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Dissertation Abstract

In this project | elaborate and defend a dimendiomalel of the relationship between mental
normality and pathology, which | dub Continuity Bree(CT). Throughout the dissertation | set out to
accomplish two goals. First, | make space for aedisional approach in philosophy of psychiatry by
presenting a model that is compelling and wortlinlseriously as a viable alternative to the more
popular categorical counterpart. Second, | fledhaomore precise and non-arbitrary notion of what i
means to be vulnerable to a mental disorder. Tlhosva me to counter categorical approaches by
showing that the cut-off point between normalitg gthology is extremely hard to pin down.

The project is divided into three large sectiomsthe first section (“Background”), | lay the
groundwork for a dimensional model of mental digogd | start by exploring an important historical
precedent of CT, namely the psychodynamic accoemtldped by Freud. In the second section
(“Strong Continuity”), | start building my dimensial model by proposing to see mental disorders as
disruptions of four dimensions of functioning (igalience, confidence, familiarity, and agency).
Each of these dimensions represents a differentinvesich the relationship between individual and
environment may be modulated. Mental disorderstlams seen as disruptions of these self-world
relations, or as ways in which one’s experienceahef world can be altered. In the third section
(“Meaningful Difference”), | turn more explicitlyot the notion of vulnerability and | focus on
intermediate cases to uncover their crucial rolgnetransition from normality to pathology. | diss
a number of case studies where people are imbalameeone of the dimensions but still fail to
qualify as disordered, and | explain what dististeis them from their pathological counterpart. By
introducing the notions of risk and protective @astl also outline a model of how the transition

between vulnerable states and full-blown pathology occur.
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Ora questa storia non é inventata, e la realta ;e piu complessa dell'invenzione: meno
pettinata, piu ruvida, meno rotonda. E raro cheggia in un piano.

Now this story is not fictional, and reality is ays more complex than fiction: less groomed,
rougher, less rounded out. It rarely lies on a @an

Primo Levi,ll Sistema Periodico

To N.
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Introduction

Questions and goals

What are the boundaries between mental health atbolpgy? Which theoretical
approach is better suited to explain the relatignbbtween the two?

The relation between normality and pathology hasguwed philosophers for centuries. In
the Meditations(1641), Descartes famously compares himself teadman because his dreams
closely resemble the experiences reported by delakisubjects. Much later, Wittgenstein
characterizes madness as a special form of skaptittiat calls into question things that others
take for granted — e.g. “Do | live here?”; “Is tladree?” (1953, 870 & 8467). Freud can then be
seen as the first to develop a sophisticated ac¢cofirthe interplay between normal and
pathological functioning. He suggests that we seatal life as continuous and that we regard
psychiatric symptoms as extreme variations of nbpsgchological phenomena (1938; 1933).

Besides being philosophically interesting, the éssaf determining what counts as
pathological is obviously critical for psychiatrieesearch and practice. Traditionally, two
competing approaches have been put forward to clesize the complex relationship between
normality and pathology. On the one handtegoricalaccounts are committed to the idea that
the gap between health and pathology should beetgsdt of as a difference in kind. In this
sense, normal and pathological states would be asesubstances having different chemical
compositions or atomic numbers. On the other hdimlensionalviews maintain that such a gap
should be seen as a difference in degree, sinoilarspectrum of colors fading into one another.

Murphy aptly summarizes the difference betweeneeapproaches as follows:
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“A categorical approach treats disorders as discpttenomena, qualitatively different from
normal states in virtue of pathological causaldriss. A dimensional system of classification
represents disorders as falling between pointsroaxas, or as a location in multidimensional

space, and not as discontinuous categories” (Muggiog, p. 345).

In the past thirty years, dimensional models hasenbgetting traction in psychiatry and
clinical psychology for a number of reasons. Fisstidies on non-clinical populations show that
psychiatric symptoms are much more widespread tapreviously assumed, even in people
who never received a formal diagnosis (see vaet@d. 2008; Johns & van Os 2001; Rachman
& de Silva 1978). These studies also stress thetiat practitioners are often unable to reliably
differentiate between clinical and non-clinical gdbs exhibiting similar symptoms, thereby
supporting the notion of a continuum between noitynaind pathology. Second, there has been
growing interest in the so-called At-Risk Mentalatés (ARMS) and in their development.
Indeed, sub-threshold conditions are becoming &wmngly important for prognostic and
prevention purposes thanks to cognitive and negmtue data suggesting that high-risk
subjects may constitute intermediate forms (seearFBseli et al. 2013). Finally, diagnostic
manuals — e.g. the DSM-5 — have recently adopte@asional classifications for some disorders
(i.e. autism, personality disorders), although rtleeferall framework still follows a categorical
model. Other large-scale research initiatives -hagtheNational Institute of Mental Health’s
Research Domain Criteri#dRDoC) — have embraced dimensional models moresiglety and
across the board.

Despite the growing interest in dimensional apphescin psychiatry, philosophers still
overwhelmingly privilege categorical approaches rental disorders. Interestingly, this

preference is shared by researchers working ierifft paradigms — e.g. analytic philosophy and
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phenomenology — although the motivations behind ttihoice are different. Philosophers
working in the analytic tradition are worried th&hbracing a dimensional approach would not
allow clinicians to draw principled distinctionstia@en people that are in need of treatment and
people who are not. In other words, seeing normdl @athological states as continuous would
risk making the boundary between them too arbitceiryague (see Murphy 2006). A similar way
to express this view is to say that mental disaddrould be seen as discrete categories with
sharp boundaries separating them from the normiaé.—asnatural kindsof some sort (see
Samuels 2009). Phenomenologists similarly endoegegorical approaches because of their
tendency toward typification. Drawing mostly on Had’s work, philosophers of psychiatry
working in this tradition emphasize the fact that experience things as belonging to a certain
type, or kind. For this reason, most of the avddaihenomenological accounts of mental iliness
— such as the one recently proposed by Parnas &agbalr (2015) — advocate #&teal typeor
prototypeapproach, where exemplars of various disordersdsés the best representative of a
certain class (see Fernandez forthcoming, pp. 6-7).

In this project | elaborate and defend a dimendiomadel of the relationship between
normality and pathology, which | dubontinuity ThesigCT). Throughout the dissertation | set
out to accomplish two goals. First, | make spageafdimensional approaclin philosophy of
psychiatry by presenting a model that is compellamgl worth taking seriously as a viable
alternative to the more popular categorical coyaer Second, | flesh out a more precise and
non-arbitrary notion of what it means to aglnerableto a mental disorder. This allows me to
counter categorical approaches by showing that dieoff point between normality and
pathology is extremely hard — when not impossibie pin down.

| use two interrelated strategies to accompliskalgoals.
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Show that intermediate states are frequdnintroduce a number of intermediate cases
between normality and pathology and | show thay tlwe more pervasive than one would
expect. This is what | call the argument for qugn@ee Chapter Four, §2). By showing that
there are multiple gradations between normal antiop@gical states differing from one
another in quantitative terms, | make it more difft to argue that the difference between the
two is categorical.

Show that intermediate states are explanatorilgvaht.l show that intermediate cases are
not only frequent but also explanatorily relevamtcause they shed light on the transition
from normality to pathology. By looking at thesesea and discussing the role played by risk
and protective factors we can better explain thheoua ways in which a person may cross the
threshold to pathology. Broadly speaking, a vulbgity state becomes pathological due to

an increase of risk factors or a weakening of fmtote ones.

This two-pronged argumentative strategy has beeeatedly employed to defend continuity

claims throughout the history of philosophy andrce. For example, the idea that intermediate

forms are too frequent and relevant to be ignosedtithe core of Darwin’s argument for the

continuity of species (1859). More recently, simidrategies supported continuity claims with

respect to psychological kinds (Buckner 2016), @west and language (Bar-On 2013), and

delusional beliefs (Bortolotti 2010).

Structure

The project is divided into three sections.

In the first section (“Background”), | lay the gmwork for a dimensional model of

mental disorders. | start by exploring an importargtorical precedent of CT, namely the

psychodynamic account developed by Freud.

4
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In Chapter One (“Freud as an Early Defender of@batinuity Thesis”), | show that the core
ideas underlying CT were already present in a stighted form in Freud’s work, as it emerges
from his theoretical essays (1910; 1933; 1938)famu the discussion of clinical cases (1895a,;
1909; 1911b). In particular, Freud defends two ¢kethat allow us to see him as an early
defender of CT. On the one hand, he is committeéti¢adea that healthy and disordered subjects
exhibit deep similarities in terms of mental funciing. | dub this thesis “Strong Continuity”. On
the other hand, Freud defends the possibility ofcdking with sufficient precision and
generality what goes awry in pathological casesubl this thesis “Meaningful Difference”. In
this chapter | also explore three aspects of Feepddoposal that will work adesideratato

develop my own framework:

1) The balance betweerStrong Continuity and “Meaningful Differencé around which the
remainder of the dissertation is organized (sedi@ecTwo and Three). The idea is that a
convincing defense of CT should achieve both gdaist, it has to propose a model of
mental disorders where the distinction between abramd pathological boils down to a
difference of degree. Second, the model has toaexpihat makes disordered and non-
disordered cases importantly different withouti#dizing the distinction between health and
pathology.

2) The etiological intuition about the existence ofotwleterminants of psychopathology:
personal-levelfactors (i.e. dispositional) anehvironmental-levefactors (i.e. accidental). |
develop this intuition in detail in Chapters Foadd&ive.

3) The endorsement of atonomicapproach, namely the idea that quantitative facpbay a
crucial role in the transition between normalitydapathology. | explore this idea more

closely when | introduce the notions of risk andtpctive factors (see Chapter Four).
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In the second section (“Strong Continuity”), | s$téuilding my dimensional model by
proposing to see mental disorders as disruptiorisusfdimensions of functioning (i.e. salience,
confidence, familiarity, and agency). Each of thesmensions represents a different way in
which the relationship between individual and eoniment may be modulated. Mental disorders
are thus seen as disruptions of these self-wolddioaes, or as ways in which one’s experience of
the world can be altered.

Methodologically speaking, | use of a number ofecstsidies to make my classification more
convincing. At this preliminary stage of model ctvostion, some of these cases are taken
directly from patients’ reports (Reina 2009; Longd2013), while others are excerpts of
autobiographical accounts of mental illness (Sak72 Styron 1991; Plath 1963). These
examples contribute to offer a more concrete godighe patients’ phenomenological experience
and also make the overall view more intelligible.

This section includes two chapters. In Chapter T{{/hat Makes Mental Disorders
Continuous with Normal Functioning?”) | characterimental disorders as disruptions of four
dimensions — i.e. salience, confidence, familiarggd agency. Each section starts with a brief
characterization of a mental disorder category. @sprders of salience), followed by a detailed
discussion of case studies that illustrate therdesofrom a phenomenological viewpoint. This
discussion makes clear that all these disordersbeaseen as opposite disruptions on the same
dimensions, with the two extremes of the spectraprasenting instances of deficit (hypo) and
overload (hyper).

In Chapter Three (“The Nature of the Dimensions #rar Relation to Affect”), | take a
deeper look at the dimensions introduced in Chaptar and | characterize them as ways in
which we affectively modulate our relationship witle environment. Specifically, | draw on

existing dimensional models of affect (Russell 19BQssell & Barrett 1999; Thayer 1996) to
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show that the dimensions aggregate and give risaaods In this chapter | also discuss the
complex relationship between moodsnotionsandfeelingsand | explain why the dimensions
are connected to the former as opposed to the.l&pecifically, | argue that — unlike feelings
and emotions — moods have an important unconscioogponent. Finally, | apply the model to
psychiatry and | suggest a few ways in which mamdsbe seen as pathological.

In the third section (“Meaningful Difference”),turn more explicitly to the notion of
vulnerability and | focus on intermediate casearnoover their crucial role in the transition from
normality to pathology. | discuss a number of cstselies where people are imbalanced on one of
the dimensions but still fail to qualify as disorelé, and | explain what distinguishes them from
their pathological counterpart. By introducing thetions of risk and protective factors | also
outline a model of how the transition between vidbée states and full-blown pathology may
occur.

This section also includes two chapters. In Chapter (“What Makes Mental Disorders
Different from Normal Functioning?”), | explore amber of intermediate cases lying on various
points of the dimensions introduced in Chapter TWtese cases represent situations of personal-
level vulnerability: | argue that there are two waf being vulnerable to mental disorders as an
individual. On the one hand, some intermediatecas®y be seen as attenuated versions of their
pathological counterpart. Here the distinction kesw health and pathology hinges on the
increase of risk factors such as duration, frequenogency, etc. For example, the difference
between someone who is overconfident and someorte suffers from grandiosity delusion
hinges on how pervasive, frequent, broad and lasgrg this person’s convictions are. On the
other hand, in some cases instances of vulnesahilé counterbalanced by the presence of one
or more protective factors (e.g. control, humorygital and mental strength, etc). In these

situations the distinction between health and paty should be described through the
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successful or unsuccessful action exercised by guctective forces. For example, someone
suffering from obsessions may have significant ueses at her disposal such as a sufficient
amount of energy to keep them at bay.

In Chapter Five (“Vulnerable Populations”), | ex@dahe relation between environment
and psychopathology and | flesh out what it meanbd vulnerable to mental disorders as a
population. | start by discussing some recent eéogiresearch that investigates various ways in
which the environment can be pathogenic. Then laegghe reasons behind the high incidence
of psychopathology in some populations and | sugihes specific forms of disadvantage can be
connected to specific disturbances. In the remainfiéghe chapter | focus on two situations of
disadvantage (i.e. migrants and women) to assesthet and how social adversities may
contribute to the development of specific disord@rs. schizophrenia and depression). The
research discussed in this chapter indicates tmatttansition to pathology is importantly
influenced by factors that aexternalto the patients, such as social pressures relatgertder or
discrimination due to minority status (Begg al. 2014; Gutierrez-Lobogt al. 2000). Taken
together, Chapters Four and Five thus offer a nocoraplete picture of what it means to be
vulnerable to a mental disorder.

In the synthetic table below | summarize the prcgestructure and the core research

guestions addressed in each chapter.
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Section | — Background
Chapter One | argue that the core tenets of CT have been
articulated in a sophisticated form by Freud,
- Where does CT come from? and that his model can be taken as|an
- What are its precedents historically exemplar for the development of a refined
speaking? version of CT.
Section Il — Strong Continuity
Chapter Two | propose to conceive of mental disorderg as
disruptions of four dimensions of
- How can we make a dimensional mode| functioning, corresponding to different walys
of mental disorders more plausible? of modulating one’s relationship with the
- What makes mental disorders continuousnvironmentsalience confidencefamiliarity
with normal functioning? andagency
| identify four kinds of disorders that
encompass many distinguishing featureg of
psychiatric conditions. | show that each |of
them can be seen as a disruption of |the
relevant dimension in two opposite ways:
deficit (hypo) or overload (hyper).
Chapter Three | characterize the four dimensions |as
affective in nature, drawing on existing
- What is the nature of the dimensions? | models of affect.
- How can we better characterize them and
their disruption? | suggest that their aggregation gives rise to
moods as opposed to feelings or emotions
Section Il — Meaningful Difference
Chapter Four | argue that there are two ways of being|at-
risk or vulnerable as an individual.
- What makes mental disorders different| In some cases, the distinction between health
from normal functioning? and pathology hinges on the increaseisi
- What does it mean to be vulnerable or atactors(duration, frequency, urgency, etc).|In
risk as an individual? other cases, vulnerability reflects the losg or
weakening of protective factors (control,
humor, physical and mental strength, etc).
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Chapter Five

- In which ways can the environment be
pathogenic?

- What does it mean to be vulnerable or :
risk as a population?

| explore the role played by environmen
factors in the onset and development
psychopathology.

at-flesh out the notion of vulnerable populati
using migration & schizophrenia and gen
& depression as case studies.

tal
of

on
der
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Section I;

Background
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Freud as an Early Defender of the Continuity Thesis

“That no sharp line can be drawn between ‘neuraia ‘normal’ people — whether children or
adults — that our conception of ‘disease’ is a jyupeactical one and a question of summation,
that predisposition and the eventualities of lifeistn combine before the threshold of this
summation is overstepped, and that consequentlyn@er of individuals are constantly passing
from the class of healthy people into that of n&arpatients, while a far smaller number also
make the journey in the opposite direction — althefse are things which have been said so often
and have met with so much agreement that | aminBrtaot alone in maintaining their truth”

(Freud 1909, p. 2122).

Abstract

In this chapter | set out to show that the corasdenderlying the Continuity Thesis (CT
henceforth) were already present in a sophisticeted in Freud’s work, as it emerges from his
theoretical essays (see 1895a; 1910; 1933; 1938)ram the discussion of clinical cases (see
1895a; 1909; 1911b). In particular, Freud defemasinterrelated theses that allow us to see him
as an early defender of continuity. On the one haeds committed to the idea that healthy and
mentally disordered subjects exhibit deep simiksitin terms of mental functioning: the same
structures or forces (e.g. id, ego and super-egoyad as the same mechanisms (e.g. repression)
are equally at work in both populations. On theeothand, he defends the possibility of
describing with sufficient precision and generalishat goes awry in pathological cases.
Repression is a case in point: in our mental hfe, all “turn something away, and keep it at
distance, from the conscious” (1915b, p. 147) eogbint that “the maintenance of certain internal
resistances is aine qua norof normality” (1938, p. 33). Freud makes cleart thepression is
beneficial in most cases: indeed, it allows usvoigdistressing thoughts and strengthens the ego
in his mediating function between id and externakld: However, this common and usually
innocuous process becomes problematic for someithdils due to personal traits as well as

environmental factors, making it more likely for m@ disorders to emerge and flourish. In these

13
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situations, the repressed content usually comdsibacdisguised or distorted form and expresses
itself quasymptom (e.g. delusional explanation or hystempeahlysis).

The chapter is divided into three sections81nl appeal to Freud’'s work to show that his
account of psychopathology can be seen as an eargion of CT; in82 | focus on three
theoretical aspects of Freud’s proposal and | atgaethey should be taken dssideratafor a
refined account of mental disorders; 88 | illustrate how the approach works in practice by

analyzing one of the clinical cases discussed bydr(1895a — Elizabeth von R).

81. An Early Defense of Continuity

In this section | draw on several primary sourceBoth theoretical essays and clinical
cases — to argue that Freud’s account of mentatdiss can be seen as an early defense of CT.

More specifically, | focus on two theses defendgdrteud:

a) Strong continuity The same psychological mechanisms, forces andtstes are at work both
in healthy and mentally disordered subjects. In shb-section81.1 | introduce Freud’'s
geography of the mind and | show how this grourdsgarallel between mental health and
pathology. | also briefly discuss the case of diegmwhich nicely illustrates Freud’s
commitment to a).

b) Meaningful differenceDespite a), it is possible to describe with sugint precision and
generality what goes awry in pathological caseshénsub-sectio81.2 | discuss a series of
essays where Freud directly compares clinical andatinical populations in order to detect
the differences between the two groups. | alsoflgraiscuss the case of repression, which

nicely illustrates Freud’s commitment to b).

14
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§1.1. Strong Continuity: Evidence for a)

The evidence for a) is disseminated throughout d*sewritings at various stages of his
career, from the earl$tudies on Hysterigl895a) to the lat®utline of Psychoanalysid 938).
This strong commitment to continuity arises priryarfirom the observation that the same
psychical mechanisms, forces and structures wititess patients can be detected - in a more
implicit and attenuated form - in people that aoenmally regarded as “healthy”. As Freud puts it:
“Pathology, with its magnification and exaggeratican make us aware of normal phenomena
which we would otherwise have missed” (1933, p. 8bese similarities in mental functioning
run deep and uncover a psychical apparatus thdtedivided “geographically” into three mental
provinces: id, ego and super-ego. To put it rougkleud describes thie as the core of our
being, as that part of our mind that lacks direchmunication with the outside world and focuses
on a realm of internal perception (e.g. bodily des) feelings of pleasure and unpleasure). This
mental province is also the seat of the instinetgirmating from our somatic organization and
represents the demands of everything that is itdtkand present at birth (see 1938, p. 84). The
main purpose of the id is thus to give mental esgign to the instinctual needs coming from the
body. Notably, Freud describes it as a structuag kdcks unified will or coherent organization:
neither the laws of logic (e.g. law of non-contrcdin) nor the notion of time have any significant
influence on the id. In fact, contrasting impulsesy coexist there side by side without
neutralizing each other, and they can be “virtuatiynortal and preserved for whole decades as
though they had only recently occurred” (1933, P). 9The ego develops out of the id and
represents the mental agency responsible for omtacb with the external world with all its
resources, dangers and demands. It is charactesmzdle seat of thought because it mediates
between the instincts coming from the id and thgoas affecting the external world. Freud

describes this system as interpolating thought éetwdesires and action, as synthesizing and
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unifying the pressures coming from different sosritéo a more or less coherent whole (Ibid., pp.
102-103). The ego’s main concern lies thereforesaif-preservation and protection against
external and internal dangers: for this reasors #lso the seat of anxiety (reaction to danger),
repression (flight from an internal threat) andadswal (flight from an external threat). Finally,
Freud characterizes tlseiper-egoas a portion of the ego that develops throughbildlltood and

in particular via identification with the parentsore specifically, it works as a “special agency
where parental influence is prolonged” (1938, p. 1% this sense, the super-ego represents the
most recent and superficial part of our mental egtpa, because — as opposed to the id — it is
something acquired through nurture and not prefsent the very beginning of life (see 1933, p.
84). In terms of goals, the super-ego is thus tbatal agency that observes, judges and criticizes

the ego, thereby representing our moral consciaaaeell as our self-ideals or expectations.

pc t-cs
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-

Fig. 1: The Anatomy of the Mental Personality (198

This apparent simplification of the psychical reasmould not obscure a crucial fact
uncovered by Freud. The dynamics among these msimtadtures do not reflect a situation of
harmony, but rather a state of permanent tensidncanflict. Indeed, some forces — such as the

ones represented by the id - are upward-drivingsingygling to emerge, whereas others — such
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as the ones at work in the super-ego - are downdwihg and attempting to repress. In this
battlefield, the ego plays the delicate role of admtor: on the one hand, it takes over the
instinctual demands of the id and attempts to teadh to satisfaction without neglecting reality;
on the other hand, it strives towards the ideadsed on it by the super-ego while trying to avoid
punishment. Making use of a series of metaphoeyd-first compares the ego to a constitutional
monarch, “without whose sanction no law can begrhssid who hesitates long before imposing a
veto on any measure put forward by the Parliamér®23, p. 81). However, elsewhere Freud
describes the ego as a slave who “has to serve thaesh masters, and has to do the best to
reconcile the claims and demands of all three gxeernal world, super-ego, and id]” (1933, p.
103). This process of mediation and defense inglyiteurns out to be inadequate, as the ego is
“fighting on two fronts”: on the one side it protedtself against the dangers of the external world
while on the other it puts up with the demands ecapifrom the internal world (1938, p. 87). For
our purposes, it is important to stress that tlsgcpical apparatus sharedby people that are
regarded as healthy as well as by people affecyechéntal disorders. Freud states the point
explicitly: “It is not scientifically feasible to rdw a line of demarcation between what is
psychically normal and abnormal; so that the desikom, in spite of all its practical importance,
possesses only a conventional value” (Ibid., p. 81)

Two more points in support of a) are repeatedlyughd up by Freud in his writings. First,
the idea that psychical continuity grounds the camson between normal and abnormal
cognition, which plays an important role in philpby of mind, psychology and psychiatry.
Second, this continuity between mental health amtiglogy is ultimately based on quantitative
factors such as the degree of mental energy acetgoulor discharged, or the force of the

instinctual demands repressed by the ego.
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With respect to the first point, Freud claims tha commitment to psychical continuity
serves as the main justification for inferring nafrfunctioning from pathological cases. This idea
is shared by many contemporary philosophers of tpayy, who believe that focusing on
pathology represents a good way to investigatentimel’s normal functioning (see for example
Graham 2013; Murphy 2006; Bentall 2004). Yet, ttheai that we can learn something about the
mind by studying how the mind breaks makes morsesemder the assumption that normal and
abnormal cognition are importantly continuous. kalewithout such an assumption nothing
prevents us from thinking that pathological andlthegafunctioning would follow completely
different rules and operate under different mectrani If this were the case, we would probably
be able to discover something interesting abouhgdagy without being able to infer any
conclusion or gain any insight about how the mindmally works. Freud makes the point explicit
through an analogy: if we throw a crystal to theuyd, we notice that it does not break
“haphazard” but rather follows specific lines andhils that were implicit in its structure.
Similarly, mentally disordered patients show mefitaéaches” or “clefts” that can be interpreted
as missing links, and make observable “through nfizgtion and exaggeration” some patterns or
phenomena that would be otherwise inaccessible3(18380). Freud fleshes out this claim in
several other places, from tliRroject for a Scientific Psychologyposthumously published in
1950 but written during the early years of psyclabgsis) to the lat®©utline of Psychoanalysis
(1938). In theProject, he directly compares the compulsions experiebgealysteric patients with
the “excessively intense ideas” that we all enceuirt our everyday lives (1950, p. 405). These
two sets of ideas are remarkably similar: for exi@nihmey are both hard to dismiss and they often
arouse distressing affect in the people who expeeieghem. However, while we tend to regard
excessively intense ideas as “the product of paweahd reasonable motives”, compulsions

“strike us by their oddity” and seem to have spgesigortance only for the person who is
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affected by them (Ibid.). This passage shows thatcomparison between healthy and mentally
disordered populations is fruitful because it at@ps to uncover important aspects of normal
functioning. Freud defends the point even morengfiso in the Outling where he expects the
study of neurosis to provide us with valuable cbutions to our knowledge of normality. As he
puts it: “It may be that we shall thus discover tweak points’ in a normal organization” (1938,
p. 64). In Chapters Fours and Five | elaboratén&rron the idea that psychopathology provides a
deeper understanding of healthy mental functiorbgghighlighting different kinds of “weak
spots” (see the notions of vulnerable individual &nlnerable population).

