenia, clinical 
expertise remains referential for diagnostic decision-making. The Praecox Feeling 
(PF) is a specific experience that arises in a psychiatrist during an encounter with a 
person with schizophrenia. It is classically described as an atmospheric feeling of 
strangeness and unease. Several studies in different cultural contexts have shown 
that psychiatrists take this experience seriously into consideration in diagnosis. 
There are also a few studies attempting to explain the PF’s causes and assess valid-
ity (see below). However, this phenomenon is still relatively poorly understood, 
which might lead to clinicians’ mistrust of their subjective experiences.

In his seminal description from 1941, the Dutch psychiatrist Henricus Cornelius 
Rümke defined the PF as a feeling of strangeness experienced by a clinician in the 

The sensing is to knowing as a cry is to words.

Erwin Straus (1963, p. 312)
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first minutes of the encounter with a patient. Rümke claimed that the diagnosis of 
schizophrenia is often fairly quickly reached through a passive and indescribable 
intuition. Taken individually, the symptoms of schizophrenia are unspecific, but 
taken together they appear as having something of a “schizophrenic tint.” That is 
why the PF appears less in the manner of object perception than as a kind of atmo-
spheric strangeness surrounding the encounter in which particular symptoms are 
immersed. Rümke also noted that despite its rapidness the diagnosis of schizophre-
nia is often challenging to account for by the psychiatrist.

In the encounter with the schizophrenic patient, the investigator feels a curious hesitation 
and a feeling of strangeness, which refer to the rupture of the normal mutual relationship of 
two people meeting. What is called the instinct of rapprochement and its expressions are 
disturbed on one side only. The investigator’s rapprochement is hampered by the lack of 
rapprochement on the other side. ([1], p. 162)

Rümke suggests that the PF could be explained by the fundamental inaccessibil-
ity of the patient to empathic understanding. No matter how well one knows the 
patient’s biography and psychopathology, there is something that resists the effort 
of comprehension.

Some researchers claimed that the backbone of the PF could be expanded into 
other disorders that also have a particular “color,” analogically to the “schizophrenic 
color” ([2], p. 195). For example, Hans Asperger, who invoked and reconceptual-
ized Bleuler’s idea of schizophrenic autism, wrote that “autistic behaviour has its 
own particular flavour which is unmistakable for the experienced” ([3], p.  50). 
Others spoke of analogical “hysteria feeling” [4], and some clinical psychologists 
speak of their “borderline feeling”—the ability to recognize a patient with border-
line personality disorder immediately. Indeed, rapid impressions may play a role in 
medical diagnosis, and, probably, all these phenomena are somehow related to what 
is metaphorically termed the “gut feeling.” Today, psychometric tools such as the 
Assessment of Clinician’s Subjective Experience are designed to explore the psy-
chiatrists’ feelings toward their patients with different disorders [5]. In this chapter, 
however, we focus on the PF only and maintain its specificity.

How is such “feeling” supposed to lead to valid and reliable diagnosis? The 
legitimate doubts led to the relegation of the PF from diagnostic decision-making in 
the last quarter of the twentieth century. One of the reasons was severe consequences 
of schizophrenia diagnosis in the form of involuntary confinement and associated 
stigma. If the clinical diagnosis was based merely on psychiatrists’ feelings, then 
Thomas Szasz could be right in claiming that schizophrenia is just a derogatory 
label put onto people whose disturbing behaviors psychiatrists disvalue [6]. Thanks 
to experimental evidence, we are now aware of unconscious cognitive biases in 
expert judgments based on intuitive reasoning. As the proponents of the heuristics 
and biases approach to decision-making underline, professional judgments suffer 
from inherent validity flaws despite the subjective conviction that it is otherwise [7]. 
The PF, therefore, could be just another exemplification of the illusion of validity 
accompanied with a sense of accuracy, to which even sophisticated scientists and 
clinicians are not immune.
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Nevertheless, while a great deal of skepticism is warranted, there are equally 
strong arguments for the accuracy and validity of expert intuitions, such as those 
presented by the proponents of the naturalistic decision-making model. The exam-
ples are master chess players, firefighting commanders, or neonatal nurses, all capa-
ble of making adequate decisions within seconds without being fully aware of their 
rationale. Therefore, it is possible to demystify expert intuitions and feelings as 
ultimately relying on cues, which are difficult to articulate, but that, in the right 
hands, lead to accurate decisions. Is this the case of the PF?

9.2  The Conceptual History of the Praecox Feeling

While Rümke was the first to use the term Praecox Feeling, his conception belonged 
to a much longer discussion taking place in continental psychopathology. Speaking 
in terms of conceptual history, the idea of intuitive and immediate diagnosis of 
schizophrenia evolved and took several related forms, of which the notion of the PF 
was just one (even if ultimately the most popular) expression. The history of the PF 
is thus intimately linked to the conceptual history of schizophrenia [8] (Berrios, 
Lugue & Vilagran, 2003).

The relevant step in this history was taken by Eugen Bleuler, who did not simply 
change the name of Emil Kraepelin’s notion of Dementia Praecox nor refined its 
preexisting sense. It was a more radical change in the very way of thinking about 
this nosographic category and nothing less than a Copernican revolution, a transfor-
mation of the epistemological paradigm. In his Dementia Praecox and the group of 
schizophrenias (1911), Bleuler argued that these disorders should not be grouped 
according to their hereditary nature and unfavorable evolution (like in Kraepelin’s 
“Dementia Praecox”), but according to their common psychopathological determi-
nant (clinical core) [9]. This core was the “intra-psychic Spaltung” resulting, on the 
one hand, in the slackening of associations and, on the other hand, in withdrawal to 
a fantasy life and detachment from reality (schizophrenic autism). For Bleuler, the 
clinical core was more encompassing than the sum of symptoms described by 
Kraepelin, and it was supposed to transpire through particular manifestations of ill-
ness. The notion of clinical core, taken from the French psychologists Binet and 
Simon, was further developed by one of Bleuler’s most eminent students, Eugene 
Minkowski (1885–1972).

Minkowski was a Polish-French psychiatrist of Jewish origin, born in St. 
Petersburg, educated in Warsaw, Breslau, Gottingen, and Munich. During the First 
World War, he worked under Bleuler at the Burghölzli. After the war, he settled in 
France, obtained citizenship, and contributed significantly to the introduction of the 
concept of schizophrenia in France. Initially inspired by Henri Bergson and Max 
Scheler, Minkowski substantially modified the Bleulerian conception by exploring 
its phenomenological foundations [10]. Minkowski’s contribution to the debate 
consisted in clarifying the idea of direct recognition of the clinical core, for which 
he coined the term “diagnostic by penetration.” According to Minkowski, Bleuler 
did not go far enough in his conceptualization of schizophrenic autism. Focusing on 
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mental contents, he missed the key to understanding schizophrenia, which is the 
connection between a person and his/her world.

The actual clinical core in Minkowski’s view is a “loss of vital contact with real-
ity” or an imbalance between syntony and schizoidia, the two dimensions of vital 
contact that are normally in equilibrium. The patient loses the passive “ability to 
move forward harmoniously with the ambient becoming penetrating us and making 
feel one with it” ([11], p. 59). It is the anthropological “principle of penetration” 
between the subject of experience and the surrounding world. In schizophrenia, a 
disproportionate tendency of schizoidia results in a loss of “resonance” with the 
world. As a consequence, the patient attempts to cognitively (explicitly) but vainly 
reconstruct what is normally implicitly felt through affective contact (a process 
Minkowski calls “morbid rationalism” or “morbid geometrism”). The “diagnostic 
by penetration” refers to the clinician’s ability to recognize (through syntony) the 
clinical core somehow passively. The clinician may feel that the patient is cut off 
from harmony with the world. It should be added that for Minkowski the diagnosis 
by penetration does not always appear immediately; it can take place after years of 
psychotherapy. As he later put it:

At a given moment, sometimes in connection with a single sentence, suddenly, without my 
knowing exactly how, the light comes on: I have the certainty of having grasped the whole, 
of finding myself in the presence of the fundamental disorder, the generating disorder 
which, like a cornerstone, carries all the others as they spread out on the surface and can be 
the object of a description. We can speak there of a phenomenological intuition very close 
to the Bergsonian intuition. ([12], p. 162)

Already in 1924 Ludwig Binswanger, the founder of Daseinsanalyse, highlighted 
the possibility of diagnosing schizophrenia “intuitively” through face-to-face inter-
action. He argued that the relationship between a doctor and a patient operates at a 
fundamentally different level than the objective perception of symptoms. What is 
presented to the psychiatrists are not partial symptoms but the whole person:

This is often referred to as a “feeling diagnosis” (Gefühlsdiagnose), but it is not clear 
whether this is something different from the case where, for example, a general practitioner 
confronted with a patient who has no other symptoms than a high fever has the feeling 
(Gefühl) or the instinctive conviction (Instinkt) that it is a case of typhus and not pneumo-
nia…. In contrast, when we diagnose schizophrenia “by feeling” (nach dem Gefühl), “feel-
ing” is here exclusively a more vague general expression, it is the act of perception of a 
foreign psychic reality (seelischen Fremdwahrnehmung). …] In this case, we do not diag-
nose exactly according to the feeling but through the feeling (nicht nach, sondern mit dem 
Gefühl). ([13], p. 136)

Here, Binswanger points out that the psychiatrist beholds the essence 
(Wesenserschauung) and perceives through feeling the lack of rapport between the 
patient and oneself. The general practitioner could also find the origin of fever 
thanks to his feeling based on clinical experience. The difference is, however, that

A schizophrenic patient can be very sympathetic to me as a human being, and yet he always 
repels me inwardly (pralle ich innerlichimmerzurück), I always have the impression that 
there is a barrier that prevents me from uniting myself deeply with him. [13] (Binswanger, 
1955, p. 136)
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So far, we have spoken of two notions, penetration and feeling, both preceding 
Rümke’s PF. Other terms have been used as well, often involving some shifts of 
meaning. Jakob Wyrsch used the notion of intuition and spoke about diagnosis 
through intuition [14]. Carp, on the other hand, preferred the term sensation 
(Empfindung) [4]. As the author of the first and the most comprehensive survey of 
the PF among German psychiatrists rightly put it: “the term ‘feeling’ used in the 
concept that is supposed to serve diagnostic clarification is suspicious” ([15], 
p. 385). In his later work, Rümke himself says explicitly that the PF is not a feeling 
(Gefühl), but an experience (Erlebnis) [16]. This latter term is usually translated as 
lived experience and not simply the experience of an external object. Considering 
the comprehensive character of the PF reaching beyond particular symptoms, Swiss 
psychiatrist Theodor Spoerri (1924–1973) suggested not to speak of a feeling, but 
instead of “impression” (Eindruck) of the totality of schizophrenic expression 
(Ausdruck) ([17], p. 62). Much later on, Schwartz and Wiggins presented the PF as 
a typification, a tacit and preconceptual skill [18].

We have seen how the epistemic roots of Rümke’s concept of the PF are embedded 
in the conceptual history of schizophrenia. It is also for this reason that the concept is 
ideologically charged and must be phenomenologically purified. Rümke considered 
the PF the ultimate sign of “real schizophrenia” [16]. This concept referred to degen-
erative and incurable Dementia Praecox conceptualized by Kraepelin as Rümke did 
not follow Bleuler. The reasons for this conservatism are unclear. Rümke found 
Bleuler’s description too extensive and assembling heterogeneous etiopathological 
conditions. He even justified the poor results of recovery in his clinic by the fact that 
he selected patients with this famous “real schizophrenia.” Therefore, there is an epis-
temological link between Rümke’s view of schizophrenia and the heredity/degenera-
tion paradigm, reaching back to Bénédict Augustin Morel (1809–1873), and still very 
much in operation in the first half of the twentieth century. The second noteworthy fact 
is Rümke’s rejection of the very possibility of an intra-psychic Spaltung (dissociation) 
being the core of schizophrenia. Although Rümke came from an agnostic background, 
he seems to have been influenced by the Calvinist conception of his professor, 
Leendert Bouman (1869–1936) from the University of Amsterdam [19], who rejected 
the idea of divisibility of the human soul [20].

Therefore, we must attempt to distinguish the historical, contextual, and ideo-
logical aspects of the phenomenon of the PF from the naked phenomenon itself. 
This is possible thanks to phenomenological épochè or reduction that enables 
bracketing any doxic position to study the phenomenon’s phenomenalization, that 
is, the dynamics of its appearing. We shall term the core of the PF’s appearance as 
different from its clinical, social, and political layers, the bizarreness of contact. We 
shall come back to this point after a detour through empirical data on the PF.

9.3  Empirical Evidence

From the clinical–empirical perspective, the two most important problems associ-
ated with the PF are: (1) Is it merely a purely subjective impression that must lack 
any scientific validity and reliability? [21] (2) How often does it take place and 
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guide the diagnosis of schizophrenia today given the “operational revolution” [22] 
and the widely recognized “death of phenomenology” in clinical decision-making 
[23]? Only a few empirical studies explore PF-like experiences systematically. 
There is nevertheless some evidence that the PF has at least some clinical validity 
and reliability and that it still plays a role in diagnostic decision-making in schizo-
phrenia. The first type of evidence comes from experimental studies, and the second 
type of evidence concerns the prevalence and content of PF-like experiences in 
reports of clinical interviews.

Regarding experimental evidence, two studies investigated the sensitivity and 
specificity of the PF compared to standardized diagnostic classifications (ICD 10 
and DSM-IV). Grube [24] included 67 patients with acute positive psychotic symp-
toms and measured the intensity of the PF in a single experienced clinician during a 
few minutes-long interview. The degree of correlation with the final diagnosis was 
high. Using a different protocol, Ungvari et al. [25] have nuanced these results on a 
population of 102 recently admitted patients. The PF was rated by five psychiatrists 
with different levels of professional experience. This study brought inconsistent 
results regarding reliability and showed poor sensitivity and specificity of the PF.

Unfortunately, we cannot conclude much from these results, and new studies 
must be conducted in the future. As Pallagrosi and Fonzi stated, it is methodologi-
cally crucial that the evaluators have direct contact with the patients since the PF is 
a highly intersubjective phenomenon [26]. It should be noted here that the assess-
ment of the validity of the PF as a diagnostic tool for schizophrenia is very delicate 
insofar as there is no gold standard against which to compare it. Furthermore, as is 
well known, there is no consensus on the definition of schizophrenia and its noso-
graphic boundaries [27]. As far as psychiatrists’ reports are concerned, our com-
parative studies, described in detail elsewhere [28, 29] and aimed at assessing the 
self-reported prevalence of the feelings suggestive of the diagnosis of schizophre-
nia, indicate that these feelings are relatively stable across countries and times. This 
is despite distinct nosological frameworks used in the 1960s Germany, the 1980s 
United States (DSM-III era), and the 2010s France and Poland (DSM-5 era), and 
despite the widely accepted implementation of operationalized diagnostic tools. It 
appears that the teaching of criteriological methods as cardinal diagnostic skills did 
not lead to any significant relegation of the PF from diagnostic decision-making 
(Fig. 9.1).

The problem with reported reliability is that subjective confidence is itself an 
unreliable indicator of the reliability of intuitive judgments such as those based on 
the PF [30]. Overconfidence appears among clinical experts as among other profes-
sions, and it is a genuine problem in medicine. Reliance on subjective confidence 
(such as a belief in reliability) may lead to diagnostic inaccuracy. Nevertheless, a 
potential theoretical argument in favor of the PF is that the uncertainty of diagnosis 
is much lower in specialty disciplines than in general medical settings [31].

With regard to the phenomenal content of the PF-like experiences, little is known 
as to what it is like to have them. It is likely that the pre-reflective quality of the PF 
is a barrier to its verbal expression. Our unpublished surveys on small convenience 
samples conducted in New York City in 2016 (n = 38) and in the United Kingdom 
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in 2017 (n = 93) asked the psychiatrists who reported having “feelings suggestive of 
the diagnosis of schizophrenia” and were capable of articulating them in words (the 
majority of both samples; n = 24 and n = 49, respectively) to give a brief description. 
Interestingly, many of them referred to metaphors to break down the barrier of 
expression. In the mode of exemplification only (as this chapter does not allow for 
a detailed qualitative interpretation), most of the psychiatrists speak about some-
thing being wrong with the patient when asked about their feelings. However, some 
(9.5% in the NY sample and 35.7% in the UK sample) define these feelings in terms 
of a break in the relation with the patient (see Table 9.1). This is consistent with 
those conceptions of the PF that emphasize its intersubjective, and not subjective 
and patient-oriented qualities. For example, Hubertus Tellenbach spoke about 
“atmospheric diagnosis” pertaining to the whole atmosphere shared by the two sub-
jects [32]. Alfred Kraus (1999, 2007) described the PF in Heideggerian categories 
as deformation of affective tonality (Stimmung) between a patient and a psychiatrist, 
which is neither “here” nor “there” [33, 34]. Somogy Varga wrote about disturbed 
I-Thou intersubjectivity [35], while Bin Kimura of the intersubjective in- 
betweenness (Aida) [36].

Finally, only a few (9.5% in the UK sample) described these feelings as self- 
referential and neither object nor relation-based. These descriptions point to the 
PF’s subjective dimension and how mental illness, and schizophrenic bizarreness in 
particular, resonates in clinicians. Speaking in such existential terms, a prominent 
Dutch psychiatrist Eugène Carp (1895–1983) interpreted the PF as a defense mech-
anism against otherness that is evoked by the existential possibility of radical loneli-
ness that everyone carries within oneself [4]. Carp observed that the PF contains an 
element of “bad faith,” and its function is to preserve the illusion of being different 
and “normal.” It might be that this aspect of the PF is not so evident since, as Bruni 
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Fig. 9.1 Presence and reported reliability of PF-like experiences in different countries. *p < 0.02; 
V = 0.068; ** p < 0.001; V = 0.17; ***p < 0.001; V = 0.123 [29] Despite statistically significant dif-
ferences regarding these feelings’ considered presence and reliability, the low Cramér’s V measur-
ing the strength of the associations warrants the conclusion that the differences are negligible
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et al. have argued, to become more sensitive to the effects of schizophrenia in one-
self requires someself-training [2]. Both the relation- and the self-based descrip-
tions of the PF point to the non-individualistic structure of existence, mental illness 
being neither in the brain nor simply in the body, but at the intersection of two (or 
more) interconnected selves.

9.4  On the Phenomenological Givenness 
of the Praecox Feeling

We have noticed earlier several shifts of the meaning of the PF-like experiences. Is 
the PF best described in terms of sensation, feeling, experience, intuition, impres-
sion, or typification? Before we proceed further, let us mention an analogy between 
PF-based diagnostic decision-making and aesthetic judgment [37]. This analogy 
presents a psychiatrist as a skilled art connoisseur who does not need to follow a 
checklist of qualities that a person should exhibit in order to be judged as schizo-
phrenic. Instead, a clinician has an immediate sense of dealing with an interpersonal 
encounter of a particular Gestalt. It is no coincidence that the sense of taste became 
the metaphor of aesthetic judgment in the European aesthetics tradition. Art affects 
one like a flavor; it is immediate and indisputable—de gustibus non disputandum 
est. Despite this quasi-sensual immediacy, the judgments of taste lay claims to uni-
versal validity [38]. An analogical paradox pervades the phenomenological evi-
dence of the PF.  How the indisputable but ineffable atmosphere of bizarreness 
becomes a clinically perceptible and universal sign?

We have seen with Rümke and the phenomenological tradition in psychiatry that 
the PF’s departure point is paradoxical. On the one hand, the PF is described as 
intuitive evidence and a basis of diagnostic certainty capable of defining the clinical 

Table 9.1 Exemplary descriptions of the PF

Intentional 
object Exemplary descriptions
Patient P1 (NY):  “The patient’s mood is often ‘empty’ which is readily differentiated 

from an anxious, depressed, irritable or manic mood”
P2  (UK): “A level of distractibility and cognitive impairment similar to 
executive function impairment but stranger, combined with perplexed or flat 
affect”

Relation P3 (NY): “Experience a flatness, almost like a wall is up between me and the 
person”
P4 (UK): “I can best describe it as myself and the patient’s sense of the world 
being two circles of a Venn Diagram, and the feelings relate to how little our 
circles intersect”

Physician P5 (UK): “Often I experience sadness mixed with a mild bewilderment of the 
‘reality’ and experiences described by patients”
P6 (UK): “Feeling similar to when having a conversation (for instance, at a 
party) with someone who is cleverer than I am—that I should be able to follow 
the conversation but can’t keep up”
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core of the nosological entity. On the other hand, the PF is given in a vague way as 
an atmosphere that cannot be perceived as an intentional objects sensu stricto. The 
problem of the phenomenal givenness (how is it given as an experience) of the PF 
has already been the subject of much debate. The majority of contemporary psychi-
atric literature follows the concept of typification developed by Schwartz and 
Wiggins [18], which so far has been only mentioned. Typification is a tacit percep-
tion of the other as a particular gestalt under conditions of incomplete information. 
In early Husserl, the concept of typification refers to every object perception; it is 
not limited to intersubjective situations. For example, we do not need to have an 
overall view of a building to recognize it because the partial perception of one of its 
facets immediately send us back to the idea (eidos) of the building. Schwartz and 
Wiggins have argued that thanks to typification a trained clinician can recognize in 
the first minutes of the encounter that a patient presents a specific prototype. Relying 
on Jaspers, they claimed that typification reveals the ideal-typical connections and 
not a set of virtually independent signs [39, 40]. The initial typification evolves 
along the interviewing process from a mainly tacit and elusive feeling to a more 
nuanced and specific impression. The scientific use of typifications requires that 
psychiatrists also doubt and reflect on their typifications, as we have argued earlier 
[37]. They need to repeatedly test their interpretations by looking for additional 
components to prove or correct their typifications. Typification processes are scien-
tific only to the extent that they are based upon this dynamic circle of recognition 
and verification by evidence-based criteria. The PF understood as a typification ulti-
mately leads to a predicative judgment. It is admittedly partly tacit to consciousness, 
but well within the perceptual intentional process’s scope—intentional in the phe-
nomenological sense of being directed at something.

This conceptualization certainly helped to legitimize the PF as a medically valid 
experience. Nevertheless, it also brings about an inevitable theoretical impasse. The 
critique of typification comes from Husserl himself and his arguments against anal-
ogization. The most well-known argument is presented in the famous fifth Cartesian 
meditation [41]. In this text, Husserl questions the idea that the experience of others 
proceeds analogically to the perception of an object typified as a whole, even though 
only some of its “shading” (Abschattung) is perceived. Every object can be per-
ceived from several perspectives, each anticipating its possible forms, so the world 
remains continuous and reliable. With regard to the other, Husserl notes, there is an 
unfathomable reserve of otherness. One cannot “go around” the other to reveal all 
his/her facets. In every other, there is an insurmountable otherness that one cannot 
fully grasp (an argument largely extended by Emmanuel Levinas as the foundation 
of his ethics [42]). If one can understand the Other, it is through apperception, where 
the gap of otherness is somehow crossed by analogy with one’s own body. On this 
point, Husserl is very cautious. He had discussed earlier his contemporary psychol-
ogy of empathy of Lipps [43] and Erdmann [44], and pointed out that it is not sim-
ply a question of attaching an “image” of one’s body to the appearing body of others 
to experience the other body as an embodied presence [45]. If this were the case, 
one would see in others only avatars of oneself, the look-alikes responding to one’s 
intentions. This may perhaps correspond to the psychotic experience, but it does not 
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account for the ordinary encounter. The givenness of the Other is possible because 
one’s corporeality is the matrix of appearance that itself contains a fundamental 
otherness (transcendence) [46]. Because one makes the experience of exteriority 
(the surrounding world) through one’s living corporality and according to the habi-
tus of one’s body schema, the appearing body of others is not taken for that of a 
disembodied puppet, but as another self. Despite the insurmountable otherness of 
the other, one can recognize this other as another self from the position of one’s own 
otherness.

The experience of the PF legitimizes a critique of typification insofar as it is 
described as perceptive and intentional, even if preconceptual. Indeed, we have seen 
that PF is most often described as a vague, nonpositional, and nonthematic atmo-
sphere, and corresponds (in Husserlian terms) to the ante-predicative level of expe-
rience. Moreover, Husserl’s typification aims at perceiving the world in a continuous, 
unified, and predictable way even though we most often perceive it in incomplete 
fragments. In other words, typification aims to attach the known to the unknown in 
order to limit surprise. On the contrary, what characterizes the PF’s experiential 
level is its dimension of surprise and strangeness, which, precisely, seems to thwart 
the usual perceptual processes of familiarity and recognition of the other.

As far as the schizophrenic encounter is concerned, a kind of redoubling of the 
otherness takes place. In his General Psychopathology, Jaspers has emphasized the 
radical incomprehensibility of schizophrenic delusional experience and the lack of 
empathic interaction [47]. If the PF’s phenomenological analysis remained at this 
level of incomprehensibility, it would be an impasse. The paradox of the PF as inde-
scribable and, at the same time, self-evident is unsolvable if one remains at the level 
of direct apprehension of the lived phenomenon (what Husserl called the static phe-
nomenological analysis). We must therefore abandon the level of PF’s what-is-it- 
like-ness, and move toward its unfolding (what Husserl called the genetic 
phenomenological analysis). We focus on the PF’s temporal deployment, from the 
pre-givenness of passive syntheses to intentional shaping of lived experience.

Such a view of the PF’s phenomenal givenness as an unintentional or pre- 
intentional mode of grasping has been recently backed up by the distinction between 
the PF and the bizarreness of contact (BC) [48, 49]. The concept of the PF is embed-
ded in a vast historical, ideological, diagnostic, and prognostic context. The BC, in 
contrast, is about naïve sensing that a layperson might have when coming into con-
tact with a person with schizophrenia, without even being explicitly aware of it. The 
bizarre is a pure phenomenon free from theoretical and scientific constructions.

We posit that in the clinical encounter with a schizophrenic person a psychiatrist 
does not simply deal with Jasper’s incomprehensibility of delusions. Neither he 
deals with Rümke’s definite un-understandability of the patient and the resulting 
lack of affective exchange. A true radical incomprehensibility would prevent any 
affective exchange with the patient. Here, one feels affected, touched, and embar-
rassed, but this feeling is not a result of synthetic and conscious theorizing. Instead, 
it happens underneath as a “gut feeling” or rises in the atmosphere, to use another 
metaphor. The metaphor of taste can be applied to schizophrenic bizarreness as 
well. Bizarreness is difficult, if not impossible, to describe, but it is simultaneously 
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indisputable as if it was “tasted.” Even if every diagnosis of mental illness is (at least 
partly) a social construct, bizarreness is not. It is somewhat wild and basic.

Relying on Erwin Straus, we would like to call this mode of givenness aesthetic 
sensing. The German neurologist proposed the distinction between two levels of 
apprehending exteriority (the world or the Others)—the sensing (Empfinden) and 
the knowing. “The sensing is to knowing as a cry is to words,” Straus wrote in his 
masterpiece The Sense of the Senses ([50], p. 312). The cry is a sound that reaches 
the one who hears it at a particular moment in space and time. It is an immediate and 
nonconceptual “living-with.” Sensing is also more basic than perception—“the 
space of the sensory world stands to that of perception as the landscape to geogra-
phy” ([50], p. 312). On the other hand, the word conveys a meaning whose sensual 
form (written or phonic) is secondary. Knowing seeks the objective nature of things 
beyond a singular appearance. In order to know, “I must step forth, as it were, from 
the center into which I am placed and become a stranger to myself” ([50], p. 315). 
Straus’ distinction of sensing and knowing allows us to understand how the aes-
thetic sensing and the perceptive typification cooperate with each other in the expe-
rience that leads from the BC to the PF. We shall argue that the two modes, the 
pre-intentional sensing and intentional typification, are not opposed but account for 
two moments or two levels of phenomenological apprehension of the other.

To describe the BC’s mode of givenness is a theoretical phenomenological chal-
lenge. As Gozé has shown, the BC’s givenness cannot be accounted for from the 
perspective of perception only insofar as it is rather a quality of the atmosphere of a 
situation or encounter [49]. A perception of an object (a sign or a symptom) is 
always already immersed in an affective atmosphere that is tinted with a certain 
aesthetic quality. According to Husserl, the atmosphere surrounding perception 
belongs to the ante-predicative sphere of the passive syntheses of consciousness 
[51]. This argument is helpful to understand that the BC would not appear when 
looked for. It would rather tend to disappear. The BC manifests itself when one does 
not expect it. It takes perception and judgment by surprise.

Merleau-Ponty extended Husserl’s analysis by indicating that the ante-predictive 
sphere is structured on the most unconscious transcendental stratum (the Flesh), 
which is the matrix of phenomenalization of object perception (the invisible is the 
matrix of visibility) [52]. The constitutive stratum in which the PF is embedded is 
involved in any interpersonal and intercorporeal encounter. This does not imply that 
the BC or PF is present in every encounter. Nevertheless, the pre-reflexive stratum 
of passive synthesis activates before every perception of verbal content or motor or 
emotional expression. This phenomenological statement has epistemological con-
sequences. Any intentional act of object perception is possible only from a stratum 
that is itself nonpositional and pre-reflective, the stratum of aesthetic sensing. 
Consequently, any perception of a given symptom (perceived according to a typifi-
cation scheme) is immersed in a wider or deeper sensitive atmosphere. In other 
words, if one can perceive a clinical sign as a diagnostic criterion, it is only to the 
extent that already, without even thinking about it, one senses the atmosphere of the 
encounter. A symptom is a figure in the atmospheric background. This atmosphere 
penetrates and guides, more or less explicitly, the search for clinical signs. To 
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become a safe and sensitive tool for the clinician, the grasp of this indefinite atmo-
sphere must be trained. There is a back-and-forth movement between sensing and 
perceiving that allows the clinician to make his way through the clinical encounter 
and understand what the patient is going through. It integrates the scattered and 
discrete symptoms into the field of a unified presence.

The BC’s temporal deployment into the PF, a consciously lived experience, may 
further follow a reflective path. While Rümke defined the PF in terms of definite 
un-understandability of the patient, a German psychiatrist Hemmo von Müller-Suur 
(1911–2001) corrected his view and argued that the PF is primarily noticed as an 
indefinite un-understandability (the bizarreness of the affective exchange) [53]. It is 
only a further search for disconfirming evidence that ultimately strengthens the 
validity of the initial experience. This process is reflective and critical, and it is 
through this process that the PF develops into a diagnosis. Only then can the incom-
prehensibility of the patient that initially struck the psychiatrist become relatively 
(but never fully) definite as a reliable clinical sign.

It follows that in our view the PF does not stand in flagrant contradiction to 
operationalism. It is not, we maintain, the famous “art of medicine” or an empathic 
version of making a diagnosis that could be added to operational “scientific” diag-
nosis for humanistic reasons. If we interpret the PF following Parnas as merely a 
Gestalt or pattern recognition, a passive and rapid change in the perception of the 
whole structure of schizophrenic subjectivity that transpires through particular 
symptoms, then, indeed, we cannot but agree that it is “obvious that praecox- feeling, 
for several reasons, cannot belong to the diagnostic tools in clinical psychiatry” 
[22]. The PF would remain epistemologically valid but with no use for reliable 
clinical diagnosis.

9.5  Conclusions

Despite operational revolution, the PF plays a role in diagnostic decision-making. 
But it should not be trivialized as a rapid diagnosis. The results of existing studies 
(experimental and qualitative) warrant a moderate skepticism regarding the PF’s 
accuracy as it may lead to a false-positive and false-negative diagnosis (e.g., when 
it is lacking). However, even if the PF cannot be immune to biases, it must be under-
lined that the clinical setting, in which it usually takes place, provides an institu-
tional backbone potentially increasing its validity and reliability. In their attempt to 
overcome the differences between the natural decision-making model and heuristic 
biases model, Kahneman and Klein enumerate a set of conditions to be met to 
develop expert skills and increase the accuracy of judgments [30]. One is high-
validity environments that have sufficient regularity to provide cues adequate to the 
situation. Another is an adequate opportunity to learn these cues and develop expert 
skills. The modern clinical psychiatry setting fulfills both conditions as it provides 
regularity together with learning opportunities and feedback.

The reflective verification of the PF can be read in a limited analogy to how the 
so-called System 1 (automatic and involuntary) and System 2 (controlled and 
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deliberate) as utilized in the psychology of decision-making and research on exper-
tise operate [7]. The temporal unfolding of the initial BC ultimately becomes knowl-
edge thanks to System 2 reflective validation. From the perspective of further 
reflective operations, it is not easy to go back to those earliest sensual stages, which 
might explain why psychiatrists find it difficult (though probably not as difficult as 
Rümke originally proposed) to give an account of that earliest “feeling.” From the 
last stage’s perspective, indeed, the diagnostic operation may look like a typification 
of a familiar object.

The PF is neither a feeling, experience, intuition, nor simply an automated typi-
fication, but a complex cognitive and embodied process based upon pre-reflective 
and ante-predicative aesthetic sensing (the bizarreness of contact), which is sec-
ondly apprehended as perceptible evidence thanks to clinical experience. It is not so 
much an impossibility of affective exchange as its bizarreness. Otherwise, it would 
not be disturbing, would not beg for an explanation, and could be easily forgotten. 
In this sense, the PF is not subjective, but interactive and spatial. It is not a change 
in the perception of an object (patient) by a subject (clinician), for structures of 
I-world relation, unlike particular gestures or facial expressions, are not “objects.” 
Finally, the PF is not rapid but extended in time, and it requires conscious, reflective 
operations for its validation, a critical attitude toward one’s “feelings” through oper-
ationalized confrontation with evidence.

Hence, the importance of the PF for the education of mental health professionals. 
Firstly, the PF is a perfect example to show the clinician-in-training how their lived 
experience is always involved in the clinical process. Second, it exemplifies how 
clinical judgment is always embedded in the complex historical and social context 
that has to be epistemologically analyzed. Finally, it illustrates how crucial it is to 
identify, describe, and criticize one’s “feelings” to use them as a reliable diagnostic 
tool. In this respect, phenomenology is precious.

Nevertheless, we should remember that phenomenological theory is not to be 
“applied” to clinical psychiatry. Rather, it is “implicated” in clinical psychiatry, to 
quote Tatossian [54]. The philosophical method must always respect the complexity 
and otherness of the clinical encounter and must withhold its conceptual powers not 
to explain the phenomena in advance. Therefore, the phenomenological clinician 
must be aware of the epistemological limits of the phenomenological method in 
psychiatry to avoid dangerous generalizations.
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10The Diagnostic Use 
of Countertransference 
in Psychodynamic Practice

Annalisa Tanzilli and Vittorio Lingiardi

10.1  The Origins of Countertransference

The therapeutic relationship has been shown to be one of the most important muta-
tive factors able to promote good treatment outcomes [1, 2]. Countertransference is 
a crucial component of the therapeutic relationship, and it is strongly related to 
multifaceted processes involved in producing the patient’s change not only in the 
context of psychoanalytic/psychodynamic psychotherapies but also, in general, in 
all approaches of different persuasions [3–5]. Over recent years, it has become 
increasingly clear to clinicians of various theoretical orientations that recognizing 
and working through countertransference may help inform a more sensitive diag-
nostic process, generate accurate and clinically meaningful case formulations, and 
facilitate planning effective therapeutic interventions [6–10].

Historically, the roots of countertransference must be traced within the confines 
of classical psychoanalysis. The credit of its discovery is acknowledged to belong to 
Freud, who first described and discussed this clinical phenomenon in The Future 
Prospects of Psycho-Analytic Therapy at the Second International Nuremberg 
Congress in 1910 as follows:

We have become aware of the counter-transference, which arises in him as a result of the 
patient’s influence on his unconscious feelings, and we are almost inclined to insist that he 
shall recognize this counter-transference in himself and overcome it. (…) We have noticed 
that no psycho-analyst goes further than his own complexes and internal resistances permit; 
and we consequently require that he shall begin his activity with a self-analysis and con-
tinually carry it deeper while he is making his observations on his patients. Anyone who 
fails to produce results in a self-analysis of this kind may at once give up any idea of being 
able to treat patients by analysis. [11, p. 144–145]
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According to the Freudian perspective, countertransference represents an obsta-
cle to the treatment progress, being the result of the patient’s influence on the ana-
lyst’s unconscious feelings or, in other words, the analyst’s transference to the 
patient [12]. Deriving from the analyst’s resistances and unresolved neurotic con-
flicts originating in early childhood, countertransference reactions create “blind 
spots” or severe distortions in the clinician’s perception of the patient, hindering the 
treatment; therefore, they have to be eliminated through rigorous psychoanalysis 
[13]. Freud states:

[the analyst] must bend his own unconscious like a receptive organ towards the emerging 
unconscious of the patient, be as the receiver of the telephone to the disc. As the receiver 
transmutes the electric vibrations induced by the sound-waves back again into sound- 
waves, so is the physician’s unconscious mind able to reconstruct the patient’s unconscious, 
which has directed his associations, for the communications derived from it. [13, 
p. 115–116]

If the analyst’s mind is a powerful and effective tool able to attune to patient and 
capture the unconscious meanings in his or her communications, countertransfer-
ence clearly provokes interferences that perturb the therapeutic process. Indeed, the 
quickly changing, fluctuating, and confusing nature of countertransference reac-
tions severely threatens the analyst’s neutrality and may lead him or her to act in 
antitherapeutic ways.

As is known, neutrality is one of the three structural rules that define the analyst’s 
mental stance in technical or theoretical Freudian writings. The figure of the analyst 
is compared to that of a surgeon who remains unaffected by his or her emotions. The 
clinician should serve as a mirror or a “blank screen” to allow the projection of the 
patient’s internal structure. According to Freud’s transference theory, indeed, 
patients displace onto the analyst strong feelings and conflicts associated with sig-
nificant figures of childhood through unconscious processes, repeating and re- 
actualizing their dysfunctional patterns of relatedness in therapy [14, 15]. Despite 
the controversies about the conceptualization of neutrality, which is often misunder-
stood as the clinician’s indifference and detachment [cf., 16], the role of this tech-
nique is to promote a deeper understanding of the patient’s intrapsychic conflict. 
Freud highlights the centrality of neutrality to point out that the analyst should 
reflect the patient’s conflicts without conflating them with his or her own emotions 
and conflicts [17]. In this perspective, it is crucial that the analyst resolves his or her 
problems and any psychological vulnerabilities that may cause countertransference 
reactions and impede a neutral attitude toward the patient, irreversibly compromis-
ing the therapeutic process [18, 19].

Although Freud’s observations on countertransference are not systematized in a 
more rigorous and accomplished way and his suggestions sometimes seem contra-
dictory, this classical and overly “narrow” perspective, which views this phenome-
non as a disturbing factor, predominated for many decades in psychoanalysis with a 
few exceptions. For example, Sàndor Ferenczi’s [20, 21] distances himself from 
Freudian “orthodoxy” by developing a concept of countertransference as a useful 
therapeutic tool rather than as an obstacle to the cure. In his theory of 
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countertransference, he shifts the focus from the patient’s individual and intrapsy-
chic dimension to the intersubjective field of the analyst–patient dyad. Ferenczi’s 
ideas and clinical emphasis on mutuality (intimacy) and intersubjectivity in the 
therapeutic relationship did not have a great response among his contemporaries, 
but his legacy will influence future generations of analysts, especially by laying the 
groundwork for the relational turn in psychoanalysis (see later in this chapter) and 
promoting the radical revision in the theory and technique of countertransference 
around the 1950s [22].

Gradually, the conceptualization of countertransference indeed evolves away 
from the classical position and broadens to encompass all the feelings, thoughts, 
attitudes, and behaviors clinicians experience in treating patients [23]. Consistent 
with the so-called “totalistic” approach [24], this clinical dimension becomes a 
valuable source of knowledge about patients, providing insight into their dysfunc-
tional interpersonal and intrapsychic dynamics in the context of their significant 
relationships. According to this expanded view, if properly used and managed, 
countertransference can benefit all of the treatments (of various approaches) rather 
than hinder them.

10.2  The Rediscovery of Countertransference

In the 1950s, the relevant contributions on countertransference of Donald Winnicott 
[25], Paula Heimann [23], and Heinrich Racker [26] favor the rediscovery of this 
phenomenon. Emphasizing the deeper nature of analytic situation that implies the 
(intersubjective) encounter between two individuals, Heimann [23] proposes evolu-
tionary innovations of countertransference theory that extended its conceptual lim-
its. Consistent with her perspective, all the emotional responses expressed by 
clinicians toward patient help them shed light on patient’s unconscious conflicts and 
defenses. Heimann [23, p. 82] posits that “often the emotions roused in him are 
much nearer to the heart of the matter than his reasoning,” which suggests that 
therapists may better understand their patients using their subjectivity and emo-
tional sensitivity. Moreover, she provides a different reformulation of the Freudian 
technical precepts: “In my view Freud’s demand that the analyst must ‘recognize 
and master’ his counter-transference does not lead to the conclusion that the counter- 
transference is a disturbing factor and that the analyst should become unfeeling and 
detached, but that he must use his emotional response as a key to the patient’s 
unconscious” [23, p. 83].

At a similar time, in line with Heimann and, in general, with a broader view of 
countertransference, Winnicott [25] distinguishes an objective form of this phenom-
enon reflecting the “normal” therapist’s reactions to the patient’s personality and 
behavior from a subjective form; the latter—in accordance with the classical per-
spective—is based on the analyst’s unresolved issues or sensitivities. Borrowing 
from his experience as a pediatrician, Winnicott focuses on the mother–infant dyad 
and draws an analogy with the therapist–patient relationship. Thanks to his illumi-
nating clinical observations on the early stages of childhood development and the 
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environmental failures, the author stresses the developmental relevance of hate in 
the mother–child relationship. Similarly, he normalizes and universalizes the ana-
lyst’s negative reactions toward the patients and discusses the hate in countertrans-
ference toward severe psychotic patients. According to Winnicott [25], the objective 
and negative countertransference consists of intense and realistic responses evoked 
in the analyst by patients with more primitive levels of mental functioning, which in 
turn were based on the patient’s early object experiences (or experiences of signifi-
cant others).

In line with Heimann and Winnicott, Racker [27] develops the idea of counter-
transference as the combination of all feelings, thoughts, motivation, and behaviors 
experienced by the analyst toward the patients and introduces the psychodynamic 
concepts of concordant and complementary countertransference. Through the 
observations of the relational dynamics between patient and analyst, the author 
defines concordant countertransference as the process by which the analyst identi-
fies his ego with the patient’s ego and, similarly, with the other parts of the personal-
ity (i.e., id and superego). Conversely, following Deutsch’s [28] model of 
identification, complementary countertransference is the result of all the psycho-
logical processes by which the analyst’s ego identifies with the patient’s internal 
objects.

These two forms of countertransference are highly complex and intimately relate 
to other relevant and clinically meaningful psychoanalytic constructs. Racker estab-
lishes a strong relationship between empathy and the first form of countertransfer-
ence, given that the underlying concordant identification is very close to the 
processes that allows the empathic and positive understanding of patient. Many 
authors disagree with this point of view and make a firm distinction between these 
concepts [17]. Contrary to Racker’s perspective, they speculate that empathy might 
refer back to the primary processes of psychic life, and they express concerns on the 
full correspondence between what goes on in the analyst and what goes on in the 
patient [cf. 29]. This topic is beyond the scope of this work, but, essentially, these 
controversies depend on how each author intends to expand the conceptual confines 
of countertransference (for a deeper discussion, see [19]).

Regarding the complementary countertransference (based on this specific kind of 
identification), Racker [30] also refers to it as the analyst’s response by which she or 
he takes on the role “assigned” to him or her by the patient. For example, a patient 
projects his introjected father onto the analyst and treats him or her as such. The cli-
nician may identify with the patient’s internal object, that is, the introjected father, 
and experience feelings (e.g., anger, irritation, or resentment) that are consistent to 
the introjected father. If the clinician is not able to understand what is going on in the 
relationship with the patients, he or she might act in treatment like the introjected 
father and repeat an experience “that helped establish the patient’s neurosis” [30, 
p. 138]. The process that Racker describes in this clinical vignette is defined in dif-
ferent ways by many analysts, but it is very close to the view of projective identifica-
tion [31–35], role responsiveness [36], or countertransference enactment [37, 38].

The concept of projective identification has considerably contributed to counter-
transference’s theoretical–clinical (r)evolution. This term is first introduced in 
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“Notes on some schizoid mechanisms” by Melanie Klein [33], who describes it as 
results from the patient unconsciously disowning or splitting off certain affects or 
parts of the self and projecting them into the therapist, exercising their omnipotent 
control. The therapist unconsciously internalizes these affects and experiences the 
impulse to act them out; for example, clinician can be the hyperaggressive object 
that is projected into him or her [22].

According to Klein [33], the projective identification is an unconscious phantasy 
that plays a pivotal role in structuring the mental life of the child influencing and, in 
turn, being influenced by the complex relationship between the infant’s inner world 
and the surrounding reality. In other words, in her model of mental functioning, 
“fantasy is the primary content of unconscious mental processes” [39, p. 82], and 
the child’s inner world is populated with good or bad, total or partial “internal 
objects,” which not only derive from early relational experiences with real human 
figures, but also are the result, in varying degrees, of his unconscious destructive or 
constructive fantasies [33].

The Kleinian concept of projective identification essentially refers to an intrapsy-
chic process; thus, the theoretical–clinical framework remains intrinsically related 
to a monopersonal psychology. Although Klein introduces the concept of the “inter-
nal objects” showing a certain interest in the reality, she does not recognize or 
emphasize the relevance of interpersonal dimension in this mechanism. Overall, her 
speculation’s main focus is always directed on the nature of the phantasmatic pro-
cesses that characterize the patients’ state of mind, and in this perspective, counter-
transference continues to be read and interpreted in the classical and narrow key as 
a sign of the analyst’s vulnerability that requires further analysis [cf. 40]. It is not 
surprising that Klein develops a strong argument with Heimann, clarifying her dis-
agreement on the totalistic view of countertransference that would imply the wrong 
attribution to the patient of the analyst’s problems and conflicts.

Looking at the subsequent contributions on projective identification and their 
implications to the patient–therapist relationship, it is important to discuss the inno-
vative theories of Wilfred Bion [31] and Thomas Ogden [41, 35], who elaborate an 
interpersonal view of this mechanism reformulating the characteristics and dynam-
ics of countertransference. Bion [42] believes that the projective identification is not 
only an unconscious phantasy. Consistent with his model of maternal rêverie and 
the container-contained model of the mother–infant relationship, the analyst con-
siders the crucial importance of projective identification in the process of a child’s 
growth and learning from experience [31, 43]. According to his theory, the mother 
should show the ability to contain the infant’s unpleasant and intolerable affects, 
linked to his or her needs’ frustration, and to transform these negative emotional 
experiences into a more tolerable form permitting the infant to reinternalize them as 
“detoxified” and modified elements.

Ogden [34] develops Bion’s conceptualization incorporating the projective iden-
tification in his dialectical model of therapist–patient interaction. He considers this 
process as a complex phenomenon through which (a) specific aspects of the patient’s 
self or internal objects are projectively disavowed by unconsciously displacing it in 
the clinician (because these aspects threaten to damage the self or, conversely, risk 
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being attacked by the self’s other aggressive and disruptive parties and have to be 
protected within the therapist); (b) the patient actually exerts an interpersonal pres-
sure to coerce the clinician to experience, unconsciously identify with or behave 
according with that which has been projected; and (c) the clinician contains and 
processes the projected contents and, if she or he is capable of “metabolizing” and 
managing them, allows the reintrojection by the patient in a transformed and more 
tolerable form [37].

Overall, Bion and Ogden elevate the projective identification to a mental process 
that allows interpersonal interaction and human communication. The authors recog-
nize that clinicians’ exploring and metabolizing of their countertransference experi-
ences from the patients’ projective identifications may permit them to integrate 
aspects of self that originally are intolerable and to develop a more cohesive and 
stable sense of self. To promote this relevant change in patients, a clinician must 
resist interpersonal pressures from the patients that, through largely unconscious 
verbal and nonverbal maneuvers, try to draw the clinician into dysfunctional inter-
actions in which s/he has to play a particular role, provoking the so-called counter-
transference enactment (for a deeper discussion, see [37, 38, 36]). If appropriately 
managed, countertransference improves clinical work across a wide array of treat-
ments, reducing detrimental interventions and bridging impasses in the psychother-
apy process [5].

10.3  The Relational and Intersubjective Turn 
of Countertransference

A radical revision of countertransference theory is strongly related to the perspec-
tive change in psychoanalysis from a classical monopersonal versus bipersonal 
approach, which seeks to understand psychological phenomena as products of 
patient and clinician subjectivities that interact with each other in reciprocal and 
mutual influence within a dynamic field [e.g., 44–47]. This new metapsychology 
points out the impact of the clinician and his or her participation on the unfolding of 
the therapeutic process rejecting the notion of the “blank screen” analyst. Overall, 
relational and intersubjective analysts question the myth of the isolated individual 
mind [48], which attributes to the individual mind an existence separate from the 
world of nature and social bonds, denying the dependence on the interpersonal envi-
ronment and reifying the image of an illusory human self-sufficiency.

This new paradigm favors the shift from the classical psychoanalytic model to 
the intersubjective and relational perspective of therapeutic relationship based on 
the contributions of many authors such as Stephen Mitchell [49], Lewis Aron [50], 
and George Atwood and Robert Stolorow [51]. These theorists stress that the ana-
lyst’s actual behavior influences the patient’s transference to the analyst. Hence, the 
concepts of transference and countertransference are rethought in the light of the 
intersubjective experience developed in the context of the psychoanalytic relation-
ship. These clinical dimensions continually oscillate between the experiential fore-
ground and background of the transference in concert with perceptions of the 
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analyst’s varying attunement to the patient’s emotional states and needs [52]. Thus, 
transference and countertransference are inextricably linked and jointly co- 
constructed depending on the mutual interplay of two subjects [50].

Notably, Mitchell [53] recognizes in Ogden’s perspective of projective identifi-
cation an “interpersonalization” of the countertransference concept. Ogden [54] 
conceives of projective identification as a form of the “analytic third,” in which the 
individual subjectivities of analyst and patient are subjugated to a co-created third 
subject of analysis. Good analytic work involves a superseding of the subjugating 
third by means of mutual recognition of analyst and patient as separate subjects and 
a reappropriation of their (transformed) individual subjectivities [55]. The figure of 
the analyst or therapist as completely neutral or aloof is no longer appropriate. 
According to relational and intersubjective perspectives, the analyst is “embedded” 
within the relational matrix of analytical interactions [49].

10.4  Countertransference and Psychodynamic Diagnosis

The psychodynamic diagnosis aims at promoting an accurate case formulation and 
fostering patient-tailored treatments. The diagnostic process develops within a rela-
tional matrix derived from the encounter and interaction between the subjectivities 
of patient and clinician. The therapeutic relationship is an essential source of infor-
mation about the unfolding patient–clinician interaction in the here and now of 
clinical situations, and psychological and interpersonal characteristics of the patient 
and the therapist [9, 56].

Notably, according to the post-Freudian contributions reviewed in the previous 
sections of this chapter [especially, 24, 25, 27], countertransference represents a 
useful and clinically relevant diagnostic tool to shed light on specific features of 
patient’s personality and mental functioning. Personality disorders are character-
ized by pervasive and dysfunctional interpersonal styles; thus, personality- 
disordered patients tend to “reactualize” their relational difficulties in the context of 
a therapeutic relationship, drawing the clinician into interactions that reflect these 
enduring and maladaptive schemas of the self, others, and relational interactions 
[35, 36]. In these terms, therapist’s recognition of his or her emotional responses 
and experiences (i.e., countertransference according to the totalistic view; [24]) is 
an important vehicle for assessing and understanding patients’ personality function-
ing and their peculiar ways of adapting to environmental contexts.

When considering countertransference as a diagnostic tool, the clinician should 
always remember to maintain a tension between the idiographic and nomothetic 
approaches that is inherent in every diagnostic process [57]. Notably, it is crucial to 
capture the unique and unrepeatable aspects (idiographic perspective) that emerge 
in the here and now of the relational encounter between patient and therapist, and at 
the same time, the patient’s relational patterns that she or he tends to repeat and 
show in a stable form in all interpersonal situations and that she or he shapes with 
other similar individuals (nomothetic perspective). In other words, examining coun-
tertransference reactions toward patients with specific personality disorders by 
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adopting a nomothetic and idiographic view allows the clinician to identify specific 
relational models occurring in “coherent and predictable ways” in these patients’ 
treatment, without losing focus on individual relational aspects [58–59].

Not surprisingly, the Psychodynamic Diagnostic Manual-Second Edition 
(PDM-2; [9]) is the first international nosography that “legitimates” the use of the 
clinician’s (but also of the patients’) subjectivity in the diagnostic and therapeutic 
process. Aspiring to be a “taxonomy of people” rather than a “taxonomy of disor-
ders,” the PDM-2 offers a theoretical–clinical framework that reflects an individu-
al’s full range of functioning—the depth, as well as the surface, of emotional, 
cognitive, interpersonal, and social patterns. It intends to promote a deeper and 
accurate knowledge of patient’s functioning for case formulation and treatment 
planning, taking into account individual variations and commonalities.

The diagnostic approach of the PDM-2 is multiaxial and proposes a systematic 
description of personality syndromes (P Axis), including essential characteristics of 
transference and countertransference patterns that are typical in the treatment of 
each disorder; profiles of mental functioning (including 12 specific capacities, e.g., 
patterns of relating to others, comprehending and expressing feelings, coping with 
stress and anxiety, regulating impulses, observing one’s own emotions and behav-
iors, and forming moral judgments) (M Axis); and symptom patterns (S Axis), 
including differences in each individual’s personal, subjective experience of psy-
chopathological presentations, as well as the emotional responses and experiences 
of treating clinicians [cf. 60, 61]. The importance of considering the quality of the 
therapeutic relationship emphasized by the PDM-2 is supported by some studies 
showing strong associations between countertransference (or, in this context, thera-
pist emotional responses) and personality pathologies across different treatment 
approaches [58, 59, 62–68].

Research in the field to date is still limited, but the findings are clinically mean-
ingful and empirically robust. Overall, evidence shows that patients with cluster A 
and B personality disorders tend to evoke more negative therapist reactions than 
cluster C patients, and that cluster B patients elicit more intense and heterogeneous 
feelings in their therapists [58, 65, 66]. Moreover, among cluster B disorders, bor-
derline patients seem to arouse stronger and more mixed reactions in clinicians 
[69–72].

A relevant and comprehensive study [59] has examined the relationships between 
therapist’s responses (evaluated using the Therapist Response Questionnaire; [58, 
72]) and all the patients’ personality disorders (assessed using the Shedler–Westen 
Assessment Procedure-200; [73–75]). Research has found that specific counter-
transference configurations reflect particular patterns of relatedness that are ubiqui-
tous in the patient’s life [cf. 37, 76]. For example, schizoid patients tend to elicit a 
sense of helpless and inadequate in therapists. Clinicians report difficulties estab-
lishing a comfortable relationship with, being more attuned with, and developing a 
sense of intimate connections with a schizoid patient who show a pervasive pattern 
of detachment from social relationships and have a very restricted range of expres-
sion of emotions in interpersonal contexts [77]. Patients with antisocial personality 
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disorder tend to provoke countertransference reactions combining anger and irrita-
tion, which are strongly related to their reckless disregard for others, the lack the 
empathy and tendency to manipulate and lie without remorse, as well as insensibil-
ity and callous unemotional traits [9, 74]. Notably, borderline patients may “pull” 
therapists to experience countertransference reactions characterized by strong feel-
ings of anxiety, concern, and frustration in therapy. Clinicians treating these patients 
report feeling incompetent or inadequate and experiencing a sense of confusion in 
sessions. These reactions likely reflect the patients’ fragmented and incoherent 
sense of self and others; severe difficulties regulating emotions and impulses and 
developing and maintaining stable, intimate relationships; prevalent use of primitive 
defense mechanisms, such as splitting and projective identification; and some prob-
lems in reality testing [e.g., 78]. Conversely, clinicians report protective and positive 
feelings toward avoidant patients, perhaps experiencing a wish to repair some defi-
ciencies or failures in their patients’ relationships with parents or significant others 
[9, 74].

Another recent study [79; see also 80] has examined clinician emotional 
responses in psychotherapy with patients presenting with narcissistic personality 
disorder (NPD), one of the most common and challenging clinical syndromes to 
treat. This empirical investigation has indicated that NPD was positively associated 
with hostile, criticized, helpless, and disengaged countertransference, and nega-
tively associated with a positive response to the patient. Clinicians treating NPD 
patients experience intense feelings of being unappreciated, denigrated, and belit-
tled, as well as rage and resentment due to the contemptuous and devaluing attitudes 
expressed by these patients or their manipulative and defiant behaviors [81, 82]. 
These therapists’ reactions may be related to the most common defensive strategy 
of narcissistic patients who devalue others (including therapists) to protect their 
grandiosity and deny feelings of inadequacy associated with difficulties in regulat-
ing their vacillating self-esteem [76, 83]. Moreover, these patients are difficult to 
engage in a therapeutic relationship characterized by reciprocity, trust, and close 
connection, evoking frustration and disengagement in clinicians [84]. Thus, clini-
cians’ understanding of their own countertransference reactions to NPD patients 
and of the quality of mutual collaboration and connection with them is helpful when 
making a thorough and accurate diagnosis and planning individualized interven-
tions or treatments.

Overall, research in this field seems to show that, despite the uniqueness of each 
patient–therapist dyad, distinct dimensions of countertransference are associated 
with specific personality disorders in a clinically meaningful and systematically 
predictable manner. In other words, all patients can not only stimulate idiosyncratic 
countertransference responses in clinicians (that borrow from the clinician’s per-
sonal dynamics and are based on his or her life history, personality and psychologi-
cal functioning, anxieties, and unresolved conflicts) but they also evoke average 
expected countertransference reactions, which likely resemble the typical responses 
activated in significant others in the patient’s life, similar to Winnicott’s concept of 
“objective countertransference.”
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10.5  Conclusion

Countertransference has evolved from a narrow conceptualization of obstacle to 
therapeutic progress and become a ubiquitous, pervasive, and potentially useful 
phenomenon for practitioners of various backgrounds and experiences, in all thera-
peutic situations and settings. It reflects a broad spectrum of clinicians’ emotional 
and interpersonal experiences with patients and is intrinsically linked to the com-
plex combination of the therapist’s own dynamics, responses evoked by the patient, 
and the interaction of patient and therapist.

The clinical and empirical literature seems to support the view that countertrans-
ference responses is a useful source of knowledge for better understanding the 
patients’ psychological functioning, and in particular all the relational dynamics 
that tend to repeat in significant relationships of their life, which are strongly associ-
ated with their relatively stable patterns of thinking, feeling, behaving, and regulat-
ing emotions and impulses.

References

 1. Norcross JC, Lambert MJ. Psychotherapy relationships that work III. Psychotherapy (Chic). 
2018;55(4):303–15. https://doi.org/10.1037/pst0000193.

 2. Wampold BE. How important are the common factors in psychotherapy? An update World 
Psychiatry. 2015;14(3):270–7. https://doi.org/10.1002/wps.20238.

 3. Gabbard GO.  Countertransference: the emerging common ground. Int J Psychoanal. 
1995;76(3):475–85.

 4. Gabbard GO, Westen D. Rethinking therapeutic action. Int J Psychoanal. 2003;84(4):823–41. 
https://doi.org/10.1516/002075703768284605.

 5. Hayes JA, Gelso CJ, Goldberg S, Kivlighan DM.  Countertransference management and 
effective psychotherapy: meta-analytic findings. Psychotherapy (Chic). 2018;55(4):496–507. 
https://doi.org/10.1037/pst0000189.

 6. Bateman AW, Fonagy P. Mentalization based treatment for borderline personality disorder: a 
practical guide. Oxford, UK: Oxford University Press; 2006.

 7. Beck AT, Davis DD, Freeman A. Cognitive therapy of personality disorders. 2nd ed. New York, 
NY: Guilford Press; 2004.

 8. Gabbard GO, editor. Textbook of psychotherapeutic treatments. Washington, DC: American 
Psychiatric Publishing; 2009a.

 9. Lingiardi V, McWilliams N, editors. Psychodynamic diagnostic manual, 2nd ed. (PDM-2). 
New York, NY: Guilford Press; 2017.

 10. Yeomans FE, Clarkin JF, Kernberg OF. Transference focused psychotherapy for borderline per-
sonality disorder: a clinical guide. Washington, DC: American Psychiatric Publishing; 2015.

 11. Freud S. The future prospects of psychoanalytic therapy. In: Strachey J, editor. The standard 
edition of the complete psychological works of Sigmund Freud, vol. 11. London, UK: Hogarth 
Press; 1910. p. 139–51.

 12. Laplanche J, Pontalis JB. Vocabulaire de la psychanalyse. Paris: Les Presses Universitaire de 
France; 1967.

 13. Freud S. Recommendations to physicians practicing psychoanalysis. In: Strachey J, editor. The 
standard edition of the complete psychological works of Sigmund Freud, vol. 12. London, UK: 
Hogarth Press; 1912b. p. 111–20.

 14. Freud S.  The dynamics of transference. In: Strachey J, editor. The standard edition of the 
complete psychological works of Sigmund Freud, vol. 12. London, UK: Hogarth Press; 1912a. 
p. 97–108.

A. Tanzilli and V. Lingiardi

https://doi.org/10.1037/pst0000193
https://doi.org/10.1002/wps.20238
https://doi.org/10.1516/002075703768284605
https://doi.org/10.1037/pst0000189


161

 15. Freud S.  Introductory lectures on psychoanalysis: part III.  General theory of neurosis. In: 
Strachey J, editor. The standard edition of the complete psychological works of Sigmund 
Freud, vol. 16. London, UK: Hogarth Press; 1917. p. 243–436.

 16. Hoffer A.  Toward a definition of psychoanalytic neutrality. J Am Psychoanal Assoc. 
1985;33(4):771–95. https://doi.org/10.1177/000306518503300402.

 17. Eagle MN.  From classical to contemporary psychoanalysis: a critique and integration. 
New York, NY: Routledge; 2011.

 18. Epstein L, Feiner AH. Countertransference: the therapist’s contribution to treatment. Contemp 
Psychoanal. 1979;15(4):489–513. https://doi.org/10.1080/00107530.1979.10745593.

 19. Etchegoyen RH. The fundamentals of psychoanalytic technique. London: Karnac Books; 1986.
 20. Ferenczi SL. On the technique of psychoanalysis. In: Richman J, editor. Further contributions 

to the theory and technique of psychoanalysis. Karnac: London, UK; 1919. p. 177–89.
 21. Ferenczi S. Child-analysis in the analysis of adults. Int J Psychoanal. 1931;12:468–82.
 22. Gelso CJ, Hayes JA. Countertransference and the therapist’s inner experience: perils and pos-

sibilities. Mahwah, NJ: Erlbaum; 2007.
 23. Heimann P. On counter-transference. Int J Psychoanal. 1950;31:81–4.
 24. Kernberg O.  Notes on counter-transference. J Am Psychoanal Assoc. 1965;13(1):38–56. 

https://doi.org/10.1177/000306516501300102.
 25. Winnicott DW. Hate in the countertransference. Int J Psychoanal. 1949;30:69–75.
 26. Racker H.  A contribution to the problem of counter-transference. Int J Psychoanal. 

1953;34(4):313–24.
 27. Racker H. The meanings and uses of countertransference. Psychoanal Q. 1957;26(3):303–57. 

https://doi.org/10.1080/21674086.1957.11926061.
 28. Deutsch H.  Occult processes occurring during psychoanalysis. In: Devereux G, editor. 

Psychoanalysis and the occult. New York, NY: International University Press; 1926. p. 133–46.
 29. Sandler J. On communication from patient to analyst: not everything is projective identifica-

tion. Int J Psychoanal. 1993;74(6):1097–107.
 30. Racker H. Transference and countertransference. London, UK: Hogarth Press; 1968.
 31. Bion WR. Learning from experience. London: William Heinemann; 1962.
 32. Joseph B.  In: Feldman M, Spillius EB, editors. Psychic equilibrium and psychic change: 

selected papers of Betty Joseph. London, UK: Taylor & Frances/Routledge; 1989.
 33. Klein M. Notes on some schizoid mechanisms. J Psychother Pract Res. 1996;5(2):164–79.
 34. Ogden TH. Projective identification and psychotherapeutic technique. New York, NY: Jason 

Aronson; 1982.
 35. Ogden TH. The analytic third: working with intersubjective clinical facts. Int J Psychoanal. 

1994;75:3–19.
 36. Sandler J. Countertransference and role-responsiveness. Int Rev Psychoanal. 1976;3(1):43–7.
 37. Gabbard GO. A contemporary psychoanalytic model of countertransference. J Clin Psychol. 

2001;57(8):983–91. https://doi.org/10.1002/jclp.1065.
 38. Jacobs TJ. On countertransference enactments. J Am Psychoanal Assoc. 1986;34(2):289–307. 

https://doi.org/10.1177/000306518603400203.
 39. Isaacs S. The nature and function of phantasy. Int J Psychoanal. 1948;29:73–97.
 40. Klein M. The psychoanalytic play technique. Am J Orthopsychiatry. 1955;25(2):223–37.
 41. Ogden TH. On projective identification. Int J Psychoanal. 1979;60(3):357–73.
 42. Bion WR. Development of schizophrenic thought. Int J Psychoanal. 1956;37:344–6.
 43. Bion WR. Attention and interpretation. London: Tavistock Publications; 1970.
 44. Baranger M, Baranger W. Insight in the analytic situation. In: Litman RE, editor. Psychoanalysis 

in the Americas. New York, NY: International Universities Press; 1966. p. 56–72.
 45. Gill MM. Psychoanalysis in transition: a personal view. Hillsdale, NJ: Analytic Press; 1994.
 46. Langs R. The bipersonal field. New York, NY: Jason Aronson; 1976.
 47. Sullivan HS. The interpersonal theory of psychiatry. New York, NY: WW Norton & Co; 1953.
 48. Stolorow R, Atwood G, Brandchaft B, editors. The intersubjective perspective. Northvale, NJ: 

Jason Aronson; 1994.

10 The Diagnostic Use of Countertransference in Psychodynamic Practice

https://doi.org/10.1177/000306518503300402
https://doi.org/10.1080/00107530.1979.10745593
https://doi.org/10.1177/000306516501300102
https://doi.org/10.1080/21674086.1957.11926061
https://doi.org/10.1002/jclp.1065
https://doi.org/10.1177/000306518603400203


162

 49. Mitchell SA.  Relational concepts in psychoanalysis: an integration. Harvard University 
Press; 1988.

 50. Aron L. A meeting of minds: mutuality in psychoanalysis. Hillsdale: The Analytic Press; 1996.
 51. Atwood G, Stolorow R. Structures of subjectivity: explorations in psychoanalytic phenom-

enology. Hillsdale, NJ: The Analytic Press; 1984.
 52. Stolorow R, Atwood G. Contexts of being: the intersubjective foundations of psychological 

life. Hillsdale, NJ: The Analytic Press; 1992. p. 1992.
 53. Mitchell SA.  Interaction in the Kleinian and interpersonal traditions. Contemp Psychoanal. 

1995;31(1):65–91. https://doi.org/10.1080/00107530.1995.10746896.
 54. Ogden TH.  Reverie and interpretation. Psychoanal Q. 1997;66(4):567–95. https://doi.org/1

0.1080/21674086.1997.11927546.
 55. Ogden TH. This art of psychoanalysis. Dreaming undreamt dreams and interrupted cries. Int J 

Psychoanal. 2004;85:857–77. https://doi.org/10.1516/0020757041557575.
 56. Lingiardi V, Holmqvist R, Safran JD. Relational turn and psychotherapy research. Contemp 

Psychoanal. 2016;52(2):275–312. https://doi.org/10.1080/00107530.2015.1137177.
 57. Lingiardi V, McWilliams N. Introduction to the special issue on the Psychodynamic Diagnostic 

Manual, 2nd Edition (PDM-2). The PDM: yesterday, today, tomorrow. Psychoanal Psychol. 
2018;35(3):289–93. https://doi.org/10.1037/pap0000188.

 58. Betan E, Heim AK, Zittel Conklin C, Westen D.  Countertransference phenomena and 
personality pathology in clinical practice: an empirical investigation. Am J Psychiatry. 
2005;162(5):890–8. https://doi.org/10.1176/appi.ajp.162.5.890.

 59. Colli A, Tanzilli A, Dimaggio G, Lingiardi V. Patient personality and therapist response: an 
empirical investigation. Am J Psychiatry. 2014;171(1):102–8. https://doi.org/10.1176/appi.
ajp.2013.13020224.

 60. Hilsenroth MJ, Katz M, Tanzilli A. Psychotherapy research and the Psychodynamic Diagnostic 
Manual (PDM–2). Psychoanal Psychol. 2018;35(3):320–7. https://doi.org/10.1037/
pap0000207.

 61. Tanzilli A, Majorana M, Fonzi L, Pallagrosi M, Picardi A, Coccanari De Fornari MA, Biondi 
M, Lingiardi V. Relational variables in short-term psychodynamic psychotherapy: an effective-
ness study. Res Psychother. 2018;21(3):327. https://doi.org/10.4081/ripppo.2018.327.

 62. Dahl HJ, Høglend P, Ulberg R, Amlo S, Gabbard GO, Perry JC, et al. Does therapists’ disen-
gaged feelings influence the effect of transference work? A study on countertransference. Clin 
Psychol Psychother. 2017;24(2):462–74. https://doi.org/10.1002/cpp.2015.

 63. Dahl H-S, Røssberg J, Bøgwald K, Gabbard G, Høglend P. Countertransference feelings in one 
year of individual therapy: an evaluation of the factor structure in the Feeling Word Checklist-58. 
Psychother Res. 2012;22(1):12–25. https://doi.org/10.1080/10503307.2011.622312.

 64. Pallagrosi M, Fonzi L, Picardi A, Biondi M.  Assessing clinician’s subjective experi-
ence during interaction with patients. Psychopathology. 2014;47(2):111–8. https://doi.
org/10.1159/000351589.

 65. Pallagrosi M, Fonzi L, Picardi A, Biondi M.  Association between Clinician’s Subjective 
Experience during Patient Evaluation and Psychiatric Diagnosis. Psychopathology. 
2016;49(2):83–94. https://doi.org/10.1159/000444506.

 66. Røssberg JI, Karterud S, Pedersen G, Friis S.  An empirical study of countertransference 
reactions toward patients with personality disorders. Compr Psychiatry. 2007;48(3):225–30. 
https://doi.org/10.1016/j.comppsych.2007.02.002.

 67. Tanzilli A, Gualco I, Baiocco R, Lingiardi V.  Clinician reactions when working with ado-
lescent patients: the therapist response questionnaire for adolescents. J Pers Assess. 
2020;102(5):616–27. https://doi.org/10.1080/00223891.2019.1674318.

 68. Tanzilli A, Lingiardi V, Hilsenroth M. Patient SWAP-200 personality dimensions and FFM 
traits: do they predict therapist responses? Personal Disord. 2018;9(3):250–62. https://doi.
org/10.1037/per0000260.

 69. Brody EM, Farber BA. The effects of therapist experience and patient diagnosis on counter-
transference. Psychotherapy. 1996;33(3):372–80. https://doi.org/10.1037/0033- 3204.33.3.372.

A. Tanzilli and V. Lingiardi

https://doi.org/10.1080/00107530.1995.10746896
https://doi.org/10.1080/21674086.1997.11927546
https://doi.org/10.1080/21674086.1997.11927546
https://doi.org/10.1516/0020757041557575
https://doi.org/10.1080/00107530.2015.1137177
https://doi.org/10.1037/pap0000188
https://doi.org/10.1176/appi.ajp.162.5.890
https://doi.org/10.1176/appi.ajp.2013.13020224
https://doi.org/10.1176/appi.ajp.2013.13020224
https://doi.org/10.1037/pap0000207
https://doi.org/10.1037/pap0000207
https://doi.org/10.4081/ripppo.2018.327
https://doi.org/10.1002/cpp.2015
https://doi.org/10.1080/10503307.2011.622312
https://doi.org/10.1159/000351589
https://doi.org/10.1159/000351589
https://doi.org/10.1159/000444506
https://doi.org/10.1016/j.comppsych.2007.02.002
https://doi.org/10.1080/00223891.2019.1674318
https://doi.org/10.1037/per0000260
https://doi.org/10.1037/per0000260
https://doi.org/10.1037/0033-3204.33.3.372


163

 70. McIntyre SM, Schwartz RC.  Therapists’ differential countertransference reactions 
toward clients with major depression or borderline personality disorder. J Clin Psychol. 
1998;54(7):923–31. https://doi.org/10.1002/(sici)1097- 4679(199811)54:7<923::
aid- jclp6>3.0.co;2- f.

 71. Schwartz RC, Smith SD, Chopko B. Psychotherapists’ countertransference reactions toward 
clients with antisocial personality disorder and schizophrenia: an empirical test of theory. Am 
J Psychother. 2007;61(4):375–93. https://doi.org/10.1176/appi.psychotherapy.2007.61.4.375.

 72. Tanzilli A, Colli A, Del Corno F, Lingiardi V.  Factor structure, reliability, and validity of 
the Therapist Response Questionnaire. Personal Disord. 2016;7(2):147–58. https://doi.
org/10.1037/per0000146.

 73. Shedler J, Westen D, Lingiardi V. The evaluation of personality with the SWAP-200. Milan, 
Italy: Raffaello Cortina Publisher; 2014.

 74. Westen D, Shedler J. Revising and assessing axis II, Part I: developing a clinically and empiri-
cally valid assessment method. Am J Psychiatry. 1999;156(2):258–72. https://doi.org/10.1176/
ajp.156.2.258.

 75. Westen D, Shedler J. Revising and assessing axis II, Part II: toward an empirically based and 
clinically useful classification of personality disorders. Am J Psychiatry. 1999;156(2):273–85. 
https://doi.org/10.1176/ajp.156.2.273.

 76. Gabbard GO.  Transference and countertransference: developments in the treatment of nar-
cissistic personality disorder. Psychiatr Ann. 2009;39(3):129–36. https://doi.org/10.1037/
pst0000111.

 77. McWilliams N. Psychoanalytic diagnosis: understanding personality structure in the clinical 
process. 2nd ed. New York, NY: Guilford Press; 2011.

 78. Kernberg OF.  Severe personality disorders: psychotherapeutic strategies. New Haven, CT: 
Yale University Press; 1984.

 79. Tanzilli A, Muzi L, Ronningstam E, Lingiardi V.  Countertransference when working 
with narcissistic personality disorder: an empirical investigation. Psychotherapy (Chic). 
2017;54(2):184–94. https://doi.org/10.1037/pst0000111.

 80. Tanzilli A, Gualco I.  Clinician emotional responses and therapeutic alliance when treating 
adolescent patients with narcissistic personality disorder subtypes: a clinically meaningful 
empirical investigation. J Personal Disord. 2020;34(Suppl):42–62. https://doi.org/10.1521/
pedi.2020.34.supp.42.

 81. Gabbard GO, Crisp H. Narcissism and its discontents: diagnostic dilemmas and treatment strat-
egies with narcissistic patients. Washington, DC: American Psychological Association; 2018.

 82. Ogrodniczuk JS, Kealy D.  Interpersonal problems of narcissistic patients. In: Ogrodniczuk 
JS, editor. Understanding and treating pathological narcissism. Washington, DC: American 
Psychological Association; 2013. p. 113–27.

 83. Ogrodniczuk JS, editor. Understanding and treating pathological narcissism. Washington, DC: 
American Psychological Association; 2013.

 84. Ronningstam E.  Alliance building and narcissistic personality disorder. J Clin Psychol. 
2012;68(8):943–53. https://doi.org/10.1002/jclp.21898.

10 The Diagnostic Use of Countertransference in Psychodynamic Practice

https://doi.org/10.1002/(sici)1097-4679(199811)54:7<923::aid-jclp6>3.0.co;2-f
https://doi.org/10.1002/(sici)1097-4679(199811)54:7<923::aid-jclp6>3.0.co;2-f
https://doi.org/10.1176/appi.psychotherapy.2007.61.4.375
https://doi.org/10.1037/per0000146
https://doi.org/10.1037/per0000146
https://doi.org/10.1176/ajp.156.2.258
https://doi.org/10.1176/ajp.156.2.258
https://doi.org/10.1176/ajp.156.2.273
https://doi.org/10.1037/pst0000111
https://doi.org/10.1037/pst0000111
https://doi.org/10.1037/pst0000111
https://doi.org/10.1521/pedi.2020.34.supp.42
https://doi.org/10.1521/pedi.2020.34.supp.42
https://doi.org/10.1002/jclp.21898


165© Springer Nature Switzerland AG 2022
M. Biondi et al. (eds.), The Clinician in the Psychiatric Diagnostic Process, 
https://doi.org/10.1007/978-3-030-90431-9_11

P. Gaetano (*) 
Italian Association for Behavioural and Cognitive Therapy (SITCC), Rome, Italy
e-mail: paolagaetano@gmail.com 

A. Picardi 
Centre for Behavioural Sciences and Mental Health, Italian National Institute of Health, 
Rome, Italy
e-mail: angelo.picardi@iss.it 

A. Carcione 
Third Centre of Cognitive Psychotherapy, Italian School of Clinical Cognitivism (SICC), 
Rome, Italy
e-mail: carcione@terzocentro.it

11A Cognitive Therapy Perspective 
on Therapists’ Feelings 
and Interpersonal Processes

Paola Gaetano, Angelo Picardi, and Antonino Carcione

11.1  Introduction

Historically, psychotherapies can be distinguished into two main categories based 
on their general approach. On the one hand are psychodynamic and humanistic 
therapies, which are based on dialogue and introspection; on the other are behav-
ioural and cognitive therapies, which are (or were, originally) based on action [1].

Behavioural therapies (BTs) are grounded in scientific, experimental models 
developed for the analysis of automatic mechanisms. Therapies derived from these 
models were mainly developed in the 1950s and are considered as the first genera-
tion of psychotherapies based on experimental data. Subsequently, in the 1970s, 
experimental analysis, enabled by technology, was extended to automatic informa-
tion processing, which gave birth to a new field, cognitive psychology, and a new 
generation of interventions, called cognitive-behavioural therapies (CBTs). Over 
time, new models of assessment and treatment that reconsidered the relationship 
between thoughts and emotions and between mental states and context were devel-
oped. This led to a third generation, or ‘third wave’, of CBT, which includes a num-
ber of integrated cognitive therapies that incorporate humanistic, existential, 
scientific, and/or strategic elements and practices from other approaches, and that 
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take into account the mind–body unit and the spiritual aspects of the individual. 
Some of these approaches incorporate mindfulness exercises [2], while others put 
emphasis on emotion regulation and communication techniques [3], or evolutionary 
models [4, 5]. Many of these approaches emphasise the importance of accepting the 
suffering intrinsic to life [6] while others, such as constructivist and metacognitive 
therapies, focus on the analysis of experience and the understanding of mental 
events [7–9]. The efficacy of these recent approaches is supported by a large number 
of randomised clinical trials [10, 11], though evidence of their superiority over tra-
ditional BT and CBT is limited [12, 13].

As detailed in other chapters of this book, throughout history many scholars in 
mental health disciplines have underscored the importance of the clinician’s subjec-
tivity. Phenomenological psychopathology has classically suggested that the clini-
cian’s feelings play a role in the diagnostic assessment, a view that has been 
corroborated by a number of recent empirical studies. Also, psychoanalysis has 
elaborated sophisticated concepts such as countertransference and projective iden-
tification to address the intersubjective phenomena of the therapeutic encounter as 
perceived by the therapist.

Until relatively recently, the literature on cognitive therapy did not devote much 
attention to the therapist’s subjective experience. However, in the past few decades 
the literature on cognitive therapy has started to highlight the role of the therapist’s 
emotions as useful indicators of the patient’s emotional and cognitive processes 
[15], and to emphasise that the therapist’s ability to feel, identify, accept, and moni-
tor her own emotions is instrumental in keeping the right distance during the thera-
peutic process [16]. Although precisely which interventions can be considered as 
‘new wave’ and which are simply extensions of CBT is a matter of debate [14], it 
can be stated that, independent of their categorisation as ‘third wave’ or not, these 
recent approaches, as compared with their predecessors, place much more emphasis 
on the therapeutic relationship and on the role of the therapist’s emotions in the 
process of effecting change.

The importance of making contact with one’s own ‘negative’ feelings and accept-
ing them had already been underscored in psychoanalysis [17], which places 
emphasis on making unconscious conflicts conscious and recognising uncomfort-
able feelings as vital aspects of one’s own experience. In a similar vein, humanistic 
therapies, such as client-centred therapy [18] and Gestalt therapy [19], underscore 
the importance of accepting every aspect of one’s own experience. In this respect, 
third-generation cognitive therapies, while maintaining a focus on empirical evalu-
ation of effectiveness, overcome some of the barriers that divided scientifically 
based approaches from humanistic and hermeneutic approaches.

While further research on therapy processes and outcomes is needed, it neverthe-
less seems clear that over the last century both clinical practice and the study of 
mental phenomena have shown a common tendency towards a growing recognition 
of the importance of the emotional experience, the relational and sociocultural con-
text, and the spiritual dimension of existence.

This chapter will mainly focus on constructivist and metacognitive interpersonal 
therapies. These therapies give primacy to the interaction between emotions, 
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behaviours, and thoughts, the degree of coherence between the pre-reflective and 
reflective level of the manifestation and organisation of experience, current life situ-
ation, network of personal relationships, and historical and cultural context. As far 
as constructivist therapies are concerned, we will focus on the so-called post- 
rationalist cognitive therapy model that was pioneered by Vittorio Guidano in the 
1980s, and in particular on one of its elaborations, known as experience-centred 
post-rationalist cognitive psychotherapy (EPCP) [20]. Similarly to a few other 
approaches, such as phenomenological psychotherapy [21–24], EPCP is informed 
by phenomenological philosophy. In this first section, we will examine how the 
therapist’s subjective experience during early psychotherapy sessions may help 
build the therapeutic alliance and guide the clinician in the assessment of the 
patient’s personal meaning organisation (PMO). In the second section, we will 
focus on more advanced stages of therapy and examine the value of the clinician’s 
subjective experience in the context of the therapeutic relationship and of the cycles 
in the therapeutic alliance, which is a topic more specifically addressed by the meta-
cognitive interpersonal therapy approach [25].

11.2  Experience-Centred Post-rationalist 
Cognitive Psychotherapy

EPCP is grounded in the distinction between reflective and pre-reflective conscious-
ness, and aims at exploring the manifestations of experience at the pre-reflective 
level [26], where the processes of passive synthesis that do not require the subject’s 
active intervention occur [27]. This approach relies on a phenomenological model 
that examines the links between the context, emotions, thoughts, and actions of the 
subject as related to his emotional situation [28]. The EPCP approach aims at 
increasing the coherence between the intuitive understanding of experience, its 
explicit verbal expression, and its symbolic-linguistic explanation at the reflective 
level [29, 30]. This, in turn, should improve emotion regulation and give patients the 
opportunity to freely choose their actions so that they can fully adhere to their deci-
sions and be proud of themselves and able to collaborate empathically and actively 
with others [31].

Building on previous theoretical work on cognitive-behavioural schemata [32], 
Guidano conceived the notion of PMO to identify and describe a number of devel-
opmental pathways of personality and existential themes that stem from early 
attachment experiences. The notion of PMO refers to patterns of self-referential 
semantic representations that are consistently linked to self-organised patterns of 
the emotional domain which are structured depending on different developmental 
pathways [29]. In this framework, personal meaning represents the link that con-
nects, in an internally consistent way, significant life events with their correspond-
ing lived experiences, the thoughts and behaviours related to these experiences, and 
the personal explanations that provide a unified and shareable sense for the experi-
ences. As used here, the term ‘lived experiences’ does not refer to what emerges 
from a simple introspective exploration translated in subjective, often idiosyncratic 
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accounts; rather, it refers to the product of a guided exploration and critical analysis 
of experience. Lived experience in this sense brings out the links between the 
embodied emotional situation (plans, expectations, feelings, quality of affective 
relationships, socio-economic and cultural possibilities, interpretive criteria, health 
state, time of life, etc.) and what is happening in life (significant facts, meaningful 
events), the related psychic acts (perceptions, emotions, memories, etc.), and the 
development over time of all these connections.

The fundamental phenomenological concept used to explore the subjective expe-
rience is Heidegger’s Befindlichkeit, which is inherently interrelated with the other 
two basic parameters of human existence: understanding and speech. Befindlichkeit 
refers to the specific kind of being that humans are: we are always situated in the 
world, in a context, living in a certain way with others, trying to achieve this and 
avoid that. We find ourselves how we already are, amidst the circumstances of our 
living, in a particular mood, trying to understand what we feel and how we behave 
in that situation, projected towards the future, aware of having a limited life time, 
trying to make sense of it all, always engaged in an eternal dialogue with others [28].

To perform the analysis of experience, Guidano developed the ‘moviola’ tech-
nique, which enables the therapist to guide patients in the exploration and understand-
ing of their experience [33]. This technique consists of identifying and examining in 
fine detail a significant episode in the patient’s life that elicited unsettling emotions. 
The latter are defined as states of mind and behaviours that the patient herself judges 
to be excessive in intensity or duration, or inappropriate to the situation. When the 
patient gains an understanding of the life situation and the contingencies of the 
moment in which the episode occurred, the therapist extracts the fragment of experi-
ence that he wants to focus on and guides the patient to recall in detail the facts in their 
chronological order. Subsequently, the therapist reconstructs the ‘scenic design’ of 
each significant step in the interaction with others and, using this reconstruction, 
examines the patient’s corresponding lived experiences and guides the patient to for-
mulate hypotheses about the lived experiences of other people by putting herself in 
their shoes, evaluate the event according to socially and culturally shared criteria, and 
distinguish the self-referential interpretations she has made from the meaning that can 
be seen through the emotions and behaviours that have been manifested.

Finally, the event is reconfigured and reinserted into the patient’s current life 
situation, and the sense of the examined experience, with the links between facts, 
emotions, actions, and evaluations, is made explicit. In order to carry out a moviola 
perfectly, the therapist should follow a phenomenologically oriented approach to 
the experience, have good expertise in psychopathology and adequate understand-
ing of the relationship between behaviours and states of mind, and be able to recog-
nise the ‘cliché explanations’ that all people in a given historical and cultural 
community tend to give for their lived experiences that are not well-understood. In 
other words, the therapist should have the skill and ability required to identify the 
discrepancy between how a person interprets the phenomena related to the manifes-
tation of herself, to herself, and how these phenomena originally present themselves 
to consciousness at the pre-reflective level. Being familiar with PMOs may there-
fore be of great help to the therapist.
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The ability to distinguish explanations from genuine experience requires sub-
stantial practice. The patient’s accounts at the explicit, reflective level, are, in gen-
eral, poorly reliable because they tend to ascribe their behaviours to causes or aims 
that actually have little to do with the real reasons underlying those behaviours. The 
more the person has difficulty understanding his own immediate experience at the 
tacit or pre-reflective level, the greater the degree of discordance. Although it is 
impossible to completely eliminate every kind of inference in trying to reach the 
original and authentic experience, a solid foundation of expertise in psychopathol-
ogy and phenomenology may greatly help reduce the margin of error to a minimum. 
First, the knowledge of physiological and pathological mechanisms makes it pos-
sible to fairly easily distinguish functional from organic mental processes. Second, 
a good understanding of the coherent relationship that exists between trigger events, 
emotional reactions, and the emotional situation allows the clinician to grasp the 
reasons for a given behaviour, independent of any narrative. To the experienced 
psychotherapist, every emotional reaction shows itself as an ‘internally coherent’ 
configuration of somatovisceral changes, facial expressions, behaviours, thoughts, 
and automatic images. Such a reaction is triggered by a specific kind of external 
stimulus, a reference object for that emotion. In order to induce a reaction, this 
stimulus should present itself as a ‘new event’ in a given situation [34]. There is an 
intrinsically legitimate link between subjective responses, external stimuli, and 
lived experiences related to a person’s life situation. Through its occurrence, a given 
emotion reveals to a person the value of a given event for her in that particular emo-
tional situation. Third, it is possible to distinguish explanations of human actions 
based on interpretive reasoning from descriptions of actions grounded in intuitive 
understanding of motives. On the one hand, an explanation replaces a motivational 
link with a causal link, and often expresses a judgement, be it of blame or justifica-
tion, or it is accompanied by scepticism, incoherence, or incompleteness. On the 
other hand, understanding, which is intuitive in nature, links in a stable, clear, and 
coherent way all the aspects of thinking, feeling, and acting related to certain events 
in a given context.

Though PMOs do not refer to mental health conditions, their names draw on 
clinical observations and relate to some of the main diagnostic categories that most 
often arise when an individual whose understanding of herself is inadequate to the 
situation faces particularly meaningful events that put to the test her emotion regula-
tion abilities. At its core, the post-rationalist cognitive therapy approach consists of 
the accurate exploration and critical analysis of experience. During treatment, the 
work on the present experience is intertwined with working on experiences related 
to past events identified as having high emotional content and seen as related to the 
current distress. If necessary, the analysis can be extended to the whole personal and 
family history. In fact, although lived experiences flow smoothly, are intertwined, 
bind together in a unified way, and give rise to mutually consistent emotional, 
behavioural and ideational manifestations, an individual may find himself impris-
oned in the ongoing experience without understanding its origin. Such a psycho-
logical imprisonment may continue until he concludes that what he feels is part of 
an unavoidable fate, or he may become trapped in his own explanations and lose the 
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ability to grasp the original meaning of his experience. Historicising a way of feel-
ing and of behaving with others promotes understanding, which is already a positive 
change, in the form of orientation, recovery, acceptance, and freedom of choice 
[35]. In the EPCP approach [20], the exploratory work is carried out following the 
phenomenological method, with particular reference to three foundations of philo-
sophical thought: the intentional theory of emotions mainly formulated by Husserl 
[36], the contributions of Heidegger and Ricoeur on language functions [37, 38], 
and the observations of Heidegger on Befindlichkeit; in other words on the funda-
mentals of existence [28].

Establishing the therapeutic relationship is of the utmost importance to being 
able to proceed gently and incisively with the exploration of experience. If the clini-
cal condition allows, it is mandatory to build a collaborative relationship right from 
the start. To this purpose, it is vital for the therapist to create an atmosphere of 
mutual respect and to be constantly in tune with the patients in order to allow them 
to explore their experience under her guidance, while being careful to avoid unwar-
ranted interpretations or inferences, as this can lead patients to delegate their deci-
sions and understanding to the therapist.

The preliminary aim of psychotherapeutic treatment should be to reach condi-
tions in which the patient can communicate the sorts of needs expressed in state-
ments such as ‘I do not like this way of feeling’, ‘I do not like this way of behaving’, 
or ‘I do not recognise myself in my own feelings or behaviours, and I would like to 
understand why I cannot rule myself and be the person that I would like to be’. With 
such a request, the patient authorises the therapist to put herself on the patient’s side. 
Then, they can search together for the reasons underlying his difficulties through 
working on his relationship with himself, between his reflective and pre-reflective 
consciousness. The therapist should thus be genuine, empathic, and clear in her 
manner of relating to the patient.

Guidano defined the therapist who uses this method of experience analysis as a 
‘strategically oriented perturber’ [29]. Our interpretation of this definition is that 
such an exploration, aimed at revealing the original sense of experience that has 
been obscured by self-narrative accounts that are at odds with this sense, has the 
‘strategic’ objective of eliminating every prejudice and guiding the patient towards 
a greater understanding of her and other people’s motives, thus allowing her to be 
ever more herself, genuine, and free. In the present context, the term ‘motive’ refers 
to emotions and drives that induce a person to act. A person’s understanding of her 
own motives and of their links with her ongoing life events and emotional state 
allows her to choose the action that most fits with how she would like to be. Other 
people’s motives cannot be known, but they can at least be hypothesised by putting 
ourselves in their shoes based on our knowledge of the events occurring to them and 
their emotional situation.

The therapist who manages to build a collaborative relationship and to share the 
patient’s perspective in order to understand his flow of lived experiences, while 
refraining from doctrinal interpretations, has the advantage of not taking the 
patient’s attitudes and feelings as referring to herself. Instead, these attitudes and 
feelings should be taken as manifestations of the meaning that events assume for the 
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therapist in relation to the patient’s lived world. In fact, right from the start, the 
therapist should take care to recognise the patient’s emotional situation, his life 
context, and his most important actions, which allows her to grasp the meaning of 
his lived experiences, the motives for his actions, and the object to which his feel-
ings refer. For instance, it may soon be evident to the therapist that the patient’s 
frustration relates to feelings of impotence associated with his experience, or that 
his feelings of inadequacy and guilt refer to the inability to understand and validate 
his lived experiences and thus to see his actions as part of a coherent whole. The 
more the therapist is attuned to the patient’s original worries and difficulties, the 
more she will feel at ease with the patient, and the patient will immediately feel 
comforted and relieved as well. On the other hand, being attuned to a patient’s feel-
ings that are linked to appraisals based on inconsistent interpretations of his experi-
ence would be misleading for the therapist. This is because she would be focusing 
on the patient’s explanations, which in fact serve to distance him from himself even 
more, thus contributing to the maintenance of distress. A cultivation of self- 
awareness on the part of the therapist through phenomenological study and medita-
tion will allow her to identify with sufficient clarity every automatic 
countertransference of the feelings that arise in the relationship with the patient by 
understanding how these feelings refer to her own life experiences. She will thus be 
able to use this understanding to gain access to the patient’s life experiences with 
greater speed and lucidity. For instance, the therapist may feel too activated by a 
request for help and realise that her excessive involvement is linked to her need for 
approval. Through this understanding, she can transcend herself and focus instead 
on the meaning of the patient’s request. For example, she may grasp that it refers to 
his fear of failure, if the phenomena converge in this direction. Conversely, she may 
recognise that her intense involvement is consistent with the patient’s needs; she 
would thus assess her own fears and limits, and then meet the patient’s request as far 
as possible by choosing the behaviour that is most adequate and safe for the patient. 
In other words, self-awareness is indispensable to maintain a clear and permeable 
border between self and other.

11.3  Clinical Aspects of Personal Meaning Organisations

In order to explore more deeply the meaning of the therapist’s emotional resonance 
and how it may be used in therapy, it seems useful to delve into certain aspects of 
PMOs, as developed by Guidano. His theory describes the possible developmental 
trajectories of personality from early attachment experiences. It is based on the 
integration of several concepts from developmental and cognitive psychology, phe-
nomenological psychology and psychopathology, constructivist epistemology, and 
complex systems theory [29, 33].

During the development of primary attachment relationships, the child repeat-
edly feels in certain ways in the presence of the caregiver, which depend on the kind 
of emotional and physical reciprocity that characterises the relationship in various 
life contexts. These experiences can yield mental ‘sediment’, in the sense of 
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emotional or cognitive fallout or precipitation, and these sediments can autono-
mously organise themselves, according to rules that express the correspondence 
between mental activity and the interpersonal context. In fact, our mind is intention-
ally open to the world and is receptive to the structural order of both our world and 
the other worlds in whose references we live [35]. In their continuous sedimenta-
tion, life experiences gradually influence subsequent life experiences by affecting 
expectations and ways of relating to others. They also bias development towards 
routes that are tightly linked with personal history and a number of subjective 
variables.

Guidano has distinguished four main PMOs, which may in turn be divided into 
further categories. In actuality, these categories have blurred borders and several 
points of contact between them. While the interested reader is referred to Guidano’s 
work for a comprehensive description of them, here we will illustrate some of the 
most typical ways PMOs present themselves to the clinician. Classically, the major-
ity of people who request psychotherapy have a personal history characterised by 
painful events that they found hard to cope with; therefore, they will most likely fit 
into the category of those who have suffered from dysfunctional attachment rela-
tionships. However, it should be kept in mind that, although PMOs are named after 
mental health conditions, these constructs are larger in scope and have gradually 
come to relate more to personality theories than to studies of psychopathology [39]. 
Indeed, PMOs can be balanced and functional, even in the presence of life paths full 
of obstacles, as difficulties can be overcome through adequate support or earned 
self-awareness.

Some patients have a tendency to stubbornly adhere to their own point of view 
and to discard or underestimate perspectives other than their own. They also display 
little fear of new experiences and anger or indifference towards criticism; they feel 
embarrassed about and tend to downplay their painful feelings related to rejection 
or abandonment; and they show feelings of self-reliance and reluctance to build col-
laborative relationships. Above all, no matter how they try to regulate their emotions 
through cognitive rationalisation processes or distancing behavioural strategies, 
they display intense and well-defined emotions with marked somatovisceral involve-
ment. These characteristics are typical of the PMO that is prone to depressive disor-
ders (‘Dep-prone’). This PMO is theorised to stem from recurrent early experiences 
of neglect and solitude, as typically happens to children with an avoidant attachment 
pattern [40]. Such life conditions force the child to deal with her emotions by her-
self. The main feeling that arises is one of loss, and thus of anger and sadness, 
sometimes accompanied by a feeling of self-reliance. While developmental routes 
vary widely, depending on the characteristics of their situations and the intensity of 
their emotions, they share a common need to prevent and reduce the pain resulting 
from perceptions of rejection and loss. Responses to meet this need may vary from 
avoiding or devaluing romantic relationships to constantly searching for an ideal 
place where they could finally be happy and rewarded for their efforts. The predict-
able failure of these strategies, and the difficulty to recognise the plot of lived expe-
riences that over time may have caused this failure, may lead to a vulnerability to 
mental health problems. In people with such life paths, mood and anxiety disorders, 
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particularly depressive disorders, and personality disorders like antisocial or narcis-
sistic disorder, are frequently observed. Typically, the therapist may find herself 
facing patients who show a variety of attitudes ranging from impenetrable to dis-
simulating, devaluing, desperate, angry, helpless, indifferent, nervous, hostile, or 
with ‘all or nothing’ expectations.

Those patients who tend to explicitly define relationship rules, are very focused 
on the physical manifestations of their emotions, seem to demand attention and direct 
it towards the aspects they hold most dear, may rapidly oscillate between collabora-
tive or seductive attitudes and vindictive attitudes or requests for help, display intense 
emotional reactions, and validate their own needs and feelings, are often character-
ised by a PMO prone to phobic disorders (‘Phob-prone’). This PMO is postulated to 
be linked to recurrent early experiences with an unreliable caregiver that lead to 
ambivalent attachment [40]. In order to keep himself safe, the child shall constantly 
require attention and maintain a controlling attitude towards the other, which will 
lead to an inability to regulate his emotions independently. Over time, he will tend 
towards feelings of anxiety, particularly when alone, will be prone to express anger 
and protest if his significant other is unavailable or has an ambiguous attitude, and 
will be almost constantly worried for his own stability. In this case, too, the develop-
mental routes vary greatly according to each person’s situation; nevertheless, those 
with this PMO share a common tendency to monitor the intensity of their emotional 
reactions and the predictability of circumstances and situations. Their emotional 
reactions are typically vivid and well-defined. On the one hand, they search for stim-
ulation and challenge; on the other hand, they show a need for regulation, stability, 
safety, and independence. They most often present with anxiety disorders, particu-
larly panic disorder and agoraphobia, and may also develop hypochondriasis, impulse 
control disorders, mood disorders, eating disorders, and personality disorders such as 
borderline, histrionic, and dependent personality. The therapist will often have to 
deal with behaviours such as requests for reassurance and attitudes of dependency 
possibly alternating with controlling and intolerant behaviours. Other alternating sets 
of behaviour can also manifest, including idealisation and devaluation, arrogance 
and weakness, impudence and timidity, seduction and indifference, and respect and 
condescension. Indeed, the ease with which these patients can swing from one 
extreme to another in their attitudes is quite extraordinary, and they have some toler-
ance for their own apparent verbal and behavioural incoherence. What links these 
contrasting behaviours is the need to control the relationship and to have their neces-
sities met, as well as to prevent the unavailability of others.

Other patients, while displaying behaviours that are similar to those mentioned 
above, either on the ambivalent or the avoidant side of the attachment spectrum, 
have the peculiar characteristic of not validating their own experience and of feeling 
vague and indistinct emotions. In this case, we are more likely to be dealing with 
people having a PMO prone to obsessive disorders (‘Obs-prone’) or a PMO prone 
to eating disorders (‘ED-prone’). Differently from the two PMOs described above, 
their developmental path is mainly characterised by repetitive devaluation and 
invalidation of their experience by the caregiver, together with neglect or unpredict-
able caregiving behaviour, usually marked by ambiguous emotional disposition.
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Since childhood, patients with a PMO prone to obsessive disorders have faced 
situations where they had to meet demands for behaviours deemed as ‘coherent and 
sensible’ by their caregiver. Therefore, they have a heightened need to consider their 
states of mind as ‘right and desirable’ in terms of quality and intensity according to 
their evaluation of the situation. As a consequence, they often completely ignore 
spontaneous emotional reactions to contextual stimuli and regard every state of 
mind as a product of the intellect, rather than as the natural response of an organism 
to the value of certain stimuli in a given context. In other words, they tend to miss 
the point that emotional reactions are initially grounded in passive synthesis pro-
cesses and, as such, are not amenable to conscious control when they emerge into 
consciousness. Each effort they make to rationally examine the events, from ongo-
ing events to those in the near and distant past, to control their own behaviour, and 
to prevent or modify the contextual elements that elicit emotions, imposes a sub-
stantial cognitive load and leads them to distance themselves further from the origi-
nal experience. They do this because information about the value of contextual 
stimuli that is contained in emotional reactions is neglected rather than being recog-
nised and integrated into reasoning processes to lead to a fully informed action. On 
the one hand, those who rely more on avoidant attachment strategies develop a 
series of dogmatic principles that lead them to analyse situations in detail and make 
rigid judgements. When they are in doubt, they show a tendency to rumination or a 
need for close discussion with significant others. On the other hand, those higher in 
attachment anxiety preferably focus on preventing upsetting situations that may 
elicit indecipherable emotions that are difficult to manage. The patients with this 
PMO most often develop obsessive-compulsive and related disorders, depressive or 
anxiety disorders, eating disorders, or personality disorders such as paranoid, nar-
cissistic, or antisocial, as well as avoidant or dependent personality. They may expe-
rience serious difficulties in intimate relationships, both in forming affective bonds 
and in sexual life. On the one hand, these difficulties are associated with a tendency 
to postpone decisions, which stems from ambition for perfection or absolute cer-
tainty; on the other hand, they are related to the difficulty of recognising and validat-
ing their own emotions and the resulting need to avoid situations that may trigger 
state of minds that are contrary to expectations or hard to identify and rationalise. In 
the eyes of an observer, a patient with this PMO seems inauthentic, very attentive to 
the details of conversations and situations, and frequently prejudiced against or cau-
tious towards others. When not upset, such a patient is usually a brilliant and engag-
ing talker, and is sometimes coercive in her requests for explanations or reassurance. 
The patient takes her time to sift through the various options, and she shows difficul-
ties in making decisions. Sometimes, it seems that time passes at a different speed 
for these patients, with a peculiar slowness, almost as if they felt the need to stop 
time in order not to make mistakes. They express feelings rather than emotions, with 
the possible exception of tormenting fear concerning perceived threats to their phys-
ical or moral integrity. The most frequent feelings experienced by these patients 
when they are distressed are guilt, unworthiness, contempt, revenge, resentment, 
indignation, perplexity, repugnance, anguish, doubt, and disorientation.

Patients with an ED-prone PMO often have an inclination towards reflection, and 
they, too, may show avoidant or anxious attachment traits. They experience 
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variegated state of minds that are quite unclear and that they themselves find it dif-
ficult to decipher. This gives them the characteristic of being vague and ill-defined, 
so much so that they may give the impression of going to great length to avoid being 
defined or judged by others. In reality, the problem is intrinsically linked to their 
peculiar difficulty validating their own experience and, thus, their perspective. It 
follows that, for such a patient, all judgements made by others about her and the 
world are perceived as potentially more valid than hers and guided by superior 
understanding based on direct personal experience that the ED-prone patient feels 
she lacks. On the one hand, this entails the need to turn to others to find her bearings 
in the world and to cope with the sense of emptiness and bewilderment that may 
arise; on the other hand, it involves the perception of others as intrusive and domi-
nating. In the course of their development, these individuals experienced a caregiver 
who gave much more importance to their performances than to their needs. This 
does not necessarily prevent them from validating their emotions, but it may impair 
their ability to validate a sequence of emotions, thoughts, and actions in a given 
context, particularly if the outcome of their efforts is not fully satisfactory. Moreover, 
the criterion for high satisfaction is often an unreasonably ideal one that does not 
conform to the embodied and contextualised character of the normal human condi-
tion. The result is a pervasive sense of inadequacy, which increases fear of judge-
ment and, paradoxically, also the need for an external opinion. These patients find it 
difficult to express evaluations that are sensible in their own eyes, and they often put 
effort into a continuous examination of events or people from multiple points of 
view, with an incessant state of mental work that almost never comes to a conclu-
sion. Their difficulty in making decisions translates sometimes into impulsivity, and 
other times into constant postponement or fatalism, with frequent changes of course. 
These patients can present with depressive disorders, particularly after an unex-
pected romantic break-up experienced as received rather than as chosen, or after 
failures and disappointments. Besides mood disorders, they may also present with 
anxiety disorders and personality disorders, particularly avoidant personality. Eating 
disorders, which inspired the first clinical observations, may often occur in patients 
who are strongly tuned to approval from others; typically, disordered eating patterns 
range from restrictive behaviours in those who suffered disappointment to uncon-
trolled eating in those in whom frustration predominates. To an observer, the patient 
may appear particularly vague and ill-defined, touchy, embarrassed, evasive, inac-
cessible, or ambiguous.

11.4  Building the Therapeutic Alliance and Working 
with Emotions in Experience-Centred Post-rationalist 
Cognitive Psychotherapy

Feelings and behaviours displayed by patients help the therapist to understand the 
reason for their request for help, as well as their difficulty in regulating emotions 
and accessing their original experience. If we consider therapy to be a process of 
understanding the vital connections in the flow of subjective experience, it clearly 
follows that the patient should be guided to discover the connections between life 

11 A Cognitive Therapy Perspective on Therapists’ Feelings and Interpersonal…



176

events and the initial emotions that these events elicited in the emotional situation at 
the time of the event. These emotions can be the very motives for key automatic 
behaviours on the part of a patient.

To facilitate the patient’s learning of the necessary skills to understand and regu-
late her emotions, it is mandatory to setup a trusting, non-judgemental therapeutic 
relationship. Such a relationship allows the patient to set aside her interpretive 
accounts and explore her genuine experience. The therapist can also much more 
easily steer the patient through the critical examination of her experience and sup-
port the patient in her choices, guided by a sense of pride and coherence. The thera-
pist should modulate the intensity of the patient’s emotional reaction, so that it is 
neither too low nor too high, and provide the right amount of energy for effective 
action after appropriate reflection. Working with ‘depressive-prone’ patients, it is 
particularly important for the therapist to highlight the relationship between the 
motive for the symptomatic behaviour, which in our view is an emotion that was 
poorly regulated, and the event that triggered it. Then, all this can be connected with 
the underlying state of mind and the background emotional situation that amplified 
the poorly regulated emotional reaction. With ‘phobic-prone’ patients, it is essential 
to identify the nature of past destabilising events that gave rise to shorter or longer 
periods of emotional hyperactivity that led to the current experience of emotional 
dysregulation. Throughout this work, the therapist should refrain from the tempta-
tion to draw any kind of inferences. When working with ‘obsessive-prone’ patients, 
it is of prime importance to recognise and validate emotional states by identifying 
the stimuli that naturally elicit them without any cognitive mediation (passive syn-
thesis). With ‘ED-prone’ patients, the exploration will focus on reconstructing links 
between the emotional situation, events, emotional reactions, and behaviours. This 
allows the recognition and corroboration of automatic evaluations of the value of 
events (passive synthesis) and the attainment of a freely expressed conscious judge-
ment that allows choice in accordance with one’s own motivations.

During the initial phases of therapy, when the syntonic relationship between the 
clinician and the patient is not yet having its modulating effect on the intensity of 
the patient’s states of mind [41], the patient will tend to reproduce the emotional 
behaviours corresponding to the uncomfortable situation that he is facing. We have 
previously touched upon the most common PMO manifestations that guide diagno-
sis and are the first hurdle to overcome. The therapist should regulate her emotional 
reaction to such problematic behaviours, in order to use her understanding for the 
purpose of caring for the patient. As mentioned above, it is important that the thera-
pist does not relate the patient’s attitudes to herself. This is necessary to maximise 
empathic skills and allow the patient to place his trust in her during the exploration 
of his lived experiences, while being sure not to suffer any judgement or interpretive 
manipulation.

To examine the value of the therapist’s subjective experience, we carried out a 
pilot study aimed at identifying characteristic patterns of therapists’ reactions to 
core features of a patient’s PMO. Gaining knowledge of such patterns may aid in 
clinical assessment and establishment of the therapeutic relationship.
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11.5  A Pilot Study of the Therapist’s Emotional Reaction 
to Features of Personal Meaning Organisation During 
the Early Phase of Therapy

11.5.1  Methods

This pilot study was performed in two private practices located in central Rome. To 
be considered for inclusion in the study, patients were required to meet the follow-
ing criteria: (1) age between 18 and 60 years; (2) treatment started no more than 
3 months prior to enrolment; (3) no psychotic disorder or syndrome with psychotic 
symptoms; and (4) no mental retardation or substantial cognitive impairment as 
clinically determined. Each clinician provided data on two or more patients. All 
clinicians participated in this research on a voluntary basis, with no remuneration.

A total of five therapists contributed data for the study. Three of them were male, 
and two were female, with a mean age of 49.4 years (SD = 6.5 years). Their average 
length of clinical experience as psychotherapists was 18.4 years (SD = 2.5), and 
they were each performing at least 30 h of direct patient care per week at the time 
of the study. Their main clinical–theoretical approach was cognitive-behavioural 
(N = 4) and phenomenological (N = 1).

The therapists provided data for a total of 24 patients (two therapists provided 
data for six patients, two others for five patients, and one for two patients), of whom 
17 were women. The patients’ mean age was 36 years (SD = 9.4). Overall, their 
education level was high as one-third of the patients had a high school education 
and two-thirds had attained a university degree. Most of the patients presented with 
a DSM-IV [42] diagnosis of depressive (N = 8) or anxiety (N = 10) disorder, in some 
cases associated with a personality disorder (N = 9).

While in the waiting room patients completed the 18-item version of the Brief 
Symptom Inventory (BSI-18) and the Personal Meaning Questionnaire (PMQ). The 
BSI-18 [43] is a self-report symptom checklist measure derived from the 53-item 
Brief Symptom Inventory, which itself is a shortened form of the 90-item Symptom 
Checklist-90-Revised. The BSI-18 consists of 18 items, each rated on a 5-point 
Likert scale. The instrument provides scores on three symptom scales, that is, 
Somatisation, Depression, and Anxiety.

The PMQ is a self-report questionnaire that has been developed to measure the 
construct of ‘personal meaning organisation’, which plays a key role in Guidano’s 
model of the Self. The PMQ items, which were designed in accordance with the 
theoretical descriptions of the organisations, describe a person’s general way of 
feeling, thinking and acting, with no reference to psychopathological symptoms. 
Each PMQ item is rated on a 5-point Likert scale. The answers for these items are 
then used to provide scores for four 17-item scales, one for each PMO (depressive- 
prone, phobic-prone, obsessive-prone, and ED-prone). The PMQ has been vali-
dated, with evidence of internal consistency, test–retest reliability, low correlation 
with the level of depression and anxiety, and criterion validity against measures of 
personality, emotion regulation, and attachment style [39].
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In order to assess the change in the therapist’s mood state throughout the visit, 
the therapists were asked to complete the ‘right now form’ of the Profile of Mood 
States (POMS) just before seeing each patient and immediately after the therapy 
session. The POMS is a validated, self-administered measure of the subject’s affec-
tive mood states [44, 45]. It consists of 58 adjectives rated on a 5-point scale, rang-
ing from ‘not at all’ to ‘extremely’. It yields scores on six subscales, that is, 
tension-anxiety, depression-dejection, anger-hostility, fatigue-inertia, vigour- 
activity, and confusion-bewilderment.

All statistical analyses were performed using SPSS for Windows, version 22.0 
(SPSS Inc., Chicago, IL). All tests were two-tailed, with alpha set at 5%. Partial 
correlation analysis was used to examine the relationship between changes in the 
therapist’s mood state during the session as measured by the therapist’s POMS 
scores and patient’s PMQ scores, while controlling for the patient’s level of depres-
sion and anxiety as measured by the relevant BSI-18 scales.

11.5.2  Results

There were only a few noteworthy correlations between changes in the therapist’s 
POMS scores during the session and the patient’s cognitive-emotional organisation 
as measured by the PMQ. Higher patient scores on the ‘phobic’ scale were corre-
lated with a greater increase in depression-dejection (r = 0.43; p = 0.04) and anger- 
hostility (r = 0.46; p = 0.03) and tended to be correlated with a greater increase in 
tension in the therapist (r = 0.37; p = 0.08). Higher patient scores on the ‘eating 
disorder’ scale tended to be correlated with a greater increase in anger-hostility 
(r = 0.35; p = 0.10) in the therapist. Higher patient scores on the ‘depressed’ PMQ 
scale tended to be correlated with a greater increase in vigour-activity (r = 0.40; 
p = 0.06) and a greater decrease in confusion-bewilderment (r = −0.39; p = 0.08) in 
the therapist.

Of greater interest was the pattern of partial correlations between individual 
PMQ items and changes in the therapist’s POMS scores during the session. Higher 
scores on item 1, ‘I know how to recognise danger and the people I can trust’, were 
correlated with a greater decrease in scores on the POMS tension (r  = −0.43; 
p = 0.04), depression-dejection (r = −0.52; p = 0.01), and anger-hostility (r = −0.48; 
p = 0.03) subscales. Higher scores on item 15, ‘One can feel angry with somebody 
but only for an extremely good reason’, were correlated with a greater increase in 
scores on the POMS tension (r = 0.54; p = 0.01), depression-dejection (r = 0.48; 
p = 0.02), and anger-hostility (r = 0.45; p = 0.03) subscales. Higher scores on item 
19, ‘When I find myself in trouble, I realise I cannot rely on others’, were corre-
lated with a greater increase in scores on the POMS tension (r = 0.75; p < 0.001), 
depression- dejection (r = 0.55; p < 0.01), anger-hostility (r = 0.58; p < 0.01), and 
fatigue-inertia (r = 0.48; p = 0.02) subscales. Higher scores on item 20, ‘I think that 
it is better to be alone rather than to meet the unavoidable and repeated disappoint-
ments that every relationship involves’, were correlated with a greater increase in 
scores on the POMS tension (r = 0.59; p < 0.01), depression-dejection (r = 0.61; 
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p  <  0.01), anger-hostility (r  =  0.69; p  <  0.001), and fatigue-inertia (r  =  0.45; 
p = 0.03) subscales. Higher scores on item 24, ‘I often fear that my point of view 
will be undermined by others’, displayed a borderline correlation with a greater 
increase in scores on the POMS anger-hostility subscale (r  =  0.41; p  =  0.06). 
Higher scores on item 36, ‘I am always afraid that others know more than I do’, 
were correlated with a greater increase in scores on the POMS anger-hostility sub-
scale (r = 0.53; p = 0.01). Higher scores on item 37, ‘I need to feel that I can get 
out of a situation or come back to it, at any time’, were correlated with a greater 
decrease in scores on the POMS tension (r = 0.44; p = 0.04), depression-dejection 
(r  = 0.46; p  = 0.03), and anger-hostility (r  = 0.59; p  < 0.01) subscales. Higher 
scores on item 43, ‘I take a long time to make decisions, but once I have decided, I 
act without further delay’, were correlated with a greater decrease in scores on the 
POMS depression-dejection (r  = −0.43; p  =  0.04) and confusion-bewilderment 
(r = −0.44; p = 0.04) subscales. Higher scores on item 51, ‘I think it is better to lose 
one’s dignity than one’s health’, were correlated with a greater increase in scores 
on the POMS vigour-activity subscale (r = 0.47; p = 0.03) and a greater decrease 
in scores on the POMS fatigue- inertia (r = −0.50; p = 0.02) and confusion-bewil-
derment (r = −0.57; p < 0.01) subscales. Higher scores on item 56, ‘I think that to 
avoid growing attached to another person is a good way to avoid suffering’, dis-
played a borderline correlation (r = 0.41; p = 0.06) with a greater increase in scores 
on the POMS anger-hostility subscale. Higher scores on item 58, ‘In my opinion, 
there is an order to things that it is essential to understand’, were correlated with a 
greater increase in scores on the POMS vigour-activity subscale (r = 0.56; p < 0.01). 
Higher scores on item 60, ‘I go over situations when I feel I haven’t behaved justly, 
and for a long time try to understand my responsibility in what happened’, were 
correlated with a greater increase in scores on the POMS depression-dejection 
subscale (r  =  0.43; p  =  0.04) and showed a borderline correlation (r  =  0.41; 
p = 0.06) with a greater increase in scores on the POMS tension subscale. Higher 
scores on item 61, ‘It is essential for me to be able to contact at all times the per-
sons I love’, were correlated with a greater increase in scores on the POMS depres-
sion-dejection (r = 0.52; p = 0.01), and anger-hostility (r = 0.49; p = 0.02) subscales.

11.5.3  Conclusions

To our knowledge, this is the first study to examine the relationship between the patient’s 
PMO and the therapist’s emotional reactions. Although other studies have examined the 
therapist’s emotional reactions during post-rationalist cognitive therapy sessions, their 
findings cannot be compared with ours due to differences in focus and measurement. A 
previous study [46] used psychophysiological indices of the autonomic nervous system 
to measure emotional reactions and did not take into account the role of PMO. Another 
study [47] investigated the relationship between countertransference experience and 
PMO, but it focused on the therapist’s, rather than the patient’s, PMO.

Due to the number of significant or trend-level findings concerning PMOs that 
were observed, this pilot study suggests links between the patient’s PMO and the 
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therapist’s emotional reactions that are independent from the level of depression and 
anxiety. The higher level of traits typical of the depressive-prone PMO elicited acti-
vation in the clinician, possibly due to the sense of inescapability and impotence 
that they convey. On the other hand, the clarity of feelings and judgements intrinsic 
to these traits probably contributes to the observed reduction in the therapist’s sense 
of bewilderment and confusion. The increased annoyance associated with higher 
levels of traits characteristic of the ED-prone PMO might be related to the vague-
ness and ambiguity inherent in these traits. The increase in therapist’s dejection, 
annoyance, and tension associated with greater levels of traits typical of the phobic- 
prone PMO is likely linked with the expression of highly intense emotions intrinsic 
to these traits. No significant or nearly significant findings were observed concern-
ing the traits typical of the obsessive-prone PMO, which suggests that the formal 
and respectful behaviours inherent in these traits do not trigger a substantial reaction.

While these findings suggest some degree of association between the therapist’s 
emotional reactions and the patient’s PMO, the strength of this association is mod-
est. This is not surprising because, theoretically, PMOs are not conceived as patho-
logical in nature. A client can have a well-defined PMO and display high levels of 
traits typical of that PMO without being mentally disordered and without eliciting 
any substantial reaction in the clinician. It is likely that whether the clinician’s mood 
changes significantly or not mainly depends on the degree of inner harmony and 
self-regulating abilities of the client.

Things change, however, if we consider certain specific ways of feeling and 
thinking, rather than PMOs as a whole. We found a large number of significant cor-
relations between the therapist’s emotional reaction and individual PMQ items. This 
suggests that the therapist’s emotional reactions correlate more with aspects con-
cerning specific patient’s attitudes than with the patient’s PMO.

The belief that others cannot be relied upon for help (item 19) as well as the 
tendency to prefer being alone rather than risking disappointments (item 20) corre-
lated with increased tension, dejection, anger, and fatigue in the therapist. Along a 
similar vein, the belief that interpersonal attachment can cause suffering (item 56) 
was associated with increased clinician’s annoyance. On the other hand, the confi-
dence of being able to recognise dangers and identify trustworthy people (item 1) 
seemed to have a positive effect on the therapists, who reported being more relaxed, 
confident, and calm, similarly to when the patient described a need to always feel 
free to choose her way and have an alternative option to the current situation (item 
37). Probably, these attitudes reveal interpersonal and decision-making skills that 
were appreciated by the therapist. Even higher scores on item 51, which indicate 
considerable attention to one’s own health, appeared to reduce therapist’s fatigue 
and confusion and foster a sense of energy. On the contrary, dependency (item 61) 
correlated with increased dejection and anger by the therapist; the fear of being 
overwhelmed by other people’s judgements (item 24) may have been irritating; and 
the sense of incompetence indicated by high scores on item 36 more clearly aroused 
anger in the therapists. Finally, the clinicians appeared to experience tension, dejec-
tion, and anger if the patient showed a tendency to suppress spontaneous emotional 
reactions and substitute them with cognitive evaluations (item 15). On the contrary, 
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a tendency towards reflection to help dispel doubts and promote decisions (item 43) 
seemed to be welcomed and to elicit relief and a pleasant sense of confidence.

In conclusion, the findings suggest that the therapist’s reaction varies according 
to two main dimensions underlying the patient’s attitude; namely, interpersonal dis-
tance versus warmth, and autonomy versus insecurity/dependence. Concerning the 
first aspect, those patients who appeared distant and detached (items 19, 20, and 56) 
or who did not seem genuine (item 15) seemed to elicit tension, depression, anger, 
and fatigue. Conversely, those patients who appeared capable of establishing trust-
ing relationships (item 1) seemed to induce relief. Concerning the second aspect, 
higher levels of self-confidence and autonomy on the part of the patient (items 37 
and 43) were associated with relief on the part of the therapist. On the contrary, 
those patients who showed excessive dependence on others (item 61) or complained 
of being incompetent (item 36) seemed to elicit anger and dejection. Finally, it is not 
surprising that higher levels of both interpersonal discomfort and incompetence 
(item 24) appear to induce anger in the therapist.

The relevance of these two dimensions is likely related to their key role in the 
context of the initial phase of therapy, during which the therapeutic relationship 
begins to take shape. The susceptibility of the therapist to variation in these dimen-
sions can be understood in light of the dimensions’ importance for the formation of 
a healthy, active, and effective therapeutic alliance. The increased distress observed 
in the therapist in the presence of higher levels of interpersonal distance, detach-
ment, and distrust might be related to increased perceived difficulty in building the 
alliance. A similar perception of increased difficulty might be induced by higher 
levels of dependence and incompetence. Indeed, certain patient attitudes can inter-
fere with the formation of the therapeutic alliance to an even greater degree than 
psychopathological symptoms.

These preliminary findings should be further explored in future larger studies 
using the POMS and also by studies using other assessment instruments to measure 
the therapist’s experience. One example of such instruments is the Assessment of 
Clinician’s Subjective Experience (ACSE), the scores of which display meaningful 
correlations with the changes in conceptually related POMS scales during the clini-
cal examination, as reported in detail in Chap. 7.

In clinical practice, the therapist should not neglect the information provided by 
his own subjective reaction to the patient. Research on patients undergoing short- 
term psychodynamic psychotherapy suggests that some aspects of the therapist’s 
subjective experience during the first session are correlated with both the quality of 
the working alliance and the clinical outcome [48]. The arising of feelings such as 
tension, fatigue, and irritation during the first sessions is an important signal that 
should not be underestimated. Such feelings, if perceived by the patient, may con-
firm her expectations of being rejected, abandoned, or overwhelmed, or may cor-
roborate her sense of personal inadequacy and incompetence.

Some specific feelings should be given particular attention as they may serve as 
a wake-up call for the therapist. For instance, the feeling of understanding the 
patient very well may lead to being complacent, missing the opportunity to provide 
the patient with new perspectives, and becoming trapped with the patient within a 
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single conception of the problems. Other alarm bells that may ring in a more 
advanced stage of therapy are feelings of annoyance when the patient attributes an 
increase in insight to significant experiences outside therapy, such as reading a book 
or listening to a preacher, or hostile feelings towards the patient’s relatives if they 
are seen as people who may jeopardise the therapeutic work [49].

In deciding how to proceed when noticing the arising in himself of negative feel-
ings such as tension, fatigue, and irritation, a critical element is the therapist’s 
judgement of whether or not his own attitude has played a significant part in causing 
the patient’s behaviours that elicited those feelings.

If not, the key step is regulating these feelings. To this purpose, it is useful to 
relate them to the overall way of being in the world of the patient, rather than to her 
relationship with the clinician. The therapist’s feelings about the patient may also 
provide a clue to how other people in the patient’s life may feel, which in turn may 
later be useful for the therapist in helping the patient better understand the people 
around her and thus improve her relationship with them [49].

If yes, the therapist should not only regulate such feelings, but also further modulate 
his own behaviour in accordance with the patient’s characteristics and needs. Then, the 
therapist should ask himself what the feelings he experiences during the session tell him 
about the patient’s difficulties and problems. Of particular relevance are those patient’s 
difficulties that may hinder the development and maintenance of a collaborative thera-
peutic relationship, which is essential for effective treatment. Addressing such difficul-
ties in a timely manner is important not only in the early phases of therapy, but also in 
subsequent phases, as will be shown in the second part of this chapter.

11.6  Clinicians’ Management of Their Own Emotions 
Throughout Therapy to Maintain Effective 
Working Alliances

In this second part of the chapter, we will discuss how the patient’s difficulties can 
induce emotional reactions in the therapist that can compromise the alliance, and 
how to manage such problematic situations through Metacognitive Interpersonal 
Therapy [24]. Why the topic is relevant is clear: among the non-specific factors 
related to the effectiveness of psychotherapy, the alliance is considered one of the 
most reliable predictors, and problematic therapeutic relationships are associated 
with unsatisfactory outcomes [50]. We are not saying anything new; to highlight a 
few key examples from the literature on the topic, Freud was the first to highlight 
the importance of the relationship and of a collaborative attitude between patient 
and therapist [51]. The psychology of the ego brought attention to real aspects of the 
relationship [17]. Then, Greenson [52] expressed a more subtle idea: that in the 
therapeutic relationship, not only the transferal level but also the real one should be 
considered, with understanding in the clinical relationship being a real exchange of 
perceptions, emotions, and trust that are as completely authentic as those in a non- 
therapeutic relationship. Taking a temporal leap, we arrive at Mitchell [53] and rela-
tional theory, which insists on the therapist’s participation and subjectivity, 
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describing it as more and more similar to a ‘real’ relationship that removes the dis-
tinction between transference and real aspects. In the cognitivist tradition, attention 
to the therapeutic relationship has been neglected, but the most recent literature and 
the so-called third wave of CBT, as mentioned above, is filling this gap. The authors 
to whom we mainly refer in this part of the chapter are Safran and Segal [54] with 
their construct of dysfunctional interpersonal cycles, which we will describe later. 
Therapist neutrality now seems to be a false myth. For this reason, although our 
focus is on the patient’s experiences and how he reacts to the therapist’s manner, 
here we would like to focus on the other side of the coin; that is, how the patient 
induces in the therapist thoughts and feelings that could induce him to act in ways 
that could (predictably) facilitate a rupture of the therapeutic alliance.

Bordin [55] defines an alliance as a client and a therapist in agreement on goals, 
tasks, and the quality of the interpersonal bond. Referring to this definition, it 
becomes evident how the therapeutic process provides for a continuous negotiation 
of this alliance, involving both explicit and tacit processes, which often touch the 
participants in the relationship on a deep human level. This deep emotional connec-
tion can lead to irritation, distrust, worry, and frustration, dangerously compromis-
ing a fundamental requirement for successful psychotherapy.

On the other hand, traditionally, CBT limits itself to the promotion of collabora-
tive empiricism [56] and does not provide for specific technical interventions to 
manage difficulties in the therapeutic relationship. However, empirical research 
indicates that working on the relationship as well as addressing symptoms are mutu-
ally reinforcing actions. In fact, treatments focused on symptoms and interpersonal 
issues, including attention to the therapeutic relationship, appear to be more effec-
tive [57, 58]. If there are no dysfunctions in the relationship, the session does not 
require explicit interventions on the therapeutic relationship, and the therapist can 
use techniques to access the patient’s mental states and regulate them in a functional 
and adaptive way through specific techniques [59].

The therapeutic alliance is, by definition, the relational context in which therapist 
and patient cooperate to achieve the goals of therapy. Maintaining and restoring the 
alliance therefore means, from the point of view of the relationship, maintaining and 
restoring a climate of interpersonal cooperation. Furthermore, the climate of coop-
eration is also the context within which the exploration of mental processes is facili-
tated and metacognitive abilities are improved [60, 61]. For all these reasons, the 
therapist must, as much as possible, maintain a relationship that is perceived as 
cooperative. Dysfunctional metacognitive processes can compromise the therapeu-
tic relationship; therefore, the study of dysfunctional interpersonal cycles and meta-
cognition can help us to understand relational difficulties.

11.7  Metacognition

In this chapter, we use the term metacognition to refer to a set of abilities that are 
crucial to (1) identify mental states and ascribe them to oneself and others on the 
basis of facial expressions, somatic states, behaviours, and actions; (2) reflect and 
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reason on mental states; and (3) use information about mental states to make deci-
sions or solve problems, or to mitigate psychological and interpersonal conflicts and 
to cope with subjective suffering [25, 62].

Metacognition is composed of different and relatively independent subfunctions: 
monitoring, differentiation, integration, and decentration. Monitoring is the ability 
to identify and define the components that make up an inner state in terms of 
thoughts, images, and emotions, and the variables related to them. Differentiation 
refers to the ability to differentiate between different classes of representation (e.g. 
dreams, fantasies, beliefs) and between representations and reality, recognising 
their subjectivity. Integration is the ability to reflect on different mental states and 
give a complete and coherent description of their components, including their evo-
lution over time. Integration also relates to the ability to form a coherent narrative. 
Decentration captures one’s ability to define others’ mental states by forming 
hypotheses independent of one’s own perspective, mental functioning, or involve-
ment in the relationship, recognising the subjectivity of these mental states.

The metacognitive functioning of the patient is relevant because specific meta-
cognitive difficulties tend to induce corresponding mental states in the therapist. 
When encountering a patient with an identification impairment, the therapist will 
find it difficult to represent the patient’s mind, perceiving only a wall that cannot be 
climbed over and that hinders the understanding of the patient’s mental processes. 
However, it is important to remember that this is what the patient himself feels. The 
therapist may experience boredom and distraction when she is in the presence of 
patients who have difficulty in intersubjective representation, producing slow, 
empty pauses. If, on the other hand, the therapist is confronted with a patient with 
difficulty in decentration, the therapist may experience feelings of alarm or precari-
ousness that can undermine the therapeutic relationship, possibly leading to a sud-
den breakdown. The impairment of integrative functions brings representations of 
chaos and confusion in stories and life history. A lack of differentiation, on the other 
hand, will produce in the therapist a sense of helplessness and uselessness in the 
therapeutic dialogue, and will cause the therapist to have defensive attitudes in the 
face of the patient’s firm convictions. A patient with a poor mastery of his own emo-
tions can generate ambivalent feelings that can range from the urge to care and the 
desire to take the patient’s place in facing cognitive tasks that are unsuccessful, to 
feelings of frustration generated by the patient’s lack of will. The therapist must be 
aware of this challenge and master it; primarily through an inner process of under-
standing and managing her own mental states, called an inner discipline procedure, 
as described below.

11.8  The Problematic Nature of Interpersonal Cycles

In any human relationship, it is possible that vicious circles may be created between 
the participants that undermine the relationship’s quality, even leading to its inter-
ruption. Such events are frequent in particular in patients with personality disorders 
(PDs), in whom complicated, sometimes traumatic, family histories are associated 
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with an excessive rigidity of interpersonal patterns through which the patient inter-
prets what happens in the relationship. In such patients, the roles of self and other 
are represented in a rigid way, with the patient making predictions that orient tacit 
expectations, memory, and selective attention, and can thereby lead to biases. On 
the other hand, PDs are described in the DSM5 in section III as disturbances of the 
Self functions and interpersonal relationships. It is therefore not surprising that this 
tendency to damage relationships also manifests itself in the therapeutic relation-
ship. This tendency happens much more frequently in these pathologies than in 
other disorders of the neurotic area (anxiety, depression, etc.). In this relational 
dynamic, the central aspect linked to the focus of this part of the chapter is that such 
relational difficulties on the part of the patient tend to provoke emotional and cogni-
tive reactions in the therapist that are associated with a marked tendency to act in an 
anti-therapeutic way. As an example, the therapist might want to escape the thera-
peutic commitment because of feelings of boredom or devitalisation or because he 
feels charged with excessive responsibility, or powerless to continue the treatment, 
or tormented by excessive demands. Alternatively, he may feel that he dislikes the 
patient or feels the urge to hurt or humiliate her. In other cases, he may feel over-
whelmed in a pervasive way.

We can explain such dynamics through the construct of dysfunctional interper-
sonal cycles. The term was proposed by Safran and Segal [54] and taken up by 
Semerari [63]. According to Safran and Segal, the interpersonal cycle is the way in 
which the relationship with the other activates circuits that reinforce pathology due 
to mainly non-verbal, automatic, and emotional signals that patients exchange with 
their interacting partners [54]. In therapy, an interpersonal cycle is defined by the 
way in which patient and therapist perceive their respective roles during the process 
and by the emotions and action tendencies that are activated [9, 24, 64, 65].

However, this process, which appears on first glance to be purely negative, can in 
fact confer on the therapist a huge advantage as long as she is aware of the active 
process. This is due to the fact that, in an interpersonal cycle, for a moment, the 
patient makes the therapist feel as she feels, or as she is afraid to feel, in a relation-
ship. This allows the therapist to grasp the possibility of reaching an understanding 
that is not only intellectual and cognitive, but also experiential, emotional, and 
empathic in terms of the patient’s relational experience. It is clear that this kind of 
understanding can be extremely beneficial for therapy, for several reasons. First of 
all, some chronic interpersonal cycles are activated very early in therapy and allow 
one to get an idea of the patient’s relational mental states well before it is possible 
to explore them explicitly through conversation and self-observation tasks. If a ther-
apist feels like she is walking on eggshells and swings through fear and anger during 
a first phone contact, these are likely signs that the client has prominent paranoid 
features, signalling that the therapist needs to be ready to avoid withdrawing or 
counterattacking. A second advantage is that, by giving the therapist an emotional 
measure of the patient’s difficulty, it also provides a fair measure of the treatment 
setting.

How can we be aware of being involved in an interpersonal cycle? In most cases, 
the signs are quite evident. Sometimes, the patients’ acts are completely explicit and 
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the therapist’s reactions are absolutely clear to himself. In cases where the patient 
acts in a less explicit way, the interpersonal cycle can be perceived when the thera-
pist finds himself experiencing moments of intense relational discomfort, with 
accentuated emotions towards the patient and unusual thoughts, intentions, and 
behavioural tendencies that go beyond normal therapeutic intervention. The diffi-
culty, in both cases, is not the recognition of the interpersonal cycle, but the chal-
lenge of how to refrain from acting on one’s impulses. Often, it is precisely the 
awareness that we are striving not to act in an anti-therapeutic way that gives us the 
decisive information that we are in an interpersonal cycle. Once the therapist has 
become aware of his discomfort and has held back from action, he must turn his 
attention to his internal state and become aware of the thoughts, emotions, and 
impulses that, in that moment, he addresses towards the patient.

Interpersonal cycles that are activated in the therapeutic relationship can be 
divided into acute and chronic. Acute cycles are characterised by the intensity of the 
emotions, the power of the impulse to action, and the relatively short duration; when 
the cycle does not lead to the breaking of the relationship, it rarely exceeds two 
sessions.

Chronic cycles, on the other hand, are characterised by feelings of lower inten-
sity and impulses to action that are more easily contained. However, they are also 
characterised by a longer duration. Especially at the beginning of therapy, they can 
extend for several sessions. Therefore, whereas in acute cycles the therapist may 
encounter serious difficulties in containing the emotional drive to carry out anti- 
therapeutic actions, in chronic cycles there is a tendency to action which is less 
intense. However, the therapist may find himself having to manage these impulses 
for a longer period of time, leading to the risk of turning towards interventions 
linked more to his emotional state than to clinical reasoning. It should be stressed 
here that, in these disorders, the effects of pathogenic interpersonal patterns and 
metacognitive impairments are mutually reinforcing. The former encourages 
patients to relate to attitudes that are, from time to time, aggressive, fearful, detached, 
distrustful, or avoidant. The latter prevents them from reflecting on their own rela-
tional attitude and from understanding the intentions of the other by hindering the 
correction of the predictions contained in the schemes. All this induces emotions in 
the therapist which, if acted upon, can reinforce the psychopathology.

However, the very regularity with which the problem presents itself has a poten-
tial therapeutic advantage. When dealing with countertransference reactions with 
borderline subjects, Clarkin, Yeomans, and Kernberg [66] observed how these are 
determined by three factors: the character of the patient, the character of the thera-
pist, and the nature of the psychopathology. In acute cycles, the authors assert that 
the more serious the psychopathology, the less relevant the personal characteristics 
of both the therapist and the patient (personal characteristics that are not strictly 
related to the pathology). This assertion can be extended as a general rule. 
Psychopathology tends to cancel the contributions of individual characteristics of 
the patient and the therapist and to induce problematic cycles that manifest in the 
same way but are characteristic of certain types of disorders. Therefore, the fact that 
the onset of problematic cycles is deeply linked to the interpersonal pathology of 
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PDs means that the same type of cycle tends to repeat itself when a certain type of 
pathology is present, independent of the therapist’s personal characteristics. In other 
words, similar patients tend to create similar cycles and this makes it possible to 
attempt a partial classification of the cycles. Above all, this provides the advantage 
of a learning opportunity to recognise and manage them.

11.9  Inner Discipline Procedures

Inner discipline procedures [24, 64, 65] can be simply considered empathic opera-
tions. However, this term stresses the discipline involved and emphasises the effort 
required by the therapist to control her mental state so that she is able to behave in 
a way that resists the spontaneous impulses that arise from the interaction with the 
patient. Such operations consist essentially of a double inner effort. At first, the 
therapist focuses on her own sensations, trying to identify her problematic mental 
state in order to grasp its essential cognitive, emotional, and relational aspects. In 
the second phase, the focus shifts to the patient and the therapist asks herself what, 
of her own experience, is shared with the patient and what is complementary to the 
patient’s experience. The first phase allows the therapist to recognise her mental 
state. The second allows the therapist to recognise commonalities. When it suc-
ceeds, the operation of inner discipline in itself results in an exit from the cycle as 
it shifts the therapist from an anti-therapeutic perspective to an empathic perspec-
tive. From this empathic perspective, she can now understand both the patient’s 
mental state and his role in determining and maintaining it. It should be stressed 
that these processes do not yet constitute a therapeutic act. Inner discipline is a 
private event of the therapist, a regulation of one’s mental state with the goal of 
cessation of the tendency towards harmful action. Once successfully completed, 
however, the process of inner discipline places the therapist in an advantageous 
position to operate a therapeutic meta-communication [50]. However, if a prob-
lematic cycle is triggered, mastering it should be considered as a priority over any 
other type of intervention. For example, some patients with avoidant personality 
disorder present, among the relevant features, difficulties in metacognitive moni-
toring and interpersonal patterns centred on an image of the Self as different, inad-
equate, and inferior, which promotes the non-sharing of experience and tendency 
towards detachment. The combination of these two factors serves to make the mind 
of these patients opaque to the therapist, and dialogue with them difficult. For 
many sessions, the therapist may feel the weight of a stunted conversation with a 
stranger, who answers in monosyllables and silently waits for the next question to 
which he will give an equally laconic answer. The patient sometimes seems not to 
understand the intentions of the therapist’s questions, and his answers do not pro-
vide information beyond what is strictly necessary. In these conditions the therapist 
may become bored and begin to mentally evade the work commitment. She may be 
surprised to find her mind wandering towards questions that have nothing to do 
with the patient, or to find herself peeking at the clock or asking questions for the 
sole purpose of passing the time.
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Again, operations of inner discipline consist of two movements. The first one 
focuses on the therapist’s internal state, leading to awareness of her progressive 
estrangement from the patient. In the second, by focusing on the patient, she can 
grasp how this sense of extraneousness is mirrored, pervasive, and chronic. At this 
point, the awareness of the shared dimension can be used for therapeutic purposes 
by communicating it to the patient using the techniques described below.

11.10  Sharing Interventions

Through interpersonal cycles, the therapist can directly experience what happens in 
the patient’s relationships. In doing so, she becomes aware of how the patient con-
tributes to creating interpersonal circuits that strengthen and maintain the patient’s 
psychopathology. Transmission of this awareness (which has been acquired through 
direct experience) to the patient becomes one of the strategic objectives of therapy 
to be pursued over time and in the appropriate manner. Timing and modalities of 
communication and explanation of cycles are essential for the intervention to be 
effective. However, communication of key ideas that takes place too early in the 
relationship and/or in too pedagogical a tone can make the patient feel judged and 
completely responsible for his difficult relationships, excluding any contribution 
from other participants.

Finally, empathic and experiential understanding gives rise to a fairly precise 
idea of how the patient feels at that precise moment of the session. This understand-
ing gives the therapist the opportunity to appropriately modulate the non-verbal 
aspects of communication. For example, if the therapist realises that he is in a cycle 
in which he is competing with the patient, he may feel that a sympathetic tone in 
which he shows solidarity with the patient’s suffering may be shocking and offen-
sive or be experienced as a move within a competitive logic.

Sharing consists of explicit interventions in which some aspects of the patient’s 
experience are shared or can be shared by the therapist himself. Sharing interven-
tions contain both validation and disclosure elements. With this technique, in fact, 
the therapist implicitly validates the patient’s experience through the acceptance 
and recognition of the shared dimension and, in doing so, reveals aspects of his own 
mental states.

To promote a climate of cooperation, metacognitive interpersonal therapy sug-
gests a particular conversational style based on two types of interventions: the use 
of the ‘universal we’ and transparency of the therapist’s intentions. The use of the 
‘universal we’ expresses the connotation that the patient’s experience is an experi-
ence potentially shared by the whole of humanity, and therefore also by the thera-
pist. An example of a typical expression is: ‘Are you telling me that you have lived 
one of those moments in which you feel deprived of energy and you just want to be 
thrown on a bed?’ The use of the ‘universal we’ has the advantage of underlining the 
potentially universal character of the patient’s problem, implicitly suggesting that it 
is an experience at least potentially shared by the therapist. This can help the patient 
to find the best balance between aspects of acceptance and change. It also creates an 
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interpersonal context of security that reduces the fear of arousing negative judge-
ments or rejection and sarcasm in the interlocutor.

The second intervention type, transparency of the therapist’s intentions, consists of 
continuously offering brief explanations of why the therapist asks certain questions or 
makes specific requests of the patient. For example, ‘Forgive me if I may appear insis-
tent on asking you continuously what you think and what you feel in the various cir-
cumstances that you are describing to me, when you clearly are having difficulty 
identifying them. I am doing this because it is indispensable for me to understand your 
state of mind before I can understand the specific details that are preventing you from 
managing it autonomously.’ Transparency has the particular advantage of reducing the 
risk of serious distortions by patients who may have extreme difficulties in understand-
ing the minds of others. In addition, this intervention makes explicit the objectives of 
the therapy at that precise moment, thereby fostering a climate of collaboration.

The most important procedure for the management of problematic interpersonal 
cycles concerns the therapist’s mental states. The first two therapeutic objectives to 
be set for the activation of a cycle are not to harm the patient and to use the thera-
pist’s inner experience to understand that of the patient. They are both pursued 
entirely through reflective procedures.

Once the therapist has achieved an empathic understanding of the patient, she 
will use that understanding to regulate her non-verbal communication to modulate 
the emotional tone of the relationship. Once the emotional climate has been adjusted, 
the therapist will try to guide the patient in exploring the mental state that underlies 
the activation of the cycle in order to establish an interpersonal climate in which 
patient and therapist reflect jointly on what has happened between them, promoting 
a metacognitive attitude.

Other sharing interventions suggested by metacognitive interpersonal therapy 
are discussion of topics of shared interest and narrations of episodes in the thera-
pist’s life. In discussion on topics of shared interest, the therapist spontaneously 
uses discourses on topics of common interest to create a climate of sharing and ease 
with delusional patients or those with serious interpersonal difficulties. This is par-
ticularly useful with patients with differentiation and decentralisation impairments. 
The therapist, starting from the discussion of a topic that arouses the interest of both 
(cinema, literature, sport, etc.), encourages the patient to emerge from a state of 
prevalent mental autarchy into a state of connection with the therapist. Within the 
discussion of the shared topic, the patient is invited to consider different points of 
view from his own in order to favour decentration operations.

Narrations of episodes in the therapist’s life, like the use of the universal we, 
bring the interaction into the realm of common and general experiences. As with all 
types of unveiling, the narration of episodes from the therapist’s life has a positive 
effect when the patient perceives it as an attempt at normalisation [67].

Sharing operations have been proposed as a technique to obtain an increase, 
albeit transitory, in metacognitive functions in the treatment of PDs in several clini-
cal and research works [24, 64, 65, 68]. In this context, we limit ourselves to some 
theoretical considerations on the relationship between states of sharing and meta-
cognitive functions in psychotherapy.
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It is intuitive that improved metacognitive functioning favours the construction 
of shared knowledge. During moments of better metacognitive functioning, the 
patient is able to access his mental states, to integrate them, and to communicate 
them to the therapist. Moreover, he is able to better understand the therapist’s men-
tal states; he is therefore more able to grasp the sense of what is communicated to 
him, to assimilate it, and to remember it. On this basis it becomes possible, through 
the emotional experience of the therapist, to help the patient to integrate his rela-
tional experience with the therapist with his general feelings in relationships.

11.11  Overall Conclusions

The clinician’s subjectivity has long been a subject of interest in several mental 
health disciplines, and in the last decades cognitive psychotherapy has joined other 
psychotherapeutic approaches in recognising its relevance. Indeed, the therapist’s 
emotions and feelings are quite important in the context of the therapeutic relation-
ship as they work as indicators that inform the participation of the therapist in the 
interaction process through her own appraisal systems. However, the therapist must 
be careful not to act on her emotions and feelings in ways that would harm the thera-
peutic process. Rather, she should harness the awareness of her own mental states 
during the session and her accurate assessment of the patient’s metacognitive func-
tioning in order to make fruitful use of what happens in the therapeutic 
relationship.

During the first sessions, when the key aim is to set up a trusting, non- judgemental 
therapeutic relationship to help the patient learn the skills necessary for understand-
ing herself and regulating her emotion, the patient typically tends to reproduce the 
emotional behaviours corresponding to the distressing situation she is in. In these 
initial sessions, the therapist should be particularly alert to feelings such as tension, 
fatigue, and irritation in himself. Our pilot study indicated that such feelings may 
arise when the patient shows high levels of interpersonal distance, detachment, and 
distrust, or of dependency and incompetence, which suggest difficulty in building 
an effective therapeutic alliance. If perceived by the patient, negative feelings on the 
part of the therapist, such as tension, annoyance, and fatigue, may confirm her 
expectations to be rejected, abandoned, or overwhelmed, or may corroborate her 
sense of personal inadequacy and incompetence. Rather than relating the patient’s 
attitudes to himself, the therapist should regulate his emotional reaction to them and 
make use of his understanding and empathic skills to promote the patient’s 
trust in him.

In the following stages of therapy, after the working alliance has been estab-
lished, the therapist should continuously monitor the quality of the alliance and her 
own emotional reactions in order to recognise problems in the therapy relationship 
early on, to identify the problematic patterns invading the relationship, and to use 
inner discipline procedures to manage these problems.

The management of acute cycles during the session is achieved through the fol-
lowing steps:
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 (a) Tolerating relational discomfort
 (b) Avoiding actions detrimental to therapy
 (c) Using therapist’s inner experience to understand the patient’s experience
 (d) Exploring the patient’s mental state during the cycle

Once the cycle is over, the therapist should invite the patient to explore her state 
of mind, so that through a process of integration she recognises how this plays a key 
role in her relationships as it is a recurring pattern.

In chronic cycles the steps are

 (a) Tolerating relational discomfort
 (b) Using relational discomfort to understand the patient
 (c) Consolidating the alliance through direct exploration of the patient’s mental 

state in the relationship

A more advanced stage of therapy can be exploited later to induce the patient to 
understand his role in the genesis of his interpersonal processes [24].

Finally, it should be noted that not all therapist’s emotions and feelings should be 
viewed as related to aspects of the patient. Indeed, it would not be justified to con-
sider every mental state of the therapist and every push for anti-therapeutic action as 
indicative of an aspect of the patient, and to view every inner experience of the 
therapist as ‘diagnostic’. The therapist’s emotional reaction might be linked not 
only to the personality and psychopathological characteristics of the patient, but 
also to his own characteristics [66]. In other words, the reaction may also be related 
to mental states of the therapist that are related to his own character aspects (e.g. 
insecurity, arrogance, coldness, etc.) or psychophysical conditions (e.g. tiredness, 
discomfort, burnout, etc.).

A key therapist’s skill is being able to observe her own mental state, recognise it, 
and ask herself more or less in real time how much it has to do with herself, and how 
much it is related to the patient or to what is currently happening in the relationship. 
Also, the therapist should attempt to honestly judge whether her own attitude has 
played a significant part in causing the patient’s behaviours that elicited unpleasant 
feelings in her. If the therapist does not see a responsibility on her part, the key step 
is regulating these feelings. To this aim, it is useful to relate them to the patient’s 
general way of being in the world, rather than to his relationship with the clinician. 
On the other hand, if the therapist recognises a responsibility, she should not only 
regulate these feelings, but also further modulate her own behaviour according to 
the patient’s characteristics and needs. Only then should the therapist ask herself 
what the feelings she experiences during the session tell her about the patient’s dif-
ficulties and problems. Neglecting one’s own feelings and emotions, or always 
uncritically ascribing them to the patient’s characteristics and problems, may seri-
ously hinder the therapeutic process. On the contrary, knowing how to observe and 
manage one’s own feelings is an important part of care and is a key technical aspect 
of the intervention on a relational level with dysfunctional patients such as those 
with severe personality disorders.
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12The Clinician and the Human Side 
of Mental Illness

John S. Strauss

What is the saying, “To see the obvious takes a little longer”? In this report, I will 
focus on how the clinician has the almost unique possibility of seeing beyond the 
usual narrow limits of what we consider relevant to severe mental illness, its course 
and improvement. The thesis is that the clinician, given the time and the interest, can 
find out and work with the many aspects of psychiatric disorder and related mental 
health that extend beyond the more traditional focus on symptoms, biology, and 
psychological process, often in spite of our training, theories, and practice that can 
prevent us from learning about and working with the broader range of relevant 
factors.

In the medical field, only the clinician sees the human side of mental illness. As 
important as it is, knowledge of features such as diagnostic criteria, genetic factors, 
brain structure, etc., does not replace or substitute for that human side. Strangely, 
even the term “subjectivity” objectifies many of the human aspects of the most 
severe instances of mental illness. These other “human” aspects are not trivial, inci-
dental, or even “ancillary.” In this report, I will focus on some of these “human” 
aspects, for want of a better adjective, to suggest their crucial role in even severe 
disorder, ways in which a variety of approaches are needed to elicit and understand 
them, the degree to which they are systematically ignored, and approaches to deal-
ing with them that are more effective than those generally used (or neglected).

Susan Godschalx, who at the time was a nurse in Moab Utah studying people 
with severe mental illness, sent me a copy of her protocol [1] at my request. In the 
interview she used with patients, one question that had stood out for me was, “How 
has your illness affected your life?” This simple sounding question was so amazing 
to me because in all our research interviews, and in my clinical practice as well, it 
had never even occurred to us. And yet, once I saw it it seemed so obvious.
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When we started asking this question to subjects in our studies many of whom 
had been diagnosed as having schizophrenia, a frequent response was, “You are the 
first psychiatrist who has even noticed that I have a life.” Encouraged by that 
response, we began attending to other related phenomena that patients described to 
us. In one report, for example [2], we noted how a young woman improving after a 
psychotic episode did so apparently aided by such “simple” things as the radio a 
nurse had brought her that allowed her to have the integrating experience following 
her psychotic break of having a desire (wanting to listen to music) and being able to 
act on the real world (the radio) to have the effect she sought.

To explore such phenomena further, we began changing our research protocols 
to leave more time open to listening to patients’ reports of their experiences and to 
inquire into these in more depth. This change in our protocol seemed quite radical 
since although the broader focus is sometimes found in clinical practice it is rela-
tively rare in “really scientific” research that is generally much more highly struc-
tured. We realized even from the start that it was going to be difficult and often 
impossible to utilize quantitative measures and such important tools as assessments 
of reliability and validity in this aspect of our work. Thus, reaching off in this way 
from the invaluable approaches to traditional science, we nevertheless felt it was 
essential to seek the range of patients’ experience rather than limit ourselves to 
more usual methods. In so doing, we hoped we were following the implications of 
the physicist Heisenberg [3] that stated in essence, that what you are not looking for 
in your research you are unlikely to find, and that narrow methods as important as 
they are for some goals may actually prevent you from learning about other impor-
tant things that your methods will systematically miss.

In the remainder of this report, I will describe some of the things we noted that 
are not often pursued by more traditional science in our field, in the belief that it is 
bad science to ignore these other things, frequently so difficult to document, to 
prove, or even sometimes to define. I think also that it is a potential disaster to doom 
these more elusive phenomena to the graveyard so often the end of “Qualitative 
Research” that is often viewed by “real scientists” as a rather negligible sideline to 
“real research” [4].

So where to start? Why not with some of the most difficult phenomena to deter-
mine? A patient with schizophrenia who has been discharged from inpatient status 
responds to the question, “Do you have some idea of why you started getting bet-
ter?” with the response something like, “Oh yes, I looked around me at other patients 
on the ward and said to myself, ‘I can do better than this, and so I started to try to 
pull myself together’” [5]. Can one actually “pull oneself together” from a psy-
chotic episode? Well, we interviewed other people who described analogous phe-
nomena, such as the middle-aged woman with schizophrenia who worked in a large 
very confusing office setting. One of her major problems was thinking clearly, so 
during the interview I was surprised that she told me that the confusion of the setting 
was important to her because working there meant she actually had to strive to orga-
nize her thinking there. Did I talk her into that? Not hardly, in fact she had to tell me 
about it across three successive interviews, “Dr. Strauss, as I’ve told you before ---” 
before it finally registered to me what she was describing.
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Did I prove in these interviews that these reports actually had the described 
cause/effect relationship described? Not at all. Does that mean that such reports of 
helping oneself get better should be ignored because they’re so difficult to prove? 
Talk about bad science. What kind of science is it that teaches, “When the data don’t 
fit the method, just throw out the data”?

Frequently such efforts at self-improvement were aided by other people or situ-
ations. In one instance, a young woman troubled by auditory hallucinations began 
to be able to work in a small store. She reported to me that when the voices became 
troublesome she would ask her coworker with whom she had become friendly if she 
(the coworker) heard anything strange. And if the coworker said no, the young 
woman with hallucinations felt reassured and the hallucinations diminished.

In yet another example of getting help from another person was the woman (with 
the diagnosis of schizophrenia) who after discharge from the hospital had found a 
job working in a municipal office. She would become so disturbed that she would 
call her mother who would say, for example, “OK, stick with it until lunch-break, 
then if you have to, come home.” The patient would do that and then decide to stay 
at work, but then in the afternoon she would become troubled again and again call 
her mother who would say to try to stay for the rest of the day and then tomorrow if 
she felt too bad she shouldn’t go back. This continued on for an extended period, but 
gradually the patient found she didn’t need to call her mother so often, then not at 
all. By the time I carried out our follow-up interview, the “patient” had been pro-
moted and worked regularly in that office.

In another group of follow-up experiences, I was impressed how my orientation 
as psychiatrist talking to a patient led me to erroneous interpretations. One of the 
most striking for me was during a follow-up interview I carried out as part of a 
wonderful research project that some colleagues were carrying out in South 
Carolina. My minor part of this project was to go down to South Carolina periodi-
cally to carry out research interviews on some patients who had been discharged 
from a state hospital. During one such interview I was talking with this woman in 
her late forties who carried a diagnosis of schizo-affective disorder, I learned that 
she had been rehospitalized for a while since our previous interview. During the 
interview, I had asked one of our standardized questions about hospitalizations, and 
the woman told me that yes she had been in the hospital relatively briefly since I saw 
her last. I said something like “that’s too bad,” and she was quick to respond that no 
that wasn’t serious at all (“Denial?” my psychiatrist brain asked me. But my error 
was quickly corrected). No she told me that it was not serious at all, the big news 
since we had met last was actually that she had gotten divorced from an abusive 
marriage and that her life had improved tremendously since that time.

In the example of another “psychiatric theory error,” during a follow-up inter-
view of a young woman discharged from the hospital following a psychotic diagno-
sis, I was distressed to see that she was still living at home and “doing nothing.” Of 
course, as a good research interviewer, I didn’t comment my distress. At the next 
interview 2 months later, she had started seeing friends and looking for a job. I asked 
her about this sequence, and she replied as though as a psychiatrist I already knew 
about such things, that of course she needed a rest and a period to recover after the 
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hospitalization and that now she was ready to have a more active life again. From 
that experience with her, we hypothesized that a resting period far from being a kind 
of “burning out” that I had imagined seemed to be a time for regaining strength 
before returning to a major reentry to the world. In writing this, I am embarrassed 
as with so many of these instances at my naivete in my understanding of how peo-
ple, even psychiatric patients, have these various understandable needs in the course 
of their disorder. We did however write a paper about it, calling that woman’s expe-
rience “woodshedding” from the term used by some jazz musicians who return to 
practice “in the woodshed” out of range of an audience, when they are learning 
new music.

As a kind of extension of this post-hospitalization need, I was impressed by 
another young woman who had been discharged from the hospital and found how 
hard the getting back into life during the reentry had been. Her friends had moved 
on with their lives, it was hard finding a job during this period of the economy, and 
she felt isolated. My impression during the interview was not that this was any lack 
in her as much as the expectable range of situational impediments in trying to get 
back into the “real world.”

In another content area, I have less direct data but speculate on the possibility 
based on other experiences; this is the area of fear of return of disorder. People 
working with the so-called “Long Haul” cases of Covid 19 where the symptoms 
persist note the psychological effects of the “aftermath” of disorders such as the fear 
of recurrence that such illnesses have generated [6]. Have I just not looked enough 
in the psychiatric literature for these kinds of issue? I have not yet seen an article on 
what it is like to have had a mental illness. For example, with people who have been 
psychotic, do they often live with a mortal fear that it will return? I had a friend 
whom I first met outside of Gallup New Mexico when I was hitchhiking around the 
country many years ago who had been a bombardier in a B17 during World War 
II. His plane had been shot down over Germany, and he had been taken as a prisoner 
of war. We became friends; he and his wife bought a house in Connecticut several 
years after his becoming a physician, but now, about 10 years later, he had found it 
necessary to sleep in the cellar because the sound of a distant train in the middle of 
the night would otherwise awaken him in a cold sweat, reminding him as it did of 
allied bombers coming over his German prisoner of war camp in the middle of the 
night. I have an old nasty back injury that is no longer a frequent problem. But when 
I get that old familiar pain, “Is it coming back?” The possibility causes much fear.

Near the beginning of this report I cited the question “How has your illness 
affected your life?” used by Godschalx in her interviews with patients. I went on to 
describe several aspects of a patient’s life that seem relevant, even central, to our 
understanding and interventions. I would now like to focus on another less obvious 
part of that question, the subjectivity of the professional who asks it. Clearly the 
question focuses on the patient, but less obviously it also focuses on the professional 
asking it. Implicit in the question is something like, “Even though I am here to learn 
about (or treat) your problems, I also recognize that you are a person and thus have 
a life as well as a problem.” Even more concealed perhaps is the professional’s 
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potential implicit message, “I am a human being too and want thus to be ‘with you’ 
in your struggles.” Although this part of the message is not so obvious, still when the 
sentiment is there, the message of a person’s “being with” is so often reported by 
patients as a major part of the improvement effort that it needs to be considered. It 
is these less obvious aspects of subjectivity, the professional’s subjectivity, that I 
will address next.

In this report, I have rarely used the term subjectivity, but would like to do so 
here to discuss further our own subjectivity, that of professionals [7]. Here again I 
will use evidence that is indirect but that may help us become more aware of our 
subjectivity and the problems it may generate. This “evidence” will include experi-
ences in the arts since it is these fields after all that deal with especial depth on 
understanding subjectivity, leaving more direct simple questions taught to be used 
by mental health professionals such as “Do you feel depressed” as important but 
seriously incomplete approaches to actually understanding subjectivity. I will focus 
on how much we professionals, especially in our theory and research, tend to be 
naive about patients’ subjectivity and how much, except in some notable important 
efforts focused on structured approaches to assessment and diagnosis (e.g., [8]), we 
systematically ignore our own. In a follow-along research project during which we 
repeatedly interviewed patients over several years, things about my subjective sen-
sitivity or the lack of it were taught to me as by the experience with one woman I 
was seeing. She came into my office for an interview, and I mentioned how great she 
looked. She replied that it was a problem for her. Often when she was going through 
one of her worst psychiatric periods, people would say how good she looked and it 
was so hard to get them to understand that in fact the opposite was true and that her 
symptoms were troubling her terribly.

In a relevant, though not clinical, experience several years ago, at the suggestion 
of a friend I was taking an acting class for the first time in my life. The teacher, the 
wonderful Doug Taylor, had us students pair up and then do an exercise in which 
one student would comment to the other something like “You have brown hair” and 
the other would reply, “I have brown hair.” And the two would each repeat their 
sentence in response to the other. But Doug stopped me, “John, you’re not listening 
to her!” And he was right. I was repeating my statement after she repeated hers, but 
as I realized I wasn’t reacting to all the more subtle cues that both of us were reflect-
ing in our changing tones and gestures.

So while we are discussing subjectivity, let’s also take one more look at our own, 
the subjectivity of us the professionals. Not only may we miss strong evidence of 
someone else’s subjectivity, but we may be amazingly limited in connecting to our 
own. Another experience in Doug Taylor’s acting class was also startling to me. In 
spite of my impressive lack of talent, after several weeks, we students were asked to 
begin doing improvisations. Of course I had never done anything like that, but like 
the other students I paired up with someone in the class, in this instance a young 
man. We decided I was going to be the hardworking lawyer father and he was going 
to be my profligate son. I was finally planning to take a vacation and he once again 
had gotten himself in trouble and wanted me to stay home to help him. We started 
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the scene, and after a couple minutes Doug stopped us. “John, where did you go to 
law school?” Doug asked. I replied, “Doug, that’s not relevant, in this scenario I’ve 
been in practice for years”. Doug: “John, where did you go to law school”. Me: “Ok, 
Harvard.” Doug: “How many children do you have?” Me (having fully capitulated): 
“Three, Frank (my ‘son’ for the scene) is the youngest. Doug: “OK, you can con-
tinue.” We did, and my experience was a total shock, I now had a much more com-
plete sense of myself than I had when Doug first stopped us. If one’s sense of self is 
so easily generated, and if one has been so poorly aware of its impact, what must it 
be in real life when we are “professionals, with all that training, experience and 
knowledge”? How does that affect our sense of self, our understanding of others, 
and our behavior?

It appears then that human beings with severe mental illness, unlike a defective 
machine, can be involved in a wide range of processes during their difficulties and 
their improvement. These processes often involve active efforts by the afflicted per-
son to improve and an equally diverse and wide range of situational and environ-
mental factors being part of the improvement process. An implication thus is that 
the clinician is in a unique position to learn about what and how the person might 
improve and that only the clinician has the potential flexibility and wide range of 
information and ability to speculate on these diverse interactions. As part of our 
follow-up studies, we had collected sequential data over several years on over 100 
subjects. When I took these data to my friend the biostatistician John Hartigan, he 
showed me how, with even a much larger data set than we had, it would be difficult 
to demonstrate statistically significant sequences. I was of course extremely disap-
pointed. On the other hand, that problem still left open the possibility for us, the 
clinician-researchers, to consider, for example, the apparent nonlinear processes of 
change following hospitalization that practically all our subjects had described. So 
we began to hypothesize about such nonlinear processes: “the low turning point” in 
which the person did not improve from a very deteriorated state until all of a sudden 
there was a change for the better, “woodshedding” during which the person appeared 
first to stagnate and then began to lead a more active and effective life, “mountain 
climbing” a process that was marked by successions of improvement followed by 
what seemed to be stagnation, followed then by more improvement followed by 
what appeared to be more stagnation. The existence of such hypothesized processes 
that was impossible to demonstrate statistically appeared to be supported by the 
subjective experiences of the patients who were living them out. Thus, I suggest, the 
flexibility of the clinician, and of the clinician-researcher, to notice such possibili-
ties and work with them as hypotheses is a unique potentiality of the clinician and 
the clinician-researcher that is not possible for a more narrowly defined, tradition-
ally statistical, research protocol. “Qualitative research,” often disregarded or even 
vilified for working with humans struggling with severe psychiatric disorder, is not 
only acceptable, it is in my view essential for our understanding of what is happen-
ing to our patients. We are only required to notice that such findings do not demon-
strate proof, but, on the other hand, that they are extremely valuable to suggest 
crucial processes.
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What are the implications for treatment? There are a multitude. One example is 
that after people in our studies began telling us the various things they did to manage 
their symptoms and expand their lives, we began to talk about these processes with 
patients with whom we were working in treatment. “I know you have had these 
troublesome voices. I know a lot of people who have similar experiences; some of 
these people have found ways to help manage or even deal with their voices. Would 
you like me to tell you what they have tried so that you could perhaps try them 
yourself to see if any of them are helpful?”

Strangely, or perhaps not so strangely, in other instances, patients in treatment 
often found it helpful merely that we would listen to them and try to recognize 
what they were going through. Often a change in venue for the interview was a 
major factor in helping us “be with” people more effectively and understand their 
lives in more depth and dimensions. Like so many of our findings, it may sound 
naive to relate some of our experiences and how it even took such experiences to 
show us more clearly the lives of our subjects. Especially common was the impact 
on us the research team when the site of a subsequent research interview shifted 
from seeing people in the hospital to our interviewing them in their homes. I recall 
with embarrassment how surprised I was when one person I had been interviewing 
in the hospital had been discharged so I now had to see her at a home visit. I arrived 
with my co-interviewer, rang the doorbell, and our “subject” opened the door for 
us. She was suddenly no longer a more or less passive patient on the ward but was 
now our host! This impact was further magnified when she asked if we would like 
to have some coffee before we started. Something in retrospect so obvious, but in 
actuality so astounding, we were seeing a major aspect of her we had never wit-
nessed before.

In other instances, subjects from our follow-along research where we were see-
ing people repeatedly over time began to tell us that it had been useful for them to 
use some of our interview questions by posing them to themselves. Particularly 
popular was asking oneself the question we had posed about living situation, work, 
and social relationships, “Has that been helpful? Has it posed a problem in any 
way?” They began to ask these questions for various activities to themselves and 
then moderate their activities accordingly.

As professionals, we have often been taught a role about how to structure infor-
mation, using the narrow focus of our knowledge and that of our field (the child with 
the hammer that treats everything like a nail). With our training and attention to 
illness and disorder, as important as all that is, it is crucial not to neglect the impor-
tant aspects of a person’s subjectivity including mental state, behavior, and sur-
roundings that do not fall within the rubric of “illness,” so that we can get a picture 
of the whole person, of that person’s perception of the problem and ways to solve it 
or deal with the felt helplessness of the experience. There are many aspects to sub-
jectivity beyond the type, “Do you hear voices when no one is there?’ The experi-
ential and situational aspects of subjectivity, the subjectivity of both the patient and 
the professional, and both the problematic and the helpful aspects, must be impor-
tant parts of assessment, theory, and treatment.
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13Mental Illness as a Pathology 
of Intersubjectivity

Gilberto Di Petta, Danilo Tittarelli, and Raffaele Vanacore

13.1  Introduction

The crisis of the Neokraepelinian psychiatric model, which considers mental illness 
as an aggregate of signs and symptoms attributable to organic causes, is now unam-
biguously official. Even in a recent article appearing in the reference journal of 
international mainstream psychiatry, the World Psychiatry Journal, Pim Cuijpers 
states that “it is not yet clear what mental disorders are” [1]. This statement sounds 
like a declaration that over 40 years of reductionist research has failed to yield any 
significant results. In fact, two questions remain open. The first is methodological: 
What is psychiatry? The second is epistemological: What is mental illness? In other 
words, we wonder, again, on the nature of those experiences considered psycho-
pathological and on the methods that can open the doors to their understanding and 
treatment.

The Neokraepelinian model (syndromic pictures as natural entities of disease), 
which was by nature statistical-nosographic—thus legitimizing the separation of the 
insane from the sane and managing social diversity and dangerousness—imposed 
itself as atheoretical, effectively excluding the psychopathological and philosophi-
cal reflection from studies on mental illness. This model, however, has not proved 
capable, under either empirical or epistemological tests, of offering support in the 
clinical treatment of mental illnesses. In other words, this categorical-taxonomic 
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model has proved useful neither for the diagnosis nor for the therapy of mental ill-
nesses. This lack of usefulness is particularly striking regarding what for a century 
has been called “schizophrenia,” still considered the mental disease par excellence, 
and one that has become recklessly, in any ambit, synonymous with “madness.” In 
short, we have reached a methodological and epistemological impasse.

What, then, can be relied upon for understanding and treating the complexity of 
mental illness? We could answer that what can be trusted is the common denomina-
tor of humanity, which inevitably forms the basis of the encounter between the clini-
cian and the patient. We can, in fact, affirm that what we consider as mental illness 
is a distortion of the structure of the existence of the human being. However, in the 
following paragraphs, we shall ask ourselves how this structure of existence is con-
stituted and which clinical orientation can allow us to understand it. In the mean-
time, as a premise, we want to remember that modern psychiatry was born out of the 
deeds of Pinel, who freed the madmen from their chains [2], and Basaglia, who laid 
the foundation for the destruction of the asylum institutions [3]. These reforms have 
been implemented in line with a certain idea about the   human being—from a certain 
philosophy of life—and not from the results of neurobiological or statistical research 
or surveys. The main trace of their path—philosophical, clinical, and human—was, 
in fact, the gaze of the other. This gaze of the other was charged—in any case—with 
a right to life and freedom, thus escaping from that risk of anguish and disturbing 
de-humanization that Francis Bacon painted with such vigor in his works, from self- 
portraits to the screaming Pope. It is on this gaze that psychiatry has been able to 
establish as a clinicalart (escaping the need for surveillance and social hygiene) and 
as a social science (dealing with the right to live in a community, rather than the 
need to institute exclusion from the community). However, after decades of domi-
nation by a categorical and nosographic vision of such a clinical-social approach—
that is, an anthropological and human approach—the need to reaffirm psychiatry as 
a science of life and freedom, in other words as the science of humanity, seems 
imperative.

We are declaring nothing new here. Indeed, as soon as 1957, Ludwig Binswanger 
had, without hesitation, stated that

the foundation and ground on which psychiatry as a science endowed with its own auton-
omy can sink its roots, lie neither in the anatomy-physiology of the brain, nor in biology, 
nor in psychology, character study, or typology, not even in the science of the person, but in 
the human. This sounds like a very simple idea, yet it is still hardly accessible to our ears 
today. [4]

Yet this “very simple idea” is revolutionary in itself as it allows us to understand 
the human being—and therefore also ourselves—not as aggregates of atoms and 
molecules subjected to external forces, but as living beings, endowed with the pos-
sibility of freedom and autonomy. It is therefore from this different attitude toward 
life, and therefore toward humanity, that the understanding of the conditions of pos-
sibility of every experience and the treatment of those experiences, gagged by suf-
fering and wrapped in pain, become possible. However, it is not a mere question of 
humanism in and of itself, but of the reaffirmation of psychiatry as a clinical 
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practice, which preserves and renews its clinical perspective in the encounter and 
exchange between human beings, and not between detached aggregates of elemen-
tary particles. If, in fact, it is from a basic bio-organic structure that life, Leben, 
begins—in an enactive, embodied, ecological, and embedded way (4e Cognition 
Paradigm [5])—it is in the conscious experience of this living, in the Erleben, that 
the existential structure of the human is defined and revealed as a subjective experi-
ence endowed with meaning. In this sense, mental pathology is tout court a human 
experience; indeed, an inter-human experience.

13.2  Psychiatry as Science of Humanity

We intend psychiatry as a science that studies the life of the human being, and in 
particular the forms of existence (psyché) that require therapeutic acts (ìatreìa). We 
consider here, as we will see more clearly later in the chapter, the psyche as what 
constitutes the possibility and the root of human living. The human being is charac-
terized, on the one hand, by the possibility of experiencing his own life, and, on the 
other, by the continuous rooting of this experience in the vital background of his 
existence. In other words, at a level that has been defined as pre-reflective, tacit, or 
immediate, human life is immersed, from birth, in a natural and cultural world 
inhabited by other human beings.

It is in this continuous living in the world and with others that the structure of 
existence can develop, on that fulcrum of personal life that is one’s own body. This 
body is born, grows, and dies in intimate relationship with other bodies, thus defin-
ing itself more properly as intercorporeity or intersubjectivity. In a dynamic and 
constant way, the human being lives this intercorporeal and intersubjective dimen-
sion as an experience of meaning. And it is this experience of meaning that can 
reveal itself as psychopathological when it cannot escape from suffering.

Once we have reiterated that the empiricist and reductionist model has done 
nothing but leave intact the question of what mental illness is, we would like to 
dwell on the importance of psychopathology in this attempt at understanding. But 
what is psychopathology? It could be said that this is a “knowledge” (logos) about 
the “suffering” (pathos) of the “mind” (psyché). This answer, however, appears to 
us still partial, reluctant to overcome that Cartesianism, which is sometimes still 
latent in an unaware way: as if psychiatry investigated only the “mind,” and not—in 
fact—the totality of human experience (which in truth is the psychopathological 
one). An effort to penetrate this dimension, new to those who therefore approach 
psychiatry as the science of the “mind,” of the “soul,” or of a “psychic apparatus,” 
can start from a careful etymological investigation. In fact, the logos finds its origi-
nal meaning in the root leg-, which indicates the gathering, the putting together, of 
disparate components into a whole. This meaning is found not only in Homer, in 
which, for example, soldiers are “put together” to get prepared for battle and war, 
but also in Heraclitus, according to whom “all things happen according to the logos” 
[6, 7]. In other words, in Heraclitean thought—which we do not want to go into 
here—the logos was not so much a “knowledge” or a “rationality” as that unifying 
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principle, which precisely through this unification gives meaning to reality. For this 
reason, for Heraclitus, the logos is “common”; that is, it relates and connects the 
human with other humans and with nature. From this point of view, therefore, the 
logos is what allows the parts of the whole to be put together, making a synthesis of 
them to assign a meaning that is comprehensible as a whole. It is, in fact, on this 
basis that Karl Jaspers found his General Psychopathology [8] in an attempt to 
understand psychopathological experience as a significant expression of human 
subjectivity.

In this sense, the logos approaches us not so much as a detached experience of 
knowledge, but as that event that makes us part and partakers of the world in which 
we are; that is, to our life. The logos, in fact, introduces us into that way of being that 
is constituted through the pathos, etymologically understood not as “suffering,” but 
as the sensitive foundation of our experience of life, as a sensory, corporeal, and 
common possibility of being. In other words, the pathic moment not only grounds 
the experience of suffering, but also, and much more generally, the very possibility 
of human and subjective experiencing, as Minkowski had already mentioned [9]. In 
this sense, for Viktor von Weizsäcker [10], the character of the pathic resides in his 
passivity. And this passivity consists of the inevitability of our being-in-the-world-
with- others and our being-tuned-to-the-world. Here, however, we want to take up 
and overturn the concept of pathos as a passage from life to death, meaning it 
instead as a passage from death to life, or rather from the no longer possible possi-
bility of non-being-there to the possibility of being-there. From this point of view, 
therefore, the pathic moment—in its being at the foundation of the very possibility 
of experience, corporeal and common, can disclose the possibility of meaning that 
frees the human from the steady psychopathological possibility and sets her on the 
path toward different experiences.

Thus, on this journey, we come to the concept of psyché. In its ancient etymol-
ogy, it designated that vital breath that makes life possible. It is the passage from 
passivity to activity: the human being is alive as active and active as living. It is 
therefore this dialectic between pathos and psyché, between passivity and activity, 
which is embraced by the unifying moment of the logos. This, in fact, is a dialectic 
that includes the possibility of the living being to live. In these terms, psychopathol-
ogy offers itself as a founding method for the investigation of mental illnesses, 
precisely inasmuch as it is hidden, in the most lacerating experiences. The schizo-
phrenic, for example, can be seen as a yielding of this dialectic between pathic 
foundation and, we could say in accord with Minkowski, vital contact [11]. In these 
terms, schizophrenia can be considered a logic alteration, in the sense of an impair-
ment of the moment in which the logos gives a sense to the subjective experience, 
which as such is established in the world and shared with others. Obviously, the 
meaning of this statement is not that schizophrenia is characterized by a cognitive 
or meta-cognitive error in attributing meaning to experience, but that it is character-
ized by the inability to establish a dialectic between the pathic and the vital. The 
pathic moment—which is the foundation of the logical possibility of embracing life 
in its fullness, dynamism, and complexity—is rooted in otherness: it is with the 
other that feeling becomes possible. Further, it is for this fundamental character, 
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which we define intersubjective, that the pathic moment is a common and commu-
nicative moment: the logos embraces our subjective experience as the possibility of 
experience of a human being who lives in a social and historical world. Therefore, 
the logic of psychopathological experience is not enclosed in the “mind,” in the 
“soul,” or in a “psychic apparatus,” but extends to the intersubjective world in which 
it is expressed. In the same way, the pathic foundation of feeling is not an internal 
characteristic, but a human peculiarity that becomes possible only in the encounter 
with otherness. In this sense, the psychopathological experience is an experience 
that is both common and communicative: the schizophrenic experience is expressed 
and stated in its non-common communicability, in the sense of not sharing, or rather 
an impossibility to share, the dialectic of the meaning of life. The logical moment 
thus escapes, as the schizophrenic is unable to involve and embrace the other, to 
share his own experience with the other, and to communicate it to the other. This 
can be the foundation not only of those experiences in which, once the pathic and 
intersubjective foundation of experience has fallen, the affirmation of logic is made 
possible with delusion and hallucination. But it can be also found in those experi-
ences that, if delusion or hallucination has not yet crystallized, are lost in perplexity 
and in the search for the indefinite and indefinable. In these terms, empathy is not 
only a “putting oneself in the other’s shoes”; it is offering the possibility of recon-
stituting a source of sharing and communication of experience with otherness. 
However, this requires the therapist to accept the possibility of logical loss; that is, 
plunging into a world where the moment of logos escapes and offers no understand-
able and common guarantees. However, dialectically, the therapist’s return to logi-
cal possibility should form the basis for the reaffirmation of the logos in the patient. 
It is therefore precisely in pathos, in the pathic exchange, that the experience of the 
living can offer and show itself and that the phenomenon becomes possible. It is for 
this reason that the psychopathological moment is an aesthetic moment: it is in 
these phenomena that meaning shows itself and offers itself to understanding. 
Furthermore, the phenomenon, inasmuch as it is pathic and vital, is a bodily mani-
festation, or rather intercorporeal manifestation. The aesthetic moment, thus, is the 
moment in which the appearance of the world coincides with the emergence of the 
human presence as an opening to otherness.

Why should this psychopathological method be clinical, based on the clinic of 
the encounter, and not philosophical and speculative? When the logic of disease as 
a human possibility was not yet established, and therefore pathological experiences 
were believed to be caused by superhuman deities, an epistemological change 
began, which culminated in the founding of medical methodology. Starting with 
Hippocrates, the medical clinic set itself as a tool for understanding human experi-
ences. This step is crucial because the doctor, no longer treated as an employee of 
the priesthood, had the task not of alleviating the ills from supernatural entities but 
of caring for a human experience; an experience that had been precisely defined as 
pathological. The feeling, in most cases physical, was a human experience, the 
understanding of which, however, did not yet rest on entities like defined diseases, 
but on the possibility of establishment of a method that would enable such under-
standing. This is perhaps the point at which psychopathology is today: not yet 
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granted a presumed knowledge of the entity of illness, it assigns itself the task of 
establishing a methodology that aims at understanding those human experiences 
that are as uncommon as they are in need of communication. The logos is no longer 
a naturalistic and rationalistic observation of a res, but a clinical participation in the 
foundation of a method of treatment leading to freedom from the pathology. In these 
terms, psychopathology offers itself as a clinical method.

13.3  The Italian School of Phenomenological  
Psychopathology

13.3.1  Aldo Masullo: The Contribution of the Philosophy of Life

During the twentieth century, one of the main sources of inspiration for Italian and 
European philosophy and psychopathology was the philosopher Aldo Masullo. In 
particular, his period of research in Freiburg in 1957–1958 allowed him to deepen 
the study of phenomenology and the thought of the German neuropsychiatrist and 
philosopher Viktor von Weizsäcker. Inspired by Freud and Scheler, in the galaxy of 
that “philosophy of life” (Lebensphilosophie), which saw many psychiatrists as pro-
tagonists, he had clarified, in philosophical and scientific language, the concept of 
“pathic,” introduced in the 1930s by Erwin Straus [12]. In Freiburg, Masullo had 
frequented the Husserlian circles headed by Husserl’s pupil, Eugen Fink, and, 
returning to Italy, he had translated and commented on some of Husserl’s texts [13]. 
Masullo, therefore, elaborating on the stimuli of von Weizsäcker’s medical anthro-
pology, made the concept of “pathic” his own, connecting it to temporality, and 
finding, precisely in the construct of pathicity-temporality, a foundation of meaning 
for that fragmented being in the world that is the human with others [14]. The 
unusual terms “pathic” and “pathicity” have etymological origins in the Greek ver-
bal root path (from which pathos is also derived, as we have noted earlier, and from 
which the semantic use of terms such as “suffering” and “passion” also stem). 
Although the terms “emotion,” “feelings,” and “affectivity” are not extraneous to 
the field of ideas gathered under the canopy of the Greek paschein and pathos and 
of the Latin sentire (and sensus), they are not comparable to these notions. The 
“pathic,” in fact, is the condition of decisive possibility for which are given those 
dimensions such as human emotions, affections, and feelings, strongly imbued with 
lived corporeity, but also with exaggeration and excess, which burst into the exis-
tence in a sudden instant of time. Masullo comes to conceive that the “pathic feel-
ing” is not another way of knowing, but the essence of authentic knowledge, the 
most proper and irreducible one, marked by the latent and irruptive emergence of 
worldly and vital events. Already, von Weizsäcker had warned that the notion of 
pathic is by no means only psychological, but rather it expresses the essence of the 
living, its own way of existing. He further expressed that it does not indicate being 
(the ontic) but, rather, suffering (das Leiden); that is, the jolt of the living into lac-
eration and crisis. In fact, dramatic experiences, such as expectation and surprise, 
danger and threat, will and freedom, decision and limitation, can be traced back to 
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the modality of the pathic (Pathisch). It is the whole world that changes its signifi-
cance if perceived through suffering.

The proper-corporeal area of   the pathic therefore intersects, in a rich and com-
plex way, with Calvi’s concept of Carne [15], with Stanghellini’s concept of shape-
less [16], and with the whole area of pre-reflexivity of the bodily-self explored by 
Parnas and Fuchs [17].

Aldo Masullo—and here lies the centrality of his thought for the Clinic of 
Intersubjectivity—therefore radicalizes subjectivity as sensus sui or as Arci-sensus 
[18]. This is the dimension of the lived experience, or rather of the Italian neologism 
vivenza [19]. Therefore, the sensus sui stands as the original moment and founda-
tion of all inter-feeling and, ultimately, community: if there was not an origin, in the 
foundational rather than in the chronological sense—and this origin is properly 
“me,” my subjectivity—no individual sense would assume such feeling in the world. 
Therefore, the Arci-sense, the Ursinn, comes to constitute that cardinal moment in 
the life of a human; an “untouchable touch” or, in other words, “the original phe-
nomenon with which the very possibility of appearing and without which no other 
phenomenon would be possible” [18]. However, it would be absurd to believe that 
this feeling can be revealed in everyday life because it is, due to its founding and 
original nature, “untouchable,” and indeed “incommunicative.” It is, in fact, in life 
that it manifests itself as living existence with otherness. It is therefore not the task 
of the clinician to guess the deep and archi-sensible essence of being, but to grasp 
the manifestation of the presence in the encounter and in life. It is only as living 
beings that humans can exist, and they do so through the mediation of the body and 
language. Therefore, the appearance of the human in the world is intercorporeal and 
intersubjective: it is in these dimensions that meaning, existing with the other, 
affirms itself. And here the thought of Aldo Masullo recognizes the debt to Ludwig 
Binswanger [18], whom the Italian master mentions several times (in particular, his 
work “Traum und Existenz” [20]). Psychopathological forms, therefore, cannot be 
considered as a withdrawal from the modality of being-with or as a communicative 
closure, but rather as a particular modality of intersubjective and intercorporeal 
existence. Thus, for example, for Binswanger [21], the forms of missing existence 
go beyond coexistence. They go beyond it, but they never ignore it, except in the 
development of the most advanced stages of psychopathology. On the contrary, in 
fact, the task of psychopathology seems to us to recognize the particular and origi-
nal forms of coexistence, or intersubjectivity, which come to the attention of the 
clinician. The task of treatment and the clinical encounter is, as we will see more 
clearly later in the chapter, to lay the foundations for the implementation of a 
renewed and different way of existing with others.

13.3.2  Bruno Callieri: A Life for Psychopathology

Bruno Callieri was born in Rome in 1923. Called to arms while Rome was in the 
hands of the Nazi-fascists, Callieri decided to escape and take refuge in the moun-
tains, near Tivoli, where he met Melania, the woman he had loved all his life. Thanks 
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to his contact with German and Polish Jews on the run who he met in hiding, he 
became familiar with the German language. In 1951, he was thus able to read Karl 
Jaspers directly from German. It was not until 1964 that Jaspers’ General 
Psychopathology was translated into Italian, although it had been translated into 
French by Sartre in 1938 [8]. Callieri’s life thus took the German path, where he met 
all the most influential psychiatrists, which drawing on scientific tools and psycho-
pathological analyses in a way unknown at the time in Italy. Only Danilo Cargnello 
had begun to introduce this immense heritage to Italy, in 1947 [22]. Between 1943 
and 1944, due to the war, Callieri had to interrupt his studies. Returning to Rome at 
the end of the war, he graduated in Medicine in 1948 at the Policlinic Hospital 
“Umberto I.” In 1951, Mario Gozzano, cousin of the poet Guido, became rector of 
the prestigious Institute of Nervous and Mental Diseases, and in the same year 
Callieri specialized in Neuropsychiatry, with a thesis on the use of amphetamines in 
psychosis. He then began his career as an internal medicine doctor at the Clinic of 
Nervous and Mental Diseases. Italian psychiatry, at that time, was de facto a vassal 
of the French and German schools of thought; it had not contributed to the body of 
thought on psychopathological syndromes, as happened in France and Germany. 
The only well-known contribution was represented by Cerletti, regarding electro-
convulsive therapy (ECT). Callieri had no foundation from which to start; he was 
told that deepening the general understanding of phenomenological psychopathol-
ogy was a waste of time.

However, in 1947, Cargnello published Alterità e Alienità, thus introducing 
Binswanger’s thought to Italy [23]. It was therefore in contact with the sick that 
Callieri began his passion for the encounter. Psychiatrists who were gifted intellec-
tually were able to maintain the title of neurologist, and Callieri could have had an 
important neurological career; his training was in physiological/anatomical neurol-
ogy. When he went down to the basement of the clinic, where the patients suffering 
from psychosis were housed, he approached people in fact wrapped in straitjackets 
when they were nothing more than salt statues [24] because they were catatonic. 
The purpose of hospitalization at the time was essentially custodial and not at all 
therapeutic. The Italian psychiatry practice was a freniatria that myopically avoided 
the term psi. Physicians chose to use it in their titles, if at all, in the context of their 
being neuropsychiatrists, to avoid the “shameful” term psychiatrist.

All of Jaspers’ comprehensive psychology and the interpretative psychology of 
psychoanalysis was replaced by a sterile, anatomical approach. However, Callieri, 
rather than run aground in these anatomical shallows, realized and understood the 
importance of a phenomenological approach to psychopathology, to meeting the 
sick, and to the prospects for treatment. Among the few, at that time, in Italy, to deal 
with clinical phenomena—together with Danilo Cargnello and Franco Basaglia—
he therefore began to lay the foundations of what can be considered the Italian 
school of phenomenological psychopathology.

In fact, in 1962, on the occasion of the publication of Psicopatologia oggi, a text 
dedicated to the birthday of Kurt Schneider, Callieri’s mentor and who, in 1961, was 
in direct contact with him, he was the only Italian to be invited to make an Italian 
contribution to this collective text, together with Ey, Kranz (direct pupil of 
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Schneider), Lopez Ibor, Janzarick, Huber Matussek, Muller Suur, Pichot, and 
Weitbrecht [25]. Callieri can therefore be defined as the Italian representative of the 
Heidelberg school and the main exponent of the Italian school of the time. A letter 
from Professor Zutt on May 18, 1965, testifies that “Callieri is among the best and 
most successful psychiatry scholars in his generation.” Although all the other great 
psychopathologists in this text were professors, Callieri would never become one. 
However, he obtained the freedom to teach in Psychiatry in 1954 with a master’s 
lesson on dementia and in the Clinic of Nervous and Mental Diseases in 1956, dis-
cussing a lesson on epilepsy precipitated by thunderstorms. In 1966, moreover, 
Minkowski relied on Callieri for an entire issue of the magazine L’ evolution psychi-
atrique dedicated to Italian psychiatry, with a preface by Ey, counter-preface by 
Gozzano, and contribution also from Basaglia. The text is characterized by a mix of 
medical semeiotics and phenomenological philosophy: this is not only the birth 
certificate of the Italian school of phenomenological psychopathology, but also a 
fundamental point of reference for what would become the reform of Italian psy-
chiatry. The text includes the contributions of Bovi, Confrighi, De Martiis, Cargnello, 
Piro, Priori, Giberti, and Calvi.

Another important contribution by Callieri is Quando vince l’ombra, a text 
from 1982 (first edition) [26]; it is thanks to this text that Di Petta subsequently 
comes into contact with Callieri, becoming his pupil and trusted friend. Within 
this text, three essays are collected: Stato d’animo delirante (Wahstimmung), from 
1962, The Experience of the End of the World (Weltundergangerlebnis), from 
1955, and The Perplexity, from 1977. In truth, it is in these essays that arises the 
foundation of Callieri’s thinking on mental illness, and in particular, on schizo-
phrenia. Twenty years later, in 2002, Arnaldo Ballerini, another leading proponent 
of the Italian school, wrote Patologia di un eremitaggio [27], and with this accom-
plishment, the path of this Italian school, with profound clinical implications, was 
completed. For both Callieri and Ballerini, the heart, the core of the schizophrenic 
disease is not, in fact, the visible and obvious aspects caused by positive and pro-
ductive symptoms. Although madness has always been identified with psychomo-
tor agitation, delusion, and hallucination, for Callieri and Ballerini, madness is 
different: it has to do with the invisible core. This core does not consist of positive 
symptoms, but has a rough face, a point of beginning, the trouble generateur of 
Minkowski, which nestles in silence, in a sort of ontological suspension, in a sort 
of rupture of a coexistence of the subject and the world, a disarticulation of the 
being-in-the-world.

In the Italian panorama, there were therefore very significant crossroads: the 
1980s, when Callieri’s book, Quandovincel’ombra, was published in 1982; and the 
1990s, which were characterized by two important phenomena; namely, the appear-
ance of Blankenburg’s The Loss of Natural Evidence [28], translated by Ballerini, 
and the 1998 paper in the British Journal by Mario Maj, which defines schizophre-
nia as “a label devoid of meaning” [29].

What needs to be done, Callieri seems to admonish, is to learn to observe psy-
chopathologically, to learn to ask questions, to analyze, and to learn to think. It is 
necessary to learn a method of investigation that is psychopathological: this 
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Jaspersian warning refers to the idea that one must not ossify or crystallize internal 
prejudices.

If the transcendental aspect somehow transcends and cannot interest the clinic, 
we use this term in an immediate, practical sense: the spirit does not ail, as Jaspers 
said; it is the passage between “alienity” and otherness that Callieri cared about. 
These existences, however, retain their meaning, and in fact these patients improve 
because there is something that works, there is essentially an extrapsychotic space, 
and it is in this space where the we precedes the I and the you. The patient removed 
from these environments can, however, collapse. This would take us to a change of 
position: drug treatments attack the productive symptoms but cannot address the 
root cause, and the subject will remain as one who wanders among others who do 
not resonate with his emotionality, and therefore become objects to him. In contrast 
to the symptomatic treatments conferred by pharmaceuticals, another would be a 
treatment based on transcendental phenomenology, which with the epoché manages 
to make the world of these subjects transparent. Therapy in a phenomenological 
sense brings out skills that must be found by firmly believing in the fact that they are 
there despite everything. The patient gets stuck in the non-natural evidence; there-
fore, it is necessary to detach oneself from the term of healing, to escape the concept 
of deficit, to break down the conviction that these patients cannot structure a world 
of values. Dis-sociability and idionomy are values that these patients possess.

Bruno Callieri died on February 9, 2012. He and Arnaldo Ballerini represent the 
two pillars of Italian psychiatry of the second half of the twentieth century, but they 
are also those who have established strong contact with European psychiatry out-
side Italy.

There was no European psychiatrist, and not many nonpsychiatric intellectuals, 
who approached Callieri with a cultural background conferring anywhere near the 
whole of his culture. This fact allowed him to immediately put the interlocutor at 
ease because he was convinced that he had not studied the author in vain since 
Callieri approved his choice. Callieri, further, showed him the ways to follow and to 
deepen this choice, showed him how one study could fertilize one experience and 
another one, a different experience [30].

Callieri was a torch providing light for all those who were mentored in his pres-
ence. Psychiatrists, psychologists, philosophers, and patients, more or less young, 
from all parts of the world, rebellious, escapist, irreducible, unable to recognize 
themselves in current clinical practice and in fashionable theoretical models. In this 
European landscape and climate, in which the Dutch school has gradually faded, the 
German school is substantially in great suffering, and the French one is just alive, it 
is the Italian phenomenological psychopathology school that, in spite of developing 
50 years later than the others, is currently in the vanguard.

13.3.2.1  The Lived Experience of the Encounter: Body to Body
What sense is there in—now, here—addressing the theme of the encounter and of 
the clinical manifestations of psychopathological states? What sense is there, in 
today’s world, where superficialization, speeding up, technification, and procedur-
alization (guidelines and protocols), seem to have reached the maximum degree of 
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consensus among the operators, even to the idolatry of those who perceive them as 
an excellent defensive shield?

The crucial punctum dolens of the encounter with psychopathological states in 
the clinical setting is due to the fact that both the diagnosis and the therapy, as well 
as the continuation of the therapeutic relationship between the clinician and the 
patient, depend precisely on the “data” collected and gathered during the meeting, 
and nothing else. That is to say, in other words, that everything depends on the 
encounter. Sometimes, everything depends on a single encounter, as in acute clini-
cal situations. The encounter between two human beings, one of whom by conven-
tion is called patient and the other clinician, is, however, a sum of exceptions and 
unpredictability, which occurs against the background of a common way of interact-
ing. I would like to try, here, starting from some acute clinical situations, to describe 
this common text as the “living flesh” of the encounter. The encounter “with bare 
hands,” or hand-to-hand. That is, an encounter that does not include other means, 
except that of characterizing a differential diagnosis in the “organic” sense, and that, 
in fact, in its procedural structure, is a mixture of “atmospheric” and “eidetic” ele-
ments [31]. By atmospheric elements, we mean, here, exquisitely “aesthetic” 
aspects, which can be grasped with a metaphorical extension of the senses; namely, 
the “gustatory,” the “tactile,” and the “olfactory.” The atmosphere generated by two 
human beings who meet, and by the context in which they meet, is something that 
“is felt,” or that “touches,” or that comes “to the skin,” or is something that you 
“smell,” or something that you “taste” or “feel.” When we use these “sensory” 
expressions, it must be made clear that they refer only nominally to specific path-
ways of senses. In other words, smelling, touching, tasting an atmosphere have 
nothing to do with the neuronal chains that start from the olfactory mucous mem-
branes, or from the taste buds, or from the Pacini corpuscles in the layers of the 
epidermis and dermis, but, nevertheless, they represent immediate perspectives that 
give a very powerful knowledge (“immediate data of knowledge”). These cognitive 
modalities can be traced back to a “pathic feeling,” which has its roots in our lived 
body, in the body-that-we-are, or in that vibrated and participatory extension of our 
being that maintains a continuous sympathetic relationship with the world.

But, returning to the encounter, who do we really meet when we meet someone? 
Are we sure we meet the patient in flesh and blood? In other words, who are the 
subjects of the encounter? Does the meeting take place between the two physical 
persons or rather between two side figures, transposed, who are completed as the 
meeting proceeds? We would like to try to propose here this representation not as 
the co-localization with the physical person in front of us, as an entity occupying 
space, and instead the dislocation, with respect to the physical space occupied by 
the body of the other, of the lived body of the other, and of ours. The same lived 
body, which fills the sphere of emptiness that apparently (visibly) is inside the set-
ting of the encounter. While our bodies take a proxemic position toward each other 
and away, these same bodies have already established contact. They are the ones 
who regulate the distance, they are the ones who regulate the level of interaction. It 
is from their interaction that first-hand information comes. All this happens on a 
level that precedes language, thought, and reflection. Semiotics, as a science of 
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signs, induces us to meet what the body produces outside itself; the significant 
signs. Clinical phenomenology gives us the theoretical foundations to understand 
all this, to discern a reason for it, to represent that our living body, extension of our 
“mind,” makes us meet another lived body, or the body that the patient is, his living 
body, through resonance and vibration and the involvement of our own living body. 
The advantage of the body-that-I-am is that it sinks and moves into an unsaturated, 
preverbal, pre-thematic horizon that is attuned to the world-of-life, and therefore 
draws essential, incontrovertible information from this dimension, which has to do 
with the rooting of the person in his own world-of-life, unmasking his truth. The 
operator therefore realizes a knowledge of the other on a human basis, and then 
becomes aware of it; that is to say, he removes himself from the whim of dislike, 
attraction, or repulsion, through a practice of awareness.

It’s a January night, January 11 to be exact. There are 12 patients on the ward. My shift has 
just begun. As usual, I arrived early, and I saw the comings and goings of the nurses asking 
the colleague on duty to “meet” the patients, or, better, they made themselves carriers of the 
patients’ desire to “meet” the doctor on duty. It is always an event when an acute hospital-
ized patient asks to see the doctor. Disgust is not just a basic emotion expressed by the 
patient with the cervicofacial grimace. He is disgusting in his whole being, with a sebor-
rheic patina on the galea capitis, with his lopsided attitude, with his physical neglect, he 
gives the very idea of   a wreck, of a consumed man, who fails to hold himself up in his stand-
ing. During his “fits of possession”, the patient screams. Screams of damnation. During the 
night, he wanders the ward, not responding to drugs, terrorizing the other patients and 
nurses, with his eyeballs protruding from their hollowed sockets. He is too hyper-expressive 
a patient to be a chronic delusional patient; he is a sort of icon of the always-madman. Now 
this man claims to be possessed by a demon I named Lucifer. Is it a delusion? According to 
the superficialization of the DSM 5, since it is an obviously erroneous belief, yes. The fact 
is, this “symptom” does not respond to antipsychotic drugs. How should we view this non- 
response to both first- and second-generation antipsychotic drugs? As a non-responding 
example of the subject or his pathology? Or, rather, as an indicator of the fact that we are 
not facing a delusion? It is only by assuming the existence, or rather the embodied materi-
alization, of this living body, that we can understand this story of “feeling by skin”, of 
“having an ear”, of “having an eye”. That is, to notice the texture, color, warmth, thickness, 
rigidity, angularity, roundness, or softness of certain experiences. (Gilberto Di Petta)

Here, the foundations are laid for a clinic of the invisible, which strongly puts the 
clinic of standardized procedures in check. In fact, I am dealing with the encounter 
between two bodies-that-we-are who obviously feel each other, but which are not 
seen or physically touched. Nevertheless, those two lived bodies can be seen and 
touched on another level of sensitivity. Can a clinic of the invisible be compatible 
with the items of a rating scale or a psychodiagnostic test? This is a challenging 
question. However, it concerns more a research project and the attempt to “objec-
tify” or “validate” the elements, rather than the experience of the encounter. In real-
ity, beyond a crystallization or trapping of the data resulting from a clinical 
encounter, I would like to dwell again on the encounter in flesh and blood, the one 
experienced at the bedside, or in the emergency room, or at home, or even in an 
office or clinic. That is, on the “ground zero” encounter, made up of living, feeling, 
painful, hopeful, loving, anguished, hallucinating, delusional flesh. In all those 
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situations, the clinician must, in a reasonable time for a meeting, get out information 
and, more importantly, structure an interaction with the patient. In doing so, it is 
crucial to become familiar with these peculiar ways of vital contact with the other. 
It will be the task of a qualitative research approach, then, to develop an interview 
device capable of crystallizing these elements, which are in themselves elusive and 
invisible. This is exactly what Mauro Pallagrosi and his colleagues have defined in 
their ACSE project (Assessing Clinician’s Subjective Experience) [32, 33].

It’s almost two in the morning now. I returned from the ER. It’s cold, the wind is cold. There 
was a man in cardiac arrest, in code red. The silence was deadly. The resuscitation team 
was around him. A colleague performed heart massage relentlessly. In code yellow, how-
ever, our patient was waiting for us. A lonely man, devoured by anguish: “Doctor I live 
alone. I have got no one. I woke up suddenly, I looked out on the balcony, I saw all the lights 
of the houses turned off. I felt the urge to get down. Tonight does not pass. My anguish has 
risen. I don’t know how I did it, I called 911. I didn’t have anyone who could give me a 
calming shot. My heart is beating. My heart bursts. It seems to me that it stops at any 
moment, so much so that it pulsates. Don’t let me go. Keep me here tonight.” I think, at that 
moment, of the man who is dying in the next room. Or rather, the man who died, whose heart 
stopped, who they are trying to bring back to life. Which heart is it? Evidently, as clinicians, 
my colleague and I are dealing with two hearts of verses. He of the suction and pressing 
muscle-pump, I of the “lived heart”. The anguish of this man, for example, hits me. I feel a 
sense of agitation the closer I get to him, while I contemplated, coldly, the scene of the 
resuscitation from death, as if it didn’t concern me anymore. On the other hand, this living 
man in front of me anguishes me. He speaks in a tremulous voice, his whole body is trem-
bling. But it is another body, this one here, opposite that of the man who is dying. This is a 
lived body. That is a dying body, upon which life is suspended. This, here, is a lived body, 
steeped in anguish, like a sponge of water. Evidently his heart is not in his chest; this heart 
is in friction with the world. This heart is the pulse of his existence. It is the embodiment of 
his existence in the world. His heart engages mine in this panic fibrillation. It brings me 
back to my loneliness, to my fear of dying alone, to my anguish of having come into the 
world. The anguish I feel is physical. A real, vital distress nebulises between us. We walk, in 
silence, towards the ward. From there the resuscitation continues. My colleagues are collid-
ing with his physical body. I could not even report my patient’s cardiac trace, because the 
cardiologist is busy trying to save the other’s life. My patient came with a cloth bag already. 
I think, to myself, that he has come home. That we both, tonight, are returning to a bed that 
tends to us and to a house where there is someone. As we leave, we take a final look at the 
resuscitation scene, but my patient is indifferent to the world, he is occupied only by his 
heart—and I, from “our heart”. (Gilberto Di Petta)

13.3.2.2  Understanding the Ineffable Failure of the Encounter
The psychopathological method attempts to propose an understanding of mental 
illness that is not based solely on the objectivity of reified data. For those reasons, it 
seems useful to recall to attention some contributions, many from classical psycho-
pathology, others from contemporary researchers who have investigated these 
aspects of the pathic interaction between the clinician and the patient, which have 
much importance in the understanding of an experience like that of the schizophrenic.

Let’s go back to the starting point: “how does a psychiatrist make a diagnosis of 
schizophrenia”? It is interesting to note how, before the decisive work of authors 
such as Griesinger and Kraepelin, what is now considered an “organic” disease, was 
in no way traced back to the corporeality of human existence. In contrast to neurotic 
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or melancholic conditions (neurosis = disease of the nerves; melancholy = disease 
of excess black bile), believed to have corporeal correlates, “madness” had no ref-
erence to the body, thus escaping every reference to the naturalness of the human 
being. In fact, the etymology of the term “madness” referred to an aerial condition, 
follis (balloon or pillow filled with air), a condition of detachment from the bodily 
mediation between the person, the other, and the world. Madness was a spiritual, 
diabolical condition, in any case considered alien to the pathic foundation of human 
experience. This alienation, in fact, denied all humanity to the person suffering from 
this condition, justifying the exclusion and confinement of the insane in places of 
abandonment, violence, and oppression, between criminals and vagabonds.

The world had to wait for Philippe Pinel for the affirmation of madness as a clini-
cal condition: the clinician had to take an interest in the mad not only for hygienic- 
sanitary problems, but also for the treatment of this disease [2]. Having developed 
his own conception of insanity during the French Revolution, Pinel assured the 
insane of inalienable human rights that resulted in their liberation not only from the 
physical chains of the prisons in which they actually lived, but also from the ideo-
logical ones, that had caged them in a condition that was a nonhumane and noncor-
poreal one, which had nothing done but nourished the disease itself, until it had 
effectively become against the limits of the humanity.

Lollo is welcomed into our service accompanied by his father, sent by the attending phy-
sician, who recognized the clinical urgency, given the protracted and worsening clinical 
and psychopathological picture characterized by severe depressive syndrome, social iso-
lation, and poor academic performance. It was decided to start a program of psychodi-
agnostic evaluation and multidisciplinary treatment within the “ArgentoVivo” clinic, 
made up of a team that deals with first psychopathological episodes in adolescents and 
young adults. At a first visit with the psychiatrist and subsequent psychometric and labo-
ratory test evaluations, the patient showed a clinical picture characterized by difficulty in 
sleeping, depressed mood, loss of concentration, reduced pleasure and involvement in 
activities, including social activities and relationships, as well as a subjective sensation 
of being observed, of hearing and feeling things around him, ideas of reference, and a 
certain strangeness in thought and speech. The father with whom L. lives in his home 
together with his older sister also reported that L. would have a suspicious attitude 
towards his family, and with him in particular, as well as a tendency to argue more easily 
and spend more time on his own. The checklist for the assessment of psychotic onset 
showed a high score of 50 points.

L. then attended further encounters with psychiatrists for a longitudinal observation of 
his psychopathological picture. The mother was of Cuban origin and had two children with 
L.’s father, she separated from him, and then had two further relationships from which three 
other children were born. L. dropped out of school after having repeated an artistic high 
school for two consecutive years and then enrolled in the second year of a professional 
institute, from which he withdrew a few months before the beginning of the school year. The 
previous psychopathological history also revealed a specific learning disorder, with dys-
lexia, dysgraphia, and dyscalculia, which confirmed the onset of specific learning psycho-
pathology (SLD) in childhood.

In this particular environment, a progressive “transformation of the surrounding 
world” would be expected to have arisen, with an increasingly threatening and persecu-
tory atmosphere. The pre-delusional mood, with a strong distressing connotation, 
appeared compatible with an onset of psychotic schizophreniform disorder, with a preva-
lent syndrome characterized by anhedonia and depressive symptoms, as well as the pres-
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ence of basic cognitive-perceptive symptoms, including inability to divide attention, 
interference of emotionally neutral thoughts, crowding or pressure of thoughts and flight 
of ideas, blockage of thoughts, receptive disturbance of visual and acoustic language, 
expressive language disorder, tendency towards self-referentiality, and tendency to fix 
attention on perceptual details. This picture, on the basis of the evaluation and clinical 
interviews, as confirmed both by the reported subjective experiences and by the objective 
findings of the psychological examination by the psychiatrist, indicated a prodromal 
phase of a schizophreniform onset with anticipated increasing symptomatological prog-
ress with the need for immediate intervention for prognostic purposes. The FBF scale 
was used to analyze the subjective experience of the patient in the first person. The result-
ing score was 85/98, with particular elevation of the scores regarding the loss of automa-
tisms, anhedonia, anxiety, and expressive and receptive language abnormalities, as well 
as thinking and memory abnormalities. These elements were confirmed by the schizo-
phrenia proneness instrument (SPI-CY), which was compiled during subsequent clinical 
audits with the psychiatrist [34].

In the delusional perception that L. experiences, especially at school in the classroom 
but also in the videos that he himself makes on his smartphone to immortalize what is hap-
pening to him, there is not only a conglomerate of data or sensory stimuli, but also the 
encounter with a reality “observed” with other eyes and lived intuitively, since it is a trans-
formation of the Self-world relationship in its totality. The sensations take on new qualita-
tive characteristics, in the form of a sudden, immediate, unforeseen mass, coming from afar, 
urgent, directed exclusively and personally. L. also dreams of a lighthouse that follows him 
and illuminates him as if he were at the center of a stage from which he cannot move, in the 
greyness that surrounds him. Alcohol and cannabis are the only elements that in some way 
are used in a recreational manner as a “sedative anti-anxiety binge”. Even these, however, 
are no longer able to appease the sense of revelation that pervades the days “out of com-
mon sense” that L. relives without continuity between day and night, between the state of 
wakefulness; sleep and dream states that intersect with the high caused by cannabis that 
interpolates itself. L. began his existential journey with obvious failures in the possibility of 
a “basic trust” in early childhood, school failures, and reported experiences of being bul-
lied as well as a sense of being “off-axis”. (Danilo Tittarelli)

The world becomes i-ico, with an Italian neologism invented by Prof. Bruno 
Callieri to describe this transfer of the ego that makes the world become persecutory 
[26]. Huber raises the question of what precedes the symptoms, the sort of experi-
ences that are basic phenomena, cenesthetic sensations referring to the construction 
of subjectivity and of presence, which are embryonic moments in this ontological 
deficiency, of the structure of the subject, which is in some way insufficient to make 
him find the key to the world of the relationship with the other. These are phenom-
ena that could remain dormant. Life itself, however, makes them problematic in the 
sense that the German authors have of the term, the Lebenskrise, which is not neces-
sarily exogenous events, such as war or great dramas, but also personal situations 
that one encounters in living. The question of psychosis arises precisely when the 
subject must somehow deal with the other, and with the world: an ontological inad-
equacy and an aspect of defensive ontic construction can occur as extreme flourish-
ing, which conceals the core of inadequacy.

From an anthropo-analytic perspective, what is identified in the clinic as the 
beginning of psychosis (in our case the experience of centrality) in reality does not 
constitute a beginning at all, but rather the result of a long and systematic path char-
acterized by a gradual and more or less intense failure of the process of affirmation 
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of the self toward the world, as the point of arrival of a more or less radical process 
of disorientation, and of absorption of the Self by the world.

In the beginning, there is therefore a transition stage of perplexity that remains 
so, and in this case the cure represents the thread that Ariann gives to Theseus in the 
labyrinth: immersed in the experience of the dream, there is only the actor-acting 
subject. It is with the awakening that the subject gains the awareness and ownership 
of being, or, rather, of having been the actor-protagonist of a dream, a character in a 
direction written elsewhere. This, then, is exactly the a priori structure of the dream: 
pre-reflective rather than conscientious. It is, in some ways, an experience analo-
gous to delusion. These pre-reflexive devices function (badly) even in delusion, so 
much so that the delusional person has no reason to doubt the reality of his own 
delusion. The difference with delusion here is restored via recovery of the waking 
state. The delusional patient is able to establish that he has dreamed, that he has only 
dreamed, while he is unable to understand that he is delusional. From this point of 
view, phenomenological reflection on the ontological status of the dream can 
enlighten us on the constitution of reality and on the constitution of delusion, in the 
sense that not only the dream, but also reality and delusion are not exclusively the 
result of the activity of conscious reflection. It is in this “game” between reality, 
dream, and delusion wherein exists the possibility of leaving the canonical setting 
of the clinic, and of facing this moment of anguished suspension with L., accompa-
nying him side by side on a path of possible co-constitution of another world.

Clinical experience with patients who live the experience of centrality in the 
phase of a nascent psychosis shows us that in some cases the subjects live in a space 
that is actually so small, narrow, and adverse that they are under the banner of the 
most painful receptivity and passivity. If this is true, it is also true that in other cases 
we still witness some possibility of “movement” on the part of the subject, testi-
mony of a fundamental residual capacity to unfold in this space, orienting itself in 
it. At the very moment in which a subject is no longer able to decentralize himself 
from the position of the center of the world, a possibility typical of natural experi-
ence, “his perspective changes overwhelmingly; he is no longer able to meet others 
and things; he has the feeling that others and things are there for him, falling into an 
overflow situation: everything is too full; perceptions, sensations, feelings, the 
world of things … there is no more space for chance, there is no longer any neutral 
background in which people can move, but there is the anguished sensation of a 
world that speaks a single language: the physiognomic acquires a particular impor-
tance with constant fearful or persecutory declination and delusional themes high-
lighted with ever greater clarity” [4].

In one of the meetings, L. tells of having dreamed of a lighthouse: the referring nurse pro-
poses to take a walk with the psychiatrist and the patient near the lighthouse, located in a 
suggestive place in the city. In this circumstance L. seems almost amazed that some people, 
and in this case, the health workers, could share a similar moment. The fire of anxiety still 
makes him a candidate for treatment despite the fact that we need to deal with his dis- 
sociability on the one hand (detachment from immediate and intuitive participation in evi-
dence of the shared sense, pillar of shared sociality), and on the other with its idionomy 
(constitution of a personal context of idiosyncratic reference, articulate in an elusive, 
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 enigmatic and paradoxical logic). The nascent psychoses are the most viable from a treat-
ment point of view.

L. reports that he wants to continue along the path of care undertaken. He has resumed 
contact with friends and attention to some peers, and we are trying to respond to his desire 
to go back to school, in collaboration with the school. He reported having made use of can-
nabis on two occasions for recreational purposes; however, reporting an unpleasant effect 
and adequately critiquing that fact, he acknowledged the worsening of his overall psycho-
physical balance. He is “rewriting” his own history and his own “crazy experience”, com-
posing the lines of numerous songs, rediscovering his passion for rap and trap. He comes 
to the clinic twice a week. Together, we listen to his new beat, accompanying him in this 
renewed flow. (Danilo Tittarelli)

The trip to the lighthouse represents an effective “gimmick” of the nurse imme-
diately caught by the doctor, to facilitate the start of psychotherapy. In 1935, 
Binswanger emphasized that psychotherapy acts as a “being-human-with another 
human” and “being-doctor.” They are among themselves in a relationship of “dia-
lectical reciprocity.” This allows an existential communication fruit of trust that is 
capable of freeing and directing biological–psychological forces, indicating as a 
decisive factor an uninterrupted mutual communicative contact, a “being together.”

The “trick” is the first condition of every psychotherapy and of every medical art, 
as indeed of every art in general; a “gimmick” is “artistic” and not amateurish when 
it derives from a rigorous, artistic, and scientific style, all at the same time. This has 
become normative for the personality of the doctor and, I would almost say, embod-
ied in it [35].

When a psychotic breakdown occurs, the Self loses the ability to transform the 
past into a narrative, both because the schizophrenic mind loses the possibility of 
historicizing and therefore of integrating its mental representations and because the 
fracture becomes intolerably painful. Regarding the relationship that one has had 
with the past, this makes that relationship feel as if it were forever lost.

The onset of schizophrenia almost always occurs in adolescence, when some-
thing crucial prevents the transition from childhood to adulthood. Unlike what hap-
pens in other psychoses, schizophrenic almost always experience apocalyptic 
moments, preceded by an atmosphere that springs from delusion and experiences of 
perplexity, which change the life of the subject forever and can transform others into 
potential enemies. Because, inexplicably, they participate in, and indeed, they flaunt 
indifference, the subject experiences a threat that threatens to annihilate him in this 
descent into hell. From this point of view, in this gradient of becoming schizo-
phrenic, with L., it was possible in some way to intervene early, by not being indif-
ferent to his request for help (help seeking). The potential for empathic tuning 
offered by the sensitivity of the phenomenological method to subjective experience 
is particularly important in the construction of the therapeutic alliance in those with 
“at-risk mental states” that lead to profound experiences of alienation and inter- 
human alienation.

“What does psychopathology want?” asks Minkowski in his famous Treatise [9]. 
The obvious answer would be that it “studies the morbid manifestations,” and in this 
sense it would belong to psychology and like pathology to physiology. However, 
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Minkowski’s intent is to remove psychopathology from the role of “younger sister” 
and therefore from pathological deviance, and to instead move toward a definition 
of autonomy in a phenomenological and structural sense, in other words, toward a 
anthropologic psychopathology. Bringing the emphasis of caring back to the per-
son, this view indicates that care is not declined as a simple aseptic technique but as 
an expression of an original intentionality based on the original “I-you” relation-
ship. The relationship with the patient appears in this paradigm to be no longer 
centered on psychic functions and not even on structures, but on the concept of 
environment, atmosphere, and resonances (Stimmungen).

One aspect of psychiatry on which the phenomenologically oriented vision is 
directed is the encounter between doctor and patient. In it, psychiatric knowledge/
doing is itself embodied, with its eidos as it appears and as it is constituted. Since 
psychiatry, in the past the subject of in-depth epistemological reflection, is currently 
conditioned by a neurologizing medical-positivist prejudice, this discourse is of the 
utmost interest. The neo-positivistic prejudice starts from the scientist’s assumption 
of the radical and self-validating objectivity of the object, which in the case of psy-
chiatry would be mental illnesses. The clinician’s task in this view would consist of 
observation of the entities of nature with a neutral eye and description of how the 
various aspects of these entities, in a spontaneous and natural way, manifest them-
selves in the sick. That is, the clinician’s task is to describe the symptoms that are 
present, cataloging them according to equally presumed natural categories of psy-
chic faculties (attention, memory, sensory perception, mood, etc.). Psychopathology 
in this perspective would reveal itself as a kind of generalizing extrapolation of 
semeiology. Actually, the encounter between two human beings, who we describe, 
by convention, as a patient and a psychiatrist, is affected by all the complexity of 
their human nature, by the intertwining of their subjectivities and their stories. The 
encounter, of course, also constitutes a means of obtaining useful information for 
diagnosis and treatment. In this sense, we make Cargnello’s intuition our own [23], 
according to which in the psychiatric interview one continually oscillates between 
“having something in front” (objectifying attitude) and “being-with someone” (sub-
jectifying attitude). Despite check lists and rating scales, although structured inter-
views and psycho-diagnostic tests are more or less validated, nothing can replace, in 
the absence of instrumental and/or laboratory examinations, the contact between 
two human beings, the climate of the relationship that is established between them, 
the degree of mutual confidence, the sensitivity with which the interlocutor asks 
open questions and, alternately, manages to tighten on critical issues. All this derives 
from the psychiatrist as well as from experience and guided learning, from the 
development of an aesthetic sensitivity that is also nourished by a certain culture 
inherent in human history and events, outside of which the clinical data lose their 
significance.

When, at the end of the nineteenth century, modernity had already shown its 
technological value and some aesthetes such as Ruskin and Pater had denounced 
the incipient crisis of the sensitive relationship with the world, the notion of 
Einfuhlung, which translates quite closely to the Flaubert term entrer, as well as 
the term intropatia proposed by Paci, became a relevant one. This term has, 

G. Di Petta et al.



221

however, been supplanted by the term empathy, with all the misunderstandings 
that it brings, starting from the confusion with sympathy. The concept of empathy 
is one that everyone would like to possess, and that everyone uses with the most 
diverse intentions to conquer it. We think that bodily action, as enunciated by 
Husserl, and the consequent notion of mimetic praxis can help to define empathy, 
so that we can say “understanding by empathy means constituting intersubjectiv-
ity by operating in oneself the imperceptible mimesis of the other.” Furthermore, 
intersubjectivity exists not only between people, but also in our relationship with 
things [36].

According to Calvi, in   his latest work [37], which contains many of his contribu-
tions and his “phenomenological exercises,” intersubjectivity has an aesthetic foun-
dation. It is the state of bodily co-feeling, in which feeling itself can be “Eidetic 
vision or mimesis,” in an intentional movement that welcomes within itself the vol-
untary and the involuntary, the aware and the unaware.

13.4  Intersubjectivity and Therapy

What can psychopathology tell us in this regard? According to our perspective, it is 
in the intersubjective space of the therapeutic relationship that the patient’s experi-
ence can not only reveal itself, but can also acquire the possibility of an experience 
that is not only psychopathological. At this point, we should emphasize that the 
encounter should be the inescapable focus of the cure. Orienting the treatment in a 
phenomenological direction means re-establishing it on the basic assumption that it 
is possible only in the encounter between two or more subjects, in the possibility of 
creating an experience that is not psychopathological.

It was, in fact, starting from this assumption that Franco Basaglia, in Italy, in the 
1960s and 1970s, initiated a radical transformation of public psychiatric practice 
[38]. In fact, starting from the degrading situation of the Italian asylums, which, 
evidently, were more similar to concentration and detention camps than to places 
of clinical assistance, he saw the debasement of the bodies exiled in asylums. He 
saw the patients as prisoners in inhuman conditions, and the psychiatric clinic as a 
garrison of concealment of those who are different, and of the leavening of suffer-
ing. Basaglia, himself detained in fascist prisons, had the courage to affirm, like 
Ludwig Binswanger, one of his mentors, an obvious fact. The condition of social 
exclusion and hygienic-sanitary degradation is anything but curative; it is itself 
part of the problem. It acts both as a factor that aggravates the pathology itself 
(contributing to the continuous dehumanization of the patient) and as a direct 
expression of a distorted society; a society that produced both the disease and the 
places to hide it (thus eliminating from view the distortions, gaps, and failures of a 
dysfunctional social system). Mental illness, therefore, was largely considered an 
institutional illness, in the sense of its being both a pathology that exploded in such 
inhuman places of alienation, and a disorder that emerged from the fabric of famil-
ial, political, and economic relationships. In other words, a disorder that emerged 
from all that is instituted as an inter-human relationship. The closure of the 
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asylums, with the consequent release of the madmen who were ejected from them, 
is associated with a still-fragile territorial psychiatry. This movement wanted to be 
something akin to the storming of the Bastille; the first act of liberation of a future 
social and political revolution. However, once the enormous clinical importance of 
the closure of asylums had been affirmed without a shadow of doubt, the point was 
precisely that, rather than continuing on the clinical path of encounter and treat-
ment, the heirs of Franco Basaglia, who died prematurely only 2 years after the 
approval of the reform he inspired, followed a sociopolitical path: they believed 
that now—once the madmen were freed—the social structure that looked at mad-
men as such had to be changed at the root. This project has obviously been incon-
sistent. Just as the storming of the Bastille resulted in the Terror and the guillotines, 
and finally in the Napoleonic Empire, so the closure of the asylums—once 
Basaglia’s strict foundational ideas of encounter and care were lost—left, in a few 
years, space for a biological and reductionist restoration, on the one hand, and for 
“mental health” approach, based on services and needs, on the other. In both cases, 
the subjective experience of the patient is placed in the margins. The path of the 
Basaglia reform and subsequent approaches agrees on one thing: the unspeakable 
experience of inhumanity and suffering of the alienated in the asylums. In both 
cases, the question of suffering and the pathic, sensitive, and bodily pulsation has 
been exorcised as a neurobiological-cerebral deficit or as a social–political artifact. 
In no case was the emergence of psychopathology traced back to that background 
that we have defined as “pathic,” “intersubjective,” or “intercorporeal.” It is only 
from this background—as Husserl taught us in his “Logical Research” [39]—that 
a sentient ego can assert himself as such and live this experience. We have thus 
witnessed the restoration of a psychiatry that is once again inhumane and dehu-
manizing. The Italian experience, more than 40 years after Law 180, but only a few 
decades after the definitive closure of the asylums and the disappearance of the 
human residues that were still exiled there, has shown the inconsistency of a model 
based on pharmacological dispensation, on the provision of services, and on the 
development of psychotherapeutic techniques that are often redundant and deaf to 
the patient’s suffering. There, in fact, the encounter—understood as an openness to 
understanding the sufferings of that subject who manifests the psychopathological 
experience and as the therapist’s transparency with respect to his own human expe-
riences that emerged in that encounter—is relegated to a romantic surplus and 
useless to a science considered “neuro-clinical.” Where the encounter has been 
relegated to such a place, a cure for these experiences remains impossible. The path 
is inevitably that of a chronic disease: mental illness is understood as a sort of 
emotional hypertension or cognitive malfunction, to be modulated pharmacologi-
cally, with specific psychotherapeutic techniques, or with the provision of specific 
services to users. The psychiatrist, once again, is a clinical specter, unable to live 
his own experiences in clinical daily life. To all this, on the basis of Basaglia’s 
thought and of what has been said previously, we have tried here to oppose a psy-
chiatry as the science of encounter, of listening to what emerges from the space in 
which such an encounter takes place and of the freedom of possibility that every 
human being, as such, has within himself.
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13.4.1  Being-Between: The Human as an Unexpected Encounter 
and Event

The aesthetic perception of clinical atmospheres and the grasping of shapes or sus-
pended worlds do not represent a mere act of aestheticization of the clinic itself 
[40]. This phenomenological psychopathology has a great evocative power: in this 
sense, sensation-related and aesthetic. That is, it is a psychopathology that uses the 
channels of aesthetics and that shuns and in a certain way repels the prevailing natu-
ralisms, empiricisms, pragmatisms, and reductionist positivisms. The intersubjec-
tively lived clinical experience and the aesthetic experience have in essence a 
common denominator represented by the pathic. If an atmospheric element cannot 
be objectified (neither in an explanatory nor in a descriptive-phenomenological 
sense) from a Jaspersian perspective, it is nevertheless qualifiable, wherein it is 
perceived and suffered as a medium of intersubjectivity.

There is, probably, a primary atmospheric dimension, a feeling that is immedi-
ately perceptible, with respect to certain aspects of an encounter. Just as there is a 
first eidetic level, that of detail, anyone is able to grasp this atmospheric feeling. All 
of this coincides with what is commonly known as intuition or insight. This first 
level, or survival level, is ontic, accessible to all, characterized by psychological 
values. It is not so much anthropological; that is, it does not refer to the structure of 
the human being as being-in-the-world. The atmospheric feeling of the first level 
also has a mildly depersonalizing action, that is, it favors the epochè; it transports 
the subject out of the worldliness of origin. At this point, the prepared subject begins 
to grasp the details that allow him to structure the world in which he finds himself 
and to remember the world from which he comes. If the atmosphere of an event has 
turned out particularly well, it leaves a trace in the consciousness, like a dream. 
Then, the next day, we need to get in touch with whoever was there that evening, or 
that time, and share the memory of that event, whether “hot” or “cold,” with another 
person. After that, for both dimensions, atmospheric and eidetic, the ontological 
leap is necessary. That is, the detachment from the world of worldliness to enter into 
contact with the world-of-life. This is a transcendental dimension, in which both the 
atmosphere and the eidetic image meet forms of constitution. That is, they must be 
constituted. This second level is accessible to phenomenological work, and is the 
only one that allows the work of re-founding otherness and intersubjectivity.

Feeling the cold is an intentional experience, but within this experience the we is 
already outside of us: what we do is observe our self emerging inside the cold itself. 
Even the structure of this “to come out,” even before emerging in a “thing” like the 
cold wind exists thanks to its presentation within the self of others. This is not an 
intentional relationship, but aidagara or “interface.” To discover the ego in the sen-
sation of cold and originally the ki intended as aidagara [41].

One of the best explanations of aidagara or inter-being is that a human cannot 
be considered as a single individual, but as a relational being within a network of 
relationships in which the other actors are the other humans, nature, and the society 
to which he belongs. A human is therefore within the daily “hand to hand” relation-
ship that takes place between human beings [42].
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This discourse is evident in encounters in the clinic. The unexpected is disturbing 
in that it escapes perceptive intentionality and its usual office of constitution of real-
ity. On the contrary, it shows, even without pushing into the well-known pathologi-
cal excesses, the occult intentionality of an anonymous power (“the hidden”). In the 
context of a lived experience that has become solipsistic, however, it shows a mere 
fictional surface—as when one discovers that a face is only a mask, covered with 
indecipherable signals and for this very reason invariably “felt” as addressed to the 
perceiver [43]. A successful encounter, on the other hand, is one that ensures inter-
subjectivity. The Real, to which the Lacanian psychoanalytic conceptualization also 
refers [44], is what happens. It is the event, the openness, the opening of experience 
and meaning, the “it is what was not expected” and that is impossible to wait for. It 
is, therefore, neither possible, nor impossible, neither imaginable nor properly 
unimaginable; in a word, it is a figure of the trans-possible. In the inseparable ten-
sion of the ici en deux lies what Maldiney defines as trans-passability [45]. Trans- 
passability rediscovers the original relationship we have with the world and with 
others, a relationship that, once rediscovered, only enriches us, as if to make us 
reborn again. We ultimately believe that this is the cure.

The Eastern philosopher Watsuji Tetsuro, in his The Meaning of Ethics as a 
Study of the Human Being [41], uses the Japanese term Ningen in three declinations: 
human being understood as a single individual; human being socially involved in a 
vast network of social relationships; and, finally, as a synonym for the “space” exist-
ing between human beings where relationships unfold. Being-in-the-world means 
being fully in a space–time dimension, as in care (Sorge), “being-for,” “being- 
between,” aidagara, and as a daily “body to body” relationship.

An existential understanding of the human being cannot be reached solely 
through the “transcendence” that structures the element of time. Transcendence 
must be transcendent first of all in the sense of the discovery of the self through the 
other, and then of the return to absolute negation through the unity of the self and 
the other. The realm of transcendence must therefore be the “interface” (aidagara) 
between individual and individual. In other words, the aidagara is that sphere in 
which we discover the self and the other, and must be in and of itself, originally, the 
scope of this “go outside” or ex-sistere [41].

Watsuji distinguishes two modes of embodied beings: we are hybrid entities that 
host, simultaneously, both subjective and objective dimensions. To use orthodox 
phenomenological language, Watsuji distinguishes two modes of embodiment: first, 
the body from an internal perspective, or the body as a subject; second, the body 
from the perspective of an outside observer, or the body as an object. For Watsuji, 
this hybrid nature of our “flesh” reflects our dialectical nature of being-between 
(being-in-between-ness) [15, 46].

We exist as a “subjective spatiality” perpetually intermediate between pure sub-
jectivity and objectivity [47]. This embodied perspective derives from Watsuji’s first 
critique of Heidegger. Despite his initial enthusiasm for Being and Time, Watsuji 
was one of the first commentators to offer substantial criticism of Heidegger’s myo-
pia for embodiment. He argues that Heidegger’s excessive concentration on the tem-
poral nature of Dasein leads him to overlook the essential role that spatiality plays 
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in constituting the structure of Dasein, which means that Heidegger ultimately has 
little to say about either embodiment or intersubjectivity.

13.4.2  The Pathic Way to Care: The We-ness-in-Loving

Can a way of looking, of being-with, a “simple” way a human meets himself with 
another human, in a room and through a Stimmung choral, configure a possible 
cure? We have elsewhere argued not only its actual feasibility, but we have valued 
and exalted its great transformative and therapeutic potential, for which phenom-
enology itself becomes therapy, or in other words: intuition is understanding, and 
to understand is to care, to meet authentically, existence to existence; to under-
stand is to change. Studies and reflections on “new” psychotherapies, studies on 
communication, authenticity, mutual implication, and intimacy, move in this 
direction, in particular the Dasein-Group Analysis, a group device of a phenom-
enological nature, developed and “fine-tuned” in the approach to the world of 
drug addiction, synthetic psychoses, and borderline existences [48, 49]. The 
anguish of “being in tremendous disorientation,” this structure of Befindlichkeit 
analyzed by Heidegger [50], is in this context uncovered, lived, verbalized, and 
rationalized. This includes finding eidetically in its essence emotional phenomena 
that cause suffering, endured and felt by a large part of the Group, that are located 
in a suspended atmosphere of vertigo, that are, in other words, aesthetically 
transfigured.

This idea of   a plural phenomenology (being-us-in-the-care), Binswanger’s real-
ization of a weness-which-loves, in an emotional group composed of health workers 
and patients together, was the result of despair stemming from failed encounters 
with addicts and psychotics. The intention was to offer a common and intimate 
place, a new space, a new time, in which anyone could have the possibility to fully 
feel their existential condition—the possibility of feeling your own body and that of 
another one again, the possibility of feeling your own pain and that of others again, 
of feeling the support of others, the possibility of making your own heart cry. For 
some of these lost beings, this new phenomenological approach has become a kind 
of way out. Treatment with this approach can ultimately lead to freedom to truly be 
in the world.

13.4.2.1  Dasein-Group Analysis
The experience called Dasein-Group Analysis (Gruppen Daseinsanalyse) is made 
possible by extrapolating some tools from the phenomenologist’s toolbox, as 
follows:

 1. Epochè: The “conductor,” the arranger, practices an initial radical epochè, even 
of his own asymmetric role. This allows a connection with the internal experi-
ence of that moment, which is then related to the external plural experience. The 
arranger makes an initial declaration, a real opening of his own world of life. He 
then asks the participants to do the same.
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 2. Intentionality: Every expression, from the crudest to the most elaborate, by each 
member of the group, is permeated by a directionality. Intentionality constitutes 
lived experiences, but it also influences the intentionality of other members 
through them.

 3. Co-constitution of the Erlebnisse: Little by little, from the references to the 
Erlebnisse that are formed, a central group takes shape. Each person’s experi-
ence changes everyone else’s experience and is modified by the experience of 
everyone in the group.

 4. Encounter: At the center of the group meetings, there are two people, face 
to face.

 5. Intercorporeity: Taking hands, hugging, and putting a hand on someone are all 
examples of intercorporeity welcomed in the group.

 6. Atmosphere: Atmosphere is gradually defined, and therefore is in turn an ele-
ment of induction of epochè, in terms of its displacement and the pathic disori-
entation it induces in the participants.

The experience consists of a group of people who decide to pass from a natural 
interaction to a situation in which the transcendental structure of the world of life 
emerges and is felt in all its pathicity. The group’s arranger starts from his personal 
experience. After a few minutes of silence, he brings forward what he feels. Then, 
he asks everyone to do the same. He starts by summoning group participants one by 
one. If necessary, he gives some references. When the first round is over, he invites 
those who feel like sitting in the center of the group to meet someone. These meet-
ings can be repeated. When it is enough to get the right atmosphere, we proceed 
with a final cycle of experiences. The arranger concludes by recounting his own 
emotional experience, which is intimately connected with that of the others. The 
Dasein analytical group is freely formed, with a variable number of participants, a 
mixture of patients and therapists. It has a circular structure with two central chairs 
or poufs, a structure intended to facilitate interaction, face to face, hand in hand, and 
“supported” by the rest of the group. This group approach is centered on the search 
for an authentic intersubjective encounter, as an embodied crucial event, or as a 
purple zone [51] or dual thirdness [52]. The encounter zone or purple zone is 
described as the zone resulting from a mixture of red (patient) and blue (therapist) 
in terms of presence in the experience of the Other as another Subjectivity. The 
experiences represented by these two rays of light condense in a form that repre-
sents “the place where the therapy takes place.” From an ontological point of view, 
the purple zone is defined as the totality of events, behaviors, and experiences, con-
scious and unconscious, recognized or not, that occur in the therapeutic room. From 
a psychological point of view, it is defined as quasi-spatial presence (a semi-thing, 
quasi-thing) in which there is a feeling of meeting someone or being met and which 
requires a sense or appreciation of a very different quality than encountering an 
inanimate object. Every relationship produces an affective resonance. This affective 
resonance occurs on a specific portion of the duality involved (or of the group, if 
more than two people are involved); that is, only some of the current experiences in 
the two dialoguing consciousnesses resonate. The parts of the consciousness of the 
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individuals that resonate as they relate to each other generate what we call interper-
sonal essence. This interpersonal essence is constituted, so to speak, of a dual third-
ness because it is not only and exclusively the subjectivity of the patient, nor that of 
the psychopathologist. This condition, which occurs face to face between the two 
human beings in the middle of the group, is the necessary step for any subsequent 
cure. The phenomenological background is extremely useful, especially in the close 
encounter (face to face) with the patient who is during this experience respected 
more as a real person rather than yet another clinical case. The experience lived here 
(any lived experience, including delusional or hallucinatory experiences) has its 
intentionality (regarding the underlying truth). These experiences in the emotional 
context of the phenomenological group mix freely with each other, producing 
changes and transformations in all of the participants. The transition from initial 
negative emotions to final positive emotions in each group session is crucial. The 
tuning, the attunement, and the gradual attainment of empathy are key elements in 
the process. The “ground level” of the encounter is a definition that was created to 
describe this particular type of group therapy, after entering the intersubjective 
atmosphere, above and beyond the guidelines of the settings [53]. It is impossible to 
distinguish, in these encounters, between atmospheric allure and eidetic detail. The 
pattern here is not that of the interminable (infinite) chess game between a therapist 
and a patient, but that of a single round, after which one of the two is out of the 
game. We are talking about loading the single encounter with all possible intensity, 
working for hope against defeat, for life against death, and trying to pierce the 
screen of substance. The “elimination of roles” and the involvement of the clinician 
as fundamental for the evolution of lived experience make this a group experience 
that goes beyond traditional treatment. This atmosphere, in the public health service 
locations (day centers, prison, medical clinic) where it has been applied, has worked 
very well for the “containment” of multiprofessional work teams. It has facilitated 
the involvement of people who believe in demonstrating how much the human fac-
tor is a factor that cures, and has demonstrated the ability of phenomenological 
psychotherapy to understand the world of the whole person, who is all too often 
observed and treated only in fragments.

13.5  Conclusion: Toward a Psychiatry on a Human Scale

We started from that great crisis that reigns in the field of psychiatry. After 40 years 
of neuroimaging, electroencephalographic measurement, and neuropharmacologi-
cal and socioepidemiological studies, little new has been discovered regarding the 
nature of “mental illness.” We believe that this is an inevitable result of the starting 
point of a reductionist and categorical psychiatry; namely, the vision of a human 
being as an inert aggregate of molecules and at the mercy of external events. We 
could define it as an inorganic science of the individual. Instead, we have tried to 
redesign the horizon from which to start investigating psychopathological experi-
ences according to a method that we could define as organic science of the human 
being. With this we want to indicate that perspective according to which every 
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person is a living being capable of experiencing his or her own living in a shared and 
common world, in a sensible way and starting from that rootedness in the world of 
life which is one’s own body. It is this dimension—in turn formed of intercorporeity 
because it develops in the resonance between our bodies, and intersubjectivity, 
because it becomes possible in the encounter with otherness—that is the foundation 
of the opportunity to gain experience of our lives. In these terms, treatment of “men-
tal illness,” which we more properly define as psychopathological experience, 
includes the possibility of experiencing the life of a person: it is a global experience 
of the human being.

On the one hand, therefore, we shift the clinical paradigm from a detached obser-
vation aimed at a semeiological collection to an understanding of the experiences 
that emerge from the encounter of a patient with a clinician. In this way, the disposi-
tion of the latter, with its intersubjective and intercorporeal experience, becomes 
fundamental to diagnosis, as anticipated by Rümke in 1941 [54]. On the other hand, 
we want to free psychiatry from an implacable determinism, that of mental disease 
as an “unfortunate neurobiological accident.” On the contrary, just as we consider 
the psychopathological experience to be a possibility of the human being, we 
equally consider the dimension of care a possibility for every human being. In this 
way, this psychiatry can claim its own epistemological-hermeneutical status, which 
recognizes part of its foundations within medicine and neurology (making use of 
neuroscience, but not flattening itself as being a type of neuroscience), while being 
willing to recognize part of its foundations in history and the humanities (herme-
neutics, aesthetics, philosophy, and anthropology). The apparent fragility of psy-
chiatry, which is not constituted as a monolithic science but, on the contrary, as a 
problematic and complex science, becomes an added value, in a world where the 
complexity of inter-human phenomena cannot be reduced to deterministic and sto-
chastic simplifications. This status of psychiatry as a science of the human, that is, 
of her life in the world and of the conditions of her freedom, confers on it a central-
ity that is not only clinical but also cosmological, in the sense of the investigation 
and evolution of human and cultural worlds she inhabits. Every cosmos, every cul-
ture, every history, is such only because it is inhabited, felt, and experienced by a 
human [9].

Finally, we believe that bringing the question of the method back to the center 
of the psychiatric heartbeat raises the problem of training the psychiatrist, which 
cannot be limited to an organicist background and the uncritical application of 
nosographic categories, but must aim at educating his sensitivity, the taste, intu-
ition, descriptive and linguistic ability, and, above all, ability to take care of human-
ity through specific training and maturation paths. Given that each of us as a human 
being is inclined and suited to the encounter with the other, and that such encoun-
ters happen through the type of immediate and embodied knowledge herein 
described, the real point of the question is the following: What kind of training is 
appropriate for giving the clinician the ability to read, precisely, the “embodied” 
score of a lived encounter? A musicologist or an oenologist can understand, by 
listening or tasting, the structure of a musical text or a wine. That is, they are able 
to reconstitute, by approaching the final product of an art, much of the 

G. Di Petta et al.



229

phenomenon or experience underlying these structures. There are no standardized 
machines or procedures to achieve this type of cognitive result. It is clear that it 
takes a predisposition, a vocation, a pleasure, and then an organoleptic exercise. 
However, the comparison between the inter-human encounter in the clinic and the 
phenomena of music and culinary arts does not hold up, since in music, or in the 
kitchen, or in visual art, we are dealing with sensorial processes; culturally refined, 
but sensorial. In contrast, in psychiatry, the encounter is with altered experience, it 
is a question of obtaining as rapidly, correctly, and usefully as possible, “data” 
from exquisitely “immaterial” experiences. Another conceptual step necessary to 
understand the clinical encounter through the notion of the lived body is the shift-
ing of the center of gravity of the experience. Centuries of philosophy and psychol-
ogy have confined the idea of   mind or mental states within the boundary of the 
body or the skull, or the brain itself. The chest, the belly, the heart, the soul, the 
moods, the content of thought, and so on have always been placed inside. Here, 
however, it is a question of radically changing the perspective. We are faced with 
the outside. The phenomenon we want to understand is outside of us, and our “liv-
ing” cognitive apparatus is also outside of us. If it were not outside of us, we could 
not use it. In the encounter with the patient, what we have thematized as mind is 
not placed or confined inside the patient, but outside; that is, in the lived space 
between us. In the encounter, the patient’s mind and our mind are externalized, 
they interact in a co-embodied dimension that is outside, trans-embodied, evagi-
nated by our two physical bodies, which keep their distance. Perhaps this is the 
hardest blow that brain-centric psychocentrism has to suffer.
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