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Giovanni Stanghellini and Massimiliano Aragona

This introduction is an overall outlook of the methods used in phenomenological
psychopathology. The several meanings of the term ‘psychopathology’ are
differentiated, together with a brief overview of the main ideas in philosophical
phenomenology. Then, the principal methodological concepts in use in phenome-
nological psychopathology are discussed: form and content, explaining and under-
standing, static and genetic understanding, epoché and eidos, the existentialia
exploring the basic way human beings exist in the world. Finally, the hermeneutic
approach in psychopathology is discussed at three levels: the hermeneutics of
mental symptoms, the hermeneutic circle in the relationship between symptoms
and diagnosis, and the hermeneutics of the deep subjective structure on which the
previous levels are grounded.

1.1 Psychopathology as the Basic Science for Mental
Health Care

A book of phenomenological psychopathology firstly needs to define exactly how
the two key terms (“phenomenology” and “psychopathology”) will be intended.
This is because scholars use them differently in different contexts. Accordingly,
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some terminological clarification is useful to avoid possible misunderstandings. So
the first question is: What is Psychopathology?

In many instances, this word is used as a synonym for “mental symptom,”
“mental syndrome,” “mental disorder,” and the like. For example, the reader of a
paper entitled ‘“Psychopathology in Multiple Sclerosis” can reasonably expect to
find there the assessment (usually by means of “rating scales”) of a more or less
large array of mental symptoms, like depression, anxiety, and so on. This use of the
word psychopathology is very general and, although acceptable, adds nothing to the
information transmitted by the use of more specific names for individual mental
symptoms and/or disorders.

In contrast to this very general use, in which psychopathology is defined by its
focus on some “pathological” mental contents and abnormal expressions and
behaviors, in all other cases psychopathology is conceived as a method or a
discipline. Such a shift from content to method is best illustrated by the focus on
methodological awareness in Karl Jaspers’ General Psychopathology (1963, p. 5):
“If we wish to raise our statements and discoveries to firm ground, above the daily
flood of psychological notions, we shall almost always be forced to reflect on our
methodology.” Starting from this common ground, different emphases explain
further variation in the use of the same word.

In a second, very common usage, the term “psychopathology” refers to the
purely descriptive study of mental symptoms. More specifically, the method
employed to study mental symptoms, their formal features allowing a distinction
from similar phenomena. Descriptive psychopathology is the common language or
koiné that allows specialists each speaking their own dialect or jargon to understand
each other. Its “breeding ground” is the work of Karl Jaspers and the Heidelberg
School (Janzarik 1976). Descriptive psychopathology gives a concrete description
of the psychic states which patients actually experience; it delineates and
differentiates them as sharply as possible; and it creates a suitable terminology
(Jaspers 1963, p. 55). It is quintessential in recognizing and naming the abnormal or
pathological phenomena that affect the human mind. The main objects of descrip-
tive psychopathology are the patients’ experiences. The form in which these
experiences are presented is considered more significant than their contents.
Perceptions, ideas, judgments, feelings, drives, and self-awareness are all forms
of psychic phenomena, denoting the particular mode of existence in which a content
is presented to us.

A third psychopathological approach derives directly from such a descriptive
psychopathology, considering the significance of the enucleated phenomena within
the psychiatric diagnosis and classification. In this context, the study of isolated
symptoms shall allow the identification of specific diagnostic entities that, in turn,
enable prediction of natural history and response to treatment. This use of psycho-
pathology as the tool for nosographic diagnosis is well illustrated by Kurt
Schneider’s Clinical Psychopathology (1975), where the thorough descriptive
characterization of mental symptoms makes possible the differential diagnosis
between mental pathologies.
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It should be stressed that although psychopathology is about all that, it is not just
about that. In fact, the focus on a purely descriptive psychopathology is prima facie
in line with the biomedical approach that looks for the formalization of good
explananda, i.e., symptoms and diagnoses intended as natural entities to be reduced
and reconceived as effects of some supposed underlying (neuro)biological dysfunc-
tion which explains them. A psychopathological approach does not exclude seeing
mental symptoms and disorders as caused by possible dysfunctions to be cured
(Jaspers himself clearly wrote that the use of the explanatory method is admissible,
coherent, and potentially unlimited: Jaspers 1963). However, the psychopathologist
is also well aware that by reducing a complaint to a symptom of a dysfunction, we
unavoidably overshadow the fact that a complaint has a meaning for the individual
sufferer. Moreover, if psychopathology is conflated with nosography, only those
symptoms that are supposed to have diagnostic value will be investigated, thus
loosing relevant information that is not already classified. Accordingly, the focus on
the explanation of mental symptoms and on diagnosis discourages attention to real
people’s experiences. Whereas symptomatology and nosology are strictly illness
oriented, psychopathology is also person oriented, since it attempts to describe the
patient’s experience and his/her relationship to himself/herself and to the world.
This leads us to the last two ways to intend the term psychopathology.

The fourth way to use the world psychopathology takes into account the subjec-
tive experience of the patient as it can be re-experienced by an empathic listener.
This roughly corresponds to Jaspers’ use of the word “phenomenology.” This is,
first and foremost, the meaning of psychopathology that inspires this book—the
exploration of the experiential or personal dimension of mental pathology or “what
is it like” to suffer for a given mental disorder. Its principal purpose is understand-
ing. The patients’ subjective experience is the “object” of this practice. Mental
disorders are apparent in the realm of human subjectivity as abnormal, skewed, or
constrained experiences, expressions, and behaviors. This is how mental disorder is
presented to us. Mental disorders are first of all mental. A pathology of the psyche
constitutes an experienced condition and a family of behaviors, feelings, and
conscious contents, the peculiar significance of which emerges within a personal
existence and history, and a sociocultural context. Such a kind of pathology is,
therefore, completely on view only because of what has been called “the personal
level of analysis” (Hornsby 2000; Gabbani & Stanghellini 2008). Only at this level,
indeed, the real correlates of a psychopathological condition can be understood in
their peculiar feel, meaning, and value for the subjects affected by them
(Stanghellini 2007). The comprehension of the pathological significance of a
psychic state (i.e., its meaning in a personal life) requires a kind of analysis
which exceeds the range of a naturalistic approach. What one sees physically
may be changes in receptor function, neurotransmitter metabolism, or whatever.
But such changes cannot be diagnosed as “disordered” in and of themselves: they
require mental abnormalities to be detected. The norm at play here is first and
foremost at the mental level. The point here is that mental disorders appear on the
personal level. Subpersonal abnormalities are only picked out as such by the
person-level experience of disorder. The altered level of dopamine release would
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not be seen without the person already having been given a diagnosis of schizo-
phrenia. And even if this should happen, an altered level of dopamine release in
itself is not a mental disorder.

Finally, in a fifth meaning, psychopathology refers to a more global exploration
of the patients’ experiences. Here the exploration of the patient’s subjective
experiences is more hermeneutical than simply descriptive and focused on personal
experiences as they appear in the patient’s field of consciousness and can be
re-experienced by an empathic listener. At play at this level is the search for a
deep structure of subjectivity that makes possible the emergence of abnormal
experiences and their organization in mental disorders. This level of inquiry builds
on and extends the work of Minkowski, von Gebsattel, Straus, Binswanger,
Tellenbach, Tatossian, Lanteri Laura, Blankenburg, and many others. Phenomeno-
logical investigation of abnormal human experience suggests a shift of attention
from mere symptoms (i.e., state-like indexes for nosographical diagnosis) to a
broader range of experiential phenomena that are indicative of trait-like features
of a subject’s experience of itself and its world—the life-world. A life-world is the
province of reality inhabited by a given person, having its own style of subjective
experience. The exploration of patients’ experience and their life-worlds involves
two distinct steps. The first—called phenomenal exploration—is the gathering of
qualitative descriptions of a person’s lived experiences. For instance, a patient may
describe his thoughts as alien (“thoughts are intruding into my head”) and the world
surrounding him as fragmented (“the world is a series of snapshots”). The result is a
rich and detailed collection of the patients’ self-descriptions (Stanghellini and Rossi
2014). In this way, we detect the critical points where the constitution of experience
is vulnerable and open to derailments reflecting the “phenomenal features” of
patients’ subjective experiences of specific contents, e.g., objects and events, in
themselves and the world. In short, phenomenal exploration as first step focuses on
contents; experience is considered here in a content-based way.

The second step aims to shift to phenomenology proper in that it seeks the
underlying or basic structures or existential dimensions of the life-worlds patients
live in. Abnormal phenomena are here viewed as the outcome of a profound
modification of human subjectivity within the world. Phenomenology is committed
to attempting to discover the common source that ties the seemingly heterogeneous
individual experiences or phenomena related to contents together, thus targeting its
underlying constitutive structures. This is done by finding similarities among the
manifold phenomena and, possibly, the basic and underlying change in what we
describe as trans-phenomenal. The term trans-phenomenal, rather than merely
“phenomenal,” refers to the fact that what is investigated at this level is not directly
experienced. The concept of “trans-phenomenal” targets those features that under-
lie and, even more important, constitute subjective experience prior to and inde-
pendent of the contents, e.g., events and objects. This second step of
phenomenological analysis, then, aims to recover the underlying structures that
usually recede into the background and remain implicit yet operative in our
subjective self- and world experience.
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The fourth and fifth meanings of psychopathology best illustrate what we mean
by a “phenomenological approach” to psychopathology and will be discussed in
detail in the following sections.

Now we shall briefly discuss why, in our view, psychopathology is so important
for nowadays psychiatry. According to Stanghellini and Broome (2014), there are at
least six reasons for psychopathology to be at the heart of psychiatry.

1. Psychiatry being a heterogeneous discipline, it needs a common ground and a
joint language. Patients’ lived experience being prioritized, psychopathology
can be understood as a shared language that allows clinicians with different
theoretical backgrounds to understand each other when dealing with mental
disorders.

2. Psychopathology is useful to establish rigorous diagnoses in fields like psychia-
try where the major disorders cannot be neuroscientifically defined as disease
entities, but are exclusively syndromes defined according to characterizing
symptoms, such as abnormal subjective experiences.

3. Psychopathology functions as a bridge between the human and clinical sciences,
providing the basic tools to make sense of mental suffering.

4. Psychiatry addresses abnormal human subjectivity. Psychopathology attempts to
define what is abnormal (rather than taking for granted commonsense views) and
to grasp which elements of mental life remain normal in the context of illness.

5. Psychopathology connects understanding with caring and makes an effort to
establish a methodological as well as ethical framework for this.

6. Psychopathology is about bridging understanding (meaningfulness of first-
person subjective experience) and explanation (neurobiological causality) in
research and clinical settings. Accordingly, basic psychopathological knowledge
is a prerequisite for research addressing subpersonal mechanisms.

In conclusion, psychopathology is not one of numerous approaches aiming at
conceptualizing mental disorders or illuminating their pathogenesis from a specific
theoretical perspective. With its emphasis on systematic assessment of human
subjectivity, it represents the basic study of mental phenomena, which is
presupposed to any clinical and research enterprise.

1.2  Phenomenology: A Rigorous Method to Study
Phenomena of Consciousness

What is phenomenology? As a concept, i.e., the study of phenomena as they appear
to us, its historical roots are very old. On the contrary, the word “phenomenology”
is more recent. Apparently it was coined in 1764, when J.H. Lambert combined two
Greek stems (phainomenon, to appear and logia, discourse, science) into the
German word Phdnomenologie. Here the word phenomenology was used in the
context of a theory of illusion or appearance in optics. Kant was probably
influenced by Lambert’s ideas when, in the Critique of Pure Reason, he traced
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the distinction between what appears (the phenomenon) and the unknowable “thing
in itself” (the noumenon). Later, Hegel, Whewell, Hamilton, and Mach made use of
the word “phenomenology” to describe views of their own. Thus, at the end of the
nineteenth century, the term “phenomenology” was largely used by many writers
with different nuances depending on the theoretical context. It is at the turn of the
century that the word phenomenology acquires its specific meaning, referring to the
philosophical inquiry intended as a rigorous method to study phenomena of con-
sciousness. Drawing on ideas of the empiricists (the importance of experience),
Descartes (the methodological doubt bracketing commonsense beliefs), Kant (the
foundation of the transcendental Self), Brentano (the intentionality of mental acts),
and Bolzano (the characterization of propositions as pure logical entities not
implying a subjectivity thinking about them), Edmund Husserl founded phenome-
nology as a philosophical method whose motto was we must go back to the “things
themselves” (Husserl 2001, p. 168). It is hard to summarize Husserl’s work in a
brief text, mainly because “Husserl himself found difficult to recognize himself in a
finished and printed work because his thought developed as a work in progress
during all his life, [...] Husserl’s focusing on phenomenological themes cannot be
reduced to single writings and does not follow a strict chronological order” (Farina
2014, p. 51). However, we can try to summarize at least those basic concepts we
need for the discussion:

1. Husserl’s phenomenology is mainly an epistemological enterprise, i.e., it
focuses on how we do know what we know; however, it is also an ontology,
because from the way things are given to our knowledge, we can say something
about their nature.

2. Whatever we know, we know it from the vantage point of our own state of
consciousness. Only what is given to our consciousness is knowable, so rigorous
knowledge must be based on it.

3. We shall suspend our obvious trust in naturalistic beliefs regarding both the
certainty of science and the objectivity of the commonsense world (Husserl calls
this preliminary act epoche). Such active bracketing is necessary because the
beliefs in the obvious existence of the objects are prejudices that distort pure
knowledge.

4. Consciousness is not a space filled with representations but an active process.
Hence, objects of knowledge are not independent, objective facts. They are the
result of the intentional act of knowing, i.e., they exist as objects of knowledge
only in relation to a subjective pole that knows them.

5. By focusing on our act of knowing, we discover that the object as we see it in its
entirety is the result of a complex process of synthesis (often “passive” and
unaware of itself) grounded on manifold partial perspectives.

6. We can perform imaginative successive subtraction of all those points of view
that can be eliminated without affecting the object (e.g., of a chair we are seeing,
we can progressively change the color, the material of which it is made, etc., and
we still have a chair). By consistently applying this “imaginative variation,” we
finally arrive at one point when the subtraction of the last feature lets the object
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itself to disappear. This characteristic that cannot be eliminated, otherwise the
object is no more itself, is the “essential” feature, which Husserl calls the eidos.

There are many other concepts that could be remembered here (e.g., the distinc-
tion between noesis and noema, the distinction between physical (Korper) and
experienced (Leib) body, the characterization of the “life-world,” the process of
intersubjective reciprocal recognition, etc.). However, here it was important to give
the reader at least the basic concepts to understand in which sense Husserl’s
phenomenology is a rigorous enquiry into the way things present themselves to
consciousness.

In conclusion, Husserl’s phenomenology is the careful study of the manifesta-
tion of the things themselves in their full evidence in experience. It aims to explore
the way phenomena appear and the relation between what appears and the one to
whom something appears, abstracting from already acquired knowledge. We’ll see
below how this rigorous method solicited psychopathologists to rely on it in order to
make possible a rigorous description of the otherwise ineffable abnormal mental
phenomena.

Starting from Husserl, the history of phenomenology undertook different and
unexpected developments which in some cases were far away from Husserl’s
original thought. There is no space here to describe them in detail; however, at
least the main trends and variations shall be outlined.

Probably the most important figure is represented by Martin Heidegger, who was
Husserl’s strict collaborator in Freiburg. The history of the divergence between
Husserl and Heidegger’s understanding of phenomenology significantly involves
personal issues, on the background of the Nazi’s raising power in Germany.
However, there were also key theoretical differences. In Being and Time, Heidegger
(1927) denies the importance for phenomenology of the reduction to the essences
(the eidetic method), discards a significant part of Husserl’s approach for having
improperly retained the centrality of the transcendental self (in Heidegger’s view,
Being is already and always a “Being-with-others” [Mit-Dasein]), and more heavily
than Husserl he emphasizes the ontology of the phenomenon in opposition to its
epistemology. Accordingly, in Heidegger the phenomenon is no more the appear-
ance, as in the empiricist and Kantian traditions, of which a relic was also to be
found in Husserl (although in Husserl there was a positive “ontological” part as
well: i.e., the way phenomena were given in knowledge also says something on the
things themselves). In Heidegger, the phenomenon is, according to its etymology, a
positive manifestation of the thing itself, or, better, a manifestation of the Being.
Here the metaphysical question about the Being, and the metaphysical inquiry in
general, returns after being eclipsed for almost one century. This metaphysical turn
is probably of minor importance for psychopathology, but in doing so, Heidegger
starts his analysis from the being that poses the question of Being and for whom the
answer is relevant: that being is the human being (the Dasein in Heidegger’s terms),
and this is why his philosophy can also be read as an anthropology whose key
concepts are relevant for psychopathology. The original coexistence of subject and
object before any differentiation takes place; the world as a character of the Dasein
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and the object as something defined by its use for human beings; the fact that the
presence of other human beings doesn’t need to be justified, because we are
originally together, the Dasein being always and already mit-Dasein; the
“existentialia” (Existenzialen) as general categories indicating the fundamental
ways of being in the world; all these are fundamental anthropological contributions
by Heidegger, strongly inspiring generations of phenomenologically oriented
psychopathologists.

We will discuss in detail some of these concepts later. Here it is important to
highlight that Heidegger’s Being and Time also represents a shift of emphasis from
phenomenology strictu sensu to hermeneutics and that within hermeneutics itself, it
is a move from understanding conceived as the interpreter’s reliving (nacherleben)
the author’s intention (as it was in the romantic tradition), to understanding as the
Dasein that understands himself in his being situated in his world, i.e., as the
progressive clarification of a self-comprehension which is already a
pre-comprehension (something which is originally given and awaits to be better
articulated in the hermeneutical circle by means of the interpretation). Later,
H.G. Gadamer (1960) will further expand this stance by stressing that historical
work is important for us because it changes our own horizon, history mainly being
the history of the effects (Wirkungsgeschichte). With this, the shift of interpretation
from the author’s mind to the effects the text has on the reader is completed, and
such a European hermeneutical position will have as its counterpart American
pragmatism.

Returning to the phenomenological/hermeneutical movement, it undertook man-
ifold developments in several countries, deeply influencing several research fields,
e.g., historiography, metaphysics, logics, linguistics, philosophical anthropology,
psychology, theology, ethics, esthetics, etc.

In France, Sartre’s existentialism was profoundly influenced by Jaspers, Husserl,
and Heidegger. Among the key concepts he borrowed from phenomenology, there
was intentionality, “interpreted in a personal way to deconstruct the substantiality
of consciousness and to free it from any form of interiority” (Farina 2014, p. 60). In
Sartre’s (2004, p. 186) own words: “consciousness is always ‘in situation’ because
it is always free, there is always and at every moment the concrete possibility for it
to produce the unreal.”

A few years later, building on Husserl’s distinction between the physical and the
living body, Merleau-Ponty was highlighting that perceiving is an active process
performed by an embodied consciousness entering in a vital relationship with a
lived world. Hence, a dualism between body and psyche was rejected because
“Taken concretely, man is not a psyche joined to an organism, but rather this back-
and-forth of existence that sometimes allows itself to exist as a body and sometimes
carries itself into personal acts. [...] It is never a question of the incomprehensible
encounter of two causalities, nor a collision between the order of causes and the
order of ends” (Merleau-Ponty 2013, p. 90).

This fundamental issue of the relationship between natural causes and human
motives (reasons, meanings, values, ends) will find in Ricoeur (1969) one of the
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most interesting hermeneutical efforts, trying to reconcile the naturalistic drives
hypothesized by Freud and the teleonomy assumed by Hegel.

For reasons of space, we have to stop here our description of the phenomenolog-
ical/hermeneutical/existential contributions, assuming that we have succeeded in
showing at least the basic ideas useful to understand phenomenological
psychopathology.

To conclude this section, we have seen that phenomenology is a term used in
different contexts with important differences in meaning. Leaving aside its early
use in esthetics and metaphysics, sensu strictu “phenomenology” refers to the
method elaborated by its recognized father, Edmund Husserl. However, many
other important thinkers are credited to be part of the phenomenological movement,
irrespective of so many significant differences. Hence, sensu lato, we may consider
as phenomenological all those contribution, in Europe as well as in several other
countries, dealing with the experiential analysis of the acts of consciousness, with
hermeneutics and with existential issues. To sum up, the phenomenological move-
ment is not a close and self-referential school, but the manifold contribution of
several thinkers sharing a family resemblance.

1.3  The Birth of Phenomenological Psychopathology: The
State of the Art in Jaspers’ Time and His Solutions

There is some debate about the real importance of Jaspers’ General Psychopathol-
ogy for both psychopathology, in general, and phenomenological psychopathology,
in particular. According to Berrios (2013a), the young Jaspers is not particularly
original in its foundation of psychopathology, both the name psychopathology and
its basic contents (the careful description of mental symptoms) being already
established in nineteenth-century alienism, in Germany and especially in France.
Moreover, to talk of Jaspers’ approach as an instance of phenomenology is
misleading because he used the term to apply to the study of mental phenomena
in a way that is largely inconsistent with that of Husserl; hence, Jaspers’ quotation
of Husserl’s Logical investigations should be considered more as a marriage of
convenience than as a real example of phenomenological analysis (Berrios 1993).
We may agree, and nevertheless we would like to stress that it is not a case if the
centennial of Jaspers’ General Psychopathology was celebrated so widely in the
world (e.g., Stanghellini and Fuchs, 2013), while Emminghaus’ is known only by a
few historically minded psychiatrists. The point is that Jaspers’ book can be
considered the veritable foundation of psychopathology as a specific discipline
studying abnormal mental phenomena, a discipline which is practically connected

' Hermann Emminghaus (1845-1904) was a German psychiatrist, author of an 1878 book on
psychopathology entitled Allgemeine Psychopathologie zur Einfithrung in das Studium der
Geistesstorungen. Jaspers was surely aware of this book, as well as the contributions of Storring
and Morselli.
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but theoretically clearly distinguishable from both psychiatry and clinical psychol-
ogy (of which it represents the foundation, a sort of “basic science”) and a discipline
with its own methodological rules and, above all, self-aware of its own methods and
specificities.

So, it is true that the young Jaspers had found in the Heidelberg’s clinic a fully
developed and already available knowledge about mental symptoms and their
connection to psychiatric diagnosis, mainly following the ideas of Kraepelin. And
he had also found there significant incentives to consider more in depth the
humanistic side of our discipline (particularly under the influence of Griihle). But
all this material was largely not systematized, and Jaspers was asked to write the
General Psychopathology expressly in order to secure such a psychopathological
knowledge in a systematic and (as far as possible) coherent system. This is the main
reason for writing that book, and thus it was a sort of methodological foundation of
a specific discipline whose knowledge was beforehand unsystematically dispersed
in psychiatric textbooks. The young Jaspers was the right man for this job, primarily
due to his philosophical/methodological knowledge and critical attitude—and also
because his healthy problems were preventing him from a fuller involvement in
clinical activities, leaving space for study.

When Jaspers started working on it, some alternative views on mental illness
were competing. At one side, there was Kraepelin’s system of classification, aimed
at enucleating real natural entities (the mental diseases) starting from course and
phenomenal presentation and looking for a convergence with anatomical and other
neurobiological findings. On the other side, there were neurological constructions
starting from the known functioning of the nervous system and trying to derive from
this possible mental dysfunctions (at least this is the picture Jaspers gives us of
systems like those of Meynert and Wernicke, which following Janet he considers
“mythologies of the brain”). Finally, still peripheral respect to the academic envi-
ronment but in rapid growth, there was the psychoanalytic explanation of mental
symptoms as symbolic representation of unconscious causes [Jaspers will dispute
this approach more directly in the following years: see on Rossi-Monti (2013)].

In short, Jaspers added to previous “psychopathologies” his relevant contribu-
tion on the following.

First, a major enhancement was surely methodological. As seen, Jaspers clearly
claims that if we have to avoid to be continuously displaced by the emergence of
new and unstable fashions, so common in psychiatry, we have to ground our
psychopathological research on clear methodological reflections. On this regard,
there are three important consequences (Rosini et al. 2013):

1. Man cannot be fully known through a unique, overarching, and dominant point
of view. On the contrary, many points of view, many different approaches, and
many methods of inquiry are needed. Every method has its own domain of
application and its own results. But every method should be aware of its own
limitations, thus avoiding to illicitly transcend them. This is Jaspers’ methodo-
logical pluralism.
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2. We cannot avoid to carry with us our preconceptions when approaching the
study of psychopathology. However, we must always try to enhance our insight
on our preconceptions, thus transforming our prejudices (which operate tacitly,
hence being at risk of introducing into the research unnoticed conflicting and
contradictory assumptions) into presuppositions. The latter are the conscious
methodological assumptions that guide and also constrain our empirical
research.”

3. We must refuse all radical reductionisms, either neurobiological (Jaspers’
abovementioned criticism to “the mythologies of the brain”) or psychological
(the assumption that every psychopathological phenomenon can be understood
psychologically). In Jaspers’ view, reductionism is not contradictory per se, but
it is not satisfying because it excludes from the field of inquiry those features of
the phenomena that do not fit into the model. Because many excluded features
are relevant to psychopathology, a model that a priori leaves out them is not
satisfying.

The second important contribution of Jaspers’ General Psychopathology is his
phenomenology. Above we acknowledged Berrios’ critique to Jaspers’ use of the
term “phenomenology.” We agree that there are relevant differences in the way
Jaspers uses that term. However, there are also similarities; for example, his claim
that we should “bracket” already made theoretical systems in order to go directly to
our patients’ lived experience clearly echoes Husserl’s “bracketing” of theoretical
as well as commonsense knowledge in the so-called epoche.” Similarly, the impor-
tance given to the acts of consciousness, the self-confinement of psychopathology
to the study of conscious experiences as the unavoidable starting point of any
further sort of inquiry about the mind, and the emphasis on a full description of
phenomena as they are given in consciousness bear a resemblance to Husserl’s
phenomenological approach.

Despite this, Jaspers’ phenomenology differs from Husserl’s because (a) while
Husserl’s phenomenology applies to every object of knowledge (his examples
being often concrete objects seen from different perspectives), Jaspers’ phenome-
nology applies to a much more restricted domain, i.e., that of subjective symptoms
(the lived experiences, or Erlebnisse), and (b) Jaspers intends the phenomenologi-
cal method as a rigorous form of descriptive psychology, rejecting Husserl’s eidetic
research. As far as we know, at the beginning, Jaspers believed he was strictly

21t should be stressed that this distinction between prejudices and presuppositions is not yet clearly
expressed in the 1913 first edition of the General Psychopathology, although the critique of
prejudices is somehow already there. Probably the 1913 edition was more confident on the
possibility of an approach free of prejudices (today it would be called atheoretical) than later,
philosophically more mature editions.

3 Of course both Husserl and Jaspers inherit this issue from the antimetaphysical spirit which was
quite diffused in the philosophical debate of the last part of the nineteen century; i.e., a post-
Kantian legacy arguing against all-comprehensive theoretical systems (like Hegel’s) and propos-
ing a return to lived experience.
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following Husserl’s method, interpreted as a descriptive psychologys; it is only later
that he acknowledges the difference, but then, in a footnote added to a later edition
of his General Psychopathology, he explicitly rejected eidetic phenomenology by
stressing that its own phenomenology had to be intended as a descriptive enterprise.

Hence, Jaspers usage of the term “phenomenology” is heterodox respect to
Husserl’s usage of this word sensu strictu. However, a family resemblance and a
general influence of Husserl’s stance are apparent, and in any case, there are at least
three key positive contributions of Jaspers’ phenomenology to psychiatry and
clinical psychology (Rosini et al. 2013):

1. First, the main function of Jaspers’ phenomenology is to stress the importance of
subjective experiences in psychopathological research. It is noteworthy that in
the same years many psychologists were rejecting the study of mental phenom-
ena to self-confine their research on the analysis of behaviors. On the contrary,
Jaspers claims that subjective experiences are essential and must be studied
scientifically. What he calls phenomenology is a rigorous description of the
subjective psychopathological phenomena. We think that subjective experiences
are an essential part of the psychopathological inquiry today as they were one
century ago (Aragona 2012).

2. In order to be scientific, such an assessment of the patient’s subjective
experiences must be grounded on what is effectively present in his/her commu-
nication. Accordingly, in Jaspers’ view, both neurobiological and psychoana-
lytic theories were foreign to phenomenology.

The neurobiological approaches were responsible of a prejudice in that they
pretended to deduce from putative neurobiological mechanisms the consequent
mental phenomena; as Jaspers suggests, they failed because they postulated
mental phenomena that the patients never reported, while they did not predict
mental phenomena effectively complained by the patients.

Psychoanalysis was responsible of a methodological mistake because it
explained mental phenomena by means of a “mythological entity” (the uncon-
scious) that was unsuitable to be studied scientifically. Indeed, only conscious
phenomena are open to Jaspers’ phenomenological study.

3. Finally, one of the most important contributions of Jaspers’ phenomenology is
the very insightful and rigorous description of the empathic act that Jaspers calls
(following the romantic usage) the act of “understanding” (Verstehen). We will
return on this in a following section.

1.4 The Need of Phenomenological Psychopathology
Nowadays: The Current Crisis of Psychiatry

Psychiatry is periodically said to be in crisis, and during its history, there was
always someone proposing a radical reformation based on neurobiology, sociology,
etc. Moreover, in some periods, it was argued that psychiatry had to be completely
thrown out because mental diagnoses were not pathologies at all but just different
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ways of communication; hence, as a medical discipline, psychiatry was a nonsense.
Such a continuous attack and request of radical change is unusual in other scientific
disciplines, and it is mainly due to the fact that (in Kuhnian terms) psychiatry is not
a mature science but a pre-paradigmatic discipline with many distinct and irrecon-
cilable schools of thought. According to Kuhn (1970), in such a state of the art, it is
normal that scholars write books devoted to justify their philosophical/theoretical
grounds and to attack other views proposing their own alternative solutions to the
problems of the discipline. If this is the general state of psychiatry as a discipline,
one of us (Aragona 2009a, b) argued that psychiatric nosology after 1980 had
displayed a paradigmatic dynamic (a shared view of the matter, a specialized
language and method, the publication of results on specialized journals, focusing
on research details without the typical pre-paradigmatic need to rediscuss in any
occasion the fundamental tenets of the ideas involved). In particular, it was
emphasized that with the birth of the DSM-III, we had assisted to a disappearing
of the infinite local nosographies that had characterized earlier psychiatry, to the
rise of a shared nosographic language, and to a strong influence on epidemiology,
research, education, and clinical activity (e.g., almost all new manuals of psychia-
try, almost all clinical research trials, etiological researches, and epidemiological
surveys are based on the DSM diagnostic criteria).

A historical study showed that from Kraepelin to the DSM-5 there was a line of
continuity that involved all versions of the DSM (Aragona 2014a), and nevertheless
something radically new is maybe happening nowadays, suggesting that psychiatric
nosology is a paradigm involved in a state of scientific crisis whose most powerful
proposal of solution is currently based on neurobiology (Aragona 2014b).

In this section, we will discuss the reasons for the current state of crisis, asking if
this is only a superficial problem that can be amended within the nosographic
system, or a more radical crisis forcing us to put in question our views on psychiatry
in general (its image largely depending on the view on what kind of entities are
mental disorders, a view largely conveyed by the implicit theoretical assumptions
of the classification systems). If this is the case, the proposed shift to the neurobio-
logical approach is itself problematic. It has been stressed that the “recent growth of
neuroscientific paradigms in psychiatry has led to renewed challenges for clinicians
and researchers in combining objective knowledge of brain functioning with the
subjective experiences [of the patients, and that s]imilar challenges in the early
years of the twentieth century, during psychiatry’s ‘first biological phase’, led Karl
Jaspers to insist on the importance of meanings as well as causes in psychopathol-
ogy” (Stanghellini et al. 2013, p. 287).

To sum up, this section discusses the main problems involved in the current
crisis of psychiatry and defends the idea that neuroscience alone is not sufficient to
solve them, because many psychiatric challenges are rooted in descriptive and
hermeneutic issues pertaining to the psychopathological inquiry. Hence, a renewed
phenomenological psychopathology is needed in order to put our discipline on a
solid ground.
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1.4.1 The Unintended Side Effect: Persons Lost in Diagnostic
Criteria and Rating Scales

Current psychiatry is largely dominated by procedures involving the application of
operative diagnostic criteria and the “measurement” of mental symptoms by means
of rating scales and structured interviews, whose main aim is to increase inter-rater
reliability. Such an approach to mental disorders derives from the work started in
the 1970s by the so-called “neo-Kraepelinian” school, with the subsequent funda-
mental aid of the leader of the DSM-III project, R. Spitzer. In short, their main idea
was that psychiatry had lost credibility mainly because psychiatrists had radically
different views on mental diseases. As a consequence, this was responsible of
scarce terminological and procedural precision. Psychoanalysis, which was the
leading school of thought in the American psychiatry of the time, was considered
largely responsible for this state of affairs, due to its subjectivist stance, its lack of
standardized diagnostic procedures, and its use of obscure and unverifiable
concepts.

A return to its own medical roots was then proposed as the solution for
psychiatry’s discredit, and Kraepelin’s rigorous classification was seen as the best
historical example for what was needed in psychiatry: a meticulous description of
mental symptoms and illness course in order to enucleate reliable disease entities
that further research could prove to be based on altered neurobiological
mechanisms.

Years ago a well-known paper lamented that, after several years of rigorous
application of this approach, American psychiatrists had to acknowledge that
unintended side effects were emerged (Andreasen 2007). The author was the
pupil of one of the leaders of the neo-Kraepelinian school, and for many years,
she had followed that model trying to integrate it with new available methods and
knowledge. For example, in an editorial celebrating one of the most important
publications of the neo-Kraepelinian school, she commented that “25 years after
that groundbreaking article, psychiatry is not only founded on diagnoses that are
validated by clinical description and epidemiological criteria, but it is challenged by
the opportunity to probe more deeply into mechanisms and perhaps to reach very
fundamental levels of knowledge about etiology that will have profound
implications for treatment and prevention” (Andreasen 1995, p. 161). However,
with time the expected results did not come, and Andreasen realized that such a
failure was related to unintended consequences deriving from the worldwide
application of the neo-Kraepelinian DSM: “the study of phenomenology and
nosology that was so treasured by the Mid-Atlantics* who created DSM is no
longer seen as important or relevant. Research in psychopathology is a dying
(or dead) enterprise” (Andreasen 2007, p. 111). Perhaps the most striking limitation
of a psychiatric praxis reducing the diagnostic process to the administration of
rating scales and the application of diagnostic criteria is its intrinsic

“The universities teaching the neo-Kraepelinian approach in the 1970s.
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dehumanization: “DSM has had a dehumanizing impact on the practice of psychia-
try. History taking—the central evaluation tool in psychiatry—has frequently been
reduced to the use of DSM checklists. DSM discourages clinicians from getting to
know the patient as an individual person because of its dryly empirical approach”
(Andreasen 2007, p. 111). A resource against such a dehumanizing approach is the
acknowledgment that besides impersonal diagnostic criteria and brain mechanisms,
psychiatry is and must essentially be focused on people. Hence, it has to be
concerned with the patients’ subjective experiences and the personal meanings
the individuals attribute to their psychopathological experiences, being aware that
the personal idioms of distress and the active interplay between the person and
his/her abnormal experiences (personal elaboration) significantly mold the clinical
picture, the illness course, and the therapeutic trajectory. Accordingly, we support a
person-centered approach in psychiatry, considering “patients as active and
meaning-making entities rather than as passive individuals and their attempts at
self-understanding as potentially adaptive. This is important in contemporary
practice at a number of levels. Crucially, it helps improve understanding of the
unique personal values and beliefs by which each individual’s experiences [. . .] are
shaped, thus enhancing insight and improving the quality of the clinician-patient
relationship” (Stanghellini et al. 2013, p. 292).

1.4.2 The Scientific Failure: Reliability Without Validity

The DSM-5 (American Psychiatric Association 2013) has been published in the
midst of unusual controversy. Criticisms had always been advanced, but in the past,
the DSM system was the dominant paradigm and criticisms were mainly the
unheard complaints of the looser schools of thought. Today it’s different, because
it is the credibility of the DSM itself that is in question. For example, Maj
commented that since the publication of the DSM-IV: “Only a couple of decades
have passed, but those already seem ‘good old days’. Much of that enthusiasm and
faith has now vanished [. . .] the questions I am now receiving from journalists [. . .]
focus not so much on ‘new developments in the manual’ (the most common
question when the DSM-IV was launched) as on [...] ‘why we produce this
classification at all, since we do not have a solid ground on which to base it’”
(Maj 2012, p. 161). Why such a dramatic change of view?

The present crisis of the DSM was not unexpected. From the very beginning of
the revision process, the editors of the DSM-5 had clearly presented the
demoralizing state of the art resulting from research evidences. DSM-1V psychiat-
ric diagnoses were largely:

1. Unspecific, allowing no prediction about prognosis and therapeutic outcomes

2. Heterogeneous, including within the same concept individuals presenting with
different clinical pictures

3. Instable, the same patient fulfilling the criteria for different diagnoses at different
times
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4. Plagued by excessively high comorbidity
5. Without external validators, laboratory tests and/or neurobiological findings
being not available to confirm the phenomenally based diagnosis

Their conclusion was that “research exclusively focused on refining
DSM-defined syndromes may never be successful in uncovering their underlying
etiologies” (Kupfer et al. 2002, p. xix). In other words, although the DSM-III was
credited to have improved the inter-rater reliability (i.e., the agreement between
independent clinicians looking at the same psychiatric interview), Spitzer’s predic-
tion that with more reliable diagnoses validity research would have consequently
advanced was not confirmed.

Subsequent epistemological research claimed that the abovementioned problems
deriving from the application of the DSM diagnostic criteria were not just “empiri-
cal” results that could find a resolution by extensive application of evidence-based
methods. Rather, it was suggested that they could be better understood if they were
reconceived as Kuhnian “anomalies,” i.e., apparently empirical outputs largely
dependent upon the way the classification system is internally structured (Aragona
2009a, b). A few of such problems, i.e., the DSM scarce phenomenal determination
of mental symptoms and the basic belief that they can be objectively described, are
relevant for the present discussion and will be discussed below. Here it is sufficient
to highlight that we are in a particular historical period coinciding with the end of
the neo-Kraepelinian long-lasting dominance in psychiatry, and in the next years,
the survivors of such a nosographic overemphasis will need to reorganize the
discipline on firmer grounds, paying more attention to the specific qualities of the
patients’ experiences. In conclusion, according to Zachar and Jablensky (2014,
pp. 9-10), “the neo-Kraepelinian paradigm established by Robins and Guze and
institutionalized in the DSM has resulted in so many problems and inconsistencies
that a crisis of confidence has become widespread [and this drives] a transition from
a period of normal science (where the paradigm serves as an integrating framework
in which questions are asked and answered) to a period of extraordinary science.
The defining features of the fragmented periods called extraordinary science
include: (a) lack of agreement on what are the most appropriate methodologies,
(b) magnification of the problems that define the crisis into the most important
problems of the discipline, (c) the generation of speculative new theories, and (d) a
dramatic increase of interest in exploring the philosophical assumptions of the
discipline.”

1.4.3 Lack of Phenomenal Determination

A widely acknowledged problem with current classification systems and the assess-
ment instruments derived from them is their insufficient attention to the qualitative
specificities of the assessed mental phenomena. We will see why the definition of
symptoms “as oversimplified phenomenal variants” (Stanghellini and Rossi 2014,
p. 237) is inappropriate. But firstly, why is it so?
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Two intertwined major aims of the DSM-III significantly influenced the
approach on this issue: the diagnosis of any mental disorder had to be based on
reliable observation, and clinicians from different schools of psychiatry had to feel
comfortable when using the same terms. Because most source of disagreement was
thought to depend from the fact that qualitative nuances were more difficult to
detect and that different schools tended to highlight different qualitative features of
mental phenomena, the architects of the DSM-III chose to use lists of symptoms
whose definition was commonsensical and detection was simple as much as possi-
ble. Moreover, because in the diagnostic procedure different schools tended to give
different weights to this or that symptom, the diagnostic criteria were organized as
quantitative lists with diagnostic thresholds, without a hierarchical organization of
symptoms depending on their possible importance. Examples of this are the DSM-5
definitions of euthymic mood as “mood in the ‘normal’ range” (tautology),
“bizarre” schizophrenic delusion defined as a delusion involving “a phenomenon
that the person’s culture would regard as physically impossible” (vagueness), the
same weight of antithetical symptoms in the same diagnosis (e.g., weight loss or
gain, and decrease or increase in appetite, in major depression), and so on.

Such a choice to prefer a quantitative and commonsensical approach was
responsible (together with other choices) of many current anomalies in the applica-
tion of the diagnostic criteria to the clinical and research populations. For example:

1. Lack of distinction between the once called “endogenous” or “vital” depression
(typical of melancholics), and the dysphoric “depression” in borderlines reacting
to a disillusion can improperly increase the chance to make a diagnosis of major
depression and borderline personality disorder in comorbidity.

2. Lack of distinction between Jaspers’ primary and secondary delusions can
magnify the impression of continuity of mixed cases between schizophrenia
and affective disorders and also increase the internal heterogeneity of samples of
patients selected for research.

3. Lack of distinction between fundamental and accessory symptoms increases the
inclusion in the same sample of non-prototypical patients, hence internal diag-
nostic heterogeneity and consequent poor prognostic and treatment specificities.

Examples of this kind could be multiplied, but here is sufficient to stress one key
point: starting from heterogeneous samples is practically very difficult to point to
possible underlying neurobiological dysfunctions. Hence (as stated in Sect. 1.4.2),
the failure of the neo-Kraepelinian approach is mainly a problem of lack of validity,
and it cannot be solved by simply increasing neurobiological research, because it is
the phenomenal characterization of the samples to be studied that is primarily in
question. As we will see in this book, European psychopathology has always been
concerned with a careful qualitative distinction and delimitation of psychopa-
thological phenomena, in order to grasp their essential features independently
from nonspecific or derivative symptoms. For example, several chapters of this
book will show that schizophrenic people are not simply carriers of delusions,
voices, and other incoherent symptoms in a number sufficient to make diagnosis.
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Rather, essential self-disorders specifying a general specific Gestalt are nuclear
disturbances that lie beneath superficial paranoid phenomena. Accordingly,
although diagnostic criteria (nosographic organizers) may be useful for simple
communication, understanding persons with mental disorders also requires a
more fine-grained competence in detecting nuanced but fundamental phenomena
representing the core of the phenomenal picture. Independently from strict
nosographic usages, at this core level, psychopathological concepts organize a
complex array of psychopathological phenomena in unities based on meaningful
structures (psychopathological organizers) (Rossi-Monti and Stanghellini 1996).
This is the task of the so-called structural psychopathology, which “assumes that
the manifold of phenomena of a given mental disorder is a meaningful whole, i.e., a
structure. The symptoms of a syndrome are supposed to have a meaningful coher-
ence” (Stanghellini 2010, p. 320); hence, the phenomenal specificities and the
internal links between the parts of the structure should be thoroughly investigated.

1.4.4 The Promised Neurocognitive Revolution (The RDoC Project)

It has been argued that psychiatry is in a scientific crisis and that today the most
powerful revolutionary proposal comes from the neurocognitive field (Aragona
2014b).

Early proposals (Murphy 2006; Sirgiovanni 2009) had suggested to ground
psychiatric diagnoses neither on the microlevel (the genes or other molecular/
biochemical features) nor on the macro-level of behavior and personality; rather,
cognitive scientists were invited to focus on an intermediate level, that of the
cognitive computational modules, mental disorders being conceived as
“breakdowns of neurocomputational mechanisms” (Sirgiovanni 2009, p. 47).

More recently, the US National Institute of Mental Health launched an ambitious
research plan called “Research Domain Criteria (RDoC) project” (Insel et al. 2010;
Cuthbert and Insel 2013). Although the DSM-5 presented itself as a “bridge”
between the old model and the RDoC project, the RDoC project proposes a radical
change in psychiatric research. In fact, its aim is “to shift researchers away from
focusing on the traditional diagnostic categories as an organizing principle for
selecting study populations towards a focus on dysregulated neurobiological
systems” (First 2012, p. 15). We do not consider here the many criticisms against
this model, confining our discussion on the basic features of the RDoC project and
on its continuity and differences compared to the usual DSM-based approach. Only
then we will raise some critical concerns whose discussion might be useful in this
context.

Firstly, the RDoC proposal is not a diagnostic system in its classical sense but a
matrix based on basic areas of psychological (cognitive) functioning to be
correlated to corresponding brain circuits. That is, it focuses on cognitive domains
as the key constructs around which available evidence (from different sources, from
genes to self-observation) should be trans-nosographically organized (First 2012;
Cuthbert and Insel 2013). As such, it has no immediate concrete effects on
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psychiatric nosographys; it is just in a future, when/if the expected research findings
will be sufficient, that it will be possible to build on these bases a new, radically
different nosography, grounded on a neurocognitive paradigm. Epistemological
research suggested that such a model is revolutionary because it radically changes
the direction of the validation process: while in the traditional approach researchers
are “expected to proceed from phenomenally defined disorders back to the discov-
ery of their etiology, in the etiopathogenic approaches the direction is expected to
be from “subpersonal” dysfunctions (of genes, brain processes, or cognitive
mechanisms) ahead to the resulting phenomenal picture” (Aragona 2014a, p. 40).
However, despite its recognized revolutionary potential, the RDoC project remains
largely continuous with the traditional reductionist ideal of validation intended as
the discovery of the neurobiological processes responsible for mental disturbances.

Hence, some basic problems remain: how are the cognitive disturbances to be
investigated phenomenally characterized? Why are they limited to those already
enlisted? Can other cognitive domains be added in the future or is it a close system?
Are they independent or interconnected functions? Are they homogeneous or
heterogeneous? It can be predicted that questions like these will be part of the
debate on the RDoC system as they were in the case of mental symptoms and
disorders.

Here it is sufficient to stress that the RDoC model is interesting but with some
possible problems. One of them is that, more or less explicitly, it conveys a
reductionist idea assuming that what really matters is neurobiological explanation
in terms of neurocircuits, chemistry, and genes, while the space dedicated to the
experiential and relational features is at best marginal. Once again, as it was the
case with reductionist models of the past, the risk is to transform psychiatry in a
neurological activity where the sufferer as a person is lost.

1.5 Toward a Person-Centered, Multidisciplinary, Empathic,
Human- and Value-Friendly Psychopathology

In the previous sections, we discussed the limitations of old and new mainstream
approaches in psychiatry. We showed that what remains quite the same in different
ages is the basic idea that the study of mental illnesses should focus on the
underlying neurobiological dysfunction of which they are supposed to be the
expressions. In such a context, in order to go further, psychiatry should increase
its “objectivity,” that is it should look at diseased deanimated bodies whose
abnormal cognitions and behaviors should be seen as dysfunctional mechanisms
to be normalized. This should be done preferably by means of direct intervention
through pharmacological modulation, physical neurostimulation or neuroinhibition
(e.g., transcranial magnetic stimulation and electrical devices), and when psycho-
therapy is considered, its role is admitted only because it is a nonphysical activity
that nevertheless changes the brain. As stated above, in such a perspective, the
individual sufferer and his/her world made of meaningful connections, significant
relationships and values are completely lost. This is not to deny that people have a
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brain and that the brain is the organ to be studied to explain people’s perceptions,
emotions, cognitions, and actions, including both normal and abnormal ones. Yet, is
this satisfying? Somehow ironically, although the model described above pretends
to be medically oriented, nowadays medicine is deeply involved in a critical self-
evaluation. From such self-criticism arises the idea that disconnecting the whole
sufferer and dispersing its body parts under the aegida of different unconnected
specialties was responsible of worse treatments, increased costs, and poorer com-
pliance. Accordingly, “as medicine has become more powerfully scientific, it has
also become increasingly depersonalised, so that within many areas of clinical
practice it has been possible to witness the substitution of scientific medicine for
scientistic medicine and to see an accompanying collapse of humanistic values in
the principles and practice of medicine. [...] now that we can ‘cure’, we no longer
retain any responsibility to ‘care’—thus exacerbating [...] a crisis of knowledge,
compassion, care and costs—and which risks a grave outcome for patients and
clinicians alike” (Miles and Mezzich 2011, p. 208).

In psychopathology, a person-centered approach draws attention to the patient as
a human being who has an active role in interacting with his/her basic disturbances
and in the shaping of the psychopathological syndrome. Thus, in this context, the
patient is seen as a meaning-making individual, a self-interpreting agent engaged in
a world shared with other persons and whose individual values and experiences are
key aspects of his/her self-understanding (Stanghellini et al. 2013).

Some key concepts are important here because they are part of a necessary
general stance that psychiatrists (above all, those psychiatrists and psychologists
who have clinical responsibilities) shall share independently from their respective
schools of thought. Being phenomenology a humanistic contribution to the
psychopathological science, it has a significant role in promoting such key notions.
However, we believe that their importance largely transcends the phenomenologi-
cal school and shall be part of a more basic common ground for any human being
curing and caring for mental sufferers.

1.5.1 A Person-Centered Approach

As seen, the entire medicine is facing a radical challenge: while it is and has to be
continuously more scientifically informed, technological, and evidence-based, in
doing so it risks (and unfortunately this already happened) to lose the human
contact with the sufferer, reduced to a dysfunctional body or part,
de-individualized, and transformed in the “carrier” of a disease. We saw that this
has negative effects on crucial issues like the therapeutic alliance and compliance,
which are important in internal medicine as they are in psychiatry. Moreover,
today’s biological medicine is also reconsidering the primacy given to the disease
with respect to its “carrier”: in fact, individual differences promise to be key
features for future individualized therapies; e.g., persons with different metabolism
may respond differently to the same drug, despite having the same disease. The
study of individual genetic differences is another case in point. If this is particularly
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relevant in internal medicine, it is at least equally important in psychopathology,
where the patient is never the simple “carrier” of an independent disease. In fact,
each individual, with his/her unique strengths and resources as well as needs and
difficulties, plays a central role in actively shaping his/her disorder, its course,
manifestation, outcome, etc. (Stanghellini et al. 2013). As said by Strauss (1992),
the person is never peripheral, merely as a passive victim of a disease; rather,
persons are “goal-directed” beings with an active role in shaping their own
symptoms and guiding the evolution of the phases of their disorder. Accordingly,
any clinical approach to mental sufferers has to be strictly individualized, because
different persons have different needs and resources.

1.5.2 A Multidisciplinary Approach

One of the major limitations of current medicine is when different disciplinary
approaches do not communicate in the individual case. However, in medicine the
opposite case is often available, e.g., when physics, biologists, engineers, nurses,
and clinicians with different specialties (internal medicine, radiology, surgery)
coordinate themselves in a unique staff for the treatment of complex cases by
means of technologically advanced devices. Psychiatry should be constitutively
open to a multidisciplinary approach, because the biopsychosocial model of mental
illness has significantly shaped its organization in the twentieth century. However,
in many instances, it was organized totally independently from internal medicine,
and for this reason in the last decade, the World Psychiatric Association increased
its efforts to promote the importance of general medicine in the management of
mental disorders. On the other side, there are examples of service organization
where psychiatrists self-limited their activity to diagnostic assessment (largely
using neuroimaging and laboratory analyses, although both provide unspecific
results, the diagnosis being phenomenally based) and psychopharmacological
intervention, without the necessary integration of the psychological and social
level. Today the treatment of complex eating disorders, which so heavily involve
the physiopathology of the body, was the occasion for the organization of multidis-
ciplinary and integrated services where psychiatrists, psychologists, nurses,
rehabilitators, and physicians expert in nutrition work together and coordinate
their activities. However, while efforts were done for the integration of psychiatry
and internal medicine, a lot remains to do for an improved dialogue between the
schools of psychiatry and psychology. In fact, different schools are often in
opposition to each other, showing the above discussed pre-paradigmatic state of
the art well described by Kuhn.

A philosophical approach to psychiatry is here particularly important because it
shows that most difference between schools is due to their acceptance of different
philosophical basic tenets. Being aprioristically accepted, such basic claims often
act as Jaspersian prejudices, and their explicit discussion and clarification is often
very useful in order to increase collaboration between clinicians holding different
views.
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Moreover, a phenomenological approach that focuses on phenomena as they
give themselves to consciousness in all of their concrete and distinctive features
further increases the possibility of a reliable agreement. In fact, here “the primary
object of inquiry is the patient’s subjectivity, focusing on patient’s states of mind as
they are experienced and narrated by them [...]. Theoretical assumption are
minimized and the structures of the patient’s experience are prioritized”
(Stanghellini and Rossi 2014, p. 238). This increases the possibility of a shared
agreement on the phenomena themselves, independently from (and prior to) causal
accounts addressing etiological explanations and subpersonal mechanisms. It
should be stressed that although there are apparent similarities between this
approach and the DSM-III’s atheoretical claim, one significant difference is that
phenomenology brackets theoretical preknowledge by means of a conscious, delib-
erate, and philosophically informed technical act of judgment suspension (the
epoché), while the DSM suggests a naive atheoretical stance based on a covert
neopositivist assumption that symptoms are real entities which are directly observ-
able without the need of any inference (Aragona 2013). This last atheoretical
implicit belief contrasts the acknowledgement that mental symptoms are observed
from the point of view of the observer (theory-ladenness) and are the product of a
hermeneutical process taking place within the patient as well as in the dialogical
exchange between patient and fellows, the clinician included (Berrios 2013b;
Aragona and Markova 2015). Neglecting the intrinsic hermeneutics of mental
symptoms leads to ineffectiveness, for clinical practice, of standard interviews
molded on research-objectifying procedures, because it overlooks that the assess-
ment of a mental state involves two kinds of reductions. According to one of us
(Stanghellini 2013, p. 326), the first “is performed by the speaker who tries to find
the propositional correlate of a given mental state, or the ‘right words’ to commu-
nicate it. The other reduction is performed by the listener who must sometimes
interpret the speaker’s meaning by asking the speaker and himself ‘what does he
mean by that?” This problem, which plagues psychopathological research and
clinical practice, becomes even more acute in using standardized assessment,
since when interviewees respond to questionnaires, they might have very different
understandings of the questions, and this may lead to the inaccurate conclusion that
different individuals or groups have similar experiences or beliefs.”

Finally, a value-based sensibility (see below) is also helpful in reducing conflicts
between the members of a service, thus promoting the interdisciplinary dialogue
(Fulford and Stanghellini 2008).

1.5.3 An Empathic, Human- and Value-Friendly Approach

The phenomenological stance promotes the importance of empathy, humanities,
and values in the approach to mental sufferers. Empathy is a complex, multifaceted,
and polysemic concept. We will discuss it in detail in the following section, because
it is a key concept in phenomenological and hermeneutic psychopathology. Here
we briefly concentrate on the basic empathy in the therapeutic relationship, which is
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simply a general stance of “openness” and “attunement” to the other human being
and his world of meanings. In this sense, an empathic relationship is defined as
“other-oriented feelings of concern, compassion, and tenderness experienced as a
result of witnessing another person’s suffering” (Batson et al. 1990), and in
psychiatry and psychology, it is also seen as a way of “putting the patient and
yourself at ease” (Othmer and Othmer 2002), as well as a special technique to elicit
trust in order to achieve rapport and relevant information (Turner and Hersen 2003).
Of course, an empathic openness to the other human being in the therapeutic
relationship is not a specific feature of phenomenological psychopathology,
because it is the common basis for the vast majority of psychotherapies and it
should be considered fundamental also in biological psychiatry. So, phenomeno-
logical psychopathology shares with many other approaches an emphasis on the
importance of a general empathic stance in the therapeutic relationship, but it is
much more than this. We will see later that in psychopathology empathy is not only
a mere precursor to the genuine article of psychopathological understanding.
Rather, it is the medium itself where understanding takes place, and psychopa-
thological empathy can be additionally differentiated along the lines of the debate
on the concept of “understanding” (Verstehen), from Jaspers to post-Heideggerian
developments.

To this basic openness, phenomenological psychopathology adds a specific
philosophical expertise that brings to psychiatry and clinical psychology a method-
ologically rigorous defense of complexity and anti-reductionism views. According
to Fulford et al. (2004), a philosophical stance gives psychiatry a more complete
picture of its structure, promoting a better characterization of the psychiatrist’s role
in crucial areas including the role of patients (philosophy puts patients first) and
research (where philosophy reconnects minds with brains).

Finally, the work in values-based practice (VBP) is based not only in philosoph-
ical value theory but also in the contribution of phenomenological psychopathol-
ogy. The specific contributions of VBP include:

1. Raising awareness of the role of values even in categorical psychiatric diagnostic
systems.

2. Providing a clear theoretical explanation for the relative prominence of values in
psychiatric diagnostic classifications (derived from the relative complexity of
human values in the areas with which psychiatry is concerned).

3. Through the policy frameworks and training methods already established for
values-based practice (Fulford and Stanghellini 2008). It is noteworthy that
phenomenological psychopathology is interconnected with VBP, at the same
time being one of its theoretical sources and a field of application of its
principles.
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1.6 The Phenomenological Analysis of Suffering

This section will explore in detail the main concepts, i.e., the categories of thought
that inform the experiential encounter in clinical and research activity performed
with a phenomenological approach. As we will see, the utilization of such concepts
in practice is manifold, paralleling the multiple phenomenological views that
influenced psychopathologists in different ways. Hence, the following concepts
are not held by all phenomenologically oriented psychopathologists in the same
way; some of them put more emphasis on some terms and reject others and vice
versa. What is common is a general family resemblance and a deep involvement in
human meaningful relationships.

1.6.1 Bracketing Theoretical Preknowledge

One of the key methodological steps in phenomenology is the so-called epoché
which is an active and rigorous bracketing of our obvious as well as scientific/
theoretical preknowledge, in order to go directly “to the things themselves” as they
appear to consciousness. We stressed above that Husserl’s epoché differs from
more recent naive atheoretical stances because the latter do not bracket obvious
preknowledge but implicitly assume it in the form of a covert neopositivist trust in
the description of mental symptoms viewed as mere objects (Aragona 2013). On the
contrary, the phenomenological epoché assumes that objects of knowledge are not
mere facts but are intentionally constituted in consciousness activity. Binswanger
(1923) directly refers to Husserl’s phenomenology as science of the pure essence of
phenomena as they give themselves in the categorical intuition. He stresses that
Husserl’s essences are beyond the gnoseological distinction between real and ideal,
because phenomenology is against all theories, gnoseological theories included.
Hence, in Binswanger’s view, Husserl would leave these problems aside. Although
in this 1923 work he does not mention explicitly the word epoché, this “atheoreti-
cal” claim is Binswanger’s way to describe it. However, he also stresses some
differences between philosophical and psychological phenomenology, because
while in the former the suspension of judgment is radical, in psychology such
“bracketing” is only relative because its object (e.g., the perceptive act) is still
considered as a real act, really occurring in a real men. A similar position is
accurately carried on by Tatossian (1997, p. 10) who stresses the phenomenological
“change of attitude, which is abandonment of the natural and «naive» attitude, that
is to say [abandonment] of that attitude where, being either psychiatrists or not, we
apprehend what we encounter as objective realities existing independently from us,
being them psychical or material realities. Phenomenology is not interested in
realities as such but in their conditions of possibility, hence it doesn’t start before
having practiced, in one or the other form, the phenomenological reduction, which
suspends the natural attitude and its claims, or better its implicit or explicit theses
about reality. This reduction or epoché is the foundational act of Husserl’s
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phenomenology—what poses the problem of the relationships between philosophi-
cal phenomenology and psychiatric phenomenology.”

Jaspers discussed this issue in a quite different vein. As discussed above, the
founder of General Psychopathology can be considered a phenomenologist only in
a broad sense, because his phenomenology differs from Husserl’s eidetic research.
However, also in Jaspers there is the need of bracketing preknowledge in order to go
to the psychopathological phenomena themselves. The main difference is that
Jaspers conceives his position as an empiricist one; he writes unambiguously that
his aim is to describe mental pathological phenomena as they really are, intending
as they effectively present themselves in the clinical encounter. Here the philosoph-
ical roots are not in phenomenology (although Jaspers quotes with admiration
Husserl as a significant influence in his psychopathology) but in the post-Kantian
views characterizing the late nineteenth-century “dispute on methods” in human
sciences. There Jaspers finds an anti-metaphysic spirit that rejects a priori theoreti-
cal systems in favor of a new empiricist approach focused on the direct analysis of
the lived experience (Erlebnis). The debate between Dilthey and the neo-Kantians
is illustrative of this basic issue. It is from this, as well as from a rejection of some
neurobiological systems of the time (particularly those of Meynert and Wernicke),
that Jaspers moves in suggesting the need to make explicit and scrutinize the
prejudices influencing our appraisal of mental phenomena. It is just after bracketing
prejudices that we can approach mental phenomena in order to study them as they
really present to our consciousness. In different words, “Avoiding all theoretical
prejudices is the quintessential methodological as well as ethical (i.e., maximum
respect for the person as a subject of experience) prerequisite of descriptive
psychopathology. Descriptive psychopathology is not concerned with any subsidi-
ary speculations, psychological constructions, interpretations or evaluations, but
solely with the phenomena that are present to the patient’s consciousness”
(Stanghellini 2013, p. 341).

Finally, a few words are needed on Heidegger’s view on the matter, because in
general his ideas strongly influenced (and still influence) phenomenological psy-
chopathology. Heidegger is very clear in tracing a sharp distinction between
Husserl’s and his own concept of the phenomenological reduction as a method to
bracket the natural attitude and commonsense assumptions that accompany it. In
Heidegger’s account, for Husserl “phenomenological reduction [...] is the method
of leading phenomenological vision from the natural attitude of the human being
whose life is involved in the world of things and persons back to the transcendental
life of consciousness and its noetic-noematic experiences, in which objects are
constituted as correlates of consciousness. For us phenomenological reduction
means leading phenomenological vision back from the apprehension of a being
[...] to the understanding of the being of this being” (Heidegger 1982, p. 21).
Hence, for Heidegger we always start our analysis from some concrete being, and at
this level Husserl’s epoché applies; but the essence of Heidegger’s method is to go
beyond that being in order to go back to its being. In his words, “[a]pprehension of
being, ontological investigation, always turns, at first and necessarily, to some
being; but then, in a precise way, it is led away from that being and led back to
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its being. We call this basic component of phenomenological method—the leading
back or re-duction of investigative vision from a naively apprehended being to
being phenomenological reduction” (Heidegger 1982, p. 21).

In conclusion, phenomenological psychopathology shares a common view on
the importance of the epoché and phenomenological reduction for the sake of its
analysis of psychopathological phenomena. However, under this commonality,
there are interesting nuances: Jaspers appears at least partially independent from
Husserl’s account, while Binswanger and the majority of those following a
Daseins-analytic perspective, although in general clearly indebted to Heidegger’s
ideas, on this particular point (phenomenological reduction) follow Husserl’s view
and (at least to our knowledge) substantially neglect Heidegger’s alternative
account.

1.6.2 The Distinction Between Form and Content

According to Berrios (2013c¢), “[i]t is customary to talk about the ‘form’ and the
‘content’ of mental symptoms: indeed, this distinction is central to the so-called
‘phenomenological’ approach. In spite of this, both concepts are not very well
defined in the specific context of psychopathology.” The history of the form/content
distinction (Berrios 2013c) and the Kantian influence on Jaspers’ usage of it
(Walker 2013) are beyond the purposes of this introduction. Here we will focus
on Jaspers’ distinction for the aims of his General Psychopathology and on
subsequent developments.

Jaspers describes three different ways to trace the distinction between form and
content. The first is the most important for him, and we will discuss it in detail later.
The other two are the following: one (the second case he describes) is the divide
between the form as the general syndrome as a whole (“periodic phases of dyspho-
ria” in Jaspers’ example) and contents as the particular symptoms that may be part
of the syndrome (in this example, dipsomania, wandering, suicide). As far as we
know, Jaspers did not further elaborate on this, implicitly suggesting that this
second meaning was not very important in his conception. The other distinction
(the third case) is between the form as a very general, global change of the entire
personality, as in the schizophrenic or hysteric experience (Jaspers’ examples), and
the content as every “variety of human drive and desire, every variety of thought
and fantasy, [which] can appear as content in such forms and find a mode of
realisation (schizophrenic, for instance, or hysteric) in them” (Jaspers 1963,
p. 59). On this, interpretations slightly diverge: Berrios (2013c) suggests that
according to this definition, “the psychological modality itself becomes the ‘con-
tent’ and is subordinated to the higher concept of diagnosis that becomes the
‘form’.” On the contrary, Aragona (2009c) does not emphasize the diagnosis
(which is the focus of the second case) but the global change of the person’s
existence (of the way of Being in the World, we may say phenomenologically)
and interprets it as part of Jaspers’ confrontation with Binswanger’s
Daseinsanalyse.
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In any case, it is the first distinction between form and content that is central in
Jaspers’ General Psychopathology, because the main objects of descriptive psy-
chopathology are the patients’ experiences and particularly the form in which these
experiences is presented (Stanghellini 2010). In Jaspers’ words, “form must be kept
distinct from content which may change from time to time, e.g. the fact of a
hallucination is to be distinguished from its content, whether this is a man or a
tree, threatening figures or peaceful landscapes. Perceptions, ideas, judgments,
feelings, drive, self-awareness, are all forms of psychic phenomena; they denote a
particular mode of existence in which content is presented to us” (Jaspers 1963,
pp. 58-59). It is noteworthy that here there is a minor but interesting ambiguity in
Jaspers sentence, because it swings between form as formal characteristics of a
given psychopathological phenomenon (e.g., hallucination) and form as type of
intentional act (to use Brentano’s terminology): in the example, perceptions, ideas,
judgments, etc. Considering that a major aim of Jaspers’ psychopathology is to
scientifically describe and differentiate psychopathological phenomena, the empha-
sis should be on specific formal features of single phenomena, and this also explains
why Jaspers adds that “from the phenomenological point of view it is only the form
of the phenomenon which interests us” (Jaspers 1963, p. 59). This is because it is
only through the form that we can give enough stability to the phenomenal
description, in order to generalize our observation to any phenomenon of the
same type (e.g., all hallucinations should share the same basic formal
characteristics), while content is idiosyncratic, strongly depending on the life
history of the patient. In other words, contents may be idiosyncratic, whereas
forms reflect transpersonal generalizable aspects of the acts of consciousness
(Stanghellini 2010, p. 323). But of course our patients’ life history is fundamental
in the psychotherapeutic relationship, and this is why Jaspers adds that although
form is the most important for phenomenology, “the psychologist who looks for
meaning will find content essential” (Jaspers 1963, p. 59).

Subsequent developments focused on the global way of being of the patient in
his/her world. According to Stanghellini (2010, p. 321), a good case in point is
Minkowski’s structural psychopathology: in order to reconstruct the patient’s life-
world (which in his view is far more important than simply counting his symptoms),
Minkowski “methodically brackets or suspends all the ‘ideo-affective’ (cognitive
and affective) contents of experience, and focuses on formal aspects or the spatio-
temporal configurations that are implicit in the patient’s experiences. The main
guidelines for this are lived space and time, but the way the patient experiences his
own body, self and other persons are also included in Minkowski’s inquiries. The
depressive patient’s experiences, examined from this angle, manifest profound
anomalies as compared to the common-sense world we all live in. Following this
path, to a certain extent it is possible to feel or imagine what it is like to live in that
world. However, at this stage of reconstruction the lived world still lacks a core that
keeps its parts meaningfully interconnected.” So the next step is to look for grasping
“the structural nexus that lend coherence and continuity to them, because each
phenomenon in a psychopathological structure carries the traces of the underlying
formal alterations of subjectivity” (Stanghellini 2013, p. 344). Accordingly, it is
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through the import of Heidegger’s existentialia in phenomenological psychopathol-
ogy that this is systematically addressed. We will discuss this in a section below. In
the meanwhile it is enough to stress that this is important for the present discussion
of the form/content distinction, because the aim of such a systematic analysis is the
reconstruction of the other’s lived world by grasping the form in which his experi-
ence is set in time and space, the mode in which he experiences his own body and
others, and the way the physiognomy of material things appears to his senses
(Stanghellini 2013, p. 339).

1.6.3 The Distinction Between Explaining and Understanding

The late nineteenth century saw the emergence of an epistemological dispute
concerning the most appropriate methods for the emerging human sciences (soci-
ology, history, jurisprudence, economy, and the like), as well as the proper place of
psychology (is it a natural or a human science?). Comte’s positivism had proposed
to extend the methods of natural sciences to human sciences (e.g., the newborn
sociology), while those disciplines that did not fit those methods had to be consid-
ered nonscientific at all (in Comte’s view, psychology was a case in point). Despite
disagreements on the place of psychology in their classification, both neo-Kantians
and Dilthey agreed that human sciences (their name for them was
Geisteswissenschaften: sciences of the spirit) were scientific but that their methods
were different from those applied in natural sciences. There was additional dis-
agreement regarding the defining features of human sciences, but this is beyond our
present aim.

One important contribution was Dilthey’s rejection of experimental psychology
in order to support a “descriptive and analytic psychology” which should start from
the phenomenal wholeness as it presents itself in the stream of consciousness
(Dilthey 1977). There Dilthey pronounce his famous aphorism “We explain nature,
we understand the spirit.” There is some debate on the real importance of Dilthey’s
dichotomy for psychopathology, and in later occasions, Dilthey himself seemed to
suggest that psychology could use and integrate both experimental and comprehen-
sive methods. In any case, the distinction between causal explanation and empathic
understanding is the distinctive feature of Jaspers’ contribution to the birth of
psychopathology as a scientific discipline.

In Jaspers’ view, psychopathology uses both methods in order to find
relationships between subsequent phenomena. At one side, we can causally explain
any psychopathological phenomenon as the effect of an (known or hypothesized)
underlying cause. Here the epistemological model is that of a chain of causes and
effects explaining the functioning of a mechanism. Transposed into medicine, this
is the chain from etiology to final symptoms via pathophysiological changes. In
Jaspers’ words, “the appreciation of objective causal connections [...] seen ‘from
without™ (Jaspers 1963, p. 28). It is noteworthy that Jaspers adds that we can
always hypothesize causal brain mechanisms underlying psychopathological phe-
nomena; hence, in psychopathology this approach finds no limits. But Jaspers adds
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that, although possible, causal explanation is not always satisfying for the needs of
psychopathology. Psychopathology is not only a science of nature, but it is also a
human science (see above Jaspers’ methodological pluralism). In many instances,
we are not satisfied to know that somebody acted as he did because some parts of his
brain were activated, while others were inhibited. If we want to know why he did so,
we need to understand his reasons, his motivations, and his purposes. This is a
different level that can be grasped only by means of a totally different method. This
method is understanding (Jaspers’ Verstehen); it consists in reproducing
(nachbilden) in ourselves a representation of what is actually taking place in the
mind of that person. In Jaspers’ psychopathology, such understanding was mainly
an empathic understanding, an emotional reliving (Nacherleben, Nachgefiihl). We
will discuss it in the next section. Now it needs to be stressed that Jaspers clearly
admitted that by means of this method we can understand those phenomena which
are similar to what we might have experienced in similar circumstances. However,
there are many phenomena that, despite our efforts, we are unable to understand
empathically. Among the examples given, it is typical the case of primary
delusions, which in Jaspers’ terms are underivable and un-understandable phenom-
ena. Hence, in Jaspers’ view, the act of understanding is fundamental for psycho-
pathology, but unfortunately it is a limited method: it can apply well in some
circumstances, allowing for a humanistic study of mental phenomena, but it cannot
apply in other cases, where it must be substituted by other methods.

We will see later that many psychopathologists returned on this problem trying
to find a different method in order to understand our patients’ way of being in the
world. Here is enough to stress that despite relevant differences, psychopathologists
agree at least on the need to find a method in order to grasp the patients’ existential
world, thus preserving a humanistic access to their own way to conceive, feel, and
value their experiences.

Before concluding this section, we would like to emphasize that the parallel
questions explaining/understanding and causes/reasons have been and still are
extensively debated in epistemology. However, even a summary of this debate
would be too long to find space in this introduction.

1.6.4 Characteristics and Limitations of Jaspers’ Empathic
Understanding

The literature on this issue is huge; here we limit our discussion to the main features
of Jaspers’ concept of understanding (Verstehen), to those points that although only
implicit in his text need to be openly discussed, and the main epistemological
limitations of such an approach.

In the first part of his General Psychopathology, Jaspers starts describing as
much rigorously as possible the pathological mental phenomena. There he sharply
distinguishes between those phenomena which are objectively given to our obser-
vation (e.g., behaviors) and subjective experiences (Erlebnisse) that, being part of
the private world, are not directly observable from the exterior. Here the question is:
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how is it possible to scientifically grasp, describe, differentiate, and univocally
denominate such phenomena if they are not directly observable? Jaspers proposes
his “phenomenological” method called “static understanding.” Although we do not
observe directly the subjective experiences of our patients, we can make them
present in our consciousness by means of a sort of transposition, of reliving in
ourselves what the other is actually living. This is an empathic act which gives us
the material for the appraisal of such subjective, private experiences, in order to use
them scientifically. Technically, such an empathic understanding requires a prelim-
inary bracketing of our prejudices in order to grasp the phenomenon as it presents
itself in our consciousness: “The first step, then, is to make some representation of
what is really happening in our patients, what they are actually going through, how
it strikes them, how they feel. We are not concerned at this stage [...] with any
subsidiary speculations, fundamental theory or basic postulates. [...] Conventional
theories, psychological constructions, interpretations and evaluations must be left
aside. [...] We refuse to prejudge when studying our phenomena, and this
openmindedness, so characteristic of phenomenology, [...] must be acquired pain-
fully through much critical effort and frequent failure. [...] Phenomenological
orientation is something we have to attain to again and again and involves a
continual onslaught on our prejudices” (Jaspers 1963, p. 56).

Once this basic material is grasped by means of such an act of static understand-
ing, the next question is how mental phenomena are interrelated. This is the second
part of Jaspers’ General Psychopathology, where he traces the abovementioned
distinction between explaining and understanding. While, at least in principle, all
phenomena can be part of an explanatory chain of mechanistic causes and effects,
some psychopathological phenomena need to be viewed as typically human in
order to preserve their specificity. In Jaspers’ own words: “Phenomenology
presents us with a series of isolated fragments broken out from a person’s total
psychic experience. [...] How are all these various data to be related? In some cases
the meaning is clear and we understand directly how one psychic event emerges
from another. This mode of understanding is only possible with psychic events. In
this way we can be said to understand the anger of someone attacked, the jealousy
of a man made cuckold, the acts and decisions that spring from motive. In
phenomenology we scrutinize a number of qualities or states and the understanding
that accompanies this has a static quality. But in this question of connectedness, we
grasp a psychic perturbation, a psyche in motion, a psychic connection, the actual
emergence of one thing from another. Here our understanding has a genetic quality”
(Jaspers 1963, p. 27).

Jaspers’ concept of “understanding” has distinctive features that shall be briefly
considered.

First of all, it is an empathic, emotional understanding (ein fiihlendes). He
clearly stresses that rational understanding of the meaning of a sentence is not his
concept of understanding, because what he has in mind is understanding the person
through his phrase, not simply the sentence in itself: “where we understand how
certain thoughts rise from moods, wishes or fears, we are understanding the
connections in the true psychological sense, that is by empathy (we understand
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the speaker). Rational understanding always leads to the statement that the psychic
content was simply a rational connection, understandable without the help of any
psychology. Empathic understanding, on the other hand, always leads directly into
the psychic connection itself. Rational understanding is merely an aid to psychol-
ogy, empathic understanding brings us to psychology itself”” (Jaspers 1963, p. 304).

The second feature is what has been called “the problem of the right distance”
(Villareal and Aragona 2014). Empathic understanding is neither emotional fusion
nor cold distance; it is something in between, where the “sympathetic tremulation
of one psyche with the experiences of another” coexists with scientific objectifica-
tion of “such experience critically” (Jaspers 1963, p. 22). According to Ballerini
(2003), an important issue for the psychopathologist is his need to modulate the
distance between himself and the patient. In his view, the therapist and patient
continuously change their interpersonal distance, with a continuous oscillation
between the extremes of a fusional and a sidereal distance, i.e., between general
objective categorization and individual existential subjectivity.

Third, genetic understanding is asymmetric (Villareal and Aragona 2014). In the
case of causal explanation, we move from the phenomenon to be explained to the
causes that produced him. Once the causal chain is known, and we realize it
conforms causal laws, we can invert the direction of the inferential process and
assert that, if the cause is present and all other circumstances are the same, the effect
is produced by necessity. Hence, causal explanation is symmetric and allows
law-like predictions as well as post hoc reconstructions. On the contrary, genetic
understanding allows us, by empathy, to grasp the motivations that led the person to
perceive, feel, or act as he did, but this knowledge cannot be subsumed under a law.
Hence, while in that occasion he did something, he could also have done something
else (here the concept of freedom applies), so we can at best realize that a general
tendency occurred, but we can never be sure that in similar circumstances the
person in question will do the same again.

Fourth, the possibility of understanding is limited. We cannot always relive in
ourselves what is happening in our interlocutor. We can understand phenomena that
at least in principle we can or could reexperience ourselves, and this means that
understanding is based on a common ground between human beings, a shared world
of meanings that make it possible. Thus, we can understand phenomena that we
already know in a first-person perspective (e.g., we can understand the other’s
sadness because we know how is it like to be sad), or that we can know in principle
(e.g., I can project myself into the other’s life and circumstances and feel that if 1
was at his place, I would have felt as he did), or that we can feel as meaningful
although exaggerated (e.g., we may say that at his place we would have not reacted
as he did, but also feel that although such a reaction is quantitatively exaggerated,
nevertheless it is qualitatively congruent with circumstances and personal features
of the person in question). Famously, Jaspers’ claim that schizophrenic primary
delusions are un-understandable raised several critiques and was used by
Binswanger and many others as a starting point to explore different ways to
“understand” psychotic experiences (we will discuss this later). Here it shall be
briefly remarked that some critiques were unfair to Jaspers, because what he really
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asserted was not that schizophrenic primary delusions had to be necessarily
explained looking for neurobiological causes but simply that his method was
limited and that psychopathologists had to be aware of such an intrinsic limitation.
Jaspers himself mentions philosophical clarification as well as other forms of
interpretation (not necessarily psychoanalytic) as other possible ways to transcend
the limits of understanding.

Fifth, the limits of understanding are not fixed once for all. Interestingly,
Ballerini (2003, p. 40) stressed that the limits of our ability to understand depend
on “consistency, deepness, and duration” of the therapeutic relationship. Drawing
on this concept, it was emphasized (Villareal and Aragona 2014) that there are at
least four basic features influencing the possibility of understanding:

1. The characteristics of the clinical setting, which may be more or less favorable to
self-disclosure

2. The duration of the therapeutic relationship

. The personal characteristics of the patient

4. The personal characteristics of the clinician

W

Accordingly, the limits of understanding are not fixed but movable and change-
able, and understandability itself shall not be conceived as an intrinsic characteristic
of psychopathological phenomena but as an emerging relational property within
the clinical encounter.

As seen, the analysis of the main features of Jaspers’ concept of understanding
raises several problems, the most important being epistemological: empathic under-
standing entails an implicit twofold movement, i.e., I must have a direct access to
my own emotions, and I shall recognize that what I’m feeling is how the person in
front of me actually feels. Here two epistemological problems are involved, the first
being the more general problem of introspection (do we have any direct access to
our own mental states?) and the second being the more specific problem of empathy
(“how do I know that I am not projecting my own experiences onto the other?”
Stanghellini 2013, p. 338). An analysis of these questions is far beyond the
possibilities of this introduction, but the reader shall be aware of them as well as
of other epistemological shortcomings (Oulis 2014) that make Jaspers’ understand-
ing an approach to psychopathology which is still useful and important, but also in
need of revision.

1.6.5 Looking for the Essence (Eidetic Research)

We already introduced words like “eidos” and “eidetic research,” which are the
technical terms used by Husserl to describe the aim of phenomenological analysis
after bracketing pre-given ordinary and theoretical knowledge. In the intentional act
of exploring phenomena as they give themselves to consciousness, the aim is to
progressively remove unessential properties and perspective views in order to grasp
the essence of the thing itself. Roughly, if the thing remains itself after
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progressively removing several features (e.g., color, shape, and so on) but finally
vanishes when a feature is eliminated, then that feature is its essence. Farina (2014,
p. 55) stresses the intuitive nature of Husserl’s essences: “This knowledge of the
essence of things is what Husserl calls “eidetic intuition”, which takes place not by
abstraction or comparison of similar things, as erroneously believed the empiricists,
but by a direct intuition of what is universal”. This emphasizes a possible contrast
between an intuitional and an empirical understanding of Husserl, which maybe
explains similar interpretative fluctuations in the reception of Husserl’s “rigorous
method” (as Husserl himself was used to call it) by clinicians.

Binswanger imported Husserl’s essences in the psychopathological debate. In an
early methodological paper (Binswanger 1923), he claims that psychopathologists
should advance, step by step, from the particular empirical and individual facts
toward the meta-empirical, general pure essences described by Husserl.
Binswanger appears well aware of the meaning Husserl had given to the word
“essence” and to his eidetic research. In fact, he clearly writes that when we
consider perceptive acts, we acknowledge that we can perceive the same object
(akey, in his example) from an endless series of possible points of view, but we see
a unique object (this description conforming to Husserl’s concept of “synthesis”).
Moreover, he rightly defines Husserl’s phenomenology as a discipline describing
the essence of the immanent products of consciousness. Hence, it is sure that in
1923 Binswanger has a good knowledge not only of Husserl’s logical researches
but also of his further eidetic development in the ideas. Despite this fact, there are
some significant differences in Binswanger’s own way to conceive essences. In
fact, his essences are more akin to immediate artistic intuitions than Husserl’s
rigorous derivation from subsequent and systematic acts of eidetic variation. For
example, Binswanger writes that when we see Marc’s colored horses, the painter
clearly forces nature by representing a blue or a red horse, and nevertheless he has
seen and expressed the proper “essence” of the horse. This seeing is not through the
eyes, but it is an immediate awareness that looks inside, which has nothing to envy
to sensorial knowledge and yet it is maybe more reliable. In the same article,
Binswanger returns on this point and specifies that such an intuitive vision of
essences in scientific phenomenology should not be confused with the artistic
intuition, but also that the two forms of intuition have “undoubtful and strict
relationships” which are beyond the contraposition between science and art. There-
fore, a significant space for interpretation remains here, so that in psychopathology
phenomenological reduction and eidetic appraisal tend to fluctuate between scien-
tific dissection of phenomenal appearances at one side and a more global and
intuitive vision of essential themes on the other side. Binswanger’s famous clinical
cases may be read as examples of the second type.

Finally, in a recent article, Stanghellini and Rossi (2014) contrast both superfi-
cial mental symptoms (like those described in diagnostic manuals) and
endophenotypes to a new level of analysis that they call the “pheno-phenotypes
paradigm.” In this view, mental symptoms are not accidental meaningless
disturbances occurring to a patient. Rather they are the manifestation of some
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implicit quintessential “core” change in the fundamental structures of the patient’s
subjectivity.

It is this fundamental global “core” of human subjectivity which transpires
through the single symptoms and gives to the whole syndrome a specific and
characteristic Gestalt that many psychopathologists call ‘“phenomenological
essence.”

1.6.6 A Hermeneutic Framework for Psychopathology

The primary “object” of inquiry of phenomenological psychopathology “is the
patient’s subjectivity, focusing on patients’ states of mind as they are experienced
and narrated by them” (Stanghellini and Rossi 2014, p. 238). At this level, it aims at
“a systematic knowledge of patients’ experiences, so that the features of a patho-
logical condition emerge in their peculiar feel, meaning, and value for a patient”
(Stanghellini and Rossi 2014, p. 238). It is noteworthy that here is already at play a
hermeneutic approach, because subjective experiences are not simply “given”; they
are not objects that can be simply itemized in operative diagnostic criteria. Mental
symptoms are the product of a complex hermeneutic process involving a recursive
interpretation between two poles: the patient’s self-interpretation of what he/she is
feeling and the clinician’s interpretation of what the patient is trying to communi-
cate. Due to different personal, familial, and sociocultural conceptual categories
and idioms of distress, the patient may perceive, interpret, and express differently
what he/she is experiencing (cp. Berrios 2013b; Aragona and Markova 2015).
Similarly, another interpretative act “is performed by the listener who must some-
times interpret the speaker’s meaning by asking the speaker and himself “what does
he mean by that?” This problem, which plagues psychopathological research and
clinical practice, becomes even more acute in using standardized assessment, since
when interviewees respond to questionnaires, they might have very different
understandings of the questions, and this may lead to the inaccurate conclusion
that different individuals or groups have similar experiences or beliefs. An inter-
view is a linguistic event. It is not a behavioral-verbal interchange simply mediated
by language. Rather, it happens in language” (Stanghellini 2013, p. 326). Accord-
ingly, subjective mental states may be opaque to its owner and errors in translation
may always occur; nevertheless, this hermeneutic status of mental symptoms is
constitutive, and for this reason a hermeneutic approach to psychopathology is not a
philosophical surplus but a necessary requirement in psychiatric and psychological
trainings. In fact, the acknowledgment of the hermeneutic co-construction of
mental symptoms “implies, in practice, that the coding of each item of an interview
always requires an (often laborious) process of interpretation—rather than a
pseudo-objective simple ‘ticking’” (Stanghellini 2013, p. 326).

If this applies to the hermeneutics of any individual symptom, it should also be
stressed that phenomenological psychopathology considers the assessment of
symptoms as part of a more general diagnostic “hermeneutic circle” where
symptoms are recognized because they are part of a whole picture, the latter
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being more than a mere sum of items in a list (Aragona 2013). In other words, it
“goes beyond the description of isolated symptoms and the use of some of those
symptoms to establish a diagnosis. It aims to understand the meaning of a given
world of experiences and actions grasping the underlying characteristic modifica-
tion that keeps the symptoms meaningfully interconnected” (Stanghellini 2010,
p. 320). Hence, the manifold of (abnormal) phenomena in a syndrome is
interconnected, and the internal links between them are not etiological (i.e., based
on causal relationships) but phenomenological (based on meaningful relationships).
Stanghellini (2010) proposed the concept of structure to enlighten such a meaning-
ful interconnection of apparently manifold phenomena. Meaningfulness shall be
found in the structure itself, without involving elements that do not belong to the
structure. Hence, meaningfulness emerges from the internal links between the
elements of the structure, which are not juxtaposed but interrelated. Let’s consider
the following examples: Bleuler’s acknowledgment of a meaningful interplay
between the experience of primary symptoms and the reaction of the personality
leading to secondary symptoms, Minkowski’s trouble générateur, the phenomeno-
logical eidos which in a single phenomenon summarizes what is characteristic of
the entire picture, the search of a common Gestalt characterizing the entire syn-
drome, and Huber and Klosterkoetter’s description of a meaningful development
from basic symptoms to full-blown mental disturbances. Even though they are the
fruit of partly different perspectives, they exemplify the common view, in phenom-
enological psychopathology, that mental phenomena pertaining to a given syn-
drome are neither the result of a merely statistical association nor the product of a
purely biological common pathophysiology. Rather, they are part of a meaningful
whole where possible outputs of neurocognitive basic disturbances may trigger the
person’s “top-down” reaction seeking to make sense of such basic changes. This
highlights the patient’s active role in interacting with his/her distressing
experiences and in the shaping of his/her symptoms, course, and outcome
(Stanghellini et al. 2013). It is this self-hermeneutic process that makes
understandable the meaningful link between apparently manifold symptoms in a
given patient, i.e., the common structure of the whole clinical picture.

The process described above introduces a third point which is fundamental in
phenomenological psychopathology: the central “active role that the person, as a
self-interpreting agent or “goal-directed being” engaged in a world shared with
other persons, has in interacting with his/her basic disorder and in the shaping of
psychopathological syndromes” (Stanghellini et al. 2013, p. 289). This entails a
shift of attention from apparent symptoms to the deeper level of the person’s life-
world or, as it is often said, the way the human presence (Dasein) is in the world and
with others (in-der-Welt mit-Dasein). Here the single symptoms as well as their
meaningful interconnection in the syndrome’s structure are seen as the phenomena
through which the hidden dimension of existence is made manifest. Accordingly, it
was proposed that in psychopathology a phenomenological motto should be
“making the invisible visible” (Stanghellini 2013, p. 333), meaning that through
the text produced in the clinical encounter between patient and clinician, the deep
architecture of the life-world inhabited by the person shall emerge.
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Such a deep structure is particularly emphasized by Cargnello (2010), who
remarks that the primary “object” of the phenomenological inquiry is neither the
mental phenomenon as natural object nor the mere subjectivity of the sufferer or the
examiner. On the contrary, it is a non-derivable primum, i.e., how the human
presence projects himself/herself in the world and at the same time reveals him-
self/herself in expressing it in his/her original exsistere.

The phenomenological search for a deep structure of subjectivity, which makes
possible the emergence of abnormal experiences and their organization in mental
disorders, builds on and extends the work of Minkowski, von Gebsattel, Straus,
Binswanger, Tellenbach, Tatossian, Lanteri Laura, Blankenburg, and many others.
The way they approach the matter is interrelated but also different on some points.
Here we will focus on a representative example, i.e., Binswanger’s Daseinsanalyse.
According to Needleman (1963), it can be generally considered as a transposition of
Heidegger’s Daseinsanalytik to the problems of psychiatry, although we shall stress
that Binswanger does not simply import Heidegger’s concepts but actively
reinterprets them. We have already introduced some key concepts of Heidegger’s
philosophy, so we can focus only on those notions which play a major role in the
analysis of the way the human being projects his existence in the world and with the
other human fellows. We just remember that Heidegger’s Sein und Zeit was
conceived as a metaphysical inquiry on the Being and an anthropological use of
it is possible only because the human being (Dasein) is the being that poses the
question of the Being. Binswanger’s anthropological analysis of the human pres-
ence is clearly a misinterpretation of Heidegger’s ontological intentions, and
nevertheless it has been heuristically fruitful, not only in psychopathology.

The image of man which is suggested by this “implicit” Heideggerian anthro-
pology is that while natural objects are mere presence (Vorhandenheit), i.e., objects
that can be observed from outside and subdivided in their properties, human beings
are open projects displaying their potentialities.

They are already and constitutively in the world, and for the human beings the
objects of the world are originally known not as mere objects but as possible tools to
be used, as something “at-hand”; accordingly, the pragmatic context is primary, and
cognitive objectification (what we now call representationalism) is a secondary and
derived modality.

Humans are already together, in mutual relationship with their human fellows
(mit-Dasein); accordingly, we are originally part of a human community and the
problem of solipsism can only arise in a secondary reflective stance, having already
severed the knowing subject and the objects of knowledge.

Humans are intrinsically hermeneutic entities, implicitly self-interpreting their
position in the world, in their own context, and attuning to it; accordingly, self-
interpretation before being a reflective introspectionism is a pre-reflective accor-
dance within the situation, which usually appears obvious because of such
pre-reflective attunement.

Humans are also in a given emotional basic attitude, in a given time and space,
and so on.
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All these concepts can be heuristically imported in psychopathology, opening
the possibility to study the basic structure of our patients through the analysis of the
so-called existentials, and in effect this is Binswanger’s project: “The intention
governing Binswanger’s Daseinsanalyse was to understand psychiatric symptoms
as the expression of an alteration of the structural components of one’s basic being-
in-the-world. To do this, he had to take the ontologically determined existentials® of
Heidegger and bring them into the frame of concrete human existence (that is,
applying the ontological a prioris to the concrete individual)” (Kraus 2010, p. 3).°

According to Needleman (1963), the existential a prioris function in a manner
analogous to the Kantian categories, in that they are the forms through which ontic
reality can manifest itself to the Dasein. And Kraus (2010) adds that because
Heidegger’s Existentialien are the fundamental structures of Dasein, and because
the openness of Dasein makes the being-in-the-world of the person possible, the
existentials can be conceived as different kinds of possible-being (Sein-konnen). In
other words, they are basic possible ways to be, allowing a study and a comparison
of the different ways of being-in-the-world characterizing psychopathological
conditions.

According to Stanghellini (2013, p. 344), “The guidelines for reconstructing the
life-world a person lives in are the so called existentialia, namely, lived time, space,
body, otherness, materiality, and so on. [...] In this way we can trace back this
transformation of the life-world to a specific configuration of the embodied self as
the origin of a given mode of inhabiting the world, perceiving, manipulating, and
making sense of it.” In this way, the phenomenological analysis of the basic
existential dimensions of human existence aims at disclosing and grasping the
conditions that make possible the emergence of surface symptoms. In this vein,
Heidegger’s existentialia are the implicit, tacit, and pre-reflexive core structures of
experience or, using different words, the way subjectivity must be structured to
make phenomena appear as they appear to the experiencing human subject.

1.7 Conclusions

This book is structured in two parts. The individual chapters represent the second
part and are organized with a progressively abstracting structure that should lead the
reader from the living material of concrete case histories to the theoretical

5 Existentials, existentialia, and existential a prioris are different translations of the same term, i.e.,
Heidegger’s Existenzialien.

SThis last sentence introduces another fundamental distinction between the ontological level,
which is the study of the Being, pertaining to the metaphysics (the level of analysis in Heidegger’s
Being and Time), and the ontic level, which is the level of concrete existence of this or that being.
Needleman labels Binswanger’s approach as “meta-ontic,” as something lying in between the
ontological and the ontic level. To avoid unnecessary complications, it is enough to consider that
the ontic level is the level of concrete existence and that psychopathological analyses, dealing with
the way of being in the world of real persons, can be conceived as ontic analyses.
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implications for clinical practice and research in psychiatry, clinical psychology,
and psychotherapy. Written by leading phenomenologists, these chapters are con-
crete examples of the importance and usefulness of a phenomenological approach
to persons experiencing mental sufferance. This introduction represents the first
part of the book and should provide the reader with an overall picture of the
methods used in phenomenological psychopathology. In doing so, we tried to be
sensitive to historical development of the ideas and philosophical influences,
although the main focus was to draw a comprehensive (and hopefully
understandable) schema of the main methods and concepts used in phenomenologi-
cal psychopathology. Focusing on theoretical issues, this Introduction is abstract
compared to the living relationships between patients and healers that were at the
basis of these theoretical concepts. We consider this as the necessary price to be
paid in order to give the reader a general idea of the matter in a synthetic text. We
are confident that the concrete examples flourishing in the following chapters will
provide the reader of the necessary exemplars to concretely visualize the issue in its
full complexity and comprehensiveness.

A few final remarks are needed in order to stress the main points discussed in this
Introduction.

First, we argued that phenomenological psychopathology is important per se in
order to give clinicians the needed skills to understand and appropriately take care
of persons experiencing mental sufferance. However, we also stressed that this is
even more important in this particular period of scientific crisis of psychiatry, when
the general Zeitgeist and the consonant proposals to solve the crisis are strongly
oriented toward reductionist neurocognitive models, with the concrete risk to see
patients as deanimated bodies. At the opposite, phenomenological psychopathology
focuses on persons. It is a person-centered, empathic, and value-friendly approach
to mental sufferers which are seen more as companions of a common experience
aimed at the empowerment than as mere carriers of broken mechanisms. Hence,
phenomenological psychopathology stresses the importance of taking care of
persons as a whole, not just of some dysfunctional parts of their bodies.

Second, we tried to show the main methods and theoretical commitments
underlying the phenomenological approach. We stressed that phenomenological
psychopathology is not a monolith but a method partly shared by original thinkers
holding a family resemblance. Accordingly, not all distinctions and concepts are
assumed by all thinkers, and free thinking and possibility to dissent are values that
phenomenological psychopathology endorse. On this respect, its approach is very
far from some ‘“parochial” approaches pervading many schools of thought in
psychiatry and psychology. In phenomenological psychopathology, there is not
an orthodox knowledge to be strictly followed and defended. In general, positive
knowledge on single issues is important but not as much as the ability to cultivate
doubts and methodological self-criticism, in line with the Kantian epistemology
where reason criticizes itself in order to respect its own limits. Phenomenological
psychopathology respects other points of view, suggesting that many different
perspectives can contribute to knowledge, provided that they do not pretend to
have a total and absolute knowledge (see on this Jaspers’ critique of prejudices).



1 Phenomenological Psychopathology: Toward a Person-Centered Hermeneutic. . . 39

Hence, phenomenological psychopathology is not to be intended as a humanistic
view against scientific and neurocognitive programs, but as a methodological
stance rejecting absolutist thinking in general.

Third, we discussed the different meanings of the term “psychopathology,”
suggesting that we conceive it (with Jaspers) as a scientific discipline studying
the phenomena presented by psychiatric patients with the aid of several methods of
inquiry. We further subdivided psychopathology according to its “object” of study:
definition and distinction of individual phenomena, their diagnostic relevance, the
empathic method to grasp subjective experiences and their meaningful connection,
and the art of unfolding the underlying structure of subjectivity that makes possible
the emergence of mental symptoms.

Fourth, we described the main tenets of some representative philosophers who
are part of the European tradition generally called phenomenology, including
existential and hermeneutic approaches. In doing so, we stressed similarities but
also differences, acknowledging that such a tradition is a fruitful exchange of ideas
in the discussion of such differences.

Fifth, we described the main methodological concepts that psychopathologists
use in order to properly assess the qualitative specificities of mental phenomena and
subjective structure: the distinction between form and content, that between
explaining and understanding, the different forms of empathic understanding (static
and genetic understanding), the phenomenological epoché and the resulting eidos,
and the analysis of the way the human being projects (or encounters difficulties in
doing it) his/her existence in the world with others.

Finally, a section was specifically dedicated to the hermeneutic approach in
psychopathology, discussing the hermeneutic stance at three levels: the
hermeneutics of mental symptoms, the hermeneutic circle in the relationship
between symptoms and diagnosis, and finally the hermeneutics of the deep subjec-
tive structure on which the previous levels are grounded.

In conclusion, we argued for a philosophically informed approach in the clinical
encounter in psychiatry, clinical psychology, and psychotherapy, especially for the
task of exploring the patient’s subjectivity. The main reason for this is that the
assessment and the comprehension of a psychic state require a kind of analysis
which largely exceeds the range of a naturalistic approach. Accordingly, a personal
level of analysis is required to assess and confer meaning to psychopathological
experiences. Indeed, it is within a personal history and a sociocultural context that
their peculiar significance can emerge and be understood in their peculiar feel,
meaning, and value for the subjects affected by them.

In endorsing the legacy of phenomenological psychopathology and its emphasis
on the analysis of subjectivity, we have sketched a framework for the psychiatric
and psychological encounter aimed to a wide-range, fine-grained assessment of the
patient’s morbid subjectivity, which can be useful not only in the clinical but also in
the research setting (Stanghellini 2013).

In the clinic, this approach can provide the background for unfolding the
phenomena of the life-world inhabited by the patient, moving toward the
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illumination of the structures of subjectivity that allegedly generate and structure
the phenomenal world.

In research, the reconstruction of the complexities of the patients’ subjectivity
and life-worlds may prove helpful to rescue fringe abnormal phenomena that are
not covered by standard assessment procedures. Thus, it provides the basis for
exploratory studies, for the assessment of real-world, first-personal experiences of
subpersonal impairments since this approach is concerned with bringing forth the
typical feature(s) of personal experiences in a given individual to establish objec-
tive, transpersonal constructs helpful for empirical research (Stanghellini and
Ballerini 2008).

Finally, reflection on the philosophical resources for the psychiatric interview
may help to combat the hegemony of de-narratization in the mainstream psychiatric
biomedical model with its emphasis on matters of fact rather than on intelligible
relations. Hermeneutics looks for significance in our actions, experiences, and
beliefs, aimed at a co-construction of meaning combining personal experiences
into a coherent story related to the personal level of experience. In doing so, it can
be an antidote to the dehumanization of psychiatry and of psychiatric patients.
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Martin Burgy

2.1 Phenomenological Methodology

It is not always immediately apparent what the term “phenomenological” actually
means. There is no coherent methodology of phenomenology. Instead, each indi-
vidual phenomenological method used must, depending on the subject under
investigation, be redetermined and described anew (Blankenburg 1991; Kraus
2001; Schmidt-Degenhard 2011).

The etymological alignment with the concept of the phenomenon (Greek,
phainomenon) refers to “that which appears” quite generally to whatever is per-
ceived via the senses (Schischkoff 1991). The concept itself therefore already
contains on outline of the polarity between the imagined object and the conscious-
ness which envisions it which is common to all the phenomenological approaches
in their heterogeneity. The first philosophical and systematic examination of The
Phenomenology of the Spirit by Hegel in 1807 was intended to demonstrate that the
spirit takes on a materialised form in history and, in the consciousness of humans,
comes to awareness of itself (Hegel 1988). The history of philosophy in the second
half of the nineteenth century was marked by a growing disillusionment about the
opportunities of gaining knowledge by means of speculative idealism and a roman-
tic metaphysics, which, together with the progress in the natural sciences, led to an
orientation of philosophy towards the factual (Lembeck 1994). The immediate
experience is the starting point for a phenomenological philosophy, which sets
out to describe phenomena in way which surpasses those provided by all forms of
science and reflection. Heidegger later described this development as a “return to
the things themselves!” (Heidegger 1979, p. 27). His own thinking was also initially
still oriented around the pole of the object only later, with the publication of Being
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and Time (Sein und Zeit) in 1927, to complete the change from phenomenology to a
hermeneutics oriented on the existential basic structures of human being (Poggeler
1983). Husserl is the actual founder of the first phenomenological philosophy,
which he conceived of as being a theory of experience and which he claimed to
be a fundamental science (Husserl 1901). “Getting to the thing” therefore means,
for Husserl, undertaking as precise a description as possible of the objects of which
a person is directly aware. Through this process concepts were led back to their
“original sources in imagination” (Husserl 1984, p. 154). Description is a struggle
for imagination and idea, as well as to bring these together in the experience of
evidence. Husserl called this “descriptive psychology” or the “descriptive method”.
Jaspers transferred the descriptive method into psychopathology and thus brought
the experiences of people with mental illness into focus (Langenbach 1995). The
later developments of Husserl, moving away from the pole of the descriptively
recorded object towards the pole of the constituting consciousness, i.e. to transcen-
dental phenomenology, were not followed by Jaspers (Jaspers 1977). Throughout
his life, he retained his adherence to descriptive proximity to the object under
investigation and to the clarity of the method used. This subdivision into two poles,
one oriented descriptively to the object and the other hermeneutically oriented to
the consciousness of the person experiencing the object, has remained determinant
of the phenomenological method until the present day (Schmidt-Degenhard 1997).
Because Jaspers, and in clinical practice following him above all Kurt Schneider,
placed the emphasis in methodology on descriptive phenomenology and on the
investigation of the profile of experience altered by psychopathology, they have
continued to have a decisive influence on psychiatric classification into the present
day. The use of more hermeneutic approaches was ruled out in order to exclude
speculative understanding and to secure the fundamental boundary between psy-
chotic and nonpsychotic experiences for the purposes of psychiatric nosology
(Biirgy 2008). At the same time, however, there are indeed approaches towards a
broader conception of understanding in Jaspers which, however, did not find their
way back into clinical theory and practice. In the “general psychopathology”, we
encounter three different ways of understanding which Jaspers continued to modify
from the first edition of 1913 up to his final revision of the last edition of 1959
(Jaspers 1913, 1959). Here understanding always means “the conception of the
psychological which is gained from within” (1959, p. 24), which has an impressive
immediacy and which is developed in a methodical sequence of stages. The first
stage is that of “static understanding”, which focuses on the direct experience of the
patient in the here and now and which is classed as being descriptive phenomenol-
ogy. The second stage is that of “genetic understanding” in which an attempt is
made to put oneself in the patient’s view in order to investigate how psychological
phenomena arise from one another. The “empathetic understanding” was initially
presented by Jaspers as a stand-alone method, but it was later logically subsumed
under the genetic understanding. Jaspers initially still called his third stage “under-
standing and interpreting” but he later renamed this as “seizing the totality”. By this
he meant that research which has as its subject the individual and the specific cannot
succeed without an orientation to the whole. The movement from the individual to
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the whole, for example, from individual phenomenon to the total experience of the
person or from the individual symptom to the prototypical unity of the mental
disorder, is completed in the hermeneutic circle (Spitzer 1985). In the rest of this
article, I will therefore refer to this third level of understanding as ‘“hermeneutic
understanding”. These three ways of understanding described here are built on one
another and are intertwined. The further understanding is removed from the direct
object of experience by the choice of the method used, and the more it brings into
focus the genesis or the entirety of the person and the illness, or the general points
underlying it, the more interpretive and speculative, but also the more complete the
findings made will be. These methodological procedures have either not yet explic-
itly or only in part been realised in relation to mental illnesses. Even the two major
case studies by Tellenbach on Melancholy (Tellenbach 1971) and by Blankenburg
on Schizophrenia (Blankenburg 1971) lack this methodological order. In his later
work on Phenomenology as the Foundation Discipline of Psychiatry
(Phdnomenologie als Grundlagendisziplin der Psychiatrie) of 1991, Blankenburg
correctly wrote: “For the future, it will remain an important task to bring descriptive
and genetic or hermeneutical phenomenology into a close relationship with one
another” (Blankenburg 1991, p. 99).

Phenomenological investigation of obsessive-compulsive disorder should fol-
low the specified sequence of stages from the static understanding, via the genetic
understanding, to the hermeneutic understanding. We have therefore selected
historical and clinical findings accordingly and ordered them in accordance with
the specified stages of understanding. The clinical examples here are intended
above all to illustrate the static understanding and its transition into the genetic
understanding.

2.2 The Static Understanding

The first description of a patient with obsessive-compulsive disorder in the sense of
a fear of touching is found in Esquirol in 1839. He emphasises the two
characteristics of the constant fight against the obsessive thoughts whilst at the
same time maintaining the insight into their ridiculousness (Esquirol 1839). In the
German-speaking countries, it was von Krafft-Ebing who introduced the term of
obsessive ideas in 1867. However, he used this term to describe an obsession which
the melancholy state of mind exercises on imagination (v. Krafft-Ebing 1867). In an
1868 lecture to the Berlin Medical-Psychological Society, Griesinger described
three patients who had obsessive ideas which were not supported by affect
(Griesinger 1868). Westphal was, in 1877, the first person to provide a definition
of obsessive-compulsive syndrome, and this definition, though it has since been
modified, remains valid to this day. “By obsessive ideas I mean those ideas which,
with otherwise normal intelligence and without being determined by an emotional
or affect-like state appear in the mind of the person affected by them, against and
contrary to their will and which they cannot remove, such that these ideas prevent
and intersect with the person’s normal course of ideas. These ideas are always
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experienced by the person as being abnormal and alien to him and as being ones
which he would oppose were he in full control of his consciousness” (Westphal
1877, p. 669). In his work Conceptual Investigation into Obsession (Begriffliche
Untersuchung iiber den Zwang) in 1939, Kurt Schneider explicitly disputes the
work of Westphal and arrives at a “core definition” which is linguistically simpler
and extremely sharp and which later found its way into his clinical pathology. “We
speak of obsession when a person is unable to displace contents of his conscious-
ness even though he finds these to be nonsensical or experiences them to be
dominating his thoughts without good reason to do so” (Schneider 1939,
pp- 23-24). With this formulation Schneider not only created the preconditions
for making a differential diagnostic delimitation between delusional and affective
disorder but he also created an orientation for the diagnostic classification of
obsessive-compulsive disorder which has remained valid until the present day.
His definition was accepted into the psychiatric classification systems even though
it has since undergone further modifications.

Whilst ICD-10 places obsessions (obsessive thoughts) and compulsions (com-
pulsive actions) in a relationship to one another in which they are both of equal
value and equivalent to one another, DSM-IV (APA 1994) allocates the obsessive-
compulsive disorder to the category of the anxiety disorder which means that a
dynamic relationship is implied between the primary obsession (usually obsessive
thoughts, which create anxiety) and the secondary compulsion (usually compulsive
actions which serve to control the anxiety) (Kapfhammer 2008). DSM-5 (APA
2013) does indeed set aside the subordination of the obsessive-compulsive disorder
to the category of anxiety disorder, and it introduces degrees of insight into the
foolishness of the compulsions, but it retains the structure of conditions in relation
to obsessions and compulsions (Ehret and Berking 2013). Kurt Schneider had
already preformulated this relationship between primary and secondary
compulsions in his work cited of 1939: An item of the contents of consciousness
intrudes to which the “I” then adopts a position. Schneider maintained his descrip-
tive position, and this is presumably why he never made any reference to the works
of Binder who, a few years previously, had characterised the primary compulsion as
being the actual “disturbing psychism” which is followed by the “defence
psychism” (Binder 1936). In a publication on obsession in the strict sense, I pointed
especially to the importance for differential diagnostic purposes of the distinction
between primary obsessions and secondary compulsions (Biirgy 2007). Using three
case reports, I was able to demonstrate that on the behavioural level, it is only
unspecific symptoms, above all compulsive washing and compulsive checking,
which impress us. On examination of the primary phenomena which underlie the
actions, however, it becomes clear that we are dealing here with delusional and
primarily paranoid thoughts rather than obsessive thoughts.

The organisation of the obsessive-compulsive phenomena described found its
way into the further attempts at differentiating between obsessive-compulsive
disorders because, despite their great formal similarity, obsessive-compulsive
symptoms vary very widely in their extent and their phenomenological embodi-
ment. One advance in this field is provided especially by the factor-analytical
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determination of subtypes (Bloch et al. 2008; Leckman et al. 2010). Concentrating
on the four most important groups, the behavioural therapists Hoffmann and
Hofmann have in an exemplary manner presented in detailed phenomenological
terms the aspects of threat and defence inherent in the obsessive-compulsive
disorder which means that the original significance of the anxiety affect for the
initiation of secondary compulsions has been further relativised (Hoffmann and
Hofmann 2004).

1. Compulsive checking: The perceived threat to the individual which is at the root
of compulsive checking is that feeling of incompleteness which Janet was the
first to describe in relation to obsessive-compulsive disorder (Ecker and Gonner
2006). In an act of defence, this primary feeling is externalised and symbolically
fought against. There is therefore, for example, no end to the checking of
electrical appliances and plug sockets because neither the person’s affect nor
his insight arrives at the conclusion that the action has been completed. The
patient suffers from the conviction that there is a permanent threat emanating
from him, which always seeks and finds new contents.

Case Report

A 40-year-old patient worked as a laboratory technician. In his own words, he
derived all of his feelings of self-worth from his career and from the fact that
he was able to handle carcinogenic and radioactive substances in a responsi-
ble manner. He had been having a relationship with his girlfriend for many
years during which time he had only seen her at weekends. His girlfriend had,
however, recently moved in with him and, combined with the pressures of his
job, this had become too much for him to handle. He had adapted himself too
much to meeting her needs and to doing everything to please her. This
became an ever-increasing strain on him and he felt anger and a fear of loss
at the same time. He finally developed feelings of disgust and felt increas-
ingly exhausted. Because of this inner confusion and tension, he became less
and less able to concentrate on his work. What had previously seemed
obvious to him was now suddenly no longer obvious. Suddenly he no longer
knew whether he had closed the containers containing the poisonous
substances properly or not. He began to check the lids of all the containers
and this took him longer and longer to do. He could not stop performing these
checks, and he could no longer say at what time he had closed the containers.
The things which he perceived became alien to him—in the sense of
derealisation/depersonalisation—and he became obsessed only with his
checking the lids of the containers. Finally he attempted to institute only a
very exact number of checks and to follow a very particular procedure for
them. This, however, no longer gave him any feeling of certainty or security,
and he finally even began to remove any supposed impurities from the

(continued)
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laboratory. He began to clean the laboratory, to wash his hands and to
disinfect them. Once again he was less and less able to stop doing these
things but started doing them more and more, even outside the laboratory.
We can see the transition to the genetic understanding in the very accounts
which the patient gives us of his experiences as he himself tried to understand
what the consequences of all his checking the lids of the containers might
be. He reported that during his childhood, he had suffered severe physical
abuse at the hands of his father which had left him with scars on his back. He
also reported that his mother had been powerless and had only felt able to
stand up to his father by threatening to commit suicide. By doing this,
however, she had also frightened the patient who feared losing his mother.
The patient had always cared for his mother and he still made sure she was
alright today. At the time the patient was, however, only able to understand
that because of his childhood experiences of human relationships, he felt that
he was at his girlfriend’s mercy and experienced inner tension and confusion.
He was, however, not able to understand why his actions got out of control
and why he was no longer able to set proper limits for completing his actions.

. Compulsive repetition, compulsive orderliness and obsessive thoughts: These

are all related to the threat posed to a person by his thoughts about blasphemy,
his own serious misdeeds, illness, dirtiness, contamination as well as of shame in
relation to his own person or body. Compulsive repetition and compulsive
orderliness are attempts to neutralise this threat. The psychological disturbance
at the root of this behaviour is not, for example, the fear that a fire could break
out or that a close relative could be harmed in an accident, but rather it is the fear
that one could have caused the fire or the accident oneself and without anybody
else noticing this. This kind of thinking is magical thinking and indicates the
person has deficiencies in his self-perception. His consciousness and awareness
are not reliable.

Case Report

A clinical example concerning a female patient can help us to understand
obsessive thoughts and their relationship to compulsive actions. A 29-year-
old woman reported that her grandmother whom she adored had been living
in an old people’s home for some years. Her grandmother’s health had
recently been continuously deteriorating. During the patient’s last visit to
her grandmother, her grandmother had suffered from particularly severe pain
which really upset the patient. Her grandmother’s doctor happened to be
present and he suggested that since the grandmother’s pain relief medication
had so far proved to be ineffective, he would give her pregabalin. The patient
wanted her grandmother’s pain to be reduced and so she strongly supported

(continued)
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the doctor’s suggestion. Because, however, the patient’s grandmother became
very tired after being given the medication, the patient became convinced that
she had killed her grandmother. She therefore felt that she had to visit her
grandmother more often so that she could make sure that her grandmother
was still alive and that she had not killed her. In addition to her feelings of
guilt, during her visits to her grandmother, the patient also experienced a fear
that she had either thought or imagined something bad which could also have
harmed her grandmother. For example, she imagined that there was a knife
sticking into her grandmother and there was blood everywhere. She tried to
think of other things to counteract these thoughts and kept checking to see if
there was any blood anywhere and whether or not her grandmother was still
alive. She finally became trapped by her feelings of guilt and could no longer
even visit her grandmother. Instead she sent her parents and her boyfriend to
check whether her grandmother was still alive.

3. Washing, polishing and cleaning compulsions: A thorough examination of the
roots of these phenomena shows that they are not based on a fear of the threat of
contamination but that central to them is a disgust at the thought of potentially
touching or having touched the objects in question. A closer examination of the
fear of contamination and disease shows that this is merely a secondary
rationalisation of a primary, overpowering sensitivity to disgust. As a represen-
tative of the German phenomenological-anthropological school, von Gebsattel
had in 1954 already described the “disgust-phobia of the obsessive-compulsive
patient” and stated this to be the original cause of compulsive washing
(v. Gebsattel 1954).

Case Report

A 26-year-old patient developed a significant washing compulsion over the
course of her pregnancy. Quite a long time previously, she had stopped
having sexual intercourse with her husband because she feared that this
would cause bleeding. This had actually happened during her pregnancy.
As towards the end of her pregnancy her baby descended lower into the birth
canal, she began to experience feelings which she could no longer differenti-
ate from one another with any certainty: She did not know whether these were
her unborn baby’s movements, labour pains or whether they were caused by
sexual excitement. She was afraid that she would lose her baby and sad about
her feelings whilst at the same time feeling ashamed about talking about
them. She felt disgusted by dirt and her head was so full of thoughts and she
felt so confused that she began to wash herself frequently. She knew that this
was mad but she was trying to wash away her thoughts and her inner
confusion. She washed her entire body but “it” was also hiding in her

(continued)
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clothing. After being visited by her gynaecologist, who had manipulated parts
of her body and who had therefore also triggered the feelings described, she
threw away the clothes which she had been wearing during the doctor’s visit.
She felt a very deep sense of disgust at having to touch these clothes. She said
that towards the end of her pregnancy, she was only able to sit for many hours
each day in the bath whilst her husband had to rub cream into her skin which
had become macerated by all the constant washing.

. Collecting and hoarding: Compulsive collecting and hoarding relate to objects

of relatively low value, which over the course of time fill living spaces, making
them unusable for the purposes of actually living. Secondary rationalisations for
this type of behaviour are thriftiness or providing against times of emergency.
The patient feels an intimate connection with the objects for which the patient is
responsible and to which he in part ascribes mental or spiritual emotions. The
function of these behaviours is to create a sense of security against the threat
posed by dissolution and emptiness by indulging in this hoarding behaviour.
Authors such as Lang, Quint and Biirgy have therefore attributed the origins of
this phenomenon to a “disorder of the self” or to a “weakness in the integration
of the I’ (Lang 1986; Quint 1988; Biirgy 2001).

Case Report

A 61-year-old patient became preoccupied with recording conversations
which he had overheard. This first happened after he had once overheard a
brief conversation that two people were having as he walked past them. Later
on, this scene came into his mind again and he felt an urge to reconstruct the
conversation he had overheard word for word. He was indeed able to recon-
struct most of it but even whilst he was doing this, he did not know why he
was doing it. Perhaps it was because he did not want to surrender a little piece
of his own experience, a little piece of his own life story, into oblivion and
thus into final dissolution. On another occasion he had been able to remember
everything about a conversation which he had overheard in the neighbouring
town except for one single phrase. He really taxed his brain but he could not
remember this phrase. The next morning everything became clearer and he
had narrowed it down to a choice between two possible phrases. Each of these
would, however, have given an entirely different meaning to the conversa-
tion, depending on which one of them he selected. Because he was unable to
choose between these two phrases, he got into such a state of anxiety and
tension that he travelled to the neighbouring town and stood at the spot where
he had overheard the conversation. He stood there waiting until one of the
protagonists came along so that he could ask him about the exact words which
had been used in the conversation he had overheard. In the same way that this

(continued)
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patient wanted to hold on to conversations he had overheard, he also hoarded
everyday items such as newspapers, tin cans, exercise books and so on. He
was unable to part from these things because each of these things was
experienced as being a part of himself. In his own words, separation from
any of these things would cause him a sense of inner emptiness which he
would not be able to bear (Hoffmann and Hofmann 2004, S. 223-224).

This search for this experience of obsessions and compulsions and its dynamics
in the patient and establishing a connection to personality and its development, to
cognition and emotions, takes from the static to the genetic understanding of
obsessive-compulsive disorder.

2.3  The Genetic Understanding

Up until the nineteen eighties, the view had stubbornly persisted that an obsessive-
compulsive character has formed the personality basis for the development of
obsessive-compulsive disorder (Blirgy 2005a). Kretschmer, Jaspers and Schneider
had, however, already pointed out that sensitive personality features were a prereq-
uisite of obsessive-compulsive disorder. Kretschmer wrote in his last revision of his
book Physique and Character of 1931: “The sensitive person is sentimental,
impressionable but restrained and processes experiences retrospectively. He has a
long lasting hidden affective tension, is ethically sensitive and ambitious, feeling
unsure of himself he tends to feelings of guilt and hides behind an asthenic fagade a
pronounced, if also inhibited wish to assert his own will” (Kretschmer 1977,
p- 183). In 1986 Lang extended the dimension of inner conflict psychic around
the social view of the obsessive-compulsive neurotic person by terming him an
“inhibited rebel” (Lang 1986). These findings are supported by the results of
comorbidity studies which show that in 51-75 % of cases of obsessive-compulsive
disorder, there is also a personality disorder from Cluster C of the DSM classifica-
tion system which is described as follows: a tendency to be easily offended by
criticism and rejection, the exaggeration of potential problems, continuous tension
and anxiety, a feeling of helplessness and dependency, enormous separation
anxieties, excessive conscientiousness, a lack of flexibility and passive aggression
(Csef 2001; Zaudig 2011).

The question remains, however, as to how obsessions and compulsions develop
on the basis of this personality configuration. In the classical psychiatric literature,
there are two basic approaches to the explanation of obsessions and compulsions.
On the one hand, in authors like von Kraepelin, Aschaffenburg, Storing and von
Gebsattel, the focus is on the genesis of affect. In the other approach, obsessions and
compulsions are seen as being a disorder of thought content and are therefore
moved closer to delusion. This approach is found in the works of authors like von
Westphal, Binder and Schneider (Biirgy 2005b, 2007). Freud was one of the first



54 M. Burgy

researchers who attempted to combine these two positions. In his work Notes on a
Case of Obsessional Neurosis (Bemerkungen iiber einen Fall von Zwangsneurose)
of 1909, he described the primary battle between two strongly contradicting
feelings, especially between love and hate, which leads to strong feelings of
insecurity, ambivalence, weakness of will and the creation of neurotic symptoms
in the form of symbolic compulsive actions. As a secondary effect, the obsession
becomes isolated from the affect so that in the case of obsessive-compulsive
disorder, virtually no affect is present. Binder felt that the cause of the start of
obsessions resulted from a failure of integration and von Gebsattel traced it back to
the disintegration of affect (Binder 1936; v. Gebsattel 1968). Von Gebsattel
describes in subtle casuistry the case of man with a washing compulsion. He,
however, fails “to integrate the feeling of disgust in an ordered way into the
structure of the person” (p. 193). Affect and cognition are always closely associated
with one another. Hoffmann and Hofmann also stress the importance of the
intensity of feelings and the confusion between them at the start of the illness.
The person will above all experience affects such as pain, grief, loneliness, anxiety,
disgust and rage (Hoffmann and Hofmann 2004). In some of my works, I have
described on a casuistic basis the situation which triggers the obsessive-compulsive
condition as follows: At the root of obsession, the person feels a deeply anchored
sense of insecurity and anxiety and the associated inner tension and also has
inadequately differentiated affects. By this, I merely mean that the person has a
poorly developed ability to identify, express and communicate affects. On this
basis, the person feels, in a situation where he is emotionally overwhelmed, a
confusion between contradictory affects which take control in turn and are
intensified in a vicious circle of powerlessness, helplessness and isolation. The
obsessional thought which appears suddenly attaches itself to a biographically
charged, external object in order to subdue the inner chaos, whilst compulsive
actions are, in addition, attempts to re-establish the control which has been lost. The
strengthening of defences against these, however, does not bring calm to the person
but instead serves to further build up the obsessive-compulsive symptoms so that
these are appreciably extended.

Case Report

A case study of the start of an illness can help us to understand how the
symptoms develop, via confusion of affect, from a biographically relevant
event: A patient who was at the time 26 years old reported on the background
events in her life story. She said that her father had been especially egotistic
and self-opinionated. He had been dissatisfied with his life and indifferent
towards his family. Her mother had, on the other hand, been strict but fair and
had gone back to work immediately after the patient’s birth because they
needed the money. She said that working and bringing up her children had
been too much for her mother which is why she overwhelmingly reacted to

(continued)
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her daughter with impatience and irritation. The patient had gone to great
lengths to get on with her parents, especially her mother, but without success.
She remained uncertain and anxious during her interactions with her mother.
In kindergarten she had felt excluded and in school she had felt as though her
opinions did not go down well with the other children. They often teased her
until she exploded. When she was 16, the boys had made her really afraid that
they were going to attack her in the school magazine. She said that she had
then run all the way home, afraid, furious and in despair. She had wanted to
talk to her mother about it in order to calm herself down but her mother had
just carried on doing the ironing and had, as always, reacted to her
dismissively and with irritation. She said that at this point she had experi-
enced a tremendous rage against her mother and had imagined strangling and
stabbing her. She also said that she had imagined the iron exploding. Her
mother had then, in the confusion which she had created, actually forgotten to
switch off the iron which nearly caused a fire in their apartment. The patient
had blamed herself for this and had developed a fear of losing her mother. She
had also subsequently not been able to switch off her thoughts that the
electrical appliances in her apartment might catch fire and explode. She had
therefore started to check everything. She reported that she had become
visibly less certain and threatened that her compulsions could be transferred
to other situations and objects. She said she had thought that someone might
break into her house and that she herself might carry harmful bacteria into the
home on her hands and infect the other members of the family. She said that
this was why she had begun to constantly check doors and windows and to
wash her hands. She said that she had doubted the success of these actions
which she was, however, not able to stop performing. She said she had known
that her thoughts made no sense but that she had made no further progress in
combating her anxiety and insecurity. (Biirgy 2005b, S. 223).

In the context of the behaviour therapy treatment involving exposure to the
traumatic stimuli and prevention of a reaction to them, the original affects and
thoughts associated with the trigger situation and their associated biographical
memories are brought to the surface time and time again. The original confusion
is then followed by the therapeutic differentiation of the emotions, the establish-
ment of a sense of reality and the activation of the self-system which includes all the
person’s previous experiences, feelings, convictions and values as well as the
constitution of an active I subject (Hoffmann and Hofmann 2010).



56 M. Burgy

24  The Hermeneutic Understanding

The primary threatening aspect in obsessions and compulsions is characterised by
an inner state, which can be described as a confusion of affect including the danger
of disintegration, a sense of incompleteness and depersonalisation. Von Gebsattel
attempted to summarise all the different ways of experiencing threat and specified

CLINY3 ELINY3

them above all as “immobility”, “a tendency to remain in the same state”, “relative
lack of emotion”, “severe isolation” and a “directionless, free-floating character”
(v. Gebsattel 1954). As a consequence of the defensive aspects of this condition, the
person therefore develops an inability to complete actions. Von Gebsattel therefore
describes the anthropological dimension of obsessive-compulsive disorder as a
discontinuation of a person’s personal development in time. Time and life at
stand still and future is switched off. In von Gebsattel’s Prolegomena to a Medical
Anthropology, which has already been mentioned, he describes the consequences of
this disruption to personal development as follows: “For the obsessive-compulsive
person, what has happened in the past does not take the form of a completed action,
it assails him as something uncompleted and overwhelms him with symbols of
impurity, dirtiness and death” (p. 144). The standing still of time with the associated
loss of the future leads over into the theme of death in obsessive-compulsive
disorder.

In 1938 Erwin Straus published the autobiographical account of a female patient
whose compulsive washing developed from an original fear of death which is only
secondarily displaced, and always in external respects, into the experience of
disgust (Straus 1938). In 1965 Skoog found unsettling death motifs in more than
70 % of obsessive-compulsive patients who were specifically asked about this by
him (Skoog 1965), and in 1972 Schwidder found that the fear of a death which
could occur at any time was the central fear of people with obsessive-compulsive
disorder (Schwidder 1972). The topic of death is still even important in current
publications for people with obsessive-compulsive disorder (Hoffmann and
Hofmann 2013). Conventional symbols of death, such as crosses, people in mourn-
ing clothes, hearses and cemeteries, etc., create a strong feeling of unease in people
with obsessive-compulsive disorder as well as the magical expectation that a
disaster will happen. The fear of decay, illness and death, mixed with disgust, is
regularly hidden behind compulsive washing.

Probably the most intensive and the most differentiated treatment of the death
motif is that of the Gottingen psychiatrist J. E. Meyer. In Meyer’s opinion the
phobic element which already manifests itself in the initial phase of obsessive-
compulsive neurosis points to the avoidance of death which is always immanent in
life and thus at the same to a life which is unlived (Meyer 1973, 1975). Meyer
included obsessive-compulsive disorder amongst the thanatophobic neuroses
(Meyer 1982) and thus provided an interpretation, which is also found in the
structural-anthropological approach of Hermann Lang (Lang 1998). Lang takes
up Freud’s idea of the special importance of the death wish in obsessive-compulsive
disorder. Using the example of Shakespeare’s dramatic character Lady Macbeth, he
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develops the significance of compulsive washing as a defence against guilt and
death.

The fear of death and dying is to be found in the many of the fears of an
obsessive-compulsive patient: the fear of dead creatures, of corruptible matter, of
dirt and of dust; and the fear of anything which is definitive, unrepeatable or
unpredictable in life. And this fear of death is hidden behind hopeless and
exhausting battles, extreme caution, care and vigilance. These security systems
are used to fend off a more primal experience, which cannot be fully relinquished in
the present moment with all its dangers and possibilities.

2.5 Conclusions

At the beginning of the paper, I presented a methodological classification system,
which has indeed already been defined as being “phenomenological”, but for which
no single model has yet been worked out and transferred into clinical practice. In
the present study, this was illustrated using selected material in relation to
obsessive-compulsive disorder as an example of this method. Under the heading
of the static understanding of this topic, there was an initial description of the
development of obsessive-compulsive disorder and its subtypes. The disruptive and
the threatening aspects with the basic confusion of affects, depersonalisation and
feeling of incompleteness were brought into focus, and it is on these that the
defensive aspects of the condition are based. There is an inner tension which is
deeply rooted in the personality, and the biographical development of the
obsessive-compulsive person who finds it very difficult to accept reassurance is at
the same time inhibited. This can most clearly be seen in the situation which
triggers the onset of the condition. Both in the experience of the person with
obsessive-compulsive disorder and in the hermeneutic interpretation of the disor-
der, the fear of death and defence against it and thus the anthropological dimension
of obsessive-compulsive disorder can be recognised. The thanatophobic obsessive-
compulsive person attempts to stop time and impermanence and thus rapidly falls
victim to the pressure of his passing and unlived life. The disruptive and threatening
aspects of the obsessions and compulsions therefore permeate all levels of his
understanding as far as his fear of death which becomes ever more apparent and
which is not ameliorated by living a meaningful life.

Static, genetic and hermeneutic dimensions of understanding must be repeatedly
associated with and related to one another in the hermeneutic circle. This will lead
us to both the analytical classification of previous findings and to their synthetic
combination in the wholeness of the patient which, to follow Jaspers on this point,
must always remain open and incommensurable.
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Mario Rossi Monti

3.1 Carla

Carla is a 25-year-old young woman with pensive and penetrating eyes. She looks
dynamic and intelligent. She has come to see me unwillingly, pushed by her mother.
Their relationship, she tells me, is (and always has been) a very conflictual one. Her
mother “accuses” her of being constantly distracted, careless, and inefficient both in
life and at work; she also reproaches her for being extremely oppositional and for
making life impossible for everyone in the family with her constant outbursts.
Carla, with a ferocious tone, claims that, on the contrary, it is her mother who
makes life impossible for her. This is, she goes on, the source of the incessant
clashes plaguing their family life. Her father seems to be a helpless witness to all
this. He is described as a tiny, inconsistent man completely absorbed by his job.

Carla describes this situation with sadness. Hers, however, is a sadness full of
impatience and dull anger. Such impatience and resentment emerge with particular
harshness as soon as the subject shifts from a general description of her family
situation to her own problems and her request for consultation. When I start
inquiring about the reasons that lead her to me (for consultation), she immediately
takes on an air of challenge:

C. “I thought you were supposed to tell me that. I had no reason to come here! I have
really nothing to say!” (The tone is very provocative and grumpy. I sense a very
bad mood.)

T. (Surprised) “If you have nothing to say, well. . . neither do I. .. But I guess if you
came here, you must have done so for some reason.”

C. “Of course! But I thought you were the one asking the questions. .. I don’t feel
like talking about all these things. .. I have nothing to say. Besides, it took me
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one hour to find parking! I also live on the other side of town... Plus,
psychologists and psychiatrists do not understand a damn thing.... They are
just ‘shrinks’ who don’t really care about people!”

She goes on with the same tone, pouring innumerable insults on the whole
professional category...When I ask her if she is often in such a bad mood, she
replies that yes, it happens often, both when she is with her family and at work.
Carla works for a pharmaceutical company and is responsible for quality control of
the work of the other employees. “Not an easy situation,” I remark, assuming that,
having to evaluate the work of other people, she must often find herself in a difficult
position due to recurring criticism and recriminations. Mine, I thought, was just a
trivial observation. Carla did not think so. She reacts with an explosion of anger and
discontent:

C. “Here we go again! You talk in clichés too! What you say is what everyone
thinks. But it is absolutely false! What do people know? I’m not just another
bitch!”—and so on.

After this verbal assault, which I witness in silence, she seems to calm down, at
least momentarily:

C. “The truth is that in this world no one can understand anyone.”

T: “I guess one must feel very sad and lonely in such a world.”

Pause. Carla starts weeping. It is an intense, visceral crying. Slowly she curls up and
slides down the chair, almost to the point of disappearing. I did not expect the
crying, especially such a pain-filled one—at least not so early.

C. “My life is a mess, I feel broken, I don’t understand anything, there’s the big
bang inside of me. .. I don’t know who I am or what I want. .. Each time I feel
different, according to the people I deal with. The fact is that I am not what I look
like. I don’t know who I really am.”

She shows me a tattoo on her arm that nobody knows about (indeed, it is very
difficult to spot: at a first glance it looks like a mole, but it is in fact a tattoo of a
black dot). A black hole. It is the only image—she says—she identifies herself with.

I feel like I am always riding a roller coaster. In one hour, I can turn from utmost joy to
utmost sadness. Nothing simply brushes me by: things whether completely overwhelm me
or leave me totally indifferent. . . Everyone tells me to take it easy. .. But how? When I go
to bed at night I find it hard to fall asleep because I am assailed by a swarm of thoughts. I
cannot stop them. Such thinking and rethinking just kills me.

As she would later explain, Carla is unable to connect with other people on an
intimate level. She thinks all her relationships are inauthentic (“mine are all fake
relationships”) and—so to speak—doomed to evaporate. In fact, they quickly go
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into pieces without leaving any trace or deposit in her mind. All this, at times, gives
her a terrible sense of emptiness and dizziness:

Those who don’t know about it believe that to feel empty inside is no big deal. It’s just
emptiness—they think—you cannot really feel it. None of them knows that it feels like
compressed air. . . It is an emptiness that weighs more than a wall of lead, an emptiness in
which you do not fly: you fall. I don’t feel my bones, my organs. I only imagine a deep
emptiness in which I fall endlessly, like a stone. . . And to fall in it and to be swallowed by it
also hurts.”

When this feeling becomes unbearable—Carla says—she must do something sud-
den and “violent” (at least with respect to the impulsive way in which it is enacted).
She picks a fight with someone. She breaks some object in the house. She grabs the
scissors and rips a dress to shreds. Or, more often, she takes a cutter and cuts herself.
Carla regularly cuts her arms. Despite her awareness that this behavior is “crazy,”
she cannot restrain herself: “the cuts—she says—help me to black out, to stop.
Within me, I feel the gray of a mushy and uniform clay. I must see something
different, the red of blood.” Other times, she stuffs herself with food until it hurts
without inducing vomiting afterwards.

Often, in the course of our therapeutic work, Carla would initiate the session by
saying “Here we go again, I did it again, I cut myself. Do not ask me why. It’s
because I’'m a bitch.” But also because “after I cut myself, my head is finally free
from thoughts. .. and maybe I even start to listen to some music.” The pain of the
wound—she would tell me in a different session—helps her to “pad” another kind
of “pain”: “the tangle in my stomach.” And again, “when I was cutting myself, it
was as if my body was following me: a mental pain becomes a physical pain—
namely, it is solved by being transformed into something physical, making me feel
physically in a certain way.”

At the end of the first year of psychotherapy, a significant episode occurs, one
that opens another window on Carla’s self-harming behavior. It is about 6 months
that she has quit cutting herself. This seems to be due to the fact that she had the
opportunity (first of all during the sessions) to put the content of her experiences
into words. Carla has also begun to write down and describe her feelings by taking
notes on her mobile phone. One day she arrives at the session in despair. Something
terrible has happened. She has accidentally deleted all her notes. There were more
than a hundred of them. It was a true emotional archive. She felt the usual feeling of
ineptitude. At the height of the tension, she took a knife and began to cut into her
forearm. It was not a deep cut, but it was a cut. Carla had not done this for a long
time. She then threw the knife away and started to write down frantically on a piece
of paper (which she brought to the session). The note reads:

You are a disgusting bitch. I want to dismember you, kick you in the head and tear the skin
off of you. Not even a finger must be spared. I will butcher your hands, then cut them with
an ax. You won’t be left with a single vein intact. I want to open you up to get to the anger,
that most hard lump you have in the chest, but already I struggle and lose heart as I think
about it and I slam that unbreakable lump on the ground. It is as hard as steel, but I want to
pull it out and set it on fire as I would do with your body-parts. You make me sick, remove
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yourself from me! I want to go all the way down with the knife and scratch you bones, and
maybe then I will enjoy a moment of glory and stop for a while for having gone too far. The
word is too narrow a window to allow this lump to get out.

3.2 From the Borderline Disorder to the Borderline World

In the case described above, it is easy to recognize many of the elements which,
according to the current psychiatric nosography, constitute the borderline personal-
ity disorder (DSM 5): identity disturbance, affective instability due to marked mood
reactivity, chronic feelings of emptiness, inappropriate and intense anger, impul-
sivity, and self-harming behavior. The identification and the description of these
symptoms are sufficient to perform a diagnosis in DSM terms, namely, in accor-
dance with a descriptively and categorically oriented psychiatry. However, even if
it tells us something about her disorder, such diagnosis tells us nothing about Carla
as a person, about her lived experiences and her way of dealing with (or taking a
stand toward) those symptoms. It is, as always happens when one adopts the method
of clinical psychiatry, a diagnosis made from a third, impersonal perspective, based
on the supposedly impartial description provided by an “observer.”

But what happens inside Carla’s world, a world that in order to be seen needs to
be observed through her own eyes and words? If a description in the first person is
to be made accessible, one has first to pay attention to all of Carla’s statements and
focus on what she feels and expresses through her words, her behavior, and her
ways of relating to the others (with particular attention to the therapeutic relation-
ship). What is important, as Karl Jaspers taught us more than a century ago, is that
we must not blot out the chaos of phenomena by applying some diagnostic label to
them. For the purpose of psychopathological knowledge, a precarious and contra-
dictory diagnosis works better than a synthetic and monolithic one.

Indeed, the discrepancies affecting each diagnosis—1Jaspers (1913) insisted—
play a fruitful role: instead of exhausting every desire for knowledge, the diagnosis
must remain a torment for the psychopathologist. In this sense, in order to recover
its specific meaning, each of the symptoms described by clinical psychiatry must be
rethought and repositioned on the basis of Carla as a person, with her history and
her experiences. Only from this point a therapeutic plan can be developed. In order
to clarify the elements from which one such plan can be developed, I will follow the
same path followed by Carla during our sessions and focus on these three aspects:
(1) the anger; (2) the feeling of emptiness, loneliness, inconsistency, and
inauthenticity; and (3) the self-harming behaviors.
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3.3 Borderline Anger

The first element that emerges in the encounter with Carla is her anger. Such anger,
which takes the form of impatience and resentment, points, on the one hand, to her
relationship with her mother and, on the other, to her relationship with the therapist.
In fact, Carla’s impatience toward her mother seems to extend seamlessly into the
atmosphere of anger and challenge pervading our sessions. This limitless propaga-
tion of anger is one of the distinctive features of the borderline world. Quite often,
to deal with a borderline patient means to deal with an angry person who in turn
elicits anger. Inevitably, a great deal of anger begins to circulate. In the case of
Carla, anger works as a kind of “business card” that not only describes what Carla
experiences in her relationships but also how she deals with a new interlocutor. The
anger with which she reacts to the first questions triggers a circuit of anger which
inevitably drags the therapist with it.

Many therapists, in reporting about their work experience, have described a
similar pattern: borderline patients are able to elicit a high amount of aggression and
anger, thereby triggering those mechanisms of stigmatization and marginalization
to which they often fall victim in the context of psychiatric services. Nancy
McWilliams (2014) writes that, at the beginning, strong emotional reactions both
in the patients and in the therapists are to be expected; such reactions cannot be
dealt with by simply trying to appear professional and well-meaning. At Menninger
Hospital, Glenn Gabbard (1999) had a young psychiatrist under supervision who,
one day, confessed that he had had enough of a patient he had in treatment. He said
he hated her and felt like strangling her. He did not want to see the patient again and
asked to be replaced by another therapist. The fact is—as Gabbard clarifies—that
the “treater’s emotional reactions to the patient sweep through the course of
treatment like a tempest with the potential to create havoc for the patient and the
therapist.”

How is one supposed to control oneself in front of such angered reactions? In
fact, these reactions do not match the (often idealized) picture of the standard
therapeutic relationship. According to Nancy McWilliams (2014), treating one’s
countertransfert as an obstacle to overcome is not the best solution to this problem.
Rather, what proves essential is the ability to maintain a reflective attitude, to live
the moment instead of criticizing one’s own unacceptable feelings, to ask oneself
what can be learned about oneself through these intense reactions, and to contain
these powerful and undesired feelings rather than trying to suppress them. It is
important for the therapist who deals with borderline patients to know that this
procedure of “initiation” must be gone through. Of course, this awareness will not
neutralize the therapist’s emotional response (which would not be useful anyway),
but at least will mitigate it. Moreover, when the therapeutic relationship becomes
volatile (as with Carla), this kind of attitude allows a central aspect of the borderline
relational functioning to come into view. This newly discovered territory immedi-
ately becomes both a battleground and a meeting place.

What is often striking at the beginning of the therapeutic relationship is the
tendency of borderline patients to behave negatively and aggressively: typically,
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these patients challenge, attack, and give the therapist a hard time, intruding into his
or her emotional and personal life. For the borderline person, anger is, so to speak, a
way to establish and maintain contact with the others and the world. This way, a
traumatic event that probably belongs to the patient’s past is reactivated. At the
same time, however, such event finally finds in the therapist an interlocutor who is
(or should be) willing to experience it—to a certain extent—with the patient, to
share it in the common search for a meaning and a new and different solution. In the
words of a psychiatric worker, the borderline patient “is like one who spits in your
face, but does so because he is looking for someone who, like a human thermostat,
can help him regulate his emotions. . . But it’s not easy to play that part when it is
your face being spit upon.” It is hard to work at the incandescent temperature of
anger; it becomes even impossible when one is unable to attribute some meaning to
that anger, a meaning that has both a strictly personal side (as in Carla’s existential
troubles) and a more general sense related to the experience of the world typical of
the borderline personality.

According to Otto F. Kernberg (1992, 1994), the main functions of anger, from
the most primitive to the most evolved, are:

(a) To eliminate, by means of a violent reaction, a source of irritation or pain

(b) To remove an obstacle to gratification

(c) To restore—by an extreme and desperate attempt—a sense of autonomy in the
face of a very frustrating situation, trying to recreate a state of narcissistic
equilibrium

The first two functions gravitate around an object that acts as a “source” of pain
or as an “obstacle” to gratification. In this sense, anger presupposes the identifica-
tion and focalization of an object as a target for one’s arrows. The third function
identified by Kernberg, instead, concerns the self and the effect that anger has on its
condition.

Overall, the anger unleashed by the therapist’s attitude (as in the case of Carla)
seems to respond to the need to immediately structure the relationship along the
anger/resentment axis. The potential space opened by the clinical encounter closes
around the element of anger/intolerance/challenge with the identification of a target
for one’s anger, which is deemed responsible for all the experienced pain. But to
identify the therapist as a target for one’s anger also allows one to give cohesion and
consistency to a self otherwise experienced (as would emerge in the dialogue with
Carla) as empty, inauthentic, and inconsistent.

In a certain sense, we could conceive of anger as one of the most common ways
by which the borderline tries to “get acquainted” with someone. Through the
intensification of his or her hypersensitivity—namely, the ability to identify what
is lacking in any environment and in any relationship so to angrily lament its
absence—the borderline offers to an interlocutor who is willing to stand it the
drama of his or her emotional life on a silver platter. In such a life, the recurring
outbursts of anger reveal, just as sporadic volcanic eruptions do, an underlying,
chronic turbulence wearing down both oneself and the others.
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Anger and impulsive behaviors of the hetero-aggressive or (more frequently)
self-harming kind represent a kind of “barrage fire” which often appalls the
therapist and force him or her to keep the distance or even to retreat. The increas-
ingly widespread stigmatization and marginalization of borderline patients within
the psychiatric services is the product of this barrage fire. Therefore, the
relationships that the psychiatric workers end up establishing with borderline
patients are charged with anger, flooded by acting-outs and corresponding
counteracting-outs, or poisoned by moralistic judgments. As Chiesa et al. (2000)
rightly emphasized, “staff misunderstand patients’ behavior. Specifically, staff fail
to appreciate the fears and vulnerabilities behind acting-out, aggressive behavior
[...] which are approached in a moralistic and punitive fashion.”

At this level of the relationship, it is not possible to deal with the patient correctly
unless the connection between the outbursts of anger and the underlying dysphoric
mood condition affecting the entire borderline existence is properly understood
(Pazzagli and Rossi Monti 2000; Stanghellini 2000). This dysphoric condition is
often the legacy of an early traumatic event which is not necessarily related to a
history of physical or sexual abuse but can be also connected to severe neglect or
unpredictability and elusiveness on the part of the key figures (caregivers). The
dysphoric mood typical of the borderline existence is ultimately related to the
constant perception of the unpredictability and inconsistency of both the other
and oneself. How can one live in a state where everything is blurred, where it is
impossible to focus and see clearly? In such a condition the perception of oneself
and the other becomes fuzzy, blurry, uncertain, fluctuating, ambivalent, and ambig-
uous, while the atmosphere becomes saturated with unpredictability, alarm, anxi-
ety, and incomprehensibility. In this context, everything can become (and does
become) traumatic—even a seemingly trivial remark like the one that angered
Carla.

If the frequent and intense outbursts of anger are the most severe sign of
borderline emotional suffering, then the dysphoric mood that sustains them is the
true companion of the borderline emotional existence. In turn, dysphoria, which
spreads something like a mist or a toxic gas in the borderline’s experience of oneself,
the world, and the other, could be seen as a crust enveloping a lump of indistinct
emotions that the borderline subject fails to experience clearly or even to name, as if
trapped in a sort of emotional illiteracy. The borderline emotional instability
described by current psychiatric nosology points precisely to this emotional lump.

While dysphoria seems to be the most stable and persistent component of this
emotional instability, other emotions, such as fear and anger, are expressed in a
more acute and violent fashion. This emotional kaleidoscope is what Carla very
well describes as the feeling of “always riding a roller coaster.” Such feeling is
probably connected to environmental or relational micro-occurrences which Carla
cannot even become aware of, since borderline emotional instability is highly
dependent on the context and is associated with poor emotional awareness. In
fact, every process of emotional self-regulation presupposes some form of emo-
tional awareness. An impairment of this function severely interferes with the
process of feedback regulation of the intensity of the emotions. This way, in the
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borderline personality, emotions are experienced as autonomous physical and
mental states that cannot be easily modulated, mitigated, or oriented in one direc-
tion rather than another. In this condition, one easily loses the sense of being the
agent and source of one’s emotional states: the awareness that a particular emotion
originates within the self, that it belongs to it and has much to do with it and with the
vicissitudes of the inner and outer world, is lost. When the borderline patient is not
able to see himself as an active agent, such emotional states start fluctuating like
vague and menacing entities, in search of a place to settle. The main, persistent, and
tormenting result of this indistinct emotional magma is the dysphoric mood. This is
the underlying mood condition animating the emotional outbursts which give Carla
the impression of riding a roller coaster. Every violent emotion represents, to some
extent, an opportunity to escape the painful condition of dysphoria, which is an
objectless, and therefore hopeless, form of discontent. The borderline person seems
to be always looking for an opportunity to turn a (senseless) dysphoria into an
emotion that has a cause and an (apparent and contingent) meaning. Anger provides
such opportunity.

But what is dysphoria? From a general point of view, dysphoria is a mood
condition experienced as unpleasant, uncomfortable, negative, and oppressive,
which exhibits all the characteristics typical of other mood states (it is enduring,
devoid of an intentional object, unmotivated, rigid, and difficult to articulate; it
completely engulfs one’s perception of and relationship with the world, the others,
and oneself). In this sense, the term “dysphoria” indicates an emotional state hard to
endure: while euphoria is comparable to the feeling of wearing a comfortable dress
that fits the body like a glove, dysphoria points to the exact opposite feeling. In this
case, the subject experiences a state that, literally, does not suit him or her.
Dysphoria is a feeling of alarmed and unsociable discontent, of an unpleasant
tension, and of chronic irritation and irritability (Berner et al. 1987; Gabriel
1987); it can be hardly modulated and shows a growing propensity to impulsive
actions. Its main components are tension, irritability, and urge (Rossi Monti 2012).
In short, the mood condition typical of dysphoria has to do with the perception of
something that is askew—something that went wrong and hinders one’s life.
Indeed, in dysphoria, everything goes wrong. It is difficult for most of us to imagine
a condition in which this emotional state is constantly endured instead of being
simply confined to an isolated experience (whether temporary or transient).

In the borderline functioning, the subject, utterly incapable of recognizing his or
her discomfort, to make sense of it and to find a way to modulate it, is overwhelmed
by it and, desperate to find ways to reduce the tension, is dragged into the abyss of
impulsive actions (outbursts of anger, aggressive behaviors, use of drugs, self-
harming behavior, etc.). This pervasive mood condition is durable and devoid of
an intentional object (in the sense that the subject cannot ascribe it to a specific
situation). Such condition dominates the borderline existence, an existence in which
dysphoria envelops the subject like a thick fog.

In this context, the anger directed to an interlocutor becomes an invaluable
escape route from the unbearability of the dysphoric condition. Anger provides a
way to fill such condition with meaning. Indeed, anger as an emotion has an object,
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is intentional, and is motivated. In a state of anger, the object becomes clearly
visible and strongly delineated and stands out quite distinctively. Such object is
definitely not vague, blurred, and confused, and its features are easy to recognize.

To get angry with someone (or with something) means to make the object
present, to take it out of its ambiguity, and to delineate some of its features very
clearly: these mostly negative features function as “handles” to which anger can
cling to. In this sense, anger allows one to switch from a typically dysphoric state of
dispersion and, so to speak, “centrifugal pull” (where the object’s outlines and
features are blurred, vague, and ambiguous), to a condition in which the boundaries
and characteristics of the object stand out with great clarity. Anger exerts a
“centripetal” pull and allows the emotional dispersion to coagulate. Moreover,
the transition from dysphoria to anger contributes to the preservation or recovering
of a precarious cohesion of the self. The chance to observe the effects of one’s anger
on another person can also contribute to the development of this sense of increased
vitality and cohesion. To the extent that one is able to scare the others, one is and
exists as an acting and powerful subject.

Dysphoria turns into anger each time a specific object has been identified as the
source and cause of one’s suffering. In this sense, dysphoria resembles a widespread
and unsaturated magmatic state in search of an object to converge onto. Instead of
losing its way inside the dysphoric cloud, anger hunts down the object; forces it out
of its vagueness, inconsistency, and anonymity; and turns it into the target of a
sniper rifle. This is also how therapists and health workers feel when they become
the target of borderline anger: they feel loaded with an amount of responsibility that
often exceeds their understanding and ability to endure. In the context of a tempo-
rality dominated by the “absorption into the immediacy,” where only the moment
counts (Bin Kimura 1992), the transformation of dysphoria into anger invariably
provides the subject with the illusion that the emotional and relational tangle in
which he or she has always been trapped has finally been unraveled.

At some level, the patient’s outburst of anger signals the presence of hope. In
other words, it implies the belief that under the blows of anger, the object, the
environment, or reality itself can react and respond to the violence of the stimulus,
thereby regaining the role they had never played or had lost. Anger, therefore, is not
the same as resignation or annihilating despair; rather, it is a desperate, vital
reaction that presupposes both an interlocutor to be held accountable and the
possibility of a response. At the same time, anger plays a role in the management
of the pain caused by the separation and the irreparability of the loss: somehow, a
mind that engages in angry fantasies is still clinging to what it has lost.

3.4 Emptiness, Inconsistency, and Inauthenticity

This set of experiences shows the other side of the sequence dysphoria-anger. This
particular sequence plays in fact an “organizing” function by allowing the disper-
sion characterizing the dysphoric mood to be transformed into a focused attention
on a specific object which assumes a scapegoat function. Therefore, in the
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transformation of dysphoric mood into polarized anger toward an object, a fantasy
for compensation is also fulfilled. On the contrary, the sequence leading to the
experiences of emptiness exemplifies the “disorganizing” side of dysphoria. In this
case, dysphoria does not have an interlocutor to deal with and cannot be objectified
through the anger directed toward someone, thereby exhibiting all its “centrifugal”
pull: as a result of such centrifugal force, the various aspects of the self are
dispersed without reaching the critical mass necessary to aggregate in some form
of recognizable identity. In a spiral difficult to stop, the indefiniteness of the self
contributes to the indefiniteness of the other and vice versa. If anger gives meaning
to dysphoria, emptiness, instead, brings meaning away from it. If anger expresses a
resilient hope for compensation, emptiness is experienced as hopeless and exhibits
their reparability of a traumatic existence. “While anger fulfills me, strengthens me,
and gives me strength and power—a patient said—the sense of emptiness
disembowels me and leaves me empty.”

Otto Kernberg has identified “identity diffusion” as one of the core features of
the borderline functioning. This condition is characterized by the absence of a
stable and consistent image of oneself as a person, which involves fundamental
uncertainties regarding the subject’s lifestyle, life choices, friends, partners, sexual
habits, and moral, religious, and political values. This is due to the subject’s
inability to integrate the contradictory aspects of the self and the object. The
impossibility for these aspects to become integrated and cohesive condemns the
borderline person to a state of perpetual suspension of identity. In this situation,
identity ends to be nothing more than a momentary agglutination of dispersed and
contradictory elements. To the identity diffusion that afflicts the subject in its
relationship with the others as well as the external world corresponds, on the
more private and inner level of the self (Meares et al. 2011), a series of agonizing
experiences of emptiness, insubstantiality, and inauthenticity—the /ived side of
identity diffusion.

But what is this “emptiness” so often mentioned by borderline patients? Refer-
ring to his inability to evoke a mental picture of himself, Roberto, a patient
described by Irene Ruggiero (2012), calls it the “syndrome of the empty mirror.”
When he tries to imagine himself, what Roberto “sees” is not his own face, but a
terrifying black hole ready to swallow him up, which leads him to question the
reality of his physical existence. This experience is not easy to describe, but Carla’s
terse words are illuminating. The emptiness—she says—is not absence. The expe-
rience is not rendered light, weightless, or “winged” by its very emptiness. This
emptiness is not equivalent to loss or lack of something. While in the experience of
lack the subject is completely absorbed by the suffering caused by the disappear-
ance of the object and totally engaged in the attempt to regain it, in the experience
of emptiness the subject suffers from a condition which is very difficult to name and
objectify. It is a condition one wants to abandon as soon as possible because the
feeling is that of having the rug pulled out from under one’s feet. In fact, the
experience of emptiness feeds on itself and is self-perpetuating: emptiness calls for
more emptiness, and the subject finds itself imprisoned in an emptied, hemorrhagic
identity. In such loneliness and emptiness, there is no hand hold to grip and no way
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out. For this emptiness is anything but light: it is heavy, and it crushes and oppresses
those who experience it. It weighs like lead and drags one down, making one “fall”
by sucking him or her into a black hole. The experience of emptiness seems to point
to identity diffusion in the sense of lack of cohesion and continuity of the self: a
painful incoherence that Wilkinson-Ryan and Westen (2000) have identified as the
central element of the borderline identity diffusion.

Experiences of emptiness, however, are not all equal. There are many ways to
live and express a sense of emptiness. In addition to the modality of painful
incoherence (essentially linked to the impossibility of finding an intentional object),
a sense of emptiness can also appear under different shapes. One example is the
feeling of being inhabited by something dead. This feeling derives from the
impression of having voided one’s whole inner space, which generates an atmo-
sphere of hopeless desolation. This kind of experience of emptiness easily turns into
a physical state and is expressed with bodily metaphors. In the words of one patient:
“I feel like an empty container. My skin, my skeleton are there, but inside of me
there is nothing. There is nothing alive inside of me.” This emptiness is less empty
than the previous one because the subject has already come close to finding an
intentional object through the identification of aspects of itself as deadly, lifeless,
destructive, or unworthy. Fonagy et al. (2002) have described this condition as “the
alien self.”

In other cases, the borderline emptiness, which is always, so to speak, “rela-
tional” in nature, can be the result of a worn-out relationship, namely, of a
continuous and consuming reciprocal intercourse: an emptiness caused by an
exhausting proximity which blurs each other’s boundaries. As Franco Lolli
(2012) has written, “in the experience of emptiness the act of thinking disappears
and the feeling of self dissolves [...] As if crippled by the weight of the feeling of
emptiness, the borderline patient seems to have no thickness, reduced to a kind of
film capable of assuming the shape and characteristics of the occasional partner.”
Something very similar to what Carla says when she tries to describe her situation:
“I don’t know who I am or what I want. .. Each time I feel different, according to
the people I deal with. The fact is that I am not what I look like. I don’t know who I
really am.”

This first outline of a phenomenology of borderline emptiness is based on a
dialectical view of the experiences of emptiness: such experiences should be seen as
the inevitable but momentary stages of a journey oscillating between the
“organizing” dysphoria-anger sequence and the “disorganizing” dysphoria-
emptiness sequence. As long as the experience of emptiness maintains its dynamic
dialectical relationship with the sequence dysphoria-anger, the situation is rela-
tively stable. However, if the journey ends with the experience of emptiness, the
situation can turn dramatic: when the emptiness experienced in one’s inner world is
matched by a real emptiness in the outside world, when the subject has driven
everyone away and there are no interlocutors with whom to “share” one’s
sufferings, the risk of suicide is particularly high. When a dysphoric irritability
has become disconnected with the world, self-suppression often appears as the only
solution available.
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More frequently, however, a way out from the disorganizing dysphoria-
emptiness sequence is found in impulsive actions. When the emptiness is caused
by painful incoherence, impulsive actions increase one’s sense of agency by giving
greater cohesion and coherence to the self; when the emptiness is due to the inner
presence of dead objects, such actions serve to restore a sense of vitality (in the
context of what Stanghellini and Rosfort 2013 have called “desperate vitality”’) and
to regain hope; finally, when the emptiness is caused by excessive proximity,
impulsive actions can help to strongly reestablish the borders of the self.

3.5 Borderline and Self-Harming Behavior

The third and final element in the meeting with Carla which deserves attention is
that of self-harming behaviors: this is one of the ways in which Carla tries to come
to terms with her dysphoric mood and with her feelings of emptiness-inconsistency.
Although Carla is perfectly aware of the abnormality of her behavior, the urge to cut
herself is stronger than her will. In the words of another borderline patient, to cut
oneself is like finding oneself in a blind alley: the idea and the urge to cut oneself
seem to come directly from the skin. Self-cutting is performed because it works and
because the alternatives are often worse; it helps to fight one’s inner chaos, even if
one does not know where it comes from (Kettlewell 1999). Self-cutting “works” for
various reasons and in different ways: Carla claims that it helps her to “black out,”
to stop the uninterrupted flow of thoughts (““after I cut myself, my head is finally
free from thoughts”) or the sudden emotional changes.

Self-cutting, however, “works” also because it helps one to grasp something
alive within instead of contemplating a “mushy and uniform clay.” The red blood
flowing out of the wound makes one feel the presence of something alive. The pain
of the wound dispels other kinds of pain, such as the “tangle in the stomach,” but
also the tangle of thoughts and emotions in which the person feels trapped. To turn a
mental pain into a physical one is a way to materialize and locate such pain, to make
it visible first to oneself and then, if necessary, to the others. These, however, are
just some of the ways in which self-harm is said to “work.” Whenever a person cuts
or burns herself—Potter writes (2003)—one should try interpreting the wound with
as open a mind as possible in order to understand what that person can and cannot
say (to the others as well as to herself). The greatest risk facing the therapist in such
cases is that of remain enmeshed into monolithic, stereotyped, abstract, and abso-
lutist interpretations, which supposedly would explain the self-harming behavior on
the basis of a predetermined motive. If, however, the therapist is willing to “listen”
to these wounds, especially through the patients’ retrospective interpretation, he
will discover that there is not just one meaning to the self-cutting but that, on the
contrary, there is a whole range of experiences distributed along a continuum—and
that in each cut multiple reasons are intertwined, in ways that also change over time.
Within such continuum, it is then necessary to identify some possible “psychopa-
thological organizers,” understood as synthesizing schemes of comprehension
aimed at connecting different pathological experiences into unitary cores of
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meaningfulness (Rossi Monti and Stanghellini 1996). We have identified at least six
of them (Rossi Monti and D’ Agostino 2009):

1. Concretizing: the wounds function as a means to transform a mental pain into a
physical one, to control intolerable feelings through the body. It might be an
attempt to give shape to an invisible, wandering, and boundless mental pain by
localizing it in the body or to fill a distressing inner emptiness with a bodily
sensation. Another patient said that when she cuts herself, she can look at the
wounds and say: “this is my way of feeling bad. .. and it is real” (Leibenluft
et al. 1987). One patient quoted by Straker (2006, 104) says: “it’s as if the cut
gives shape or form to what feels like boundless pain. At the moment of cutting
time stops, and with the pain of the cut, always much less than the psychological
pain, and with bleeding, everything becomes focused and concrete. Actually
pain is not really the right word; it’s more like suffering that feels endless,
formless, nowhere and everywhere, like suffering without an object, suffering
from emptiness, suffering from nothing. Your thoughts do not wander uselessly
and aimlessly anymore suffering, but fix almost literally on the cut.”

2. Punishing-eradicating-purifying: the wounds function as a means to punish/
eradicate some inner “evil” in order to detoxify/purify oneself. It is a way to
punish a bad self, to assail one’s thoughts, feelings, and memories or even to
unconsciously repeat an emotional sequence connected to a history of childhood
abuse: repetition here replaces recollection, functioning as a shield against bad
memories. Julia Pestalozzi (2003) has written that the metaphors employed to
describe this experience show that cutting the skin creates an opening through
which the inner tension can be released, and all the bad and the alien can gush
out from the interior of the body. Jenny (another patient) says: “The deeper I cut
and the more I bleed, the better it makes me feel inside because it feels like all
the hurt inside of me is coming out. I can see it with blood. So the deeper I go, the
better I feel” (McDonald et al. 2010 p. 95).

3. Regulating dysphoria: the wounds function as a tool to modulate the dysphoric
mood typical of the borderline existence. The best example of this psychopa-
thological organizer is provided by Carla’s behavior toward the end of the first
year of psychotherapy. For 6 months Carla did not cut herself. She started to
express her discomfort with words and found an interlocutor in the psychothera-
pist. Outside of the sessions, Carla finds relief in putting her feelings into words.
The dysphoric mood underlying her tormented existence has now turned into
something different: an emotional state toward which Carla can take a stand.

By writing down her feelings, Carla can objectify and visualize them without
being overwhelmed by them. The place where Carla deposits all this material is
her mobile phone. It is an unsafe place. One day, inadvertently, Carla erases all
her notes. Once again, everything is lost. The object to which she had entrusted
her personal thoughts has proven unreliable. Carla herself feels unreliable and
unworthy. When the dysphoric mood mounts, the only way out for her is to
resort to the “safe” mode of cutting herself so to release the tension. But after the
first cut, she finds a way to regain her own perspective on her emotional
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upheaval. Carla takes a piece of paper and writes down her feelings with great
ardor and vehemence. It is a kind of volcanic eruption in which the intense
violence of the content is barely restrained by language: “The word is too narrow
a window” to allow her to express what she feels. The window is too narrow, but
strong enough to withstand the impact, so much so that these notes can be
brought to therapy and become the focus of a joint interpretation. The therapeu-
tic work begins to bear fruit. Until then, the wounds had been—as another
patient said—the only possible “blow hole” for Carla’s dysphoric suffering.
Now, instead, she has finally started to mentalize her mental pain.

4. Communicating without words: the wounds function as a language to convey
something inexpressible through words but also as a way to control the others’
behavior and emotions by eliciting care giving responses from them. In this
context, the word manipulation has been often employed. The term, however, is
poorly chosen since manipulation is a mode of thought and behavior requiring
complex and sophisticated mental functions which in most cases of severe
borderline psychopathology are gravely compromised (Stanghellini 2014).
Rather, what we have here is mostly, on the one hand, an inability—to use
Winnicott’s words (1969)—to freely treat the other as an autonomous and
independent object and, on the other, the necessity to treat him or her as a
“subjective object.”

5. Building a memory of oneself: the wounds function as a way to secure a memory
of oneself. The skin is a surface on which to carve and mark certain
circumstances, events, and emotions that correspond to significant turning
points. A patient calls her self-inflicted wounds “my notches.” Self-cutting
becomes a way to make sure that certain events have left a concrete and visible
trace—a trace one can immediately locate on one’s skin. Another patient speaks
of her wounds as a way to mark on her skin the evil she felt inside of her. Another
patient, who had long stopped cutting herself, considered having her scars
removed through plastic surgery. But then she changed her mind out of “nostal-
gia” for the time when she used to cut herself: she is sure she would miss her
scars.

6. Turning active: the wounds function as a way to transform passively endured or
externally imposed experiences into active ones. This way, an intrinsically
traumatic sense of helplessness is transformed into a more reassuringly self-
inflicted “trauma.” “The thing is—a patient says—if I can harm myself, then I
believe I can bear the pain inflicted on me by the others, as if by cicatrizing I
become immune to the rest of the world. I’d rather endure a self-inflicted pain
than one received from the outside.” However, self-cutting is also an attempt to
shed skin instead of changing oneself. There is also a social dimension to the
“wounds”: they can take on the characteristics of a ritual through which one’s
need to feel in control of one’s body is acted out (Lemma 2005); they can spread
through a kind of social “contagion” due to their capacity to mark the identity of
each individual (often by opposition to the others). The “wounds,” in this sense,
become brands to exhibit as truly distinguishing features.
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Two concluding remarks: (a) these organizers are not mutually exclusive, but
intertwined; they simply serve as points of reference for the interpretation of self-
harming behaviors; (b) in their progression along the continuum, self-harming
behaviors tend to acquire an increasingly social value while at the same time
reducing their psychopathological characterization, thereby coming close to the
so-called culturally approved self-harming conducts. Each self-harming behavior
derives its structure from some of the experiences outlined above. Such experiences
play a fundamental organizing function with respect to these behaviors, each time
producing a synthesis in which one of the above elements prevails. Therapy
provides the precious opportunity to identify these organizers and to follow their
evolution over time.

Only toward the end of a long series of psychotherapeutic sessions a patient was
finally able to accurately describe the lived experience and the function sustaining
two different kinds of self-harming behavior, namely, cutting herself with a razor
blade and burning her skin with a cigarette: “The cuts were made quickly, in order
to see the blood. . . When two contradictory ideas made me confused and foggy, and
I was unable to decide, the cuts helped me to wipe out everything.” These were
quick, furious, and superficial cuts, aimed at cleaning up a mess like a windshield
wiper would do. Cigarette burns were a different thing:“I did not feel the pain. I
would smoke a cigarette, burn myself with it, then smoke and burn myself again
right on the same spot, namely, the back of my hand or my leg. [This happened]
when I had a fixed idea incessantly pounding at my head, a single idea pounding and
pounding.... Today, watching the cigarette burns makes me feel pleasure, tender-
ness—I don’t want anybody to touch them! For me, to look at the cigarette burns is
like looking at a tattoo.” More generally, she says, “if I was struggling with some
suffering, I would not allow myself the time to feel it. It had to go away immedi-
ately. For me, physical pain is a hundred times better [than mental suffering]! It was
as if my body was following me: a sentimental suffering would turn into a physical
pain.”

Anger, emptiness, inconsistency, inauthenticity, and self-harming behavior are
the main ways in which many borderline patients try to give shape to their inner
chronic pain—*the pain of being borderline” (Zanarini et al. 1998; Zanarini, 2008).
The success or failure of each therapeutic work depends on the common effort and
willingness to find alternative ways to deal with this pain. Such therapeutic work
begins by focusing not only on the symptoms but also on the quality of the
experiences at stake.
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Giovanni Castellini

4.1 A Case Study of Gender Dysphoria: Francesco

Francesco is a 23-year-old natal male. He was born in a small village close to
Florence, Italy. He was referred to the CIADIG, the Gender Identity Disorder
Service of the University of Florence at the age of 20 years. At the first visit, he
said that he wished to continue his life as a girl. He had this dream since he can
remember. When doctors asked him how he can be sure about this, he spoke about
his cross-gender behaviors, beginning when he was 5 years old. Francesco reported
that even before primary school, he had been secretly dressing up in his mother’s
clothes almost every day of his child life. He always spent time with Cecilia, his
young neighborhood friend, instead of other guys in the village. With Cecilia, he
liked playing with dolls and cuddly toys and spending time with “girls’ games”
such as “cooking,” “preparing dresses,” and “tidying up the house.” Francesco
reported marked cross-gender identification in role-playing, as he always acted as a
mother or a bride. He told to the doctors that his recurrent dream was to wake up in
the morning and to discover in the mirror that he had become a girl.

He had a good relationship with his family which consisted of his mother, his
father, and his grandparents who lived close to their house. In general, his parents
did not stigmatize neither encouraged his cross-gender behaviors. Francesco was
used to speak a lot with his mother, and his mother reported that when he was
8 years old he had told her he wanted to be a woman when he grew up. However, the
grandfather sometimes displayed intense negative reactions to wear dresses or other
feminine attire.

His first feedback from the environment took place when Francesco went to
primary school. At that time, for the first time he realized his own gender identity
for the others. The way his classmates built up this representation of Francesco was
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quite typical of this kind of stories. At school Francesco often wanted to play with
girls and avoided rough-and-tumble play or other activities with boys. He was
found to take a Barbie doll in his bag, and his mannerisms and style of walking were
feminine. Since the second year of school, all the children in his class called him
Francesca. The primary was a small school in the countryside, and for all the first
5 years of school, he did not particularly suffer for marginalization. The teachers
did not encourage his feminine behavior, but they were supportive. The other
children considered him a singular boy who resembled a girl, but nothing more.
They always play together, given that teachers were very careful not to allow games
exclusively feminine or masculine.

More problems came up with secondary school when he was 12 years old.
Francesco managed not to change his behaviors. Indeed, girls and boys tried to
hire a female/male role through clothing and behaviors resembling the first adoles-
cent changes of their body. Therefore, Francesco emphasized his feminine
behaviors to belong to the girls” world. In this phase he did not receive the same
sympathy and comprehension of his first school experience. Teachers stigmatized
his behaviors and often called his parents to ask them for more appropriate dressing.
Francesco lacked confidence and was teased by other children, who called him
“gay” and “drag queen.” He spent most of the time alone, as he avoided playing
with boys, and girls did not include him in their activities. At this time, he had the
first problems with his father who tried to prevent Francesco’s cross-gender
behaviors. Francesco began to feel rejection by his father feeling that “he was
wrong” and that “would have been better if he had not existed.”

At this time, he suffered from symptoms of anxiety, including stomach upsets,
dizziness, and headaches, and he lost many days of school, thus compromising his
final evaluation. This was a relevant consequence for Francesco, because of his
concern about school performances and his perfectionism. Therefore, the ordinary
evaluation he received represented a great blow for his self-esteem.

The “real tragedy”—as Francesco reported—began with adolescence. When he
was 13 years old, the development of secondary sex characteristics made Francesco
realize that his body was incongruent with his perceived gender identity. His body
changes were the mirror of his sense of “non-belonging” and of feeling of “being
wrong.” The discrepancy between the experienced gender and physical sex
characteristics was accompanied by a desire to be rid of secondary sex
characteristics and to acquire some secondary sex characteristics of the other
gender. Indeed, Francesco was deeply concerned about imminent physical changes;
he told Cecilia that he found his penis, testes, and hairs disgusting and that he
wished them removed and to have a vagina. When visible signs of puberty devel-
oped clearly, he began shaving his legs. Erections were perceived with a profound
sense of uneasiness and sometimes disgust. He reported that the penis was “a kind
of alien, separate from my body and from my mind.” He sometimes bound his
genitals to make erections less visible. However, when he was at the beach, this
kind of actions lost their significance.

During these years, when he was at high school, he brought increased sexual and
aggressive drives almost for his own biological gender. The challenge of
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establishing his sense of sexual identity was really complex. While his heterosexual
peers—as his friend Cecilia—took their sexual orientation for granted, he had a
million of questions and doubts about the social acceptance of his desires. Espe-
cially when he got back to his small village, he must cope with feeling different,
ostracism, and dilemmas about revealing his sexual identity that is discrepant from
family and social expectations. His mother helped him with the “coming out”: one
day she spoke with Francesco telling him “I know you are different Francesco, I
don’t mind if you don’t like girls.” Francesco was uncertain about what this
sentence implied for him. He realized he was a lucky person, as compared with a
homosexual friend who received a very different feedback from his parents who
told him “From this day you don’t exist for us until you will accept that your
homosexuality is an illness and you will treat it.” However, the sentences “you are
different...” or “you don’t like girls...” pronounced by his mother—instead of
“there is nothing bad in loving boys...”—confirmed his feeling that something
went wrong with his birth and the only thing his parents could do was to
tolerate him.

At high school, Francesco found a better environment as compared with second-
ary school. He sought friendships with girls and adopted a new name Giulia for his
friends, consistent with his experienced gender. At the end of high school, he had
his first involvement in a sexual relationship with a 2 years older bisexual boy. Sex
was not perceived as a natural activity, as Francesco usually did show or allow his
partner to touch his sexual organs.

Even though the school represented a good environment for Francesco, during
this period he experienced first bullying episodes. One day when he was coming
back to home, a group of peers surrounded him just close to his house and tried to
threaten him. Francesco did not talk to anybody about this episode, but he suffered
from a severe sense of humiliation. He always thought about how to “clean up” the
shame of this harassment which he thought he could have avoided if he would be
different. After this episode, when he started dieting: he had very rigid diet rules,
with “danger” and “forbidden” foods. He usually ate alone, only foods of known
calorie content, and after few months he had a dramatic weight loss, with body mass
index reaching 15.6. For this reason he attended a cognitive behavioral program for
eating disorder. It is remarkable that at the time of the first visit at CIADIG,
Francesco was aware that his diet attempts were aimed at modifying his body as
it resembled a feminine appearance. Therefore, it was clear that his “masked”
eating disorder was not related to a typical body image distortion, rather it
represented a dysfunctional way to change the body he hates. Thanks to psycholog-
ical treatment he recovered weight; however, he never fully remitted from his
pathological eating behaviors, and after a few years, he experienced sporadic loss
of control binge eating episodes of small quantities of food. Every time he thought
he failed dieting, he believed his failure was because of his weakness, rather than
viewing his dietary rules as being too rigid and extreme. He always felt horrible
about having broken his diet, and sometimes he forced himself to throw up what he
had eaten.
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When he started attending Literature Faculty at the University, he had good
performances. However, his pathological eating behaviors worsened and he devel-
oped a serious depression, with severe anhedonia and suicidal thoughts.

Thanks to the psychotherapist he was referred to the Service for Gender Dys-
phoria of the University of Florence. At the Service clinicians confirmed that
Francesco presented with the features of a very well-established gender dysphoria
according to DSM 5 criteria. Francesco reported that he had a strong desire to be of
a different gender and treated as such, and he may had an inner certainty to feel and
respond as the experienced gender, seeking a medical treatment to alter body
characteristics and after that taking into consideration an intervention of genital
reassignment surgery. Francesco was determined to first resolve the incongruence
between experienced and assigned gender by living in the desired feminine role.
Given the difficulties encountered in his village and the reluctance of his parents to
accept these changes, he accepted to temporarily adopt a gender role neither
conventionally male nor conventionally female when he was in his house. How-
ever, after few months, his desire to live in a female role became very intense in all
the context of his life, and the parents agreed to let him live as a girl also at their
village, by dressing in female clothes and changing his name to Giulia.

In the months following the first contact with the Service, Francesco attended the
psychoeducational program of the center, and he had regularly contacts with two
mental health clinicians. The aims of the intervention were to clarify and explore
gender identity and role, addressing the impact of stigma and minority stress on
one’s mental health and facilitating a coming out process, which includes changes
in gender role expression. The psychiatrist helped Francesco to explore and antici-
pate the implications of changes in gender role and to pace the process of
implementing these changes. He provided a space for Francesco to begin to express
himself in congruent ways with his gender identity and to overcome fears about
changes in gender expression. Mental health professionals’ intervention contributed
also to improve self-consciousness on dysfunctional behaviors such as those
associated with dieting and purging.

Francesco engaged a continuous months of living in a female gender role,
experiencing a range of different life experiences and events such as family events,
holidays, and meeting with friends. To help Francesco in exploring his female life
and having a desired gender role, cross-gender hormonal treatment with feminizing
hormone therapy was applied. Physical changes in his body included breast growth,
decreased spontaneous erections, decreased testicular size, and increased percent-
age of body fat compared to muscle mass, softening of skin, and decreased skin
oiliness. Clinicians could notice that the hormonal treatment reduced Francesco’s
body uneasiness not just for the objective modification on his own body, rather for
the subjective perception and representation of one’s own body. Francesco had a
self-representation of his body as a less masculine and closer to his perceived
identity. This phenomenon made him more self-confident in his new gender role
exploration.

After 2 years, Francesco obtained the sentence from an Italian court to undergo
genital reassignment surgery. After the penectomy and orchiectomy, he underwent
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other interventions such as augmentation mammoplasty (implants/lipofilling), as
well as facial feminization surgery, thyroid cartilage reduction, and other aesthetic
procedures. After 1-year follow-up, he indicated he had no regrets about the whole
treatment. He was functioning well psychologically, intellectually, and socially.
There were no clinical signs of physical imbalance; metabolic and endocrine
parameters were in the normal reference range, as was bone density. At the end
of his clinical course, he could ask for new name in his ID card. Now she is Giulia,
an Italian woman who is going to graduate at the University of Florence. Her dream
now is to be a journalist and to get married.

4.2  Gender Dysphoria: Status Quaestionis
4.2.1 Identity and Gender Identity

Everybody qualified himself/herself by means of different features which he/she
thinks provide a more comprehensive description of one’s own identity. Whenever
I write or I speak to someone about myself, the very first inception of my sentence
begins with “I am...” and the following might be “... a doctor” or “... a smart
guy.” In general the way I characterize myself depends on values attributed to
different personal qualifiers. For example, an anorexia nervosa patient—before
saying “I am a doctor” or “I am a smart girl”—might define herself as “a thin
girl.” Indeed, for most of the persons, the membership to the male/female gender is
taken for granted, when they meet somebody; therefore, nobody says “Nice to meet
you; I am a man and a doctor,” because our body and our appearance “speak” for
us. However, when an Italian person needs to get a job, he has to declare his/her
gender in his CV. For the majority of people, gender identity is established in
toddlerhood, is consistent with biological sex, and remains fixed. However, chil-
dren like Francesco experienced gender nonconformity and a discomfort with their
biological sex, from the very beginning of their life. They derive comfort from
being perceived as, or a wish to be, the other sex.

Gender identity represents a person’s private sense, and subjective experience,
of their own gender (Money 1971). It has the significance of acceptance or desire of
membership into a category of people: male or female. Gender membership is a
fundamental component of our general identity and provides a sense of continuity
of the self. According with a modern definition, identity constitutes itself as
sameness and continuity in the face of continuous discontinuity in an individual’s
life and in the life of groups (Pfaffl 2014). The first conceptualization of a system of
absolute identity was formalized by the philosopher and romantic writer Friedrich
Schelling (Schelling 1801). His work made identity to become a central epistemo-
logical concept of the modern history of philosophy. The psychoanalyses further
developed this construct with Freud’s conceptualization of ego-identity and
Erikson’s (1970) ego-identity defined as the conviction that the ego is learning
effective steps toward a tangible collective future and that it is developing into a
defined ego within a social reality. Erikson described a socialization process in
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which each person—through the acquisition and rejection of identifications with
primary significant persons—develops a sense of himself as a unique individual
(personal identity, self-likeness, and continuity of the person in time). At the same
time the individual—as belonging to a particular social group (group identity,
constancy of the symbols of a group despite fluctuations in group membership)
finally finds his place in this group and experiences acceptance.

Psychoanalyses also took into consideration gender identity. According to
Freud’s position, gender identity becomes stable with the resolution of the Oedipus
complex, and a child acquires a stable gender identity when he identifies himself
with the same sex parent (Freud 1962). However, this theory has been commonly
criticized; for example, Golombok argued that gender identification occurs in
children much earlier than the stage at which Freud postulated the resolution of
the Oedipus complex to occur (Golombok et al. 1995, 2001).

According to the contemporary literature in this field (Giordano 2011, 2012),
identity (equivalent to ego-identity) refers to one’s abstract sense of self within a
cultural and social matrix, and it usually consolidated in adolescence. On the
contrary, gender identity refers to an individual’s personal sense of self as male
or female, and it usually develops by age three, remaining stable over the lifetime.
For most of the people, it is congruent with sex, in the sense of being male or
female, referring to a person’s anatomical sex. Gender identity and sexual identity
have only more recently been considered as a subcategory of personal identity
(Pfaffl 2014). Indeed, gender identity has been firstly conceptualized in a bipolar,
dichotomous manner with a male gender identity at one pole and a female gender
identity at the other pole. However, there are individuals who have an uncertain or
confused gender identity or who are transitioning from one gender to the other who
do not fit into this dichotomous scheme. Gender identity provides a biographical
continuity of an individual, which can be either male or female but probably it is
possible to speak about also a third, fourth or fifth gender.

4.2.2 Identity and the Body

In our life, the sense of self, and the membership to a gender category, develops
with the progressive awareness of one’s own body. As extensively reported,
awareness and experience of the body are the original anchors of our developing
sense of self (Kinsbourne 2002). Body awareness is a dynamic process; it is not a
matter of retrieving information from a specialized area or module of the selectively
attending brain. It follows that the sense of self as body is not something that is
present from birth or that suddenly becomes available during maturation. Rather, it
emerges gradually out of the increasing ability to attend selectively to various body
parts. Infants may first experience themselves as individuals when they begin to
move body parts against a background of undifferentiated body sensation.

This is the reason why adolescence represents a crucial period as in Francesco’s
story. Indeed, the perception of his incongruent gender identity became clear when
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his body provided the strong signs of gender-specific features. As for other persons,
Francesco’s gender identity remained indefinite until adolescent. When adoles-
cence came, persons with gender dysphoria live in a cognitive state where their
physical body is in contrast with their self-perceived identity (Gooren 2006), and
this experience is a source of deep and chronic suffering (Gooren 2011). For
persons like Francesco, the primary source of suffering is the sense of
non-pertinence to the assigned gender based on anatomical sexual characteristics.
Gender dysphoria is defined as the distress that may ac