With respect to the second point, Freud insistd tha only meaningful distinction
between mental health and pathology should be basqdantitative factorssuch as the quota of
affective tension that a subject can tolerate. Tt is — again — grounded in an underlying
continuity between normal and abnormal cognitio @mises from the observation that the
patients’ behavior does not radically differ frohetone exhibited by healthy people. Already in
the Studies on Hysterig1895a), Freud realizes that we all bear in ourscmusness a great
number of ideas that have been not “affectivelyitde#h.” Thus, even people who fall ill are able
to tolerate this accumulation until “the amouninsreased by summation to a point beyond the
subject’s tolerance” (p. 174). Notably, this bremkpoint is highly individualized and depends on
a host of factors that are internal as well asreatein nature (e.g. personality, environmental
influences, traumatic events). As Freud puts itaidater essay: “Each individual has in all
probability a limit beyond which his mental appasatfails in its function of mastering the
guantities of excitation which require to be disgb®f” (1926, p. 128). This observation allows
us to significantly refine the continuity claim amaol show the internal complexity of Freud’s
account. On the one hand, there is no qualitatisgndtion between healthy and pathological

mental functioning because the same pathogeniandiet@nts are present in everyone. Freud
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413

makes the point explicit in tHatroductory Lectures“Being ill’ is a practical concept [...] But if
you take up a theoretical point of view and disrdgais matter of quantity, you may quite well
say that we are all ill - that is, neurotic - sirtbe preconditions for the formation of symptoms
can also be observed in normal people” (1916-17XHIXp. 358). On the other hand, we still
need to explain why some people are more liabldeieloping a mental disorder with respect to
others who share a similar psychological makeupgmthrough similar life-experiences. Freud
regards this question as a crucial one: “Why araespeoplenot falling ill?” (1924b, p. 254);
“What we need and cannot lay our finger on is séaator which will explain why some people
are able to subject the affect of anxiety, in spités unique quality, to the ordinary workings of
the mind, or why others are doomed to break dover this task” (1926, p. 130).

In order to address this issue Freud introducesffareht approach to the study of the
mind: crucially, he realizes that it is not suféint to give @opographicalaccount of the mental
provinces or to investigate the way in which thgghscal forces comedynamicallyinto conflict.
What is missing is aeconomicalaccount, one able to deal with mental events imgeof the
intensity of forces running through them and thwsihg the resources to explain mental
phenomena quantitatively. Once adopted this approae can regard two subjects as different in
terms of the “relative strength of their [mentalfdes.” For example, in one person the repressed
forces may be too strong and hard to keep at bhaiyewn another the repressing forces may be
too weak to resist effectively against the attasge(Freud 1924b & 1938). In these cases we may
even witness a similar symptomatic manifestatiag. (Rysterical paralysis) arising for different
economical motives: in the first case, the stremgtthe psychological forces would be primarily
responsible; in the second case, the degree ofat@rercised by the ego would play a more
important role. Later in the chapter ($21) | take a deeper look at the crucial role playgdhe

economic approach in Freud’'s account. For the mgniteis sufficient to stress that introducing
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the notion of quantitative factors allows him tddonto continuity — thesis a) — without giving
up on the idea that meaningful differences candiealed between mental health and pathology —
thesis b). Freud makes explicit his commitment ethbtheses in passages like the following:
“Every normal person is only approximately normfas ego resembles that of the psychotic in
one point or another, in a greater or lesser deguee by its distance from one end of the scale
and its proximity to the other we may provisionaigtimate the extent of what we have so
indefinitely called the ‘modification of the ego(1937, p. 389).

Finally, Freud’'s treatment ofireaming can be used as an example to illustrate his
commitment to a). Indeed, dreams are regardedemsetically important primarily because they
represent an authentic pathological trait expedadnby everyone. In thé&ive Lectures on
Psychoanalysig1910), Freud describes dreams as valuable bedhageexhibit “the greatest
outer similarity to the creations of the insane’ilefat the same time being “compatible with full
health during waking life” (lll, p. 13). In this Bse, dreams are living proof in support of
continuity because they show that “repression amdogate creations are present even under
conditions of health” (Ibid., p. 16). Indeed, itvery commonplace for dreams to express contents
having the nature of wish-fulfilments - e.g. a déaekd one represented as alive - or to depict
repressed contents in a disguised form - e.g. sopeilowards which we are indifferent receives
our affection and thereby replaces the one thatealty desire. Elsewhere, Freud talks about the
psychical activity during sleep as the most favlgaibject of study for psychoanalysis because
dreams markedly differ from the mental events eepeed during waking life (see 1938, p. 38).
Here the characterization of dreams as episodesenital illness becomes more explicit: “A
dream, then, is a psychosis, with all the abswslitdelusions and illusions of a psychosis. A
psychosis of short duration, no doubt, harmlesspentrusted with a useful function, introduced

with the subject’s consent and terminated by arofbis will. Nonetheless it is a psychosis, and
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we learn from it that even so deep-going an aitamadf mental life as this can be undone and
give place to normal function” (lbid., p. 49).

This passage is crucial for two reasons: firstjldws us to see that — according to Freud —
we all experience mental disorder to a certain réxtalthough we do it in ways that appear
commonplace or innocent. In particular, we are otibecause we experience various forms of
repression and self-deception (sé®16-17, p. 358); but we are also psychotic becanse
dreaming we experience deep-going alterations ofhmntal life that strongly imply the creation
of a new reality (see also 1924a & 1924b). Secthel passage suggests that recovery should be
possible even for people who experience deep #afiem of normal functioning. Freud’'s
reasoning goes as follows: healthy people ofteneeepce significant alterations of normal
functioning (i.e. dreams) but are able to resumguite seamlessly and effortlessly when they
wake up. By understanding how this transition hagpeve should also be able to recreate this
spontaneous process through therapeutic effortilaaréfore restore the connection between ego
and external reality that is lost in psychosis.eledl, psychotic disorders arise from the weakening
of the ego that becomes more or less unable to ifdagnediating role between internal and

external demands.

81.2. Meaningful Difference: Evidence for b)

As | mention above, Freud’s account combines angtmmmmitment to mental continuity
with the attempt to describe as precisely as ptessibat goes awry in pathological cases. In other
words, healthy and mentally disordered subjectshéximportant similarities — i.e. thesis a) — as
well as meaningful differences — i.e. thesis b)e Eividence for b) comes mostly from a series of
essays where Freud directly compares clinical ama-alinical populations, discussing

resemblances and differences between the two groups
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One of the earliest sources in this sense is tiedeatfObsessive Actions and Religious
Practices”(1907), focusing on the resemblance between thessh& actions of neurotics and the
religious observances of believers. Freud immelgiatarns us against regarding the similarity as
a superficial one: indeed, the beliefs and actwinseurotics appear deeply continuous with the
ones exhibited by religious people. For exampléh lgvoups tend to make small adjustments to
everyday actions (e.g. eating habits and prohisli@and they both subject themselves to a range
of restrictions and arrangements that often talke fttm of aceremonial Freud describes a
ceremonial as a sum of conditions placed upon songeforbidden so as to make it permissible
(Ibid., p. 124). In this sense, celebrating a waddaccording to certain rules before having sex
and washing one’s hands a certain number of tineésré going to bed count as ceremonials.
Moreover, there are distinguishing psychologicalt$r that accompany the performance of a
ceremonial: mostly a sense of conscientiousnessaaxiéty about “doing things right”, but also
an important relationship between actions (or ieas) and guilt. Due to these striking
similarities, Freud suggests to regard neurose s&t of “individual religiosity” and religion as
kind of “universal obsessional neurosis” (Ibid., J28). However, he also points out some
important differences between obsessional neuratidsreligious people: for instance, the former
tend to regard their ceremonials as an eminenthaf@ and solitary enterprise, while the latter
take great pains to display them as public andectille rituals. Again, neurotics exhibit a high
degree of individual variability and idiosyncrasies performing the rituals, whereas religious
people tend to repeat an impersonal series ofatigred or codified gestures. Notably, the key
difference between the two groups seems to lidéndegree of intersubjective agreement upon
certain beliefs and actions. Whereas the neurotiei®monials appear “senseless” to others,
religious rituals are embedded in a network of @aeiltural practices and symbolic meanings

(Ibid., p. 120). Similarly, in th@roject Freud distinguishes compulsions from excessivaignse
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ideas by appealing to different degrees of intgestilve recognition: “Excessively intense ideas
also occur normally [...] We are not surprised atnthé we know their genetic development
(education, experiences) and their motives. Weirarthe habit of regarding these excessively
intense ideas as the product of powerful and reddemmotives. In hysterics, on the contrary,
excessively intense ideas strike us by their oddityey are ideas which produce no effects in
other people and whose importance we cannot apgpeeclhey appear to us as intruders and
usurpers and accordingly as ridiculous” (1950,0%)4

Another discussion along similar lines can be foundthe article “Mourning and
Melancholia”(1917), where Freud explores the emotion of nomgniaf in order to shed light on
pathological melancholia (today known as depre3dsi@nce again, the idea is to offer a
comparative account of grief and depression showingt the two conditions have in common as
well as what makes them importantly different. Oreue’s view, both conditions arise from
similar external influences and they are both lieastto a significant loss that can be interpreted
literally - e.g. death of a loved one - or ideallye.g. loss of love. At first glance, grief and
depression appear remarkably similar: they are lajthracterized by “painful dejection”,
“abrogation of interest in the outside world” arehgral inhibition to undertake any activity, even
those that were once deemed pleasurable by theidodl (Ibid., p. 244). However, depression
exhibits a distinguishing feature that most cadesoomal grief lack, namely an attitude of self-
reproach and low self-esteem that Freud describédeadusional belittling” (Ibid., p. 246). This
important difference suggests that depression aiedl mpay have a similar origin but a different
outcome: in other words, they may be the very sproeess undergoing a normal development in
the one case and a pathological one in the othreudFcharacterized the common underlying
mechanism as follows: the function of reality-tegtcarried out by the ego reveals the absence of

the loved object, causing the sudden withdrawallldhe mental energy previously attached to it.
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This free-floating energy then generates a motess prolonged phase of struggle against reality,
where various forms of wish-psychosis may ensug (Feams about the loved one, phenomena
of hyper-familiarity, hallucinations). At this pdima bifurcation occurs: some individuals undergo
a normal development and end up deferring to keafter some time; others experience a
pathological development where the ego finally tdess with the lost love-object and therefore
feels itself “at loss, wounded, hurt, neglectedf ofi favor, disappointed” (lbid., p. 251).
Depression — like psychosis — is thus character@ged progressive weakening of the ego, whose
energy becomes absorbed in dealing with the losslo¥e-object and finally becomes “drained”
and “utterly depleted” (p. 253).

In a later essay entitled “The Loss of Reality iauxbsis and Psychosi$1924b), Freud
even characterizes normal psychological functionasya form of reality distortion and in
particular as a compromise between neurosis agydhpsis. In the neurotic case, a conflict
between the ego and the id resolves in a flighthfreality where the ego gains the upper hand and
succeeds in keeping the id at bay. However, sineadpression is only partially successful, the
repressed content ends up coming back as a symptsne&xample, in hysteria a body part
unconsciously connected with the repressed conbecbmes paralyzed or painful. In the
psychotic case, the conflict between the ego aedidhresolves in favor of the id and the ego
becomes partially suppressed. Thus, due to thesegmistitutive connection with the external
world, psychosis inherently presents itself as aemw less severe loss of contact with reality.
According to Freud, normal functioning could berses a mere compromise between these two
extreme solutions. As he puts it: “A reaction whadmbines features of both these is the one we
call normal or ‘healthy’; it denies reality as litas neurosis but then, like a psychosis, is

concerned with effecting a change in it” (Ibid.,279). Once again, Freud combines a strong idea
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of psychical continuity with the effort to distinighing non-problematic cases from others that are
harmful for the subjects who experience them.

The idea that pathology could arise from normaleligymental processes gone awry is
nicely exemplified by the case ofpression described as a mechanism at work both in healthy
and disordered subjects despite significant diffees. Like Freud’'s treatment of dreaming
illustrates his commitment to a), his view of regmien works well in defense of b). In one of his
early essays about the neuro-psychoses of defensehysteria, obsessions and phobias — Freud
characterizes repression as “an act or effort df,\wor as the subject’'s attempt to forget “an
experience, idea or feeling which aroused distngssiffect” (1894, p. 2). It is clear from this
description that Freud does not mean to regard nieehanism of repression geer se
pathological. Indeed, intentional forgetting ofteucceeds and the subject manages to resolve the
conflict between the ego and a distressing ideaitmply eliminating the latter. Yet, at times the
ego’s attempt to forget an idea does not fully sedcin this task: in these cases, the distressing
idea turns into a weaker one that expresses the samtent but is deprived or “robbed” of its
guota of affect (Ibid., p. 3). In a process simtiarthe one mentioned above for depression, this
free-floating affect is then put to a different @sel a variety of symptoms arise as a consequence.
Hysterics tend to transform the affect into someghsomatic (e.g. paralysis), while patients
suffering from obsessions and phobias connect th wiher psychical contents (e.g. fear of
contagion). On this view, the mechanism of repms®ncounters a pathological development
only when some kind of conversion takes place. In otherds, the repressed content “comes
back” in a disguised form and replaces the disingsglea in the subject’s consciousness (see also
Freud 1926). A more synthetic account of repressaifered in theStudies on Hysteriél895a):
here the process is described as originating flefeeling of unpleasuré&flus) caused by the

conflict or incompatibility between ideas. For exaa) the desire of seducing one’s mother comes
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into conflict with social norms as well as with @&edt censorship coming from the parents
themselves (see Freud 1909 for a detailed disqusdicuch a case). This incompatibility then
triggers the mechanism of repression proper (irdeat forgetting) which acts by excluding the
distressing idea from all associative modificatiotisat is from all the mental processes
responsible for “thinking through” and correcting idea by reference to other ones. By so doing,
the idea’s content is put out of sight while itsoMhquota of affect is retained and transformed
into something else — e.g. hysterical symptomsesdiens, phobias. This final phase is where the
idea becomes pathogenic, or — as Freud puts iterentihe repressed idea takes its revenge”
(1895b, p. 116).

Later in his career, Freud characterizes repressianmore refined form, as a mechanism
that does not merely abrogate or annihilate ideas rather prevents them from becoming
conscious (see 1915a, p. 98). He also clarifiesttierepressing process does not apply only to
ideas but also to affects, movements or actions: fdmmer are prevented from developing,
whereas the latter are physically blocked. Thisagyic of an affect that is first retained, then free
floating and finally converted into a symptom conede known asnti-cathexis a process that
withdraws mental energy from the conscious pararoidea while leaving the unconscious part
untouched. In the clinical case known as “Littlenda(1909), an unconscious sexual impulse
towards the mother and a related hostile impulsgatds the father demand access into
consciousness but encounter repression. As a comsee, the affect attached to these ideas
becomes free-floating and turns into anxiety, whiodn attaches itself to another idea connected
by association with the repressed one (e.g. “Homesbig and threatening like my father”). The
new idea replaces the old one in provoking anxaetg this translates into a state of heightened
sensitivity that ends up inhibiting a number ofi@ts (e.g. going out; crossing the street; riding o

carriages). In an earlier essay (1895b), Freududsszs the case of a young woman that became

27



Valentina Petrolini

socially isolated because of an incontrollable feérurinating in public. Once again, this
obsession originates from another repressed — andlated — idea: the patient developed this
symptom after a night at the theater, where sheasaattractive man and “felt an erotic desire” in
the form of a bodily sensation closely resemblingation. In this case the process of substitution
is even more straightforward, as “the desire toatg had replaced the erotic one” (Ibid., p. 3).

To sum up: Freud characterizes repression as aah@sychological process that becomes
pathological only under particular circumstancesrmil repression simply consists in avoiding
to think about something that causes us to feeleaspre by directing our thoughts somewhere
else. For example, | feel anxious about the talknlgoing to give in a few days and | actively try
not to think about it. Pathological repression taktace when we do not completely succeed in
“forgetting” the distressing idea and we are rerachdf it by “fresh perceptions” (1950, p. 409) —
for example, | see a PowerPoint icon on my des&tapl suddenly think about the talk. However,
this is not sufficient to transform the initial @drom merely distressing to pathogenic: some
process of displacement has to occur, where wenseamusly associate the initial idea to a new
one that ends up replacing it while attractingut®le quota of affect and anxiety. In our example,
this would happen if | were to unconsciously depedophobia or obsession towards something
only loosely related to my talk — e.g. the blazettl am supposed to wear that day or the train

that is supposed to get me to the venue.

82. A Refined Account of Mental Disorder: Psychoarlgsis as an Exemplar

“Psychoanalysis has warned us that we must givéhapnfruitful contrast between external and
internal factors, between experience and constitytand has taught us that we shall invariably
find the cause of neurotic illness in a particupmychical situation which can be brought about in

a variety of ways'(Freud 1912, p. 238).
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In this section | discuss some theoretical aspefcEseud’s account in more detail in order
to lay down the building blocks of a refined modéimental disorders, one that | elaborate and
defend later in the dissertation. More specificallfocus on three ideas that prove helpful in the
construction of such a model but do not requireesimg psychoanalysis as a doctrine. This way,
those who have reasons to be skeptical about Freygiroach would be able to focus selectively
on the aspects of his theory that | take to be @k@nand generally applicable. At the same time,
those who are more sympathetic toward psychoasalysild be able to see the overall project as
inspired by Freud’s insights on psychopathologiere | set out to discuss three tenets of Freud’s

account:

- In 82.11 explore the idea that mental functioning carsbecessfully described by appealing to
guantitative factors- already introduced if1.1 | also show that an economic approach to mental
life allows us to meaningfully compare the psychit@ces with the ones operating in the
physical realm (e.g. energy, discharge).

- In 82.21 focus on etiology and | argue that most mentabrdiers are caused by two different
kinds of pathogenic determinanuispositions(i.e. constitutional factors) anexperiencegqi.e.
accidental or contingent factors). This allows asnmiove towards a more complex view of
psychopathology where disorders arise from theract®on between multiple factors and
symptoms are almost invariably overdetermined.

- In 82.31 take a deeper look at symptoms and | arguettiegtcan be seen as motivated solutions
to the patient’s problems as opposed to being dernsil problematic in themselves. More
specifically, | show that symptoms can play a alcole within therapy as long as they are

meaningfully connected with the patient’s life bigtand personality.
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§2.1 An Economic Approach to Mental Functioning

As | have mentioned in 81.1, throughout his cafeud develops the idea that mental
functioning can be described by appealing@antitative factorsThis notion can be traced back
to one of his earliest works (1894), where he ptélsents it as a working hypothesis: “In mental
functions something is to be distinguished — a guaft affect or sum of excitation — which
possesses all the characteristics of a quantibudh we have no means of measuring it), which is
capable of increase, diminution, displacement alsdhdrge” (p. 9). Later in the essay, Freud
characterizes this quantity by analogy with antelecharge that spreads over ideas or memory-
traces and works similarly to the flows and fludisscribed by physicists (p. 10). A year later,
Freud reiterates the same point: “It is impossinhg longer to avoid introducing the idea of
guantities (even though non-measurable ones)” @8p586). The analogy with electricity also
undergoes a significant development and startetagdplied to pathological phenomena: “If the
tension is excessively high, there is danger ofealboccurring atveak pointdn the insulation”
(Ibid., p. 203. Italics mine). This passage is ipatarly interesting for our purposes because we
can see an early reference to the idea that evesgtain apparatus exhibits a series of
vulnerabilities (i.e. “weak points”) in its orgaaizon’

The assumption about the existence of quantitaftors within the mind becomes
increasingly important in Freud’s theory, to thanpdhat he feels the need to adderonomic
approach to the tenets of metapsychology. As ajreaentioned above, such an approach sees
psychical events not only in terms of their locat{topographica) or forces gdynami¢ but also in
terms of their intensity, strength and magnitudee (also Kitcher 1995). In Freud’s work, the

economic point of view becomes patrticularly impottevhen it comes to comparing healthy and

! Such an idea becomes particularly important in @sestudies on etiology (see for example 1938,4).ahd will
also be extensively discussed later in the dissentgsee Chapters Four and Five on vulnerableviddals and
populations).
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pathological cases: indeed, the two are often asdopographically and dynamically similar but
economically different. For example, dreams arechstic forms of wish-fulfilment that can be
distinguished from hallucinatory experiences onlyvirtue of their short duration and of the
higher degree of control that the subject exercigem them (see 1938, p. 49). Notably, Freud
also saw the introduction of an economic viewpasta way to bring psychology closer to
physical sciences, where quantities are successfahs to capture and measure a great variety of
natural phenomena. If introducing notions suchregy, instincts or cathexis comes at the price
of a certain indeterminacy, Freud is ready to pout that a similar degree of approximation
affects many other disciplines. As he puts it ia@utline “The basic concepts and principles of
the new science (instinct, nervous energy, etcpame for a considerable time no less
indeterminate than those of the older sciencexdfamass, attraction, etc.)” (1938, pp. 30-31).
Therefore, the introduction of the economic apphosttould be seen as an attempt to carry out a
thoroughly materialistic enterprise, where the jpdaisand the psychical realm are subsumed
under similar laws (see Makari 2008 for a similamp).

From a theoretical viewpoint, the adoption of anremmic approach proves helpful in the
investigation of normal functioning and patholodyhen describing normal functioning, Freud
repeatedly appeals to notions such as “quotasfettaf(1895a, p. 205) or “sums of excitation”
(1915a, p. 152) that can increase, decrease, spreadideas or memories, be displaced or
discharged. Such a quantitative approach doesmytdefend the idea that “in mental life, some
kind of energy is at work” (1938, p. 37) but alsounds a particular view of affect, instincts, and
control. Freud describes affect in termdiloifdo, a quota of displaceable energy that attaches$ itse
to psychical contents — e.g. ideas, memories —candoin forces both with erotic and destructive
impulses (despite beinger seneutral in quality). The general principle govemilibido is to

avoid accumulation and facilitate discharge: irs thénse, we can imagine some sort of “mental
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metabolism” where energy can be stored and releasesbponse to a range of different stimuli
(see 1923, pp. 61-62). Every mental structure besomvolved in this process in a way that
reflects its peculiar aims and functions. For exi@nphe id exhibits a certain “looseness in
displacement” because it regards discharge itselinare important than particular actions or
goals. Conversely, the ego is “more particular atodject-choice and path of discharge” because
of its connection to the ideals promoted by theestggo as well as to the stimuli coming from the
external world (lbid., p. 64). On Freud’s view affgolays a crucial role within thought: indeed,
“our ego always entertains purposive cathexes,ofieth many at the same time” (1950, p. 434).
Instinctsare also characterized quantitatively as “exatedi or “wishful impulses” arising from
the relationship between internal and external dvothey are “psychical representatives of
organic forces” (Freud 1915c, p. 122). Notablytinds are described as qualitatively similar to
one another but as varying with respect to the amot excitation that they carry. That said,
some of the instincts find their satisfaction via ateration of the internal source (e.g. thirst)
while others require a modification of the extermabrld (e.g. getting rid of an enemy by
attacking). Finally,control arises progressively as a way of mastering stimaling from
different sources. On the one hand, external stiamd threats require immediate responses in
terms of actions — e.g. flight from a predator. Be other hand, internal stimuli trigger a set of
more or less complex activities that aim at chaggire world in order to afford satisfaction — e.g.
courting a potential partner. The development afited also requires a distinction between
primary and secondary processes: the former ameaded by drives and primarily seek discharge
(pleasure principle); the latter correspond to gulaory mechanism that subject satisfaction to
the resources and constraints available in theremvient (reality principle). In what follows, |

show that the relative strength of affective preessand instincts as well as the degree of control
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that a subject exercises on them play a crucia rol distinguishing between healthy and
pathological manifestations.

As | repeatedly stressed above, Freud insistsjentieg any kind of qualitative distinction
between mental health and pathology: “Neuroses havpsychic content of their own which is
not also to be found in healthy states” (1910, 3). Dn his view, mental disorders arise from
acute affects or increases in excitation thattéaiind proper discharge in physical and psychical
activities. In other words, psychopathology origasafrom a subject’s inability to master a certain
amount of excitation crossing over a thresholdfrom the failure to sublimate and convert a
quota of affect to a different use (1916-17, p.-378). Notably, this threshold point is highly
individualized although it is possible to individeageneral mechanisms at work in specific
disorders. For example, when talking abaokietyFreud makes clear that we all experience this
affective state but that neurotics are affected bhypuch more” and “so much more strongly” than
others (lbid., p. 393). He then proceeds to distisiy between realistic anxiety as the reaction to a
perceived danger that puts the subject into a sthigreparedness, and neurotic anxiety as a
general and free-floating apprehensiveness readjtdch itself to any ideaYet, this distinction
is also presented as a quantitative one: “The mieundl differ from the normal person in that his
reactions to the dangers in question will be undiitgng” (1926, p. 127). Similar examples are
provided in Freud’s account ofompulsionsand phobias characterized economically as
“excessively intense ideas” arising with a “spediaquency” (1950, p. 405) or as ideas that
appear strange because of their “intensity” as spgoto their content (1916-17, p. 399).
Elsewhere, Freud discusses a more subtle econdstinction between healthy and hysterical

subjects, one that concerns a difference in degrkattention More specifically, patients would

2 Notably, Freud points out that such a distinctannot be applied to young children, as realistidety only arises
through education and life experience whereas tieuaoxiety is innately present (e.g. self-presgorainstinct).
An interesting consequence of such a view is thakkes all children neurotic by definition.
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fall prey to an extremely focused — albeit invohmt— attention towards certain aspects of their
body or of the environment. Whereas normal subjedts focus attentively on one perception
lose the capacity to experience other perceptiomg temporarily,for hysterical patients “every
idea takes possession of the whole of their limiteghtal activity” (1895a, p. 230). This remark
suggests that some mental disorders could be regyasl continuous — or merely economically
different — with phenomena such as focusing omditey to something. This would also help to
explain pathological manifestations such as fixation certain objects (e.g. phobias and
compulsions), people (e.g. erotomania, Capgrassigiy or events (e.g. delusion of thought
insertion, delusion of reference).

To sum up: the adoption of an economic approaahneatal functioning allows Freud to
hold on to the continuity thesis, while at the saimee identifying two different ways in which
normal processes can go awry. In some cases therenachanisms that undergo a special
development and thus become pathogenic (e.g. spmgs In other cases, purely economic
factors are sufficient for crossing the threshodween healthy and pathological manifestations

(e.g. ideas arising with a special intensity ogirency).

§2.2 Dispositions and Experiences: Two Kinds of Pladgenic Determinants

From an etiological viewpoint psychoanalysis offearsomplex and multi-factorial account
of how mental disorders arise, and by doing sastiriuishes itself from competing views of
mental illness as “organic inferiority” (Adler 1907%r “degeneracy” (Janet 1894). Freud
repeatedly rejects overly reductionist explanatians insists that different etiological factors
have to be active at the same time for a mentalrdigs to develop. As he sarcastically puts it:
“The ideal solution, which medical men no doubtl stearn for, would be to discover some

bacillus which could be isolated and bred in a pure culamd which, when injected to anyone,
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would invariably produce the same illness. Or, @i iprather less extravagantly, to demonstrate
the existence of certaiohemical substancabe administration of which would bring about or
cure particular neurosis” (1926, p. 136. Italicsne)i Yet, Freud’'s skepticism against a purely
organic explanation of mental illness should notriterpreted as a wholesale rejection of the role
played by biological factors. Indeed, in his acddwo different kinds of pathogenic determinants
are presentdispositionsor constitutional factors on the one hand, argderience®r accidental
factors on the other. The former are describedhaset elements that “a person brings along with
him into his life”, whereas the latter are the otiest “life brings to him” (Freud 1913, p. 2623).
Among the dispositional factors Freud enlists purgdmatic elements (e.g. a high degree of
nervous excitability) as well as early childhoodperiences or facts related to sexual
development. Accidental factors instead includecpeiogical experiences that occurred later in
life and significant conflicts between mental ageac(e.g. ego and id). The very idea that
accidental factors would play an important roléha development of psychopathology has been
introduced by Freud & Breuer in thefreliminary Communicatian‘[Our results] are valuable
theoretically because they have taught us thatmadtevents determine the pathology of hysteria
to an extent far greater that is known and recagtii£1893, pp. 3-4). A few years later, Freud
insists that mental disorders should not be treated par with cases of “mental degeneracy” but
that they could often be seen as motivated respotsdraumatic life events (1895a, p. 1).
However, Freud also recognizes that external evesmsally tap into some sort of susceptibility
or predisposition exhibited by the patients, ora ttan be uncovered only by carefully analyzing
their habits, personality traits and life-histoffhe discussion of clinical cases such as Emmy von
N. (1895a, pp. 48-105) and Elizabeth von R. (189Ha,135-181) offers a nice illustration of this

enterprise (segd).
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Therefore, the novelty of Freud’s account condistthe idea that mental disorders never
have a uniquely identifiable cause but should ratte seen asonstellationsof pathogenic
elements. Notably, the particular combination aftdas cannot be established in advance and is
subject to a high degree of interpersonal variaths he puts it: “You must know that the same
factors always come into operation in the causatinod mechanism of every possible form of
neurosis; but the chief importance in the consioaucof the symptoms falls now upon one and
now upon the others of those factors” (1916-173§1). Freud thus offers an etiological picture
where two general kinds of pathogenic determinanis. dispositions and experiences — are
present but also in which every individual exhikatparticular combinations of them. But how
does this model work exactly?

Freud fleshes it out more thoroughly in a seriesssfays focused on etiology, dispositions
and onset of neurosis. As early as 1894, he hashdr acknowledged the importance of
childhood experiences for etiology: indeed, clihigbservations often showed that patients could
trace back the origin of symptoms to one or moené&yoccurred during their early years. Yet, in
the article “Further Remarks on the Neuro-psychadd3efense”(1896), he significantly refines
his position by introducing two crucial observasgofirst, he notices that certain classes of people
are more prone to developing mental illness wipeet to others and that environmental factors
are often responsible for this difference. For epl@nhe points out that women are more
frequently subject to sexual abuse during childh@pd 4) and are often experiencing life-
situations characterized by extreme monotony astfation such as sick-nursing or house chores

(see the clinical cases discussed in Freud 189Safond, Freud realizes that the way in which

3 As | mention above, | elaborate on this idea initéaFive by developing the notion of vulnerablgulation. For
now, it is interesting to see that Freud repeatduipgs up the connection between the disadvantagedtion
experienced by women and their greater vulnerghititmental illness. At the same time, his obséowat are not
accompanied by a social critique but appear as oeseriptions of atatus quoFor a feminist reading of Freud that
makes a similar point, see Mitchell 1974.
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the patients relive or remember their experiensesften far more important than the content of
the experiences themselves. This remark allow® uharacterize the notion thumain a way
that goes beyond the reconstruction of what hagp@nsomeone’s past and focuses instead on
the way in which a person has appraised specifie@ences or events. As Freud rightfully points
out, someone else could have gone through the sapwriences while “remaining unaffected”
(1896, p. 10). This point is crucial because itddtices the idea that a subject’s personality as
well as her attitude towards life events couldapowerful pathogenic determinants. | return to
this idea in Chapter Four, where | flesh out théamoof vulnerable individual by focusing on
interpersonal differences in terms of risk and gective factors.

In later works Freud continues to develop the it pathogenic determinants interact in
a complex way, with dispositional elements oftemgdiand in hand with accidental ones. The
article “Types of Onset of Neurosis” (1912) reprdseone of his few attempts at rigorous
classification and discusses a list of possiblggers of mental illness (“precipitating causes”).
Starting from observation and clinical experierféesud notices that some patients fall ill because
of frustration in many of these cases, a love object is withdrand no substitute takes its place,
causing libidinal energy to “dam up” due to theklaf discharge (Ibid., p. 232). Most patients
treated by Freud at the beginning of his careeftdcba subsumed under this category. Indeed,
hysterical women often exhibit a combination of fited liveliness” and “monotonous life” that
makes them patrticularly prone to accumulate a garpf mental energy unable to find discharge
(see for example Anna O. in Freud 1895a, pp 22@ier patients suffer excessively because of
the demands of realityhat exacerbate the conflict between the impulsesirtg from the id, the
repressing forces expressed by the super-ego amdegb’s mediating role. The negative
consequences of such a conflict are exemplifiedrnther early case discussed by Freud, where

the patient is described as “overly hard on hérseifli as exhibiting a particular kind of moral
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oversensitivity with strong self-deprecation tendes. In particular, she could not accept the
existence of “a whole multitude of indifferent, dhrthings lying between what is good and what
is evil — things about which no one need reproanisélf.” (see Emmy von N. — Freud 1895a, pp.
48-105)?* In the sense described above, the demands ofyrkali too strong of an effect on this
patient, who took every small event as an occa®orieeling guilty or morally reprehensible.
Finally, Freud introduces a third category of pattie namely those whose onset is triggerely
by a change in economic factors — e.g. a suddeolincrease. As | discuss above, this “crossing
of a threshold” plays an important role in drawthg distinction between health and pathology.
As Freud puts it: “There is no qualitative diffecenbetween determinants of health and those of
neurosis [...] on the contrary, healthy people havedntend with the same task of mastering
their libido - they have simply succeeded betteham” (1912, p. 237).

Despite the attempt at categorization, the bourddretween these groups of patients do
not appear clear-cut and the three types of orféen dlend into one another. For example, a
patient could experience a relative degree of fatisih because of her inability to cope with the
demands of reality, and this increase of tensiandcthen economically determine her crossing of
a threshold into iliness. The interplay among défe types of factors helps us to clarify the idea
of apathogenic constellatigrwhere there is no simple relation between orgdigpositions, life
events and symptom formation. Indeed, most patihcdbgmanifestations emerge through
summation: various kinds of dispositions seem reaggsut not sufficient for mental disorders to
develop, as there must be other “reasons” to btlregn about (e.g. traumatic events, mental
solitude or isolation). As a consequence, Freudinmst a model in which symptoms are almost
invariably overdeterminedwe cannot speak of a unique “cause of illness” 219l 237) or of a

specific “pathogenic excitant” as we would do fariafectious disease (1938, p. 63). The idea of

*| discuss this case more thoroughly in Chapter, T84ol.
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over-determination is nicely illustrated in theléoling passage, where Freud attempts to trace
back the different pathogenic determinants to thegin: “The logical chain corresponds not only
to a zigzag, twisted line, but rather to a ramifyisystem of lines and more particularly to a
converging one. It contains nodal points at whigh br more threads meet and therefore proceed
as one; and as a rule several threads which riepemtently, or which are connected at various

points by side-paths, debouch into the nucleus9%a8p. 290).

82.3. The Significance of Symptoms

The account discussed §2.2 shows that Freud sees the development of sympésnas
complex process where multiple factors are at wanll play a causal role. More importantly,
symptoms are connected with the patient’'s disposstiand life-experiences in a way that often
escapes generalization. As he puts it: “The exdliaary diversity of the psychical constellations
concerned, the plasticity of all mental processesthe wealth of determining factors oppose any
mechanization of the technique” (1913b, p. 123ycRsanalysis thus presents itself as a practice
or method that works effectively on average but sehoutcome depends upon a host of factors
that cannot be established in advance — e.g. thenpa motivation to be cured. Within this
framework, Freud regards a mere checklist apprtaslgmptoms as deeply wrongheaded: in fact,
symptoms turn out to be revealing only when theyraeaningfully connected with the patient’s
life history and personality. This brings him tardefully reject the view that curing a mental
disorder would amount to removing symptoms from ffaient's experience. The point is
defended in several passages: “For the laymenytimptems constitute the essence of a disease
and its cure consists in the removal of the symptoi916-17 - XXIll, p. 358). Similarly, while
discussing a clinical case: “It seems to me thatoamcentrate too much on symptoms and

concern ourselves too little with their causes’0@9p. 2120). Again, in a lecture about delusions
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Freud distinguishes psychoanalysis from medicatiusyry by saying that the former regards the
content of delusions as significant, whereas ttierlfocuses only on their external form (1916-17
- XVI, pp. 248-254).

Yet, despite the relentless criticism of medicalgbsatry, it is important to point out that
Freud conceives of the relationship between psydigsis and somatic medicine as harmonious.
Indeed, he readily acknowledges that psychoanalgsurrently a super-structure employing
psychological concepts that one day will be grodnalgon an organic foundation (Ibid. XXIV, p.
389). At the very end of his career, Freud bringghe idea that pharmacological therapy could
work as a possible way to exercise “a direct inftee by means of particular chemical
substances, on the amounts of energy and theiibdison in the mental apparatus” (1938, p. 62).
This passage shows — again — Freud’s commitmeat rt@terialist view of the mind in which
psychological explanations of mental disorders aegarded as fully compatible with
neurobiological accounts. In this sense, the comwoigaction that psychoanalysis is a “purely
psychological theory that could never explain #isieshould be rejected as untenable (lbid., p.
30). Another commitment to the idea of neural dates can be found in Freud (1915c), although
this is followed by the consideration that mosemupts at localizing mental processes in the brain
have been unsuccessful: “Every attempt to deduoe fithese facts a localization of mental
processes, every endeavor to think of ideas agdstigqr in nerve cells and of excitations as
passing along nerve-fibers, has completely misediiip. 107).

Despite the underlying compatibility between psyogmal and neurobiological
explanations, psychoanalysis regards the hope fameto-one correspondence between a
symptom and a chemical component as utterly migglithstead, symptoms should be seen as
carrying a meaning that is importantly connectethuhe patient’s experience. More specifically,

there seems to be a strong correlation betweeddabeee of idiosyncrasy exhibited by a symptom
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and the connection with a specific life-event (Erdi916-17 - XVII, p. 270). Freud explains this
fact by individuating two kinds of experiences thady play a pathogenic role: a) past situations
in which the pathological action or thought sensedeal purpose (idiosyncratic symptom); b)
experiences typical of all human beings such ases arising from separation or loss (general
and frequent symptoms). A good example of a) wdaddthe case of the “tablecloth lady”, a
young woman who would obsessively stain her tabthcin a particular way and then call her
maid to come see it (see 1907 & 1916-17). Freudects this highly idiosyncratic symptom with
the patient’s traumatic experience of her weddiigipth when she found out that her husband was
impotent and thus was left without a public probélefloration — i.e. traditionally, a stained sheet
Examples of b) are more commonplace symptoms tiftgr nly quantitatively from normal
fears or obsessions — e.g. phobia of dangeroussgusting animals; overly cumbersome sleep
ceremonials. Granted this deep connection betwgemptems and experiences, the goal of
psychoanalysis cannot be to get rid of symptperssebut rather to uncover the repressed ideas,
the motives for repression and the specific pathimgenechanisms at work in the patient (see
1926, p. 38).

In this sense, Freud can be considered one of itbe defenders of thenotivational
approachesin psychiatry, where symptoms are seen as motlvadactions to the patient’s
problem and not as problems themselves (see Lopexz 2015 for a contemporary defense). This
idea has been present since the early years ohpagalysis and arises from Freud & Breuer's
observation that some symptoms vanish after thiergabas recollected the trauma and — most
importantly — has “put the affect into words” (1898 6). This process comes to be known as
abreactionand could be described as the discharge of affeetiergy through language. But why
should putting affect into words be therapeuticulis initial reply is admittedly tentative:

“Through the cathartic method, strangulated affexts a way through speech and subjects it to
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associative corrections by introducing it into naftntonsciousness” (1895a, p. 255). The
abreactive method has been later abandoned arateepby others: in particular, Freud slowly
realizes that therapy should not focus on the maigirauma but on the psychical forces and
resistances operating in the present (see 1914 7). However, the idea that speech accompanied
by affect would perform some sort of cathartic filmre remains central within the psychoanalytic
method. For example, while discussing the casermiml von N., Freud notices that general
didactic remarks or pieces of advice — e.g. “Theraeo need to be afraid of what is new” or
“Promise me you won’'t be obsessed by this animgirame” — are utterly useless for therapeutic
purposes. Indeed, symptoms cannot be tackled inadesale fashion and words always need to
be accompanied by the proper emotional reactiothenpatient’s side in order to be effective
(1895, p. 60 & 99). Later, Freud insists on thet fdw@t symptoms arise from unconscious
processes and cannot be simply communicated tpatient “as pieces of information” (1916-17
— XVIII, p. 279).

In a nutshell: how do symptoms arise? As | discalssve, Freud sees symptoms as
compromise formations emerging either from the dyical struggle between different kinds of
mental forces or by summation due to economicahgesa within the apparatus. This process may
take a variety of forms: at times, the unconscioupulses coming from the id succeed in
overcoming the resistance put in place by the egp. fysterical phenomena). Other times, the
repression exercised by ego may be too strong awel mse to phenomena of psychical
conversion (e.g. obsessions or phobias). In thisesehe formation of symptoms can be seen as a
motivated response to the patient’'s problem becéuskows her to partially — although often
non-adaptively — discharge some mental energy giralisplacement. Going back to the example
above, staining the tablecloth partially comperséte the fact that the bed was not stained; at the

same time, the patient makes the stain public lowsiy it obsessively to the maid, thereby
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relieving the sense of shame connected with hdsdndss impotence (see Freud 1916-17 - XVII,

pp. 261-264).

83. A Freudian Case Study: Elizabeth von R.

In this final section | set out to illustrate howeld’s account of mental disorder works in
practice by examining one of the clinical casesufised in theStudies on Hysteri§1895a):
Elizabeth von R. (pp. 135-181). Before delving dwepto the analysis of this case, it is worth
stressing that Freud regarded the accurate recatistr of a patient’s history as a crucial element
for therapy as well as for the theoretical develepthof psychiatry.

Here he puts the point neatly:

“I have not always been a psychotherapist. Likeeotieuropathologists, | was trained to employ
local diagnoses and electro-prognosis, and itdtilkes myself as strange that the case histories
write should read like short stories and that, mas might say, they lack the serious stamp of
science. | must console myself with the reflectibat the nature of the subject is evidently
responsible for thisrather than any preference of my own. The fa¢h#&t local diagnosis and
electrical reactions lead nowhere in the studyystéria, whereas @etailed description of mental
processesuch as we are accustomed to find in the worksaginative writers enables me, with
the use of a few psychological formulas, to obttileast some kind of insight into the course of

that affection” (Ibid., pp. 160-161. Italics mine).

In this passage Freud expresses — again — theforegahew level of description for mental
disorders, one able to capture the complexity ef ghtient’s experience without being at odds

with what happens at the neurobiological level. gtesall their idiosyncrasies and imprecision,
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Freud believes that case histories could offer sbefig in this direction and thus carefully collects
them throughout his career (see 1909; 1911b femeeikamples).

The case of Elizabeth von R. works as a paradignextample to illustrate the theoretical
aspects outlined i81 and 82 Indeed, Freud offers here a fine-grairedtblogical explanation
taking both dispositional and accidental factor® iaccount (pp. 160-161); he also makes his
commitment tocontinuity explicit while drawing significant differences beten normal and
pathological cases (pp. 164-165 & 174); and finalylains the emergence of mental illness by
appealing toeconomicfactors (p. 157 & p. 174). The analysis of Elizh® case starts with a
short description of the patient's symptomatolodgng with her character traits and family
environment. When Freud first meets her, Elizabsth 24-year-old woman suffering from a
persistent pain in her legs and exhibiting an egeng form of “painful fatigue”: these symptoms
prevent her from walking normally and cause hereaigdeal of distress (p. 135). Freud describes
Elizabeth as highly intelligent and ambitious: dgriher childhood she had a close affective and
intellectual relationship with her father, who ugedreat her “like a son and a friend with whom
he could exchange thoughts” (p. 140). Growing ugr, discontent with being a woman grew
stronger as she realized that she was not willingacrifice her freedom of judgment and her
inclinations for marriage. As a consequence, bah disters ended up getting married while
Elizabeth devoted most of her adult life takingecaf her sick parents as well as attending various
kinds of family business. Following the death of fegher — whom she has sick-nursed until the
end — Elizabeth started displaying the symptomsrdesd above in a mild form. A few years
later, the sudden death of her sister due to a keatipn during pregnancy marked the definitive
onset of Elizabeth’s disease. Up to this pointuBradmits that it is very difficult to see a direct
connection between the patient's symptoms and fferhistory, since the latter seems

characterized by “commonplace emotional upheavst elicit “human sympathy” but blatantly
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fail to explain her disorder (p. 144). However,Zaheth also seems to fit the general description
of the “Typus Hystericus” provided by Freud: an id\aving productivity of the mind, coming
from her intelligence and ambition, inevitably ¢clas against the monotony of her family life and
duties — e.g. sick-nursing or house chores (p..240Yably, this first part of the analysis already
uncovers pathogenic determinants of different kinda the one hand there adéspositional
factors such as Elizabeth’s personality and heil§&srhistory of nervous illness (p. 140); on the
other there araccidentalfactors such as the fact that she had to beare§onsibility of sick-
nursing within the family. At this point, Freud hako noticed that some accidental factors are
more recurring than others: for example, “sick-mgsplays such a significant part in the
prehistory of cases of hysteria” (p. 161). Indethis condition — often falling back on women —
invariably correlates with a situation of personaglect, constant worry, lack of sleep, exercise or
proper diet (p. 175). Crucially, sick-nursing alsings about the habit of suppressing one’s own
emotions and diverting one’s thoughts away frontling that does not immediately relate to the
person that is being assisted (pp. 161-162).

Starting from these observations, Freud formulatagpothesis about Elizabeth’s cause of
illness: the symptoms may originate from a confhetween an incompatible idea fended off from
consciousness and her sense of duty towards hatyfaBy exploring this intuition Freud
succeeds in tracing back the beginning of the psideg-pain to two important events: once at a
party she spent the whole night with a man to wisbm was attracted, just to return home and
find her father’'s conditions worsened. Years lashie got to spend some time with her sister's
husband and became fond of him to the point thatssarted to desire “a husband like him” (p.
154). These two episodes are importantly similacabse they display the conflict between
Elizabeth’s desire of being in a relationship wathiman and her sense of duty and guilt towards

her family. In both cases, the latter feelings pieand cause the erotic impulses to be repressed:
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Elizabeth cannot bring herself to date the manmbtat the party because she decides to take
care of her father. Later, she cannot admit todiktisat she has fallen in love with her brother-in
law because she does not want to hurt her sistaally; the conflict becomes unbearable when
Elizabeth finds herself at her death sister’s BElsind cannot help thinking: “Now he is free
again and | can be his wife” (p. 156). Such an mgatible thought is immediately fended off
from the patient’s consciousness and thus ceasa#éo in association with other ideas. As Freud
puts it: “Her love for her brother-in-law was prasén her consciousness like a foreign body,
without having entered into relationship with tlestrof her ideational life” (p. 166).

The psychoanalytic approach to Elizabeth’s casewall us to draw a number of
conclusions about the etiology and developmenteofsgmptoms. Indeed, Freud identifies a both
motive and amechanismfor the patient’s hysterical disorder: the fornoan be described as
Elizabeth’s need to defend herself against an ipadible idea (i.e. “I am in love with my
brother-in-law”), whereas the latter consisted anwerting a quota of psychical affect into a
physical manifestation (i.e. leg pain and para)ydoreover, the symptom itself seems to bear a
strong resemblance to the repressed idea, as Elizabpeatedly describes herself as “helpless”
and unable to “take a single step forward” (pp. 8276). Finally, this case shows that mental
disorders often arise lmummatiorof partial traumas and that specific symptoms cabwut after
a certain threshold has been crossed. Indeedeasl lpoints out, Elizabeth had been able to bear
incompatible ideas in her consciousness for some tithout serious consequences. Yet, there
seems to be a limit to the degree of affectiveitenthat a person can tolerate as well as to the
pressure brought about by a new conflict betweeasdOnce again, “what we are concerned with
is clearly a quantitative [economical] factor” (p/4). However, since this observation applies to

hysterics as well as to healthy subjects, the dson of Elizabeth’s case also offers more
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evidence in support aontinuity “The view which | have just been putting forwaldes no more

than bring the behavior of hysterical people netr¢hat of healthy ones” (lbid.).

Conclusion

In this chapter | defended an early version of @untinuity Thesis in philosophy of
psychiatry by showing that Freud’s account of miedisorder could be seen as an exemplar of
such an approach. Generally speaking, Freud refjeetglea that the difference between healthy
and pathological subjects could be described a&godtal or clear-cut (see 1933; 1938) but at the
same time he is committed to highlight some impurthfferences between the two groups (see
1907; 1917; 1924b). More specifically, he outlinasview where mental disorders are
characterized asonstellationsof elements that are not pathological in themsglbet become so
in virtue of their intensity, accumulation or iraetion (see 1912; 1916-17). To put it in Freudian
terms, two mental processes can be identical frawwpagraphical and dynamic viewpoint (i.e.
involving the same provinces and exhibiting the saoonflicts or interactions) while being
importantly different from an economical perspeetiv.e. displaying a higher or lower intensity,
frequency or strength.

Throughout the chapter | focused on three thealetispects of Freud’s approach that |
deem valuable for the elaboration of a refined ieeref CT. First, | discuss the idea that mental
functioning — as well as malfunctioning — can besalbed by appealing to quantitative or
economical factors. For example, an incompatibleaidan be tolerated by a subject until it
reaches a certain degree of intensity or frequéinatycauses her to cross a threshold and develop
pathological manifestations. Second, | explore &i®guggestions about etiology and | argue that
most mental disorders are caused by two differemdskof pathogenic determinantispositions

(e.g. heredity or personality traits) aegperiencege.g. traumatic events). This brings about a
47



Valentina Petrolini

complex view that goes beyond the opposition betweternal and external factors and regards
psychopathology as emerging from the interactiotwben different determinants. Third, |
maintain that symptoms can often be seen as metlvaplutions to the patient’s problems as
opposed to being considered problematic in thereselollowing Freud, | thus reject a checklist
approach to symptomatology and | argue that symgtcem play a crucial role within therapy as
long as they are meaningfully connected with thigep#s life-history and personality. Finally, |
offer an example of how the approach proposed leudrworks in practice by discussing the
paradigmatic case of Elizabeth von R. (1895a, [#b-1181). This patient’s history proves
particularly useful in highlighting the advantaggghe view outlined above. On the one hand, the
appearance of Elizabeth’s symptoms is explaine@gpealing to different kinds of pathogenic
determinants (e.g. character traits and life eyessswell as to economical considerations (e.qg.
accumulation of unbearable ideas). On the othed hamth the motive and the mechanism of her
disease (i.e. defense and conversion) are notquemrerogative of hysterics but appear rather as

common mental processes distributed on a contimfuntensity.
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Section Il;

Strong Continuity
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Are Mental Disorders Continuous with Healthy Functioning? A New Proposal for a
Dimensional Model

“A logician would have started by defining what heeant by disease as a whole and then
produced individual diseases by sub-dividing thattey whose boundaries he had thus defined.
Medicine, being essentially practical and oppodtymproceeded the other way and started with
individual diseases. As a result, many of theselapavith one another, and the outer perimeter
between disease and health is based on differgatiann different places.”

(Kendell 1975, p. 307).

Abstract

In this chapter | put forward a novel approactpsgchopathology that aims to describe
and classify mental disorders in a dimensional wWHyis step proves crucial in providing a
defense of the Continuity Thesis (CT), becausdaitifies what it means for disorders to be
extreme variations of normal psychological phencaeén this sense, the discussion contributes
to make space for a dimensional view as a vialirradtive to its categorical opponent. | then
address the crucial question of how to distingligtween normal and pathological cases in
Chapter Four.

| start by identifying four kinds of disorders th&icompass many distinguishing features
of psychiatric conditions, with a focus on schizgtia and depression. Then | propose to
conceive of these disorders as disruptions of thorensions of functioning, corresponding to
different ways of modulating the relationship withe’s environment (i.e. appraisals). These are
salience confidence familiarity and agency Every dimension may be disrupted in opposite
ways, with instances of deficit at the one extrdimgg and instances of overload at the other
extreme Kypel). Along the spectrum lies also a multiplicity otermediate cases: some of them
approximate one of the extremes and could be cteiized as local imbalances, whereas others
can be regarded as healthy or conducive to well&is we go along it becomes clear that these

distinctions amount to over-simplifications, andttthe assessment of health and pathology may
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be highly individualized as well as varying ovand for the same person. Yet, sticking to the
simplified version of the model for now helps tottbe grasp the framework that | set out to
defend.

The chapter is divided into five sections. Eachtisadrom 81 to 84 begins with a brief
characterization of a mental disorder category. @gprders of salience). This is followed by a
detailed discussion of selected case studies aintongillustrate the disorder from a
phenomenological viewpoint. At the end of each isact briefly introduce a number of
intermediate cases, namely situations in whichxgerence is close to one of the extremes (i.e.
local imbalance) or in which there is sufficienidrace within a given dimension (i.e. health or
well-being). A detailed discussion of these intadiate cases constitutes the bulk of Chapter
Four. In85 | discuss some important similarities and diffeesamong the disorders discussed
in 81 to 84. | conclude by providing some prelimpaeasons for characterizing the four
dimensions as affective: | then delve deeper ini®issue in Chapter Three and explain how the

dimensions relate to affective notions such as emstfeelings and moods.

Introduction

| believe a convincing defense of CT should be fald: First, it has to provide a model
of mental disorders where the distinction betweenmal and pathological boils down to a
difference of degree. In other words, it has tanpaiplausible picture of what it means to be an
extreme variation of a phenomenon that is otherwsepathological or healthy. Second, CT has
to provide some way to distinguish between heahld pathology without trivializing this
distinction and without neglecting the phenomenmlalgpeculiarity that accompanies mental
disorder manifestations. In this chapter | settowdachieve the first goal, whereas in Chapter Four

| focus on the second.
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The list of dimensions | provide here should nottddeen as complete: indeed, | am not
committed to the claim that every mental disordeuld be subsumed under these categories.
Rather, the goal of the chapter is methodologi¢éhat | propose is a way of thinking about
mental disorders in which health and pathologytegated as continuous with one another. One
important goal of the chapter is thus to convirtoe defender of a categorical view that such a
classification is in fact plausible. Specificalljpe account proposed here aims to explain away
the intuitively powerful idea that the transitiaof health to pathology would have the nature of
a “jump” or “switch” (Jaspers 1913/1963; Schneid®B8/1959; Murphy 2006; Samuels 2009).
My strategy in defense of CT will be the followingstart by discussing a number of pathological
cases and | show that they can be seen as lyingposite ends of a given dimension — i.e. hyper
and hypo. This helps to substantiate the idea otimoity between pathology and normal
functioning, where disorders are seen as extrematizms of non-pathological phenomena.

In Chapter Four | then discuss a number of interatedcases lying on the same
dimensions, showing that they either represenhatied versions of the pathological casesd
a) casey or that they can be seen as at-risk situationsrevh number of protective factors are
present fype b) casgs This helps to explain away the powerful intuitithat the gap between
health and pathology would be categorical in natin@eed, both kinds of intermediate cases can
be hardly seen as qualitatively different from theathological counterpart. Provided that a
thorough discussion of intermediate cases is ther maject of Chapter Four, here 1 just
introduce them briefly as general prototypes inséing a range of behaviors, dispositions and
beliefs.

Generally speaking, intermediate cases can beidedas follows:
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The perfect balance cag8toic or Buddhist character). This ideal caseaggnts a situation
in which the person enjoys a relative balance i@ @nmore of the relevant dimensions. This
person’s experience may be characterized as apgi@grtuned to the environment as well
as to her own feelings and abilities. This “appiaer tuning” may take different forms: for
example, the Stoic would be able to assess whaeaningful or important to reach her own
goals (salience), or to correctly self-assess Bdopmance in a given task (confidence).

The local imbalance casdhis includes all the situations in which a pergxperiences a
certain level of imbalance along a given dimensibtust psychological phenomena are
encompassed in this description: indeed, we al@lesys experience a degree of mismatch
between our thoughts, dispositions or expectatimmshe one hand and the demands or
opportunities offered by the environment on theeothFor example, most people have
difficulty successfully forecasting their own reiacis to a variety of real-world situations (see
Maibom 2016 & Wilson 2002), and many show a tengidngvards confabulation and false
memories (see French, Garry & Loftus 2009; Whea2[239).

The non-pathological extreme ca3dis case represents situations that are not corplace
but play a particularly important role in the mogebposed here. These are experiences
located at the extreme of a given dimension and fhloenomenologically similar to the
disordered cases. However, for a variety of reasbaeyg fail to count as pathological. For
instance, these may be cases in which the contnires the adoption of extreme
psychological measures (e.g. war) or in which soeasures are consciously selected in
order to serve an adaptive purpose (e.g. sports)ekample, a runner may want to promote
an unrealistically overconfident attitude towards performance in order to better train and

push her abilities to the limit.
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These prototypes are nothing more than crude diogilons and should not be taken as
natural kind categories. However, they prove paldidy helpful from a heuristic viewpoint.
Indeed, they show that the model outlined here eeds in capturing a great variety of
psychological experiences, and they illustrateuhderlying continuity between manifestations
that appear very different from one another. Inrér@ainder of this chapter | introduce the four
dimensions and some of their disruptions in detailChapter Four | explore more closely a
number of intermediate cases for each of the famedsions. The two chapters taken together
provide a model of mental disorders that makescdbmstinuity view more plausible and the

categorical view harder to defend.

81. Disorders of Salience

Disorders of salience can be characterized as oroless radical alterations in the sense
of what is relevant or important for achieving aajoals or pursuing one’s preferences.
Disorders of salience affect both perception arghitan, on the one hand by modifying the way
in which the world appear to us (e.g. as threatgras unsafe) and on the other by directing our
attention to external cues that gain particularnificance (e.g. people’s tone or facial
expression). The appraisal of salience may be dmepted in two opposite directions. On the
one end of the spectrumyposaliencananifests itself in phenomena such as lack ofaafibn
and anhedonia (typical of depression) but alsmétainces of extreme fixity of beliefs denoting
the inability to revise one’s viewpoint in light obntrary evidence (delusions). On the other end
of the spectrumhypersaliencemay take the form of a distressing “interrogatiatitude”
(Minkowski 1923) where too many aspects of reaéifypear significant and cry out for an
explanation. This phenomenon is particularly stigkiin patients suffering from delusions of

reference, paranoid delusions and positive symptofmschizophrenia more generally. From
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these disruptions we may postulate the existencanofinderlying ability that allows us to
allocate significance in our environment accordiogur goals, preferences and dispositions. |

dub this phenomenaappraisal of salience

81.1. Case Studies: Interrogative Attitude and Anh@onia

Schizophrenia and depression strike most of useag different disorders. Yet, they can
both be seen as disturbances where the appraisaliefce is altered in opposite directions. On
the one hand, schizophrenic patients (especiallyhen early psychotic phase) experience a

particular “keenness” where environmental stimedi egarded as highly significant:

“I developed a greater awareness. My senses warpested. | became fascinated by the little
insignificant things around me”; “Things seemedacleut, | noticed things that | had never

noticed before” (Kapur 2004, p. 15).

On the other hand, patients affected by major despwa typically experience a pervasive

lack of meaning that permeates everyday activities:

“I felt very still and empty, the way the eye ot@nado must feel, moving dully along in the
middle of the surrounding hullabaloo”; “I couldrsee the point of getting up. | had nothing to

look forward to” (Plath 1963, pp. 3 & 62).

At the same time, the two groups often employ simiinetaphors to describe their

experience. For example, Saks (2007) charactesgb&ophrenia as a “slow fog, becoming

® See Humpston & Broome 2016 for a more comprehersicount of “perplexity” in early schizophrenia.
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imperceptibly thicker as time goes on” (p. 35) asdociates her recovery with the sensation of
the fog being “lifted” (p. 200). Similarly, one pamt describes depression as follows: “It is as
though a black fog has descended and you are tlapipiein a black sea of treacle being dragged

to a bottomless pit” (Ratcliffe 2015, p. 263).

Hypersalience.Experiences of hypersalience are poignantly desdriin many first-
person accounts of schizophrenia as well as incelijournals where patients’ everyday actions
are reported. For example, Minkowski (1923) talkswt Paul — a young patient diagnosed with
schizophrenia — who exhibits a peculiar “interrogatattitude” with respect to the most
commonplace and mundane events:

“When | have to go to the bathroom, I first chels& time in order to not stay too lorg.
takes a certain amount of my time to look at mychat check exactly how the hands are placed
[...] Before the bathroom, near the door, there fisadher duster that is used to clean the ceiling.
I now find that this duster seems longer than yguaviously, it seemed shorter to nh&know
that an object that has been seen repeatedly epdsaking less remarkable than at first, but |
nevertheless wonder whether the duster has beconged or shorter Every time, | look at it
and ask myself this question. After entering théhtmom, | am not sure of having closed the
door. | pull the door several times to make sue this shut. Then, since the door does not close
well, I examine the crack from top to bottoinlook to see whether the daylight that filters
through this crack is of the same intensity as Uss@metimes, it appears darker or lighter to
mé’ (p. 273. Italics mine).

Paul's experience of hypersalience clearly expsesise sense of perplexity that haunts
many schizophrenic patients, who appear puzzletisturbed by objects that are commonplace

and uninteresting to others, such as clocks, damarks and feather dusters. In this sense, every
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little detail appears significant and is at timeserpreted as carrying a deeper (and ominous)
meaning — e.g. “l was being messaged by variougyshl found on the sidewalk: a red elastic
band, intact, meant that | would not have to opgnaumst and bleed out again” (Hawkes 2012, p.
1109). At the same time, this sense of enhancéehsal can be interpreted as a hopeless search
for meanings that have been lost: talking abouwttnent, Hawkes describes the process of re-
discovering significance in everyday events such nasals, birthday parties and family
celebrations (p. 1110). The experiences of perpleand interrogative attitude may thus be
characterized as exhibiting a peculiar balance éetwoss of meaning and some items showing
up as especially salient.

HyposalienceThe experience of hyposalience that affects mamyedsed subjects has
been beautifully described by Plath in her semebiatgraphical novelhe Bell Jar(1963). As a
20-year-old English major who won a scholarshigpgend a month in New York working for a
fashion magazine, Plath cannot help but feedimgpty

“l was supposed to be having the time of my lif@as supposed to be the envy of
thousands of other college girls just like me a&kioAmerica [...] Look what can happen in this
country, they'd say. A girl lives in some out-oktlway town for nineteen years, so poor she
can't afford a magazine, and then she gets a saihgtato college and wins a prize here and a
prize there and ends up steering New York like tven private carOnly | wasn't steering
anything, not even myself. | just bumped from niglto work and to parties and from parties to
my hotel and back to work like a numb trolleybluguess | should have been excited the way
most of the other girls werdut | couldn't get myself to redrtThe city hung in my window,
flat as a poster, glittering and blinking, but iight just as well not have been there at all, fbr a

the good it did me” (pp. 2-3 & 11-12. Italics mine)
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This first-person account allows us to get a befgersp of the emotions and moods
experienced by depressed subjects affected by antee@nd flat affect. In particular, Plath
describes the stark contrast between things tleat'arpposed to be” exciting and fitting her
interests — e.g. winning a prestigious scholardhipyg in New York — and the pervasive sense
of emptiness that permeates all her activities.il8rty, the subjects interviewed by Ratcliffe talk
about “feeling like a ghost” or “a spectator”, whdyoth expressions convey a sense of passivity
and incapacity to see things as relevant or wantsyng (2015, p. 32).

From a phenomenological perspective, the simildréween these two groups of patients
may turn out to be closer than it initially appeahsdeed, Ratcliffe (2015) describes the
experience of being depressed as “being in a diffewvorld” and as something that deeply
transforms the overall structure of the relatiopshith ourselves and our surroundings (p. 15).
Similarly, Stanghellini (2000) talks about schizoghic patients as lacking the sense of “at-
homeness” that accompanies most of our everydagriexmes (p. 777). Schizophrenia and
depression (at least in their interrogative andedohic components) may therefore qualify as
different ways in which the appraisal of salien@n de disrupted. The former implies an
overload of significance attributed to objects awdnts that should be regarded as neutral or
commonplace — e.g. the amount of light filteringnfr the door crack (Minkowski 1923). The
latter presents the world as completely devoid @&aning, even in those aspects that are
supposed to be significant given one’s prefereremed goals — e.g. winning a journalism
scholarship (Plath 1963).

Intermediate cases lying on the salience dimens@nbe briefly described as follows.
The perfect balance case would be someone whosgorehip with the environment is
characterized byengagementand flexibility. Engagement implies the presence of goals,

preferences and concerns that drive the persoalgytits and actions. For example, regarding the
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relationship with one’s friends as important hasmpact on how a person assesses her priorities
or spends her free time. Flexibility implies thelipto negotiate and modify one’s preferences
and goals according to the context. For examplféexable person would understand that he
cannot find his favorite dish cooked exactly likehame when travelling to a foreign country.
Local imbalances comprise situations where theapgirof salience is tilted in one direction (i.e.
hyper or hypo). On the low end we find phenomere@hsas conservatism about one’s beliefs or
habits: examples are forms of fixation or rigidityhere only a few objects, events or people are
regarded as worth exploring. On the high end wd firsstances of neuroticism, where minor
events are regarded as urgent and important (gmpchondria) or where idiosyncrasies are
magnified rather than downplayed (e.g. Woody Albases, see Killmister 2015). One extreme
non-pathological case for salience — on the higth enwould be a person actively pursuing
pleasure, thrill or suspense and particularly spisigle to boredom. Frijda dubs this character
type thesensation-seeketfStrong sensations are liked by subjects wholeardle them, because
they can manage them. They are able to process dnentope with them and are bored with

stimuli that are too easy to handle” (1986, pp.-349).

82. Disorders of Confidence

Disorders of confidence represent difficulties sse@ssing one’s performance, abilities or
degree of fluency in a certain area. These dissrey be importantly related to anxiety, which
can be either too prominent and paralyzing or (eosely) lacking even when the circumstances
would require it. On the one hand, a significasslof confidence translates into phenomena such

as pathological self-doubt and lack of self-truwghjch are common among patients affected by
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major depression and borderline personality disot@n the other hand, a hypertrophic sense of
confidence may give rise to the sense of grangiotiit is typically observed in some

schizophrenic delusions, narcissistic personalggmer and psychopathy. Similarly to disorders
of salience, these disruptions affect both seltggtion and appraisal of the environment. In the
hypotrophic case, an individual may feel unableecdmplete a certain task, or regard the task
itself as daunting and completely beyond his gr&smversely, in the hypertrophic case someone
may experience a sense of subjective omnipotengeraject it outwardly and thus perceive

people or situations as dull or not challengingugio Underlying these disorders | postulate the
existence of an ability responsible for assessimgjsoperformance with respect to a variety of

tasks: | dub thigppraisal of confidence

82.1. Case Studies: Grandiosity and Self-doubt

HyperconfidenceOne paradigmatic example of hyperconfidence cafobed in the so-
called grandiose delusions, particularly common ragnpeople affected by schizophrenia and
bipolar disorder. These delusions usually centerthenidea of possessing special powers or
abilities — e.g. mindreading — and at times takeaospecific religious connotation, as when
patients claim to have been chosen by God to uskira certain mission (see Schreber
1903/1955 for a classic case a recent first-person account, Reina (200®flyrdescribes the
onset and development of his delusions of grangioghs an architecture student at the
University of Michigan, Reina becomes very fasaaaby the study of colors and then starts
putting together what he calls a “color theory”.is'toughly amounts to the idea that “one could

determine a person’s feelings, thoughts and evesopality by the color of their clothing” (p. 3).

® ltems such as “reduced self-esteem and confidetis®ithlessness”; “feeling of inferior self-worthdre included
in the DSM-IV and DSM-5 description of these disensd
" For a recent perspective on religious delusioms,Graham 2015.
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Reina quickly becomes convinced that such an ghditinterpret people’s minds through colors
is a special power eliciting in others the utmabshaation. As he vividly puts it:

“In some of my courses, in particular, my introdugtarchitecture drawing course, | was
excelling. In that class, | had even become somgtlof a teacher’s pet and my instructor,
notably a young woman, seemingly fawned over mykwMy peers noticed how my teacher
appreciated my work as well and began using sonmeyafieas, such as putting abstract pictures
behind the overall composition [..I]began believing that | had a great future as anhéect
[...] Teachers in my other classes were likewise ipgya great deal of attention to me. My
physics teacher seemingly singled me out when tteirled and often looked my way during
class. As the semester progressed, my teachers betgke an even greater interest in me, and |
thought | had found out whyhad discovered how to charm people into likinguagg my color
theory.If | waved around a red pen, the color of poweavplld gain some power over those who
saw me wave the pen. By using people’s naturalosgnsiases toward these colors, | could
control them, to the extent that | could give peoalfavorable view of myself. | believed that
these new powers were some type of nfa@p. 3-4. Italics mine).

This report is particularly revealing because ibws how Reina’s augmented sense of
confidence brings about a transformed experiencl@i®fenvironment. On the one hand, his
conviction of having special powers makes him jmtetr otherwise commonplace gestures — e.g.
the teacher’s colorful slides; the classmates’siite) gaze — as directed towards him and as
arising from people’s fascination with his abilgtieOn the other hand, these cues feed into the
internal perception that he is indeed special &g tontribute to strengthening the delusion of
grandiosity until it gets out of control. Reina delses this moment as one in which his magical
powers “began to run away with themselves” (p.Tje world suddenly becomes threatening

because every glance, every word, every movemeguerieived as directed towards him: people
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are now not only fascinated, but want to hurt hiot of envy. This is when delusions of
reference and paranoid delusions arise out of graitgt “| had also begun to notice that | was
being followed. My guess was that the universitgt hasigned bodyguards to protect lneeause

| was such a valuable student with unique magicalqrs|...] Everyone | passed on the street
would give a personal comment about me or insult (pp. 4-5. Italics mine). Notably, after
some time also inanimate objects acquire the sateational and threatening character: “Every
bump on the wall of my apartment and every crjhmdistance were directed toward me” (p. 5).
Reina’s delusion of grandiosity further developem@hospitalization, as he interprets the various
medical tests as ways to assess his supernatwalgd'’Apparently | still had to prove to them
that | was the next Jesus Christ” (p. 6).

HypoconfidencePatients suffering from major depression oftepegience a pervasive
sensation of self-doubt and worthlessness thabprafly affects their everyday functioning. This
particular kind of self-doubt — unlike the interatiye attitude reported by schizophrenic patients
— is often accompanied by the sensation of beitgylutincapable of meeting the demands of
reality. Notably, depressed patients seem unabikiné that their condition may change for the
better, and thus find it particularly difficult tauster resources to cope with more or less difficul
situations. This attitude then creates a viciousleiwhere fewer enterprises are deemed worth
undertaking, fewer challenges are embraced, andrfeptions are regarded as available. This
way, depressed patients often fall prey to sefitinlg prophecies (see Merton 1948).

In his memoir Darkness Visible(1991), William Styron effectively illustrates this
overwhelming lack of confidence through a serieseai-life examples. During a short trip to
Paris he is about to be awarded a generous prizaube of his successful career as a novelist.
The award is undoubtedly prestigious, and only Ameerican author in history has received it

before him. Yet, Styron cannot help but feelingggtxingly inadequate: first he turns down the
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invitation to the luncheon in his honor, and thensbmehow manages to lose the $25,000 check
connected with the prize. He recalls the lattenéas follows:

“Did | ‘intend’ to lose the money? Recently | haden deeply bothered thaiwas not
deserving of the prize believe in the reality of the accidents we sulsmously perpetrate on
ourselves, and so how easy it was for this losgetoot loss bua form of repudiation, offshoot of
that self-loathingdepression’s premiere badge) by which | was peesdidghatl was not worthy
of the prize, that | was in fact not worthy of afythe recognitiorthat had come my way in the
past few years.” (p. 19. Italics mine).

This passage shows how an external event (i.elodgof the check) gets immediately
interpreted by Styron as reflecting an internaldeguacy with respect to what the lost object
signifies — i.e. “I must have lost the chelokcausel did not deserve to receive it in the first
place.” Notably, this loss quickly becomes a powesiymbol of personal and all-encompassing
failure. As Styron puts it: “The check was goned ars loss dovetailed well with the other
failures of the dinner: my failure to have an afipdbr the granglateau de fruits de meglaced
before me, failure of even forced laughter andast, virtually total failure of speech” (pp. 19-
20). Plath (1963) describes a remarkably similatuate: when confronted with a commonplace
negative thought — e.g. “I cannot speak German”’welhe starts spiraling out of control and
adding up all the things she cannot do: “| begath wooking [...] | didn’t know shorthand either.
This meant | couldn’t get a good job after colldgd My list grew longer. | was a terrible
dancer. | couldn’t carry a tune. | had no sensdajénce, and when we had to walk down a
narrow board with our hands out and a book on @adh in gym class | always fell over. |
couldn’t ride a horse or ski, the two things | wethtto do most, because they cost too much
money. | couldn’t speak German or read Hebrew aev@hinese” (p. 40).

Another crippling aspect of self-doubt that emergfem these first-person accounts is the
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perception offinality. In other words, depressed individuals attribudethemselves various
incapacities or failures without seeing them asetbing that can be amended, or even slightly
improved. Rather, these failures take on a non-fiaddie and permanent character that prevent
people from attempting to change their attitudelight of new events or situations. Styron
stresses this point repeatedly: “In depressionftith in deliverance, in ultimate restoration, is
absent. The pain is unrelenting, and what makesdahédition intolerable is the foreknowledge
that no remedy will come — not in a day, an hounaath, or a minute. If there is mild relief, one
knows that it is only temporary: more pain will ltab. It is hopelessness even more than pain
that crushes the soul” (1991, p. 62). In this sedspressive self-doubt produces a somewhat
paradoxical effect. A host of uncertainties aboudlirary little things contributes to the
development of one absolute certainty: namely, thatindividual is hopeless and completely
unable to cope. As Styron would put it: pain widintinue, no matter the circumstances. This
situation may also be seen as one in which hypabemée fosters hyposalience. Since nothing
can be undertaken successfully, no enterprise appearth undertaking; since improvement is
utterly hopeless, no challenge can be overcomeganothing can be processed with ease, no
stimulus is regarded as interesting or worth expépr

In Chapter Four | discuss a number of intermediases connected with the dimension of
confidence. Perfect balance cases would be chawmeteby an appropriate combination of
confidence and uncertainty, giving rise to a certdégree ofelf-esteenand self-assessment
Being balanced with respect to confidence meansghale to assess one’s resources in the face
of the challenges posed by the environment: formge, understanding whether one has studied
enough for an upcoming test. Yet, confidence is alsnnected with the ability to see difficult
events as challenges to overcome rather than aeitmito endure or threats to avoid: such a

capacity has been called resilience or hardineseipsychological literature (see Kobasa 1979).
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Local imbalances — on the low end — would be dibnatwhere a high degree of insecurity and
self-doubt are present and where self-esteem appeanpromised. A good example is the so-
called “impostor syndrome” affecting several wonmewarious professions and characterized by
pervasive feelings of inadequacy with respect te’'ostatus or performance (see Young 2011).
On the high end, by contrast, we encounter casge@ble systematically overestimating their
abilities even in the face of contrary evidenceés thas come to be known in psychology as the
“overconfidence effect” (see Gigerenzer 1991; Sudine 2007). Finally, one extreme non-

pathological case would be exemplified by situaiowhere people deliberately entertain

optimistic beliefs about their abilities or degreé preparation in order to enhance their
performance. For example, an athlete may choosepe with the pressure leading up to a race
by telling herself: “You are the best, you will wihis!” even if she knows that realistically she

does not stand a chance against her opponent.

8§3. Disorders of Familiarity

Disorders of familiarity comprise various caseswhich one’s sense of comfort or
security with respect to oneself and the world appeseriously compromised. Like the other
cases discussed above, disruptions of familiargly wccur in two opposite directions. At the one
end of the spectrum, objects, events or persortshizald be familiar for the individual cease to
be seen as such and end up generating a greaifde®diety or fearkfypofamiliarity). This is for
example what happens in delusions such as Capglesge patients become convinced that a
family member has been replaced by an identicabstgy who differs from the significant other
in some minor detail — e.g. the way in which he tiés shoes (Frazer & Roberts 1994, p. 557).
Notably, cases of hypofamiliarity are not alwaykestdirected but may involve the very nature

of a person’s subjective experience: this meansrtbiaonly external objects or events, but also
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one’s own thought processes or body parts may sgahge and unfamiliar. For example,
schizophrenic patients often report experience$ siscdepersonalization, where thoughts and
feelings lack a sense of “mineness” (see Zahavi4R0Dther self-directed cases of
hypofamiliarity are those in which one’s body paate perceived as extraneous and at times
threatening — e.g. apotemnofilia (desire of hawang’s own limb amputated). At the other end of
the spectrum, some individuals tend to regard t¢bjezvents or people that are unfamiliar as
commonplace and well-knowrhyperfamiliarity). This is the case for patients affected by the
Fregoli delusion, who insist that all the stranglesy encounter are actually one familiar person.
A nice fictional example is Philip Roth’s charactdiexander Portnoy, who believed for years
that all his teachers were his mother in disguiés: soon as the last bell had sounded, | would
rush off for home, wondering as | ran if | couldspibly make it to our apartment before she had
succeeded in transforming herself. Invariably shs already in the kitchen by the time I arrived,
and setting out my milk and cookies. Instead ofsoay me to give up my delusions, however,
the feat merely intensified my respect for her pewe(Roth 1969, p. 3). Interestingly,
hyperfamiliarity may also be self-directed, as a@ppens in cases of confabulation or post-hoc
rationalization where people “pretend” to have asce their own motives more than they
actually do (see Hirstein 2009). Following the caalove, | postulate a further ability that can be

disrupted: | dub iappraisal of familiarity

83.1. Case Studies: Fregoli and Capgras

Hyperfamiliarity. Fregoli delusion is a rare syndrome that usuadigurs in the setting of
schizophrenia and is often discussed in conjunctigih other Delusional Misidentification

Syndromes (DMS): perhaps due to the rarity of thoeselitions, autobiographies and first-person
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accounts are hard to retrievdn a recent paper on the topic, Langdon & Colth¢a014)
characterize Fregoli delusion as “the mistakenebdlat a known person is present in the
environment in a different guise to his or her tgbiappearance” (p. 615). This indicates that
most people affected by this syndrome acknowletigethe stranger(s) and the familiar person
look physicallydifferent, while they insist in maintaining thdety arepsychologicallyidentical.

As opposed to generic persecutory delusions, gatsuffering from Fregoli also report being
haunted, followed or persecuted by people thataffectively related to them (e.g. mother) or
significant for different reasons (e.g. famous perthat they admire).

Despite the aforementioned lack of first-persornoaats, psychiatric reports on the topic
are centered on a bundle of clinical cases exhipisome significant similarities. First, the
known person being misidentified is often closedjated to events or preferences that are
affectively significant for the patient. For exampin the first reported case of Fregoli delusion a
woman obsessed with theater starts to believehttratwo favorite actresses are taking the form
of other people she encounters in everyday lifeg- lkystanders, doctors, or employers (see
Courban & Fail 1927). More recent studies descwoenen whose husbands had died more or
less recently, and who identify fellow male patgeot even female doctors with the deceased
spouse (see Moriyamet al. 2007; Turkiewiczet al. 2009). Another interesting case involves a
woman who developed Fregoli delusion after herciéainad refused to marry her: after this event,
she “misidentified strangers with an ex-friend whdahe past had asked her to marry her but she
denied his proposal” (Papageorgieti al. 2002, p. 806). In all these cases hyperfamiliarity
appears to be triggered by the memory of traunesténts — i.e. death of a loved one — as well as

by current obsessions or disappointments — i.atéhend break-up. Second, in many of these

8 1t may also be that most people affected by DMSndb reach the level of insight required to write a
autobiography or a first-person account. This p@rspeculative, but it suggests something imponaih respect to
the degree of severity connected with the disordissussed in this section —i.e. Fregoli, Capgras Cotard.
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cases neurological evidence points towards ovévadn of specific brain areas, namely the

ones responsible for person recognition or affectiesponse to faces (Langdon & Coltheart
2014, p. 619). These neurological data are stdrsgp and open to multiple interpretations, but
they sit comfortably with the model defended héneleed, they suggest that disorders such as
Fregoli can be seen as instances of hyper-activati@ffective responses to unfamiliar faces or

people.

In other — less explored — cases, hyperfamiliagtglirected towards places rather than
people: for example, some patients argue that ¢lspital in which they are living is in fact their
childhood home, or that a city they had never eibefore is a copy of their hometown. These
cases are interestingly similar to their non-paibmal equivalents, such as commonplace
experiences adéja vuanddéja vécusee O’Connor & Moulin 2010 for a review). Howeyvigke
Fregoli, they involve specific places that are dfeely relevant to the individual and connected
with her life history — e.g. childhood home. In4hsense, we can see familiarity as being
modulated by salience: a particular person or pdacgiires exaggerated importance for a number
of reasons, and this gives rise to an altered exper of one’s environment. More specifically,
the relationship with one’s surroundings becomisréd by a series of cues connected with the
familiar person: small details such as a particolaifit, a way of talking or a certain furniture
arrangement can be taken as (misleading) signalseqgderson’s presence.

Hypofamiliarity. As opposed to the cases discussed above, sohmdqgatal experiences
involve the lack of emotional reaction in the famepeople that the patient would normally
regard as familiar and affectively relevant. In socases, family members or friends are thought
to have been replaced by strangers, impostorsenr sophisticated robots (Capgras delusion). In
other cases, parts of one’s body are regarded ad de utterly alien (Cotard delusion) and

subjective experiences are characterized by a peeraense of detachment (depersonalization).
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All these conditions share a common core: on treel@nd the patient recognizes that siheuld
experience a particular person or object as famihat on the other hand sheuisableto retrieve
the appropriate phenomenology. In order to capthbre inconsistency some have described
hypofamiliarity as a loss of emotional connectianthe significance of things (see Ratcliffe
2010) or as a consequence of extreme affectivelietant (see Frijda 1986).

Some detailed examples of Capgras and Cotard dakisan be found in clinical reports.
For example, Christodoulou (1977) discusses twesad Capgras in patients affected by
depression and paranoid schizophrenia. The firsemqgais a 60-year-old woman who became
severely depressed after one of her daughters gotietd and moved to a different city. In
connection with this event, she developed the dmuthat her daughter had been killed and
replaced by an impostor. During a meeting arrarigethe family to convince the patient that her
daughter was alive and well, she reacted this wW&pe looked at her daughter carefully,
inspected her facial characteristics, asked hdurno around and take off her shoes and walk.
After a few minutes’ hesitation she decided thhts'tperson’ was only the double of her real
daughter” (p. 557). The second patient is a 43-g&hwwvoman who had been unhappily married
for years, and at one point developed the deluhamh her husband was dead and that “an
identical-looking man had taken his place.” Theigudts behavior was remarkably consistent
with the delusion, as “she put on black dressingnourning of her ‘late’ husband, refused to
sleep with his ‘double’ and angrily ordered him ofithe house, shouting ‘go to your own wife™
(p. 558). More recent cases of Capgras are deschlgeFrazer & Roberts (1994). In these
reports, one patient maintains that her husbaref'sgmality had completely changed and that he
had been replaced by a “demonic double”, while la@otis convinced that the same had

happened to her son while she was hospitalizes5(p).
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Notably, these patients usually claim to be ablaetbthe difference between the real
person and the duplicate by appealing to some naetail to which they have privileged access.
For example, one patient thought that the imposboitd be distinguished from her real husband
because he tied his shoe laces slightly differentllyile another patient appealed to physical
differences (e.g. different-colored eyes) as wslbahavioral ones (e.g. her real son would not
kiss her). Something similar happens with case€atfrd, where people experience their body
(or mind) as deeply unfamiliar and then attempexplain these phenomena by focusing on
details of somatic (or psychological) functionirfgpr example, some patients deny having a
stomach on the grounds that they “never feel hunghyle others deny having a brain by saying
that they “do not think” (see Billon 2015 for othgimilar cases). Although | do not explore
Cotard cases in detail here, | believe they coutd dasily included among examples of
hypofamiliarity and would thus function similarlp the Capgras cases discussed afioMee
core difference would be that while in Cotard hypoiliarity appears self-directed and involves
one’s own body or mind, in Capgras it is other-cliee and involves family members or other
significant people. Notably, as opposed to whatpeap in Fregoli, in these cases familiarity
appears to modulate salience. Indeed, the overvihglhack of familiarity experienced by
patients may prompt them to regard particular teetzfi the person as extremely significant. In
other words,since the familiar person is perceived as strange, petienay rationalize and
confabulate possible reasons to account for theepesd difference between the original and the
impostor.

In Chapter Four | discuss a number of intermediates connected with the dimension of
familiarity. The perfect balance case would be ab@rized bycongruencgRogers 1959) and

appropriateself-knowledgeas well as knowledge of others. In this sensebtdanced person

° For a different account explaining Cotard syndromeerms of familiarity, see Gerrans 2000.
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would be able to foster situations and encountdrergs he feels safe, comfortable and at-ease.
Yet, he would be also able to explore the reasonpdssible mismatches in these areas. For
example, when feeling that a friend is growing ahstone may infer that she might simply be
busy or rather upset for something that has hagpenthe recent past. Local imbalances on the
low end would then be represented by feelings thegement, detachment or dissonance. In
these cases, the subject may exhibit an insuffictkagree of self-knowledge — as in self-
deception — or completely misjudge another persoméacter (see Wilson 2002; Fine 2006). On
the high end we would find phenomena where fanijias inappropriately attributed to a place
or situation (e.g. déja-vu experiences), as wedbsavhere an excess of familiarity gives rise to
confabulation or false memories (see Hirstein 20@Xtreme non-pathological cases would
finally be ones where a high degree of detachmeastwvangement is achieved in order to endure
an unbearable situation — e.g. war, violence oe.r&mother example — on the high end — would
be the enhanced feeling of familiarity towards rsgg&xs experienced after the death of a loved

one, often giving rise to hallucinatory phenomesee(Rees 1971).

84. Disorders of Agency

Disorders of agency could be described as casesevg@dple encounter difficulties in
assessing their own degree of responsibility weipect to a relevant action or event. On the one
hand, a person may be unsure of whether she @dtat action that others attribute to her, or she
might deny having done so despite evidence of tharary. | call this kind of disturbance
hypoagencyThese cases encompass phenomena such as awditoay hallucinations (AVH),
thought insertion or alien hand syndrome, whereplgexperience their thoughts or bodies as
something acting beyond their control. On the otierd, a person may feel that events that are

completely unrelated to her actions (or even thtg)glall under her own responsibility and thus
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experience unbearable guilt as a result. This happé times with schizophrenic patients, who
tend to blame themselves for natural disastersrist attacks or murders committed by others.
For example, Elyn Saks talks about being filledhwénxiety when reading the newspaper
because she would blame herself for every violemecreported in the area (2007, p. 260). In
these cases subjects attribute to themselves &egréegree of agency and control than they
actually possess, thereby exhibitimgperagencyLike the other cases discussed above, some of
these phenomena present themselves as self-dirGadenh thought insertion) whereas others
concern external people or events (as in pathabgyuilt). In both cases, an underlying

appraisal of agencgppears compromised.

84.1. Case Studies: Pathological Guilt and AVH

HyperagencyPathological guilt is a symptom commonly expeceshby people suffering
from depression, but may also be present — albeitdifferent form — in schizophrenic patients.
Generally speaking, people experiencing patholdgjadt have the tendency to feel responsible
for things that they have not done or to feel dgeldturbed by actions and thoughts that are
regarded as innocuous by others. These disordens bea characterized as instances of
hyperagency because patients fail to properly asdes scope of their (moral) responsibility.
This may happen in two ways: either by attributiaghemselves actions for which they are in
fact not responsible for (e.g. a murder that soraeefse committed), or by assigning a
particularly negative valence to self-generatedugiimts and events (e.g. feeling guilty about
finding another person annoying). Some patients kighlight a specific bodily phenomenology
associated with guilt: “It comes from below, frohetbelly, like a terrible oppression mounting

up to the chest; then a pressure arises like aectiat | have committed; | feel it like a wound
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here on my chest, that is my tortured consciencgthen it sucks forth my memories, and | have
to think again of all that | have missed or doneng” (reported by Fuchs 2003, p. 237).

One interesting example of pathological guilt confresn one of Freud’s earliest case
histories, Emmy von N. (see Freud & Breuer 1893, 4#105). Frau Emmy is a 40-year-old
woman who suffers from recurring hallucinations dwm a number of tic-like movements, in
particular an idiosyncratic “clacking sound” thabwld come up whenever she is anxious or
frightened (p. 54). While analyzing her case aagtength, Freud notices that the patient tends to
be overly hard on herself and to feel directly ceggible “for the least signs of neglect”: “If the
towels for the massage are not in their usual pdagethe newspaper for me to read when she is
asleep is not instantly ready to hand” (p. 65). @ag, Freud arrives to the patient’'s house to
continue the therapy and finds her in a state e&wgdistress, repeating: “Am | not a worthless
person? Is it not a sign of worthlessness whatdl yBsterday?” Freud cannot recall what
happened the day before to justify such a “damniaglict” (p. 70). Despite Freud's repeated
admonitions not to feel guilty over small thingsniy keeps behaving like “an ascetic medieval
monk, who sees the finger of God or the temptadibthe Devil in every trivial event of his life
and who is incapable of picturing the world evenddorief moment or in its smallest corner as
being without reference to himself” (p. 66). Notgbdfter a two-year long therapeutic process,
Emmy is able to recover from the majority of sympso— i.e. hallucinations, tics — but her
inclination to torment herself over “indifferentilgs” never vanishes completely. For this
reason, Freud is inclined to regard such a tendescy fundamental aspect of her character (p.
84)

This pervasive presence of guilt feelings in sorsgchiatric disorders has been explored

by several authors in the past couple of decadas.instance, Frijda connects guilt with the

19 For a fuller account of self-loathing as a corenponent of melancholia (depression) in Freud's gmusee
Radden 2009.
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notion of control: “[Guilt feelings] may provide axplanation for one’s misery, an explanation
that provides an aspect obntrollability, some shred of it, in the morass of helplessniess;
permits acts of contrition and efforts at payingaece” (1986, p. 431). In this sense, disorders of
hyperagency may arise as an attempt to controltlamsl to justify or explain — at least to an
extent — feelings of worthlessness and helplessriaisliffe (2010) instead characterizes the
kind of guilt found in depression in termsagpth As opposed to a circumscribed feeling of guilt
about a specific action or event, depressed subjemid to experience guilt as an *“all-
encompassing way of being” (p. 9). Two aspectdmdjatsh deep forms of guilt from shallow
ones: irrevocability (no sense of contingency issprved) and inescapability (no reparation is
possible). On this view, depressed patients fedtygboth because they believe that there is
something essentially wrong with therand because they feel irrevocably responsible for
everything that happens. Ratcliffe (2015) collectsumber of patients’ reports in support of this
idea: “The reason my life is so awful at these insbecause | am a terrible, wicked, failure of a
persori; “Everything that goes wrong in my life directly my fault | caused it by not doing
things | should have done, or doing things | shotldave done” (p. 135. Italics mine). With
respect to the dimensions discussed in this chapy@eragency appears to interact both with
confidence and salience. On the one hand, a din@disense of confidence may play a role in
over-attributing guilt to oneself in the face ofgaéive events (e.g. “It happened to me because |
am bad person”). On the other hand, feeling ovegponsible may contribute to assigning
exaggerated importance to otherwise trivial evéaig. “He must be mad at me for that remark |
made yesterday”). Yet, in some cases hyperagengyatsa correlate with hyperconfidence: for
example, in Reina’s case a strong sense of cord@lgives rise to augmented agency — e.g. the

idea of being able to read other people’s thoufdes above, pp. 7-8).
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Hypoagency Disorders of hypoagency can be characterizeditaatisns in which a
person “loses grip” over her own thoughts or adjaimereby experiencing them as alien and
beyond her control. One extreme example is the roecce of auditory verbal hallucinations
(AVH), often associated with schizophrenia but ateonmon in a variety of other disorders —
e.g. psychotic depression, manic-depressive disoRBople experiencing AVH often describe
the voices as exhibiting a markedly “alien” chaeacdnd as differing sharply from first-person
inner speech (although there are exceptions, segdem 2013). Generally speaking, some voices
utter descriptive statements — e.g. “She is opethiegdoor” — while others issue commands or
evaluations that are often negative and threatebatly in tone and content — e.g. “You should
get that knife and cut yourself’; “You are a faéur In recent years, AVH have received great
attention in the philosophy of psychiatry and h&eegured in a number of debates about agency
(see Proust 2006), inner speech (see Langland-~&§68) and ownership (see Maiese 2015).
Within this debate, most authors distinguish betwaesense ohgencyor authorship (i.e. X is
caused by me, | am the author of X) and a sensevoérshipor mineness (i.e. X is mine, X is
part of my experience). In cases of AVH authorsinol ownership importantly come apart, as
patients experience voices as alien — thereby dgrguthorship — but still as occurring within
their bodily or mental boundaries in some significeense — thereby preserving ownership.

In her vivid first-person report about the expecienf “voice-hearing”, Eleanor Longden
(2013) recalls the first appearance of this phemmmeduring her early college years. She
describes her younger self as struggling with seaexiety and worries about the future, but also
as exhibiting a strong tendency towards suppresbargfeelings. The first voice makes its
appearance one evening while Eleanor is going reftee a class: she characterizes it as neutral,

similar to her own voice but narrating all her ans in third person, like a running commentary —

| cannot explore the debate about agency and shipein detail here, but see Proust (2013 — Chal®grfor a
recent overview of the main positions.
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e.g. “She is leaving the room”; “she is opening doer”. In the following weeks voices grow in
number and intensity, becoming more persistent amghacing: in particularthey start
threatening Eleanor and make her comply with aeseof bizarre tasks with the promise of
“getting her old life back”. These tasks are exgpeeed by Eleanor as some sort of “Labors of
Hercules” over which she has absolutely no conbial,that she nonetheless feels forced to carry
to completion. She describes them as initiallygsiihall (e.g. pull out a few strands of hair) but
then as progressively more extreme (e.g. harm gtyrsr violating social norms (e.g. pour a
glass of water on the head of the instructor durandecture). Notably, she experiences
overwhelming feelings of powerlessness becauséaske the resources to exercise any form of
control over the voices. Her agency appears so pumiped that at one point she attempts
suicide by trying to drill a hole in her head irder to get the voices out.

The second part of Longden’s account is devotdeetgrocess of recovery, which begins
once she gets in touch with the UK-basetervoicemovement, founded in 1988 by psychiatrists
Marius Romme and Sandra Escher. The tenet of hkigpeutic movement consists in claiming
that voices should be treated as experiences r#tharsymptoms, and that the content of the
voices often provides important insights on thespeis life story and personality. The primary
goal of this approach is not to get rid of the esiper se but to accept them while learning a
series of coping strategies focused on “taking pdveek” from them. The turning point towards
recovery therefore consists in realizing that veiogy be appropriate responses to traumatic life
experiences — e.g. childhood abuse — but also wagst in touch with one’s repressed emotions.
For Eleanor this was clearly the case: during fershe realizes that many of the voices —
especially the more aggressive ones — were migohar hidden emotions: “Whenever |
repressed anger (and that happened very ofterydice sounded frustrated.” Another patient

describes this phenomenon in greater detail:
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“When | went out, the voices sometimes said to f@ke is going out again’ and that felt
like criticism. It was none of their business bessalihad no work so | could go out. But then |
realized that | had the same thought myself. Thexee more examples: When the voices said:
‘See how awful she looks’, it happened on days wheit myself pretty awful. But they always
made such exaggerated statements. By exploring #tiésted to realize that in a certain way the
voices expressed my own thoughts. It is ratheng&abut they are your own thoughts about an
emotion” (reported by Romme & Morris 2013, p. 26342

The treatment proposed by Romme and Escher appeaaisularly interesting for our
purposes because it focuses on various copingegiesatto regain control over the voices (see
Romme & Escher 1993). Indeed, it could be seen amyato enhance agency in people that
experience a significant diminution in their povedrcontrolling their mental events. In a more
recent paper, Romme & Morris (2013) describe repoas a process of progressively gaining
control over the voices by creating a dialogue witlem, while at the same time setting
boundaries and avoiding being overwhelmed. Oneheffatients talks about the process this
way: “I was already able to talk back to my voisgish my thoughts, but | learnt to make a
specific time of day, the evening, when | woulduscand simply tell the voices ‘later’ if they
came at another time” (p. 263). With respect to ditaensions discussed here, Romme and
Escher’'s approach appears to counter hypoagencstreggthening familiarity. The more the
patient learns to incorporate the voices in hereerpce and to treat them as legitimate (or at
least revealing) aspects of her personality, theeragency over them is restored.

In Chapter Four | discuss a number of intermediates connected with the dimension of
agency. The perfect balance case would be chawedeby an appropriate assessment of
personal responsibility, and connected with abgitsuch aself-attributionand self-ascription

These capacities allow a person to correctly deterriine scope of her thoughts and actions, and
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also to reliably distinguish between self-generaded other-generated input. For example, a
balanced person would be able to tell the diffeedpmetween being upset because of something he
did or because of something his significant othdr ®n the low end of the spectrum we then
find common phenomena such as distraction, dreamidaydreaming, where the sense of
agency over one’s thoughts and feelings appearsidenably diminished. Indeed, when we are
distracted (or dreaming) we are not sure aboubtigen of our thoughts and we do not feel able
to exercise a sufficient control over them. Logabalances on the high end would be instances
where people tend to over-attribute responsibttitthemselves or to feel guilty for something
they have not done: false confessions are a phatigistriking example (see Gudjonsson 2003).
Finally, extreme — albeit non-pathological — caseslving a loss of agency would be meditation

practices and mystical experiences (Thompson 2@%A)ell as hypnosis (Dienes 2012).

85. Connections among the Disorders

While discussing the case studies, it has beconparapt that some disorders are
connected with one another and that they interaatmumber of ways. In some cases the lack of
confidence appears to foster a lack of salienge (2pression) whereas in other situations a loss
of agency can contribute to a loss of familiarigyg; AVH). Moreover, familiarity and salience
influence each other: when a person becomes parligusalient, some details of the
environment may show up as unduly familiar (FrégoGonversely, when a known person
appears disturbingly unfamiliar we may look for gfie aspects of the situation to account for
the mismatch (Capgras). Finally, agency importaimtigracts both with confidence and salience:
a low sense of confidence may result in one oueibating responsibility to oneself and in

assigning exaggerated importance to trivial evéats pathological guilt).
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Setting specific examples aside, | now draw atbentd some general connections among
the kinds of disorders discussed above. Disordefaroiliarity appear related to disorders of
competence and confidence: while an enhanced sehsmmpetence makes things more
graspable and less unfamiliar, an increased oriredafamiliarity positively affects one’s
confidence. Frijda makes a similar point in hisdgtton emotions: “Fear of the unfamiliar
decreases or disappears through general increasguetence or self-confidence” (1986, p. 273).
Disorders of agency and familiarity are also clpsetlated: in particular, it looks like a
diminished sense of agency would fuel a lack ofilianty. Indeed, the patient affected by the
alien hand syndrome surely exhibits a disturband@s sense of agency (i.e. he cannot exercise
control on what his hand does) but familiarity nieeycompromised as well (i.e. his hand appears
utterly alien). Another connection that can be drasvthe one between disorders of agency and
competence: barring cases of hyperagency, it lbk&san enhanced sense of control over one’s
actions and thoughts would contribute to strengtitgeione’s sense of competence in a given
area. This seems to be the case for people whewwhiastery over a discipline or acquire a set
of practical skills — e.g. the more | can conttod ttar's movements and make decisions about
what to do in a wide range of circumstances, theenhdeel competent and confident about my
driving abilities. This preliminary discussion hsnat the fact that disorders of competence,
familiarity and agency may be significantly inteno@cted, and that positive correlations may be
found among them. For example: when familiarity réases, competence and agency are
enhanced; when agency increases, competence tefad®tv the same path.

Disorders of salience seem rather to indicate aenmuervasive disruption of the
relationship between individual and environmentthis sense, they can be regarded as “running
through” all the other cases. To be more spedifssessing one’s level of competence, regarding

an object as more or less familiar, or seeing diom@s beyond one’s control already imply a
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minimal connection between goals or intentions loa dtne hand and possibilities for action
offered by the environment on the other. For exanpl order to assess one’s competence a
person has to see something as a task worth ukuhgytar (on the contrary) as a waste of time,
or as an enterprise exceeding her abilities. Aligh considered, a disorder of salience should be
regarded as more basic with respect to the othecsisbed above. Indeed, whereas competence,
familiarity and agency concern more or less circtnibed areas of experience, salience
characterizes the more generalized sense of rglatirthe environment in meaningfulway.
Salience would therefore be what allows a persomegard a particular event as worthy of
attention (relevance), as requiring a more or iegsediate response (urgency) or as particularly
attractive as opposed to aversive (valence) —Isedrajda 1986, pp. 205-208.

Frijda (1986) describes a similar phenomenon whertatks about events and objects
impinging or touching on the individualncerns(p. 277). On his view, stimuli coming from
the environment are “appraised” or “coded” in at@ierway based on a variety of factors: the
overall current situation, past experiences, tHgesi's abilities of coping, and so on (see also
Lazarus 1991). This is why — for example — smafitgees of forgetfulness such as showing up
late at a meeting or putting too much sugar in @partner coffee leave some people indifferent
and others infuriated. The same actions may beagggal as minor infractions or as revealing
signs of neglect. As Frijda puts it: “A given evaestmore serious to one person than to another
because it relates to more of his concerns or teerfuazal concerns; it has more farther reaching
meaning” (p. 291). In other words, concerns playngportant role in shaping peoplessnsitivity
which in turn is reflected in different appraisalssimilar situations. As a result: “Some people
have a stronger tendency to perceive events aatéimiag, or as infringements, or as damaging
generally than have other people or than they tbbmes have at other moments” (Frijda 1986, p.

300). This idea of sensitivity (or vulnerabilitytomes thus particularly important in explaining
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pathology, because we can think about pathologiocaktellations as combinations of “weak
points” along several dimensions — e.g. low senkdamiliarity, leading to low sense of
confidence and consequently to heightened saliehspecific details that corroborate the initial
sense of unfamiliarity (Capgras).

| explore the affective nature of the dimensiongartboroughly in the next chapter. As |
mention above, dimensions are ways of modulatirgjsorelationship with the environment that
comprise a variety of affectively-laden aspectg. enotivations, concerns, commitments, goals
and preferences. In the discussion of disorderd +0884 — affective notions have played a
particularly important role. For example, disordefssalience qualify as situations where a
person’s concerns are dramatically reduced in gitgerand in number (e.g. anhedonia) or as
cases where too many things appear puzzling aretesting (e.g. interrogative attitude).
Disorders of confidence are also importantly relate affect because they indicate a disruption
in the person’s ability to assess her degree adaafy or fluency. Finding a task easy to process
and being able to carry it out give rise to affeetphenomena with a positive valence — e.g.
arousal, excitement — whereas encountering a cigagl¢hat we perceive as beyond our grasp
make us distressed and frustrated (see Russell).1898Qhis sense, disorders of confidence
include both feelings of omnipotence disconnectedhfone’s real abilities (e.g. grandiosity) as
well as systematic underestimation of one’s pottmtespite clear evidence of the contrary (e.g.
self-doubt). Disorders of familiarity appear conteecwith affect in two main ways: first, both in
Fregoli and in Capgras the misidentifications imeopeople who are affectively significant for
the individual — e.g. husband, daughter. Secondpime cases particular affective experiences in
the patient’s everyday life seem to ground the deisiification. For example, the patient whose
daughter has moved away thinks teaehas been replaced by an impostor, while the patient

obsessed with theater feels persectigther favorite actresseginally, disorders of agency are
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related to affect more indirectly: notably, thelifieg of control that a subject has over a situation
heavily depends on the physiological and psycholdgiesources available. On the one hand,
when one feels overwhelmed or lacking energy, teess of agency appears importantly
diminished (e.g. AVH). On the other hand, patiaftected by pathological guilt appear to invest
a disproportionate amount of energy in thinking wtbemall things that they might have done
wrong — e.g. Emmy von N. In the next chapter | explthe nature of these appraisals in more
detail, and | argue that their aggregation gives to moods.

One final remark: some of the disruptions discuseeitiis chapter — such as Capgras or
pathological guilt — do not dovetail neatly withetleurrent classifications of mental disorders,
such as the ones put forward in the DSM-5 or inl@@-10. Indeed, they may be experienced by
patients diagnosed with very different disordershsas depression, schizophrenia or manic-
depressive disorder. Yet, this does not represgmiblem for the account. In fact, the local
disruptions discussed in the case studies desspbeific experiences (or symptoms) whereas
full-blown mental disorders are characterized asstalations (i.e. set of points along different
dimensions). The same local disruption (e.g. hygensce) may thus feature in different
constellations (e.g. schizophrenia and obsessingatsive disorder). Similarly, in the
diagnostic manuals the same symptoms are listedeb®ging to different disorders — e.g.

delusions in schizophrenia and psychotic depression

Conclusion

In this chapter | outlined a model of mental digssdwhere healthy and pathological
cases are represented as collections of pointg &aom dimensions of functioning — i.e. salience,
confidence, familiarity and agency. These dimersiogpresent different ways in which the

relationship between individual and environment ni@y modulated (i.e. appraisals). On this
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view, mental disorders are thus seen as disruptbreppraisal relationships and as ways in
which one’s experience of the world can be altered.

The introduction of this model has some importanplications for the defense of the
Continuity Thesis (CT) in philosophy of psychiatrindeed, it contributes to making a
dimensional account of mental disorders both moeeipe and plausible. With respect to the
checklist approach endorsed by the DSM and otlessiflcatory manuals, the model outlined
here has two main advantages. First, it relatewdigss to abilities that we all have (e.g. apptaisa
of salience) and that come to be disrupted undgicpkar circumstances. Second, it connects
more closely with the individual’'s psychological keap and life experience because appraisals
are rarely correct or incorretdut court but always working in relation to one’s goalsnpcerns,
preferences, etc. In this sense, a person who alascinations of his dead spouse (a case |
discuss in Chapter Four) may not count as disoddbecxause the symptom can be seen as
adaptive and conducive to her well-being. The aislgf intermediate cases becomes therefore
crucial to better understand the transition frortnetability (or local imbalance) to pathology. In
Chapter Four | focus on the notionatfrisk individualand on a number of intermediate cases to
offer another argument against the categorical vi€aken together, these two chapters thus
strengthen CT by making the dimensional view mdaaigible and the categorical view harder to

defend.
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The Nature of the Dimensions and Their Relation t@\ffect

“We experience our emotions first and foremost s world that we inhabit, rather than as
internal constituents of our psychology. And therldias not experienced as something set apart
from our projects, from our sense of who we are aiwt we strive for. The world, as
experienced, embodies what we take to be signifiseimat we care about, what we identify with
and what drives us.” (Sartre 1939/1962, xv)

Abstract

In Chapter Two | identified four kinds of disorddlsat encompass many distinguishing
features of psychiatric conditions as currentlyssified. | then proposed to conceive of these
disorders as disruptions of four underlying dimensi of functioning:salience confidence
familiarity and agency Here | take a deeper look at the nature of thdiseensions and |
characterize them as affective ways in which we uate our relationship with the environment.
Despite their affective nature, these dimensionaameatly map onto affective processes as we
usually describe them. They cannot be identifiethv@motions or feelings; they are closely
related to moods, but there is no one-to-one cporedence between them: in other words, a
subject cannot be characterized as being in aef#élor “confident” mood. However, it is the
aggregation of these dimensions that gives rismdods as we normally encounter them. This
means that a certain combination of salience, denfie, familiarity, and agency is what makes
up affective states such as being elated, deprestedn this chapter | disentangle the complex
relation between dimensions and affect by clarfyithe connection between salience,
confidence, familiarity, and agency on the one hamd feelings, emotions, and moods on the
other hand.

The chapter is divided into four sections.8h| connect the dimensions with affect by
showing how their aggregation gives risentoods In doing so, | draw on existing models of

affect that embrace a dimensional approach (Ru$38D; Russell & Barrett 1999; Thayer 1996)
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and | present my proposal as a similar but finairgrd attempt to characterize moods8hi
explain why the aggregation of the dimensions gives to moods as opposed to feelings or
emotions. Specifically, | argue that — unlike fagb and emotions — moods have an important
unconscious component that better accounts fowthréd-directed character of the dimensions.
Roughly speaking: the dimensions (aggregating imdap have the main function of informing
us about “how the world appears to us” at a giveament. In83 | discuss some important
differences between my view and the one recenttyfggward by Ratcliffe (2008 & 2005). Like
Ratcliffe’s existential feelingsthe dimensions | describe here can be seen akdimund
orientations” or “ways of being in the world” (Ré&tfe 2008, p. 41). However, | resist the idea of
characterizing them as feelings and | rather tdéleantto be ways in which we structure self-
world relations (see Berninger 2016).8411 briefly apply the model to psychiatry and | segga

few ways in which moods can be seen as pathological

§1. Dimensions and Moods

There is a clear sense in which our current affecétate influences the way in which the
world in general, and things or events in particudgpear to us. Depending on how we feel and
how much energy we have, different aspects of awirenment show up as more or less
interesting, challenging, familiar and controllablkhis connection between our mood and the
way in which reality appears to us is integral to everyday experience: when we are irritable
we are more likely to be offended by a neutral rkne@ming from a colleague, when we are in
love we see everything through rose-colored glassés Despite its pervasiveness, the
relationship between affect and world-experience baen overlooked by philosophers until
recently. By focusing almost exclusively on emosiophilosophers (especially those working

within the analytic tradition) have neglected themplex and subtle ways in which moods
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influence our lives and thoughts (see Wong 2016af@imilar point). By contrast, in the past

thirty years psychologists and neuroscientists meposed various models to explain the origin
of moods. Some of these models dnmensionalin nature and they see moods as arising from
the intersection of two axes: a certain degreeaadfisal combined with a certain valence (Russell
1980; Russell & Barrett 1999); or a certain degreéenergy combined with a certain degree of
tension (Thayer 1996). In what follows | brieflwirew two of these models and | show how the
dimensions introduced in Chapter Two provide a lgimbut finer-grained characterization of

moods.

81.1 Dimensional Models of Affect

Arousal-valenceln a series of interrelated papers, Russell (12803), and Russell &
Barrett (1999) introduce and flesh out the notibrcare affect. Core affect can be characterized
as the encounter between two axes on a Cartesian:phlencerefers to a qualitative feeling of
pleasure or displeasure, whiggousal refers to a quantitative feeling of energy. Exasspbf
positive and negative valence are fairly obviouse anay feel accomplished after meeting a
deadline at work, or disappointed because thingsdi turn out quite as she expected. Examples
of low and high arousal may include feeling slubgis a Monday morning, or feeling psyched
before going to a concert with friends. Core afféets includes states of positive valence and
high arousal (excitement), negative valence antl hrgusal (anxiety), positive valence and low
arousal (calm) and negative valence and negatvesal (fatigue). On this view, core affect is
always present: in any given moment every perses &t exactly one point of the affective
circumplex (see Fig. 2 below). Despite being alwasesent, core affect has multiple causes that
are neither easily detectable nor directly cordata#: for example, one may feel fatigued after a

bad night’s sleep (low arousal + negative valenaegthipper thanks to a sunny day (high arousal
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+ positive valence). In this sense, core affecs lie the background of consciousness and
becomes salient only under particular circumstaragsh as when it changes abruptly or lasts for
an unduly long time (see Russell 2003, p. 148)rd e a special connection between the notion
of core affect and the one normally referred taremod: one might simply say that a mood is
nothing but core affect prolonged over time. As $@llis& Barrett put it: “Core affect is assessed
by asking how one is feeling right now. When exthdver moderate lengths of time, core
affect becomes a mood and is assessed by askingohevgenerally felt during that period”
(1999, p. 815). Typically, moods lack a specifigeab and tend to refer to the world as a whole.
This has been described as the global effect ofdm®¥hen one is in an anxious mood, one is
not afraid of any particular object; instead, oa@fraid of whatever one has encountered or may
encounter. That is, everything appears to be algedfreat to one’s well being. When one is in
a depressed mood, one is not sad about any particagic event; instead, the whole world looks

gray and uninteresting” (Wong 2016, p. 180).

The Affect Circumplex

Russell (1980)
90°
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Fig. 2: Russell's affective circumplex (1980)
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Energy-TensionThe model of affect proposed by Thayer (1996) be@aany similarities
to the arousal-valence approach just discussedhi®©wiew, moods stand “at the core of our
being” and amplify meaning attribution by enhancorgreducing pleasure in our lives (p. 4).
They do so by working as filters through which aativities are evaluated: for example, if we
feel tired we are more likely to see going to ayas a nuisance as opposed to something to be
excited about. Compared to Russell & Barrett, Thdgeuses more on the idea of moods being
indexes of physiological and psychological funcimgn He employs the analogy of a
thermometer that informs us about our energy lefel20): a core function of mood would thus
be to engage us in the right task with the righbam of energy (Wong 2016, p. 184). A great
part of Thayer's work consists in exploring how Ibgical processes such as food ingestion,
exercise and circadian rhythm have an impact ondndbe idea that moods would have a core
physiological component also explains why peoptarly “dimly aware” of their functioning:
most of the time, they operate automatically antsida of conscious awareness (Thayer 1996,
pp. 111 & 215). This aspect is important becaussuggests that the effects of mood can be
regulated through a process of “cognitive overrifigd. 39-40), which consists in consciously
acting against what a mood suggests. For examptarding to Thayer, we should resist the
tendency to make plans before falling asleep attnighen we are more likely to be worn-out,
fatigued and slightly depressed — i.e. more tensetieed.

The model of affect proposed by Thayer is also dsi@nal and identifies moods as
points at the intersection of two axes (§&g 3 below). The first dimension, “energy-tiredeg
resembles Russell & Barrett’'s arousal and indicttesquantity of physical or mental energy
available to the subject. For example, going todimm seems easier after a good night's sleep
and a healthy breakfast than after having pulledlanighter to meet a deadline at work. This is

because in the former scenario we would feel pljlgsi@and mentally more energetic and less
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tired. The second dimension, “calm-tension”, intksathe relationship between our energy level
and the one required to complete a given task.CBYlyi we experience calm when our energy
level meets or exceeds the one required by theatiasand: for example, if we are studying for an
exam and we have planned accordingly, we have éntiong and resources to satisfactorily go
through all the material. On the contrary, we eip®re tension when our energy appears
insufficient in relation to the action that we haweperform: if we have procrastinated until the
night before the exam, we now have to completege famount of work in a short time and we
probably lack the energy to do so. Thayer describ@sbasic moods arising from the encounter
of these two dimensions: calm-energetic, calm-fitedse-energetic, and tense-tired (pp. 18-20).
Calm-energetic would be an ideal mood that comb&nsense of focus and confidence with the
perception that the task at hand is manageablaiader our control. A tense-energetic mood is
also perceived as positive in many situations awcesponds to the sense of being “in the zone”,
therefore vigorous but slightly anxious. Calm-tiredher implies a sense of relaxation united
with a certain satisfaction, such as when we gsléep after a long but productive day. Finally,
tense-tired characterizes the prototypical “bad afipim which our energies are depleted but our

levels of tension and anxiety are still high.

12t is worth noting that the two dimensions introdddy Thayer are not — in fact — completely indefeen from
one another. Indeed, an increase in energy oftesesaa decrease in tension (e.g. eating a snackatsa calming
effect) while a decrease in tension may cause amase in energy (e.g. when we feel reinvigorafest a walk
outside). See Wong 2016 for a more detailed disonss this point.
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ENERGY
|
Calm-Energy I Tense-Energy
CALMNESS ———— - —— TENSION
Calm-Tiredness Tense-Tiredness
TIREDNESS

Fig. 3: Thayer's model of moods (1996)

The models of affect proposed by Russell (20030)188d Thayer (1996) are particularly
useful for our purposes. First, they characterizeoas as dynamic configurations that unfold
over time and change according to the individued'sources and the environment’s demands.
Second, they regard moods as complex processesiribatfrom the encounter of more basic
dimensions (i.e. arousal-valence; energy-tensionkhat follows | propose a dimensional model
where the dimensions of salience, confidence, farty, and agency aggregate to give rise to
different moods. More so than the alternativeswudised here, this four-dimensional model helps
us to better understand how moods shift and gise ™ new self-world relations. Indeed, |
suggest that a combination of salience, confidedailiarity and agency is primarily
responsible for our seeing things and events in wag or another. In this sense, while the
models discussed above highlight the subjectiveaspt moods (i.e. how | feel), the account |

develop below uncovers their world-related aspieet lfow the world appears to me).
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81.2 Moods: “How | Feel” and “How the World Looks”

Yesterday | woke up expecting my morning to go stsall | had a work plan in place for
the day and a couple of meetings lined up; | wasrfg quite energetic after a good night’s sleep
and a nice breakfast. While | was getting readgdato the library | received a call from my
sister, who sounded very distressed and wantedstusk a complicated family issue that had
many ramifications for me and my loved ones. Nesxik® say, after hanging up with her my
mood had changed significantly. How would | desetibis change more precisely? In Russell &
Barrett's terms, | moved along the axes of aroasal valence by experiencing an increased
activation as well as a markedly negative sensatigguratively speaking, | was now lying on
the upper left corner of the affective circumplexy area characterized by high arousal and
negative valence (see Fig. 1). The distinction ketwenergy and tension (Thayer 1996) also
helps me to pin down the mood change that | expeei@. Indeed, | suddenly transitioned from a
state of calm-energy to one of tension-tirednassnfbeing quietly ready to meet the challenges
of my day, | became overwhelmed by a problem tlthadl Inot quite know how to solve. Despite
feeling more anxious, | also felt that my energyelevas declining as if it had been completely
expended during the phone call. As Thayer wouldifputfelt both more tense and more tired,
because | perceived a danger along with a scartitgsources to deal with it (p. 82).

The notions of arousal-valence and energy-tensyity aescribe the mood change |
experienced: specifically, they contribute to ekplaow an external event influenced the way |
felt. This is undoubtedly a key aspect of mooderd we normally connect “being in a mood”
with a pervasive way of feeling — e.g. more anxjouere fatigued, less enthusiastic. Yet, there is
another — equally essential — aspect of mood ttestet models fail to capture: being in a certain
affective state importantly modifies the way in aithe world appears to us. In fact, being in a

mood simultaneously changes “how we feel” and “lbesworld looks”: after my sister’s call, |
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did not simplyfeel different, but | startedelating to my environment in a different way. My
attention and thoughts were now overwhelmingly cded toward the problem that | had
discussed on the phone, to the point that othergthbecame uninteresting or at least less
important. Probably due to the decreased energl,léve tasks | had to complete for the day
looked now more daunting and intrinsically diffitllVhen | was on the bus on the way to work |
also noticed that the city looked less familiar aodnforting, as if to further underline my long
distance from my loved ones. My feeling of impoteti@anslated into the impression that things
were beyond my control and that there was litdedld do to manage them successfully.

This world-directed aspect of mood fails to be oagd by models that employ subjective
notions like arousal-valence or energy-tensionc8ytrast, the dimensions introduced in Chapter
Two — i.e. salience, confidence, familiarity, argeacy — may be more successful in explaining
what happens when a mood comes about or changese®yibing different ways in which we
relate to our environment, these dimensions desdrdw the world appears to us when we are
“in the grip” of different moods. Going back to tee&ample, there is a sense in whezlience
decreases after talking to my sister because lesugdecome uninterested in things that were
important before — e.g. the amount of work | hawedmplete for the day. At the same time,
salience increases locally because | become mareséd on aspects of the environment that |
would have otherwise overlooked: e.g. | now chegkphone several times a day to see if my
family members need help or comfo@onfidenceinstead decreases both with respect to the
problem at hand — which | do not know how to hardées well as more generally, because | also
become slightly more insecure and jittery when | atmwork or hanging out with friends.
Familiarity andagencyalso decrease significantly: a wider range of &vappear to be outside
of my control and my relationship with the citydtschanges to become a painful reminder of the

fact that | am far away from my family. The foundnsions thus track how the relationship with
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my environment changes along withy affective state. These two aspects of mood easelen

as two sides of the same coin. On the one handyalyewve feel in a given moment affects how
the world appears to us — e.g. when we are fatigtast#ts themselves appear more difficult. On
the other hand, the way in which the world appéanss also influences our feelings in multiple
ways — e.g. on a sunny day we might find oursethdisper, and then experience a sudden mood
change when it starts raining. Talking about moasisrising from the aggregation of the four
dimensions thus uncovers a key (and often overlbpo&spect of moods themselves. Being in a
mood does not (only) medeelingin a certain way, but alse@lating to the world differently:
things and events may acquire or lose importarcejedl as appear more or less difficult, known,
and controllable. For this reason, models that exsgle subjective feelings (such as arousal or
energy level) cannot fully account for the rangeexperiential changes that moods bring about.
In particular, they do not explain why things appééferent — e.g. more difficult — when we are
in the grip of a mood. By contrast, the dimensiafssalience, confidence, familiarity, and
agency focus on self-world relations and are tloeeebetter equipped to describe the changes
that come about when a mood arises or shifts.

The view proposed here has two further advantag@st, introducing the four
dimensions makes it easier to account for the redhiifferences among moods as well as for
the dramatic affective changes typical of some alatisorders. In fact, the models proposed by
Russell & Barrett and Thayer succeed in distingaghetween different moods only to a certain
extent. A popular objection against Russell's model that affective states that are
phenomenologically very different (such as anged #arror) occupy the same space on the
circumplex — i.e. high arousal and negative valéAimilarly, Thayer repeatedly stresses the

difficulty of distinguishing between high-tensiomda high-energy states (1996, p. 89). The

13 See Marraffa & Viola 2017; Ellis & Faw 2012 forcent versions of this objection.
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introduction of further dimensions allows us to cddse moods more accurately and to
distinguish among them with a greater level of miea. Depression can be taken as a case in
point. Besides being a state of low arousal witfjatiee valence (Russell & Barrett 1999, p. 161)
and a tense-tired state (Thayer 1996, p. 224), pgedsed mood presents itself as a certain
combination of diminished salience, low confiderared low agency. When in the grip of
depression, one sees things as uninteresting @hense), tasks as more difficult to complete
(low confidence) and events as falling out of cohffow agency). Similarly, in non-pathological
cases, the world looks different when we are inratable mood as opposed to a terrified one.
Although both states are high in arousal and negati valence, dimensions such as salience and
confidence help us to disambiguate between the Anangry mood usually implies a narrowing
down of things and events that draw our attentieith our mind fixating on the perceived
injustice or offense (low salience). By contrastrar amplifies the range of things or events that
are important to us because we tend to see evegy#ts potentially harmful or threatening (high
salience):* Moreover, anger is often felt as empowering andnested with action or fighting
behavior (high confidence), whereas fear tendsoteetate with avoidance and submissiveness
(low confidence). In terms of agency, the two ®taten be quite similar because they both imply
a loss of control over one’s actions or the sitratnore generally. The model | propose thus has
the advantage of distinguishing more precisely ayaifective states that are conflated in other
dimensional approaches.

Finally, this account also allows us to correcoanmon misconception, namely the idea

that moods “do not concemhat we represent, butow we represent it” (Wong 2016, p. 180).

1 In this example, as in many others, talking aout and high saliencsimpliciter does not seem sufficiently
precise. In fact, what happens here is that whiliesce decreasegobally (i.e. we become fixated on a few things),
it markedly increasemcally (i.e. the things we fixate on acquire an exaggeramportance). Although | cannot
delve deeper into this matter here, | am planningegpanding the account as to include these firgngd
considerations. | would like to thank Johannes Bréor bringing up this point.

96



Valentina Petrolini

This surely seems to be the case in many situatwmsre moods “color” our experience without
altering it dramatically: again, when we are tiveel may notice that some activities appear more
difficult and less enticing. However, there areesam which what we represent and how we
represent it may be hard to disentangle. Take i@matffected by the Capgras delusion, who
comes to believe that her spouse has been replacesh impostor. In this case, a pervasive
change irhowsomething is perceived brings about a changehattis perceived. In other words,
the fact that the spouse is seen as strange aadiliaf causes the patient to see him as someone
else — i.e. an impostdr. This is precisely what moods can do, also in nathgogical
circumstances: if | go back to a place where | usdd/e but that | left a long time ago, | might
realize that | see it differently. This change owhl perceive my old house easily translates in a
change in what | perceive: for instance, | nowmsgeold home as a building among many others

as opposed to a place to which | am attacfied.

81.3 Dimensions and Concern

Besides focusing on the world-directed aspect dbaspthere is another important way in
which the dimensions relate to affect. Indeed, thigylight different ways in which things and
events matter to us and motivate us to act. Inrotleeds, they uncover patternsadncern The
notion of concern has been widely discussed iniesudn affect. In brief, it is the idea that
affective states do not arise in a vacuum, butammected with the individual's overall situation,

including her physiological state, previous expeses, current goals, preferences and tastes.

5 One may rightfully object that in both cases beimga mood leads to forming judgments that one daust
otherwise have made: e.g. that working on a nevepapa bad idea (in the tired case); or that pleisson is not
actually our spouse (in the Capgras case). Yetjutdigments formulated here are different in onedrtgnt respect:
in the former case the mood simply leads to a iffeevaluationof the situation (i.e. | should not do this today)
while in the latter it brings aboutdifferentdescription of reality (i.e. this person is nat ttne | know). | would like
to thank Peter Langland-Hassan for allowing mdaafy this point.

8 The example is adapted from Ratcliffe 2008, p..151
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Appraisal theorists of emotion see the notion afoswn as central: for an event or object to be
noticed or seen as relevant, it has to “touch upan"impinge on” an individual’'s concerns.
Frijda expresses the point this way: “Being alosenot the same as being alone after one’s
partner died; no food is different from no food wheod was expected; threat when there is a
way to escape is different from when there isnEtijla 1986, p. 268) More recently,
constructionist theorists of emotion such as Bar&tBar (2009) have also stressed the
connection between affect and concern. In partictit@y underscore the importance of previous
experiences that allow us to categorize incoming daan affective manner: “People see with
feeling [...] They do not wait to evaluate an objémt its personal significance until after they
know what the object is. Rather, an affective rieacts one component of the prediction that
helps the person see the object in the first pl§oe” 1325 & 1331).

The four dimensions introduced in Chapter Two amtu$sed in81.2 contribute to
clarify the notion of concern by uncovering diffetevays in which things or events matter to us.
Generally speaking, the dimensions modulate owatiogiship with the environment by helping
us pursue our goals in the face of various demandschallengesSalienceallows us to pursue
our goals by parsing the environment into things #ire relevant and others that can be (at least
momentarily) disregarded. This process promotegxable interaction between individual and
environment, where actions are prioritized or posgal according to what is taken to be relevant
in a given moment. Salience may thus be experieasdtle sense of something being important,
interesting or urgent: if we are in need of sleepsge our couch as particularly enticing; if we
are recovering alcoholics, the bottle of gin on tieelf acquires special relevance. Yet,

experiencing low or high levels of salience has lesdo with the particular objects one focuses

" For a similar view that includes both physical amellectual actions, see Stocker 2004. “Withaert@in forms of
care and concern we would not ‘parse’ the worldllatmuch less as we do; without such care andamnaothing
would be salient, intellectually or otherwise” 85).
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on and more to do with the scope of one’s attenWghen salience is (too) low, subjects tend to
be focused on few things that end up occupyingeatgpart of their resources: this is what
happens with obsessions, delusional fixation angredsion. When salience is (too) high,
subjects are distracted by too many stimuli tha eonsidered equally urgent or relevant.
Examples of this are manic episodes or the patiedbgloubt typical of some cases of
schizophrenia, where ordinary aspects of realieyssen as deeply puzzling and in need of an
explanation (see Minkowski 192%).Confidencehelps us assess what we can manage in the
current situation, by providing us with a roughigadion of our chances to succeed in a certain
task. This is another way in which individuals miade their interaction with the environment:
they assess what they are good at and make dexmiaordingly. This process applies to a wide
range of situations, from motor actions — e.g. dieg whether to jump across a creek — to more
intellectual scenarios — e.g. taking up a new engié at work because we perceive ourselves as
competent and up to the taslamiliarity guides us in evaluating what is comfortable orvino
with respect to our environment. Like the other elisions, familiarity impacts behavior to a
significant extent: we move around differently imr (home and when we are hosted by someone;
we do not interact in the same way with our bashft and with someone we just met at the bar.
Finally, agencyallows us to assess what is controllable and wieaare responsible for, thereby
facilitating processes such as self-ascriptionsTarm of interaction with the environment thus
helps us distinguish between actions and eventsatbacaused by us and those that are not. The
sense of agency may apply to simple movements andsw- e.g. we perceive ourselves as
having lifted a box, or as having talked to oursg®m— as well as to more complex ones — e.g. we
are trying to recall what happened during an actitiefigure out who is responsible between us

and the other driver.

18 For an extended discussion of this case, see &hapb, §1.1.

99



Valentina Petrolini

Although all these assessments may seem “cold’ognitive, they are in fact closely
related to affective states and to moods in pddictAs | mention above, one of the core
functions of mood is to engage us in the right tagknatching the level of energy we possess
with what the environment demands (see Wong 20T6g dimensions contribute to this
matching process in a special way, by helping sesswhether our energy level is sufficient to
deal with the current situation and by guiding decisions accordingly. Salience helps us flag
meaningful things and events, confidence and agbelyy us identify those actions that we can
successfully perform or control, while familiarityighlights the situations that make us feel
comfortable. As | stress above, a certain configomaof the dimensions (similar to a certain

combination of arousal-valence and energy-tensiafigates a particular mood.

§2. Feelings, Emotions or Neither?

In the previous section | argued that the four disiens are affective in nature and |
showed that their aggregation gives rise to mobdschat follows | want to resist the idea that
salience, confidence, familiarity and agency shobéd rather characterized as emotions or
feelings. In a recent paper, Carruthers (2016)udises a variety of phenomena connected to
salience- i.e. surprise, interest and curiosity — and ifjgalthem as “epistemic emotions” (pp. 9-
12). Similarly, Proust (2013 & 2009) argues thabgasses related tagency should be
characterized in terms of “noetic or metacognitiezlings”. Following the psychological
literature on the topic, Proust also refers to psses connected tonfidence- e.g. the tip-of-
the-tongue phenomenon — in terms of “feelings afvking” (see Dunlosky & Metcalfe 2009;
Koriat 2000). In a similar spirit, Dub (2015) hasoposed to characterize some psychiatric
disorders — delusions in particular — as respotsé&sognitive feelings” such asnfamiliarity (p.

22). Here | offer some reasons to reject theseachenizations.
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8.2.1 Unlike Feelings

Philosophers typically talk about feelings as camst and qualitative phenomenological
states exhibiting an important bodily componente (Seer 2006). The extent to which the body
is involved varies considerably: for example, angér may feel itchy after a mosquito bite or we
may feel nauseous all over because of food poigorim some cases, feelings are used to
describe global sensations where the referenceettbdédy becomes metaphorical. For example,
we may say that we feel under pressure becauséofrang deadline or that we feel like we are
drowning in a relationship. Despite the obviouseténces, all these examples share an important
feature: they all qualify as cases of feeling iriug of their beingonsciousand having apecific
phenomenologyindeed, it would be nonsensical to claim thatfeed itchy or nauseous without
realizing it, and it would be odd to maintain that are unable to tell the difference between the
two sensations. To put it in Jamesian terms: if were to rob a feeling of its conscious
component and its experiential qualities, nothirayld be left.

Given this fairly standard characterization, | tumthe question of whether salience,
confidence, familiarity and agency should be désctias feelings. In ordinary language we
sometimes talk as if they were: for example, Trusnpttory in the recent electiofiselssalient
to me as a foreign person working in the UnitedeSta alsdeel confident about submitting my
paper on time; my grandmother’s houdselsfamiliar because | spent a lot of time there as a
child; I feell am in control when | drive. However, this uselaiguage might be misleading. In
fact, in cases like the ones just mentioned the debning features of feeling appear to be
missing: there is no conscious awareness and noifispphenomenology associated with
salience, confidence, familiarity, and agency. ibettackle these two aspects in turn.

First, as opposed to itches, nausea and globahsens like (metaphorical) drowning, the

dimensions appear to operate unconsciously in meibgations. Due to their world-directed
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component, they track how our relationship with #®@vironment changes along with our
affective state. This means that in normal circamsgs we directlexperiencethe world as
being in a certain way (e.g. more threatening) euthbeing consciously aware of doing so. For
instance, the day after Trump was elected, | foomaelf approaching people and situations
more warily before | could consciously realize Isa@oing so. The news implicitly affected my
relationship with my surroundings and with othexsd it took some time and self-reflection to
perceive this as a distinct feeling caused by thaint. It was more like a subtle and all-
encompassing change that shifted my way of exparigrthings: my foreign accent just seemed
more pronounced, some people’s way of looking atapeeared more hostile, some passing
comments more aggressive. For a different exartgite, familiarity: when | move to a new city |
perceive my surroundings as being deeply unfamfbarsome time. | do not know my way
around, | keep getting lost and even everyday iietsviike grocery shopping appear challenging.
Although this sense of unfamiliarity certainly inéinces my behavior — e.g. | might walk around
more tentatively — it is not something | am expljcaware of like a sudden itch or a wave of
nausea. It is a way in which | directly experiertbe world and relate to it. Yet, unusual
circumstances may prompt us to become consciouslyeaof the way in which the dimensions
shape our experience. After a few weeks in the to@wm | might notice “after the fact” that my
perception of the surroundings has changed: myhbeitnood now looks welcoming and safer, |
recognize the people living in my building, | anndortable walking home at night, and so on.
Acknowledging that an important change has takaoell retrospectively become conscious of
how things looked different and less familiar sotiree ago'® These examples suggest that

moods directly affect our world experience, to ploént that the way things and events appear to

9 The unconscious character of the dimensions is-rstictly speaking — Freudian. According to Frenoist of the
unconscious material remains hidden definition whereas we are able to become aware of the diomes
functioning (at least retrospectively). In this senthe dimensions are more similar togheconsciousnaterial that
is in principle capable of entering consciousnsse Freud 1933, pp. 95-96).
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us may significantly change when we enter a differaood. In this sense, | am proposing that
something similar to cognitive penetration mighplgpto these affective states (i.e. “mood-
penetrability of experience®.

Second, the dimensions differ from proper feelihgsause they do not possess a specific
phenomenal character. Indeed, in virtue of theindpenherently conscious, feelings such as
itchiness or nausea present themselves as qualtatiistinct from one another. There may be
some room for confusion among them, as when weuaable to tell precisely whether we are
sick or just very tired. Yet, in most cases feddimgn be interpreted quite easily and work as cues
guiding our behavior: if | feel itchy in my fingéor a mosquito bite, | scratch; if | feel itchy all
over after having eaten raw fish, | head to therplaay to buy antihistaminic medication.
Salience, confidence, familiarity and agency do se¢m to work this way: they affect our
interaction with the world without being properkitt This lack of a specific phenomenological
character is related to the unconscious, autoraaticpre-reflective nature of these processes. As
| point out above, the dimensions are ways in wiangh experience is structured: things, events
or people directly appear as more or less intergstlifficult, familiar or controllable. Going
back to depression, the feelings of fatigue andghinness are signals indicating that we have
been already approaching the world with a particolatlook. For some time we have been
regarding things and events as uninteresting (Ilaversce), too difficult to pursue (low
confidence) or control (low agency).The aggregation of dimensions is thus in placereef
feelings can arise and it somehow sets the staghdo development. We would not be able to

feelanything if we were not alreadxperiencinghe world in a certain way.

20 See Banerjeet al. 2012; Bublet al 2010; Meieret al. 2007 for some empirical studies on how affectitates
influence perception and judgments. See also Bimes& Scholl 2016 for an extensive criticism.

2 The fact that dimensions (and the resulting moag&rate unconsciously in most situations migho alsplain
why mental disorders such as depression are souliffo treat. Indeed, it is common for patierdg¢ject treatment
because they do not consciously realize that thegaffering. | would like to thank Marco Viola fthis suggestion.
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The idea that affective processes can be expedebeéore they are felt may seem
outlandish. Yet, a growing number of empirical ddasations support its plausibility. Pioneering
work in this sense has been conducted by Damasidiancollaborators in the past twenty years
(see Damasio 1996; Tranel & Damasio 1993). In es@&f experiments on patients affected by
neurological and memory impairments (e.g. prosopsigh these researchers show that
unconscious affective states impact behavior withtbe subjects being aware of it (see also
Zajonc 1980). A famous case is the one involvingiBaa patient affected by severe amnesia
who lives in some sort of “perpetual present” beealis memory span does not last more than
40 seconds. Despite his inability to recall distand recent facts, David's behavior in the
experiments shows that he has in fact preservea sowmlicit affective memory. In particular,
when he is asked to choose among different peoplewhom he has interacted in the past, he
reliably picks the ones who were friendly towards las opposed to the ones that were hostile
(see Tranel & Damasio 1993 for more details). Téxperiment persuasively suggests that
affective abilities — such as the preference towasgecific people — may be governed by
mechanisms outside of conscious awareness. AcgptdiDamasio, this applies equally well to
non-pathological cases: “We often realize quitedsudly, in a given situation, that we feel
anxious or uncomfortable, pleased or relaxed, argdapparent that the particular state of feeling
we know then has not begun on the moment of knowurtgrather sometime before” (1999, p.
36)2* Although Damasio wants to hold on to the notionfeélings when describing these
phenomena, he introduces a distinction similah®dne | draw above. On the one hand, there
are background and unconscious affective proceébkaesmplicitly govern our behavior and may
survive neurological damage. These are the prosdbael call “moods” and that Damasio calls

“unconscious feelings” (p. 53). On the other hahdre are more conscious and explicit affective

22 See Tamiettet al.2009 for more recent evidence in this direction.
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processes that exhibit a peculiar phenomenologjgality: Damasio refers to these as “feelings

of feelings” (p. 285), whereas | label them “fegbiisimpliciter.

§2.2 Unlike Emotions

In the previous section | motivate my resistancairagd the idea that salience, confidence,
familiarity and agency should be characterized ealirfgs. Yet, some authors — such as
Carruthers (2016) — describe similar processesrediens. | believe this is equally misleading.
Indeed, the moods resulting from the dimensionsaciarize ways of relating to the world that
are unlike emotions in two important respects.tFishile emotions usually arise in connection
to a specific eliciting event, moods unfold ovemnei without presenting a clear onset-peak-
termination structure. Second, these longer-teatestact as the backdrop against which specific
emotions occur.

With respect to the first point, it is helpful testinguish between affective states that are
phasicas opposed to ones that @yeic (see Frijda 1986, pp. 41-43). Some affective statsuch
as emotions — are better describeglaasicbecause they arise in response to a specific ewneht
exhibit a clear temporal development. Specificallys possible to distinguish a phase in which
the emotion kicks in (onset), a phase in whicle#ahes a maximum level of intensity (peak) and
finally a phase in which it wanes away or subsifteamination). This seems to aptly describe
what happens when | am angry at a colleague whelieve offended me. Right after my
colleague’s snappy remark, | feel irritated; rageunts as | realize that this was not his first
offense and that | have not defended myself prgpand finally it vanishes later in the day when
more important stuff distracts me. In this casedhs little room for confusion about the event
that has elicited the relevant emotion, as | amrevadl along that my colleague’s remark caused

the anger that | am experiencing. Other affectifates — such as moods — behave differently:
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they aretonic because they tend to be less circumscribed anayalpresent in the background,
often changing in intensity due to external andnmal events. When | experience a certain mood
— e.g. fatigue — it is difficult to pin down a spfexeliciting event: it might have arisen for plye
biological reasons (e.g. coming down with a cokl)eell as for psychological or environmental
ones (e.g. being under pressure at work). Moods #mpear intertwined with a complex set of
factors including biological parameters (e.g. latlsleep) as well as motives, goals, and interest
(e.g. desire to quit one’s job). Moreover, the nmedtht | experience evolve over time but do so
in a less clear-cut way with respect to emotioke fear or anger. For example, | might realize
that | feel quite energetic after working out i tmorning only to experience a sudden fatigue as
soon as | set foot in the office. In this sensepdsoappear more difficult to interpret and control
than emotions, and this becomes especially relevapiathological cases. Indeed, a defining
feature of moods (low ones in particular) seem$édoone’s inability to pinpoint what causes
them and one’s difficulty in taking action to sraytt of them.

With respect to the second point, | argue that dffective states emerging from the
aggregation of the dimensions constitute the bagkdgainst which specific emotions occur.
When someone experiences a depressed mood chizexttey low levels of salience, confidence
and agency, even simple actions such as gettingfdagd might appear too daunting or effortful.
These general dispositions to act translate intmareased or decreased likelihood that specific
emotions will occur: experiencing happiness or ssegpmay be difficult or even impossible in a
depressed mood. Being in a mood would thus fawliar hinder the emergence of certain
emotions: when we are irritable we feel angry measily; when we are relaxed we are less likely
to experience sadness. These mood variations woehdhave a significant impact on our actions

and decisions: when feeling particularly energatid happy, we may decide to take on a new
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challenge at work; if we experience constant steeskfrustration we may end up reconsidering
long-term career choices.

Taking stock: irg2.11 offer two reasons to resist the characterizatibthe dimensions as
feelings. In a nutshell, | argue that — unlike iieg$ — the moods arising from the dimensions are
experiencedvithout beingfelt. In 82.21 turn to emotions to show that this notion aladsf to
capture the nature of the dimensions. Taken togethese reasons contribute to debunk the idea
that salience, confidence, familiarity and agenowuld be successfully described as feelings or
emotions. Rather, the dimensions aggregate torggeeto the pervasive and long-term affective
states that we know as moods.

To get a clearer idea, think about a pyramid fronmcamscious to conscious with the
dimensions, (and the resulting moods) lying at blodtom, and with feelings and emotions
standing at the top — see Table 1 below. On thesvyvidimensions and moods are ways of
structuring our experience that are commonly unffeit may come to the fore in particular
situations. By contrast, feelings and emotionscammonly felt but come into play only “after
the fact”, as a consequenceuwffelt changes that have begun some time prior and centmu

unfold (Sizer 2006, p. 133).

107



Valentina Petrolini

SUBJECTIVE
(How | fee)

WORLD-
DIRECTED
(How the world
looks

Feelings Emotions
(conscious, felt, (conscious, felt,
bodily) phasic)

E.g. Sluggishness E.g. Fear
Moods

(normally unconscious, tonic)

E.g. Depressed: low salience, low
confidence, low familiarity, low agency

Dimensions
(unconscious, ways of structuring experience)

- Salience (low to high)
- Confidence (low to high)
- Familiarity (low to high)

- Agency (low to high)

Table 1: Sketch of the proposed model of moodslifige and emotions

83. Ratcliffe and Existential Feelings

The existing account that most closely resembles prgposal is the one recently
defended by Ratcliffe (2008 & 2005). In his bde&elings of Beind2008), Ratcliffe spells out
the notion of “existential feelings” (EF hencefgrind focuses on their role in the development
of psychiatric disorders. He characterizes EF asySnof being in the world” or as “background
orientations” that help subjects structure themsgeof belonging to a shared reality. However,
being feelings, EF are also bodily states of whiehhave some awareness (p. 2). Ratcliffe is not
preoccupied with offering an exhaustive list of &#kd rather insists on the idea of there being a
variety of them, from short-lived (e.g. feeling memarily disconnected or detached from a

situation) to more enduring and pervasive ones {ealing fatigued due to depression or iliness).
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Notably, EF are ways of expressing the relationvbet us and the world, a relation that can be
pervasively disrupted in psychopathology. As Rétlputs it: “The world as a whole can
sometimes appear unfamiliar, unreal, distant osecldt can be something that one feels apart
from or at one with. One can feel in control of @naverall situation or overwhelmed by it. One
can feel like a participant in the world or likedatached, estranged observer staring at objects
that do not feel quite ‘there” (p. 37).

The view | outline in this chapter has a lot in ecoam with Ratcliffe’s. First, and most
importantly, both proposals explore the key rolat thffective states play in structuring and
modulating our relationship with the environment Aexplain in81.2 the four dimensions —
aggregating in a mood — help us track “how the dvappears to us” to us in a given moment.
After receiving some painful news our bodily fegsnand psychological state change, anthe
same timeour entire experience of the world is transformé&tis is similar to saying — as
Ratcliffe does — that our affective states canmotdistinguished from the way in which we
experience objects or events. Feeling “a nail baingen into the stomach” simplis the
apprehension of a state of affair external to theyb- e.g. that a loved one has died (2008, p. 27).
Both EF and the dimensions thus exhibit a pecdibleidentity. on the one hand, they inform
us about how external things and events are exyate(world-directedness); on the other, they
tell us something about our subjective state (thnofeelings or emotions). Both processes can
thus be described as affective ways in which opegence of the world is structuré&tiif after
reading the news | start thinking that anotherotgst attack in Europe is highly likely, my
feelings of terror and my mood of dread signifiégmodify the way in which | interact with the

world. Situations that | would have regarded a®auous or even pleasant (such as a weekend

2 For another view of feelings mediating self-wamddations, see Goldie 2009.
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getaway) suddenly appear threatening and ominolus. affective change has transformed the
way in which | experience the world — e.g. as stiingt potentially dangerous and frightening.

Another important similarity between my proposat dRatcliffe’s is that we are both
convinced that these changes in these existemt@itations — EF or moods — play a key role in
explaining how mental disorders come about. Falaitse, experiences of depression cannot be
satisfactorily characterized by appealing exclugite internal feelings — e.g. worthlessness — or
ways of seeing the world — e.g. as deprived of langtinteresting. Rather, depression presents
itself as a simultaneous change in one’s affecttade and world experience in which the two
aspects are inextricable from one another (§&€). In Capgras delusion, the feeling of
unfamiliarity and unsettledness experienced inatier person’s presence translates into seeing
her as someone else. In the discussion aboverl teef€apgras as a case in which a change in
how something is perceived triggers a changehiatis perceived. The spouse seems so different
that she comes to be seen as someone else (irpastor) or not even as a person (i.e. a robot
or alien). Again, what has changed is not simply aftective state or the person’s features, but
our global way of relating to her. Ratcliffe putghis way: “An experience of the spouse that did
not offer up the usual possibilities would involeer appearing somehow incomplete, lacking”
(2008 p. 158. See also pp. 148-149).

Despite these similarities, my proposal differanfr®atcliffe’s in one important respect.
Although we both maintain that affective statesypa key role in modulating self-world
relations, we characterize these states differemlyarticular, Ratcliffe insists thételingsare
the relevant category when it comes to capturirfgrdint ways of experiencing such relations
(2008, p. 37). In holding this position, Ratcliffarts ways with Heidegger who famously argued
that moodsare what constitute our sense of belonging toaeshworld (1927/1962, p. 173).

Notably, Heidegger does not characterize moodeamgs in any relevant sense and refers to
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them as “existential modes” (Ratcliffe 2008, p. .55) his view, moods are conditions of
possibility that open up the experience of the djorhaking it possible to encounter things,
events and other people as “mattering”. In arguhved moods (as opposed to feelings) are the
relevant category when it comes to characterizévamld relations, my proposal sides with
Heidegger over Ratcliffe.

Like Heidegger, | maintain that moods better capthe multiple ways in which we relate
to the world because of their unconscious comporfent stress above (s&2.1), we are in a
mood even when we are not aware of it and we dduilyt realize that we are relating to the
world in a certain way until significant perturlis occuf’ These are the situations in which
moods come to the fore and become “conspicuousid@dger 1927/1962 p. 186). Seeing our
neighborhood as threatening all of a sudden makesgalize how safe we used to feel; seeing a
family member as a stranger prompts us to lookHeraffective component that is missing, etc.
This view also sits comfortably with the one defethdoy Russell (1980) and Frijda (1986),
where moods are seen as background states thalwargs present but become noticeable only
when they are particularly unusual or intense. As<RIl puts it: “Intense core affect can be the
focus of consciousness, but milder core affeggpgcally a part of the background of the person’s
conscious world” (2003, p. 148). Similarly to Hejger, | also see moods as the backdrop
against which specific emotions or feelings occlnis is connected to the idea that moods
highlight pattern of concern and ways in which gsmatter to us. In other words, moods set up
the world in such a way that specific and objecectied emotions become possible by making us
care about some thing or other. In a famous examplélddger claims that it is only possible to
experience fear for a being “whose own being matterit” (1927/1962, pp. 176). This seems

very plausible: someone who does not care abouwrhigr own life — e.g. a kamikaze terrorist or

24 See Elpidorou 2013 for a discussion on Heideggarteunt of moods that emphasizes this point.
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a suicidal patient — probably experiences fear l@saer extent than someone for whom survival
is valuable.

What is then lost in Ratcliffe’s view that feelingsrather than moods — are the affective
states mediating self-world relations? In my opmibe fails to account for the fact that affect
may (and ofterdoeg influence our experience of the world while lyingtside of conscious
awareness. Our interactions with the environmeataways affective in nature because they
highlight what matters to us, what we desire or twarpursue. Even our simplest actions can be
seen as affective in this sense: | get up and leawvbed in the morning because | am hungry and
eating matters to my survival; or | do it becauseht to see a friend and this person is important
to me. It is difficult to pinpoint a conscious, pleenenally circumscribed feeling at play here:
rather, a complex set of goals, preferences angosiisons make these actions or decisions
possible. This is exactly how the dimensions wapending on our location along them, our
assessments of what is interesting (salience),lddabnfidence), comfortable (familiarity) and
controllable (agency) change and give rise to palar moods that — in turn — facilitate or hinder
the experience of feelings or emotidns.

There are other points of departure between myumtcand Ratcliffe’s that | cannot
discuss in detail here. An important one conceras ability to effectively regulate moods.
Heideggerian-inspired accounts — such as Ratdiffe’ often make use of the notion of
thrownnesgGeworfenhejtto depict our interaction with the world as oneanihich situations are
something “we find ourselves into” and are “handeer to us” (Elpidorou 2013, p. 4). Along
these lines, moods are something that “assail nd’raveal the fact that we exist in a “worldly
situation that is not of our making” (Ratcliffe 28(p. 48; Ratcliffe 2013, p. 4. See also Ratcliffe

forthcoming). This view appears compelling becaiisaptly describes a range of everyday

% For other authors who are sympathetic to Ratdiffecount but use notions such as “moods” or tffan this
context see Sass (2004) and Stanghellini (2004).
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situations: more often than not, we find it difficto snap out of a mood or to switch from one
mood to another. In some pathological cases — sgclepression — this passivity becomes
particularly remarkable: despite their best effatsl wishes, depressed patients feel stuck in
their predicament and the very possibility of beimg different mood seems impossible to them
(e.g. “I could not get myself to react” — Plath B9@. 3). Yet, this view of moods also appears
too restrictive because it overlooks a range afasibns in which we are able to successfully
exercise various forms @egulation®® People routinely attempt to change their mood diing

on purely physiological factors, such as one’s amai sleep, caffeine intake and blood alcohol
content (see Thayer 1996). They also adopt a yaokepsychological strategies to achieve the
same goal: one may decide not to attend a partgusecthere is a person one does not wish to
see; one may focus on something positive in ordezounter anxiety; or one may deliberately
change a topic of conversation that has becomenuioctable. All these strategies, along with
many others, are known aeappraisalsand indicate that mood regulation might be more
ubiquitous and successful than Ratcliffe suggests.

To sum up: in this section | discussed Ratcliffecsount of EF to clarify what our views
have in common and what sets them apart. Both iRatahd | maintain that affective states play
an important role in modulating self-world relatoormnd that changes in these orientations
contribute to explain how mental disorders arisewelver, Ratcliffe prefers to characterize these
phenomena as feelings whereas | argue that themaf moods better captures these

unconscious, pre-reflective ways of experiencirgwiorld.

26 Appraisal theorists (Frijda 1986; Lazarus & Folkni®84; Gross 2002) have repeatedly emphasizedspisct of
mood regulation. For a view of moods that is insgiby Heidegger and at the same time sympathetppoaisal
theories see Elpidorou 2013 (in particular p. 8étriote 27).
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84. Dimensions, Moods and Pathology

What does the model proposed here tell us aboubdh@dary between normality and
pathology? One important feature of this approadhat it allows us to track how moods shift as
people move along the dimensions. As | explai8ir, affective changes bring about different
ways of relating to the world that eventually cajste into moods. In the example discussed
above, my initial mood was characterized by a comiion of high salience (e.g. being focused
on different aspects of my job), confidence (e@nf sure about completing a task on time),
familiarity (e.g. knowing the problem well) and agg (e.g. being in control with respect to the
task at hand). After having received upsetting néws1 my sister, all these parameters have
dropped significantly. | have a hard time concemgabecause my thoughts keep wandering in
one direction (diminished salience); | become Emsfident about being able to complete work
on time and | also become more estranged fromatbie (diminished confidence and familiarity).
All these factors contribute to my sense of theaibn being beyond my control (diminished
agency). By assessing where one stands on eacimgionan a given moment and by tracking
these changes it is thus possible to observe tpadnof an event and the resulting affective
configuration. This is valuable both for ordinamydapathological cases, because it clarifies what
it means for moods to be ways of relating to theldvohat shift in response to significant
events?’

However, this still tells us little about what maka particular configuration pathological
as opposed to another. Some further observati@nsharefore in order. First, axtreme local

imbalanceon one or more of the dimensions may work as dicator of an underlying disorder.

27 Here one may rightfully object that the assessmpnivided by the dimensions are still too coanrséngd. For
instance, a subject may experience high and lowilitaity simultaneously toward different objects:ge my

philosophy books as opposed to my mom’s calculuskbdying on the same shelf. Although these fineiirged

assessments might be helpful in some cases (eagctuunt for localized delusions), we need noteébo deep at
this stage. | would like to thank Marco Viola faidmging up this point and providing a version astexample.
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In fact, as | discuss in Chapter Two, some disamstican be primarily characterized by a loss
(hypo) or overload (hyper) on a specific dimensibnese cases include various delusions — such
as Capgras (hypofamiliarity) or grandiosity (hymeritdence) — as well as symptoms connected
to other disorders — e.g. self-loathing in depms$hypoconfidence) or auditory hallucinations in
schizophrenia (hypoagency). In this sense, a cordtgon exhibiting an extreme local imbalance
may offer a reliable indication of pathology. Sedpthere are configurations where a subject
appearsstuckat one end of the spectrum with respect to alldineensions. These are cases in
which pathology does not simply consist in lying @me extreme but also in being unable to
regulate one’s mood and eventually modify it. Agaagmatic example discussed in this chapter
is major depression, represented in the model @saglgregation of extremely low points on all
four dimensions. Indeed, depression can be seancambination of low salience — i.e. nothing
appears interesting or worth exploring — low coafide — i.e. self-loathing — low familiarity — i.e.
things and events appear unknown and unsafe —oanddency — i.e. tasks and situations seem
overbearing. All these local imbalances are alrearsive in themselves and would probably
be associated with unpleasant emotions or feel{egg. fear or anxiety). Yet, there is an
additional pathological component in this case: fdr& of lying at the extreme low of every
dimension creates a sense of being stuck and miakalsnost impossible to entertain the
possibility of change. This is (again) related tee tworld-directed component of moods
emphasized above: the aggregation of the dimenssonst experienced as a subjective feeling,
but as a way in which the world looks to the subj&bis makes it in turn difficult to act directly
on a mood to modify it: in a low salience mode Iraxt perceive myself as suddenly uninterested
or unmotivated; | see things and events themselsdsaving lost the enticing pull they used to
have. Similarly, | do not experience myself as patde of completing a task but rather the task

itself as objectively more difficult. Third, therare cases in which pathology may be
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characterized by a sudden switch between two ergeon one or more dimensions. A
paradigmatic example here is bipolar depressiomravh subject tends to alternate between hypo
and hyper manifestations. With respect to salieane,may go from a depressive phase in which
excitement and motivation are impossible to re&iévypo), to a manic phase where too many
things or events appear interesting and solicitmmediate action (hyper). Similarly, patients
affected by bipolar depression may transition fregif-loathing to grandiosity (confidence) and
from feeling impotent to omnipotent (agené&))Again, part of the pathological nature of this
disorder comes from the fact that subjects expeeieextreme local imbalances; however, a
specific pathological aspect is added by the probte oscillation between two extremes. The
model defended in this chapter thus contributelsetber understand some important features of
pathological moods. In some cases, these confignsaare characterized lextreme imbalances
on one or more of the dimensions (e.g. Capgrassiely Others represent situations in which
the subject is problematicalstuckat one extreme (e.g. unipolar depression), whileathers
exhibit asudden switclbetween extremes (e.g. bipolar depression). Fudéeelopments of the

model may then allow for a more precise charaa&adn of what counts as a pathological mood.

Conclusion

| conclude the chapter by flagging a potential pFobwith my account. Earlier in the
discussion, | show that a four-dimensional struetifows us to characterize moods at a higher
level of precision with respect to other similar dets (Russell 1980; Thayer 1996). Yet, this
might not be enough. In particular, one might wahat the model proposed here would still fail
to distinguish between different disorders as vaslibetween ordinary and pathological cases.

The objection appeazima faciejustified, as it is likely that some disorderstthae currently

8 For a first-person account of this disorder, seaigon 1996.
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classified as different would exhibit a similar figaration in the model. In other words: like
anger and fear occupy the same space in Russeltsnmplex, there may be configurations
falling in the same region while denoting differelidorders. For example, AVH and delusion of
control would exhibit a similar configuration, chaterized by enhanced salience towards certain
stimuli (e.g. inner speech) combined with diminghenfidence, familiarity and agency. One
strategy to address this objection would be tohrtflesh out the difference between the two
disorders in quantitative terms, for instance bgrabterizing the loss of agency as more or less
severe in one case or the other. A different ggsateould be to bite the bullet and suggest that
similar configurations in the model reflect similawer-level disruptions, even when this turns
out to be at odds with current diagnostic clasaifans. In this sense, two disorders that appear
superficially and nosologically different could lggouped together in virtue of their similar
configuration that would in turn reflect — by hyhesis — a similar neurological proffigYet, the
same objection can be raised when it comes tondiggh between ordinary and pathological
cases that exhibit similar configurations. For eghen unipolar depression and grief would
probably appear very similar and hard to disentngthis model. Since the distinction between
normality and pathology is the main object of thissdrtation, | discuss the point more
thoroughly in Chapter Four where | take a closaklat the notion ofvulnerability and |
introduce the notions afsk and protective factorsFor now, it is sufficient to point out that the
model introduced here allows us to identify patseoh vulnerability, namely configurations that
resemble pathological ones and are at higher fiBecoming pathological themselves.

In this chapter | explored the role that the dinems (aggregating in moods) play in
modulating our experience of the world. Specifigall argued that salience, confidence,

familiarity and agency are background orientatitimst structure the way in which the world

29 Murphy 2006 (chapter 3) adopts a similar strategy.
117



Valentina Petrolini

appears to us in a given moment. For instanceghria state of high or low salience determines
the range of things and events that catch our tagterDifferent degrees of confