Who’s on First? Mental Disorders by Any Other Name?

Aaron Mishara, Ph.D., Psy.D.

The Chicago School of Professional Psychology

Yale University School of Medicine

Michael A. Schwartz, M.D.,

Austin State Hospital, Austin Texas


In response to Allen Frances’ DSM in Philosophyland: Curiouser and Curiouser, we agree that diagnostic classification must steer between the Scylla of naïve biological realism and the Charybdis of social constructionism, or alternatively, logical empriricism    and post-modernism (Frances’ First and Third Umpires). But in what way does Frances’ pragmatic compromise (his Second Umpire) provide a solution? Perhaps merely asserting that psychiatrists should be driven by consensus, reliability in diagnosis, or a common language (“calling them as I see them”) is not enough. The pragmatic definition of mental disorders (“forging a common language rather than a common truth”) as ““what clinicians treat” invites circularity. After all, it still begs the essential question, what kind of entities are mental disorders? As Mishara (1994) argued, to the extent that DSM-III and the following DSMs base their putatively reliable descriptions of mental disorders on everyday language, then folk psychological and other kinds of assumptions, including metaphysical assumptions, creep into the classification system. In their neo-Kraeplinian zeal for reliable diagnosis, DSM-III advocates (Umpire I) had overlooked that the Hempelian approach they adopted was only one approach that neglected more phenomenologic approaches (Schwartz and Wiggins, 1987), e.g., Jaspers, Conrad and Ey (see below).


Even Gerald Klerman, “the highest-ranking psychiatrist in the federal government at the time,” who had at first appraised the movement from the DSM-I and II to the DSM-III as a “victory for science,” later revised his view that DSM-III was largely “a political document” (cited by Mayes and Horwitz (2005). That is, by adopting Hempel’s logical empirical approach to science, the neo-Kraeplinians’ presumable “revolution” in conceptualizing and classifying mental disorders actually pre-empted alternative approaches, which were philosophically informed, but in a manner different than            Hempel, that is, the German tradition of philosophic phenomenology. In fact, the German phenomenologic psychiatrist, Jaspers (1963) had written that to the extent that psychiatry ignores philosophy, it is inevitable undone by it in one way or another.


For example, although DSM-III and the later DSMs ultimately rely on the patient’s reports of their own subjective experience of symptoms and the clinician’s observations of signs that the patient may not directly experience, there is little or no effort in DSM to formalize and/or operationalize subjective experience itself. Despite this lack of precise conceptual relationship to what it presumably and ultimately targets (the patient’s subjective experience, i.e., suffering in self and/or others), DSM-III and its successors pose the dangers of a “hegemony” (Schwartz and Wiggins, 2002), a co-opting of clinical practice and clinical research such that research grants, publications, conference presentations, insurance reimbursement and the like are compelled to make use of reliable DSM diagnoses (despite DSM’s own initial caveats that the categories are only provisional and  therefore, still lack conceptual foundation). Nevertheless, for reasons that provoke speculation — loss of credibility in courtrooms, insurance companies and the Halls of Government? Fear of “anti-psychiatric” or like-minded “philosophic” critics? Credulity? - many of DSM-5’s adherents currently posture that all questions about conceptual foundations have already been discussed, solved and put to rest. Their “naïve realism” permits their leapfrogging over major conceptual problems, including the problem of the human person, the mind body problem, the so-called hard problem of how to map conscious experience (qualia) onto underlying putative neurobiologic mechanisms (see Mishara, 2009 for one approach to this problem), and finally the definition/reification of mental disorders (as entities, types, dimensions, etc.). These DSM-5 protagonists employ what is essentially a rhetorical strategy to obviate any conceptual criticism by posing (falsely) that this preliminary work is already done (as in the DSM-5 reluctance to develop a Conceptual Issues Work Group proposed by Kendler et al., 2008, and see below). In contrast, when an earlier work group put together a volume on the conceptual issues involved in diagnostic classification (Sadler et al., 1994), Allen Frances (Chair of  the DSM-IV Task Force) graciously agreed to write the preface. He welcomed the volume by stating that it is to be “congratulated by having assembled an especially comprehensive probing analysis of the theoretical issues that inform psychiatric classification… DSM-IV is a manual of mental disorders but it is by no means clear just what is a mental disorder and whether one can develop a set of definitional criteria to guide inclusionary and exclusionary decisions for the manual...The failure of definition of a mental disorder or disease which reduces to what clinicians treat is tautological and potentially self-serving is probably the best of a bad lot of ways of defining these necessarily imprecise terms” (p. viii-ix). We are delighted by Allen Frances’ conceptual openness to the issues but think there may be more productive ways of philosophically grounding how to proceed in the systematic phenomenology of the patient’s experience. Even if we are wrong, others may suggest better ways and we would not want to close the door.


One problem is that rather than bridging clinical practice and clinical research, DSM-III’s logical empiricist agenda inserted a wedge between clinician and clinical researcher which still has not been appropriately addressed. In their historical analysis, Mayes and Horwitz (2005) write: "Spitzer selected a group of psychiatrists and consultant psychologists who were committed primarily to medically oriented, diagnostic research and not to clinical practice" That is, there appears to be a divide between DSM-III and later DSM's prescriptive diagnostic practices for the researchers and what the clinician actually does in practice. At the very least, the DSM’s following DSM-III have been burdened by a dual role: to serve as both the standard for clinical researchers who attempt to explain the disorders (find and treat the underlying mechanisms) and for clinicians who attempt to understand and treat the persons suffering from the disorder.


Schwartz and Wiggins (1987) had argued that clinicians in their practice use a different approach than that outlined by the neo-Kraeplinian embrace of Hempelian nomological science: the clinician's experience is already pervaded by typifications which help to structure the clinicians diagnosis meaningfully. In fact, Husserl had indicated that perceptual meaning is itself based on such a typification process: That is, we never perceive the individual themselves but always in terms of the type that implicitly subsumes it. We perceive the not yet known in terms of the known, i.e., in terms of the general type that is activated in the particular perception.  With each view, there is built a reference to the next anticipated view based on past experience of this and similar objects. The references between aspects are anticipatory constraints, which are nevertheless open to revision or cancellation in their structure so that each aspect prefigures its successor in seamless transition as belonging to the same perceptual object (for Husserl’s concept of “type” as pervading the perception of both things and persons, see Uhlhaas and Mishara, 2007).


The two phenomenological psychiatrists, Klaus Conrad (1958) and Henri Ey (1978), employed the nineteenth century neurologist, Hughlings Jackson’s approach to classification in terms of describing and formalizing the subjective experience of the patient as a field of consciousness which is disrupted in its organizing activity precisely in response to the degree of severity of the underlying neurobiologic disturbance. Therefore, Klaus Conrad compares the disruption of psychosis to the organization of conscious experience to dreaming: “In sleep, there is radical dismantling (Abbau) of higher functional levels… this characterizes the negative side of the phenomenon. At the same time, we find in dreaming the ex​pres​sion of the release of deeper …levels of functioning as positive symptoms of this occur​rence.” However, psychosis is not simply a form of dreaming or sleep. Rather, “the difference lies in how quickly the everyday meanings are broken down, i.e., the tempo of their dismantling. In psychosis, the dismantling is incomplete. The components or aspects of the field of consciousness are not impacted so uniformly and radically as in sleep…[Referring to his French contemporary and phenomenological psychiatrist friend, Henry Ey] Without previous knowledge of Henri Ey’s efforts, I repeatedly referred to the dream as a typical state of protopathic  transformation of Gestalt-mea​ning of the total mental field.” (1953, our trans). Indeed, the similarities between Conrad’s and Ey’s work are noteworthy. Ey’s classification of the different mental disorders according to the depth of “dissolution” (Jackson) of consciousness resembled Conrad’s own efforts to describe psychosis as a progressive “deformation” of the field of conscious experience, which affects greater and greater portions of this field depending on the severity and/or course of the disturbance. Conrad (1958) finds that the Jacksonian “release” of pathological behaviors of the earlier stage of perceptual-meaning cannot be said to be merely a component of the later process but is its own productive or positive transformation. (Since the phenomenologic application of the Jacksonian concepts is relatively complicated, and not well known, we provide a more detailed description of this approach and its relevance for diagnostic classification in future publications). Following these efforts, Mishara (1994) proposed that psychiatric classification could be reconceptualized in terms of the patient’s subjective experience of the disorder according to what extent the phenomenological categories of space, time, embodiment, intersubjectivity and self are disrupted (see the discussion of the current impact of social neuroscience in both clinical neuroscience and psychiatry, below). 


However, we would like to ask whether current diagnostic classificational efforts may be too precipitous in still other directions than those outlined by Dr. Frances? To the extent that we allow current genetic results, results from neuroscience in so-called bio-markers to organize our descriptive classification, we have the danger of allowing this to replace the phenomenology of the patient’s subjective experience.


Now we would like to raise the following questions: is it possible that you, Dr. Frances, have not gone far enough in your critique on two matters (ones that we  suggested in our contributions to the “Philosophic Perspectives” book (Sadler et al., 1994)): precipitous optimism with regard to finding biologic markers for disorders which would pre-empt or at least guide our descriptive classifications the continued neglect of the systematic study of the patient’s subjective experience to guide both our classificatory systems and our measurement of treatment outcome


For example, the clinical researcher, Mary Phillips (see First, 2006) proposes a “psychiatric toolbox” (i.e., neuropsychological tests, neuroimaging, genotyping) to develop disorder “biomarkers” that are persistent, rather than state-dependent. This would obviate the phenomenological research of the patient’s subjective experience of the disorder. The danger will be, however, that we will define disorders in terms of what technologies we have available. A problem with clinical researchers defining the categories that they have themselves helped to validate has the inevitable by-product that even the best scientists are nevertheless still guided by their human bias to promote what they most believe (or the real need to provide positive findings, or at least positive pilot data, for future grant funding). As a result findings are often interpreted over-optimistically (see Farah, 2005). Neuroimaging studies, which merely compare statistical differences of activation of certain regions of interest when samples from clinical populations and healthy individuals perform the same cognitive task, overlook a host of methodological problems (Mishara, 2007).  These include the fact that the blood oxygenation level-dependent (BOLD) effect in fMRI does not, without absolute quantification of resting metabolic activity, reveal anything about resting perfusion or whole-brain activity which nevertheless may differ in clinical populations. Moreover, the two groups may be employing different “strategies” during task. That is, to claim that our “tool box” is so advanced that we can replace descriptive psychopathology with cognitive measures is precipitous.


On the other hand, recent findings in the rapidly developing field of social neuroscience support the view that the human brain evolved to be a “social brain.” This approach confirms the previously philosophic phenomenological view that the human brain or mind never works in isolation, i.e., as an isolated Cartesian subject, but in relation to others (in what some recent researchers call the “grounding problem,” i.e., how to ground cognition in terms of an embodied self that is already intersubjective, or a so-called “two-person” psychology). To the extent that neuroscience, descriptive phenomenologic psychopathology, and diagnostic classification work together in the future, it is possible that many of our current diagnostic categories will have to be reconceptualized as disorders of an embodied, intersubjective human self embedded in interactions as social agent.


Despite Allen Frances’ concern that DSM-5 may promote “a wholesale medicalization of everyday incapacity” that could have real-world consequences in how disorders are diagnosed,  Kendell (2000) expresses a view that could lead to such proliferation: “If physical disorders are so common, there is no reason why psychiatric disorders should not be equally common and it would be a big mistake both scientifically and politically, to change our definitions in order to reduce their apparent prevalence” (p. 6).  Similarly, Kendell writes, “The only reason most mental disorders are still defined by their clinical syndromes is that the human brain is infinitely more complex machine with a much wider range of functions that the heart, kidney, or liver” (p. 13). But is this the only reason? Have we as neuropsychiatric researchers or neuroscientists overcome the explanatory gap proposed by philosophers? Is there not something of the explanatory gap in those mental disorders in which we have not as yet found unequivocal etiologies? Our current me​di​cal model views illness in terms of underlying physiological processes, not acknow​ledging that they are inseparable from the person’s life. The symptom indicates both organic change but also what this means for the person. These are mutually exclusive, but also inseparable processes (v. Weizsäcker, 1950). Insofar as the embodied human brain clearly mediates experience and functioning and remains the substrate of our interventions, our target remains the subjective experience of the embodied individual who experiences these symptoms, deficits, anosognosia (lack of insight), etc. 


With regard to the problem of what we are classifying when we classify mental disorders, phenomenology “brackets” ontological claims about the reality of entities while examining the meaning that contributes to their construction. That is, the phenomenologic approach requires that we must be sure that our operational constructs actually capture what they claim to in the patient’s experience of symptoms or the clinician’s descriptions of the signs of a disorder before being operationalized/quantified for their further scientific study. 


To return to Dr. Frances’ theme, how can we put all of this together in a format that is valid yet sufficiently “pragmatic” for myriad psychiatric purposes: for the interests of our patients, their families, society at large, clinicians, researchers, the courtrooms, and other third parties?  To achieve this goal, we return to Hughlings Jackson, medical researcher and clinician par excellence. Working with the categorical diagnoses of his day, Jackson was able to appreciate their utility in his daily clinical work, while at the same time he could see their limitations when it came to scientific investigations. His proposed solution was a two-tiered system for diagnosis – with one tier reserved for clinical practice and a second for research: “There are two kinds of classification of diseases: one scientific, generally called theoretical, for the advancement of knowledge; one empirical or clinical, for practice” (Hughlings Jackson 1879, p. 33). Interestingly, for much the same reason, DSM-III pioneer George Saslow (Kanfer and Saslow 1969) had unsuccessfully advocated for an analogous solution for psychiatric classification. In this regard, it is also helpful to remember that the original criteria used as the initial basis for the specified diagnostic criteria for the major diagnostic categories of DSM-III were regarded exclusively as “research diagnostic criteria” (RDCs; see, for example, Williams and Spitzer, 1982). Our inclination, given the current state of psychiatry, is to view such a dual tiered framework as an advance.  Perhaps there are better ways, but surely the topic commands interest. Grist for the DSM-5 (or 6, or ICD-12 or 13) Conceptual Issues Work Group, already proposed by Ken Kendler et al. (2008) and others – a proposal that has so far fallen on deaf ears. This absence of response hardly exhibits the “openness” for discussion and debate supposedly tendered by DSM-5 enthusiasts. Alternatively, we propose that using the patient’s subjective experience of “symptoms” as standard, there should be ongoing studies of bi-directional feedback between clinical practice and the diagnostic classifications operationalized by researchers to further refine these classifications. We will demonstrate how this is done concretely in future publications.
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Final Comment: 

Phenomenology and Operationalism: Not Opposites but Mutually in Need of 

One Another

Aaron Mishara, Ph.D., Psy.D.

Michael A. Schwartz, M.D


Dr. Frances, thank you for your kind and thoughtful response, entitled, “Phenomenology vs. Operationalism.” In this reply, we take this opportunity to clarify some frequent misunderstandings about phenomenology’s contribution (at least, our view) to diagnostic classification. In fact, our argument will be that the phenomenology is not the antithesis to operationalism but precisely the step required to translate the patient’s subjective experience of symptoms, etc., into workable operationalizable hypotheses which can be quantifiably measured using the experimental methods of clinical neuroscience (see Mishara, 2007). That is, qualitative description and quantitative measurement are not opposites but are ultimately inseparable (von Weizsäcker, 1950a), working together in both clinical judgment (e.g., the patient’s depressed mood is more or less severe) and in its scientific study (e.g., operationalizing this “more or less” into a clinical rating scale). 


By appealing to phenomenological psychiatrists such as Jaspers, Conrad or Ey, we are not referring to the idiographic-nomothetic opposition which comes precisely with the realist assumptions of the nomologic approach. Rather, as in our previous contribution, we paraphrased Husserl (founder of the phenomenological approach), the perceived individual (whether object or person) is already perceived in terms of a type which subsumes the perception as a meaningful unit. More recent experimental findings have demonstrated the rapidity and automaticity of these processes in decision-making and everyday social cognition.  


There is of course a certain way that phenomenologic psychiatric approaches have traditionally emphasized the importance of the patient’s “uniqueness” in the  “encounter” between patient and doctor, i.e., the patient’s person as a “thou” transcends each of the clinician’s provisional diagnostic judgments. As we wrote in our previous contribution: “The symptom indicates both organic change but also what this means for the person [as] mutually exclusive, but also inseparable processes” (von Weizsäcker, 1950b).  This call for the clinician’s empathy in taking into account in each case the patient’s narrative history, i.e., ways of making sense of, coping with the symptoms, may be the reason that Dr. Frances and certainly others misperceive phenomenology’s main contribution as accenting the individual, as concerned only with the idiographic, without seeing that phenomenology systematically provides a bridge between subjective experience and more general operationalizable hypotheses about mental disorder. In this brief reply, we indicate two ways that the nomothetic-idiographic opposition does not apply to phenomenology’s contribution to the current debate: the first concerns Jaspers; the second concerns Conrad, Ey and other like-minded phenomenologic psychiatrists who were more influenced by Husserlian phenomenology than Jaspers.


1) Jaspers is often cited for applying explanation-understanding opposition (having achieved its heyday during Jaspers’ time) to psychiatry. This does not mean that he remained restricted to Windelbrand’s well-known idiographic-nomothetic distinction, which he overcomes precisely in his use of ideal types. Here, Jaspers describes three domains of mental disorder:

I. Somatic processes. These include mental disorders in which we know the etiology unequivocally. General paresis of the insane (GPI) is a good example. Once we learned the cause (i.e., syphilis infection), the clinical phenomenology reduces in importance. 

II. Unfortunately, the GPI model (biologic reductionism) has not worked for most psychiatric disorders, where the etiology continues to remain unclear. Therefore, Kendell’s (2000) pronouncement remains wishful, “The only reason most mental disorders are still defined by their clinical syndromes is that the human brain is infinitely more complex machine with a much wider range of functions that the heart, kidney, or liver” (p. 13). But this view that all disorders, as we have defined them, will resolve as diseases with unequivocal biologic causes remains at best a guiding “idea,” or what Kant called a “regulative idea.” As Jaspers (1963) puts it: “We have classes of disease in mind although their definitive causes and nature are not known, but in fact one is always confined to types” (Max Weber’s types) (see Schwartz and Wiggins, 1987). Here, the notion of “ideal type” provides a certain flexibility in the interplay between clinician’s diagnosis and its operationalization in scientific study which we hinted at in our previous contribution, elaborate below, and discuss further in future publications. We will merely emphasize here that conceiving psychiatric diagnoses as “types” provides psychiatry with a flexible nomenclature that is descriptive and operationalizable yet at the same time far more open to broad-ranging inquiry – hence far more “atheoretical” - than are the descriptive diagnostic categories of DSM-III and IV. Such openness allows us to move much more adeptly between the two levels of clinical practice and clinical research (described by Hughlings Jackson and outlined in our previous contribution).

III. Variations of human life that are far from the average and qualify for treatment because they cause psychic distress.

2) There is a way that the more Husserlian minded phenomenologic psychiatrists, Conrad, Ey but certainly others go beyond Jaspers on this point. These phenomenological psychiatrists anticipated the kind of modeling of mental disorders later done by neural networks, animal models, and drug challenge studies with healthy individuals in the following sense. If we are able to describe and verbally capture everyday “healthy” consciousness in terms of its “field” organization, then we are able to model disorders by seeing how this “field of consciousness” is specifically disrupted in a particular mental disorder (as we currently classify it) by disabling this or that component of consciousness. To elaborate on this analogy. Neural network models, for example, simulate mental disorders by “damaging” this or that part of the network. Similarly, animal models lesion a crucial part of circuitry and drug models alter neurotransmitter signaling. In each case, the mental disorder is “modeled” by systematically removing or altering some aspect of healthy functioning thought to be implicated in the disorder. Similarly, these phenomenological psychiatrists begin with healthy waking consciousness and by “damaging” or “removing” healthy components of this consciousness (in as it were introspective, phenomenologic thought experiments, what Husserl called “imaginative variation”), attempt to produce the subjective experience of symptoms until they arrive at a plausible model. In this way, we suggested in our previous contribution, “Who’s on First? Mental Disorders by Any Other Name,?” that both Conrad and Ey apply a Jacksonian hierarchical approach to nervous functioning in the organization of the patient’s “field of consciousness.” “Psychosis is not simply a form of dreaming or sleep. Rather, ‘the difference lies in how quickly the everyday meanings are broken down, i.e., the tempo of their dismantling. In psychosis, the dismantling is incomplete. The components or aspects of the field of consciousness are not impacted so uniformly and radically as in sleep…’” (from Conrad, 1953, our trans). As we will demonstrate in a subsequent publication, it is possible, following Conrad and Ey, to phenomenologically model many aspects of the subjective experience of schizophrenia by “disabling” the subject’s “intentional mental activity” in the same way that it becomes reduced while sleeping or dreaming. and also through providing hypotheses for their neuroscientific study.We emphasize again that such modeling (as any other modeling) does not replace the operationalization required for experimental research. Rather, it generates useful hypotheses for this research (Mishara, 2007). We hope in this and other contributions to indicate the power of Jaspers’ vista on psychiatric nosology. Furthermore, we hope to indicate how an appreciation of the phenomenology of the patient’s subjective experiences can contribute to diagnostic classification through proposing provisional classifications of this experience 
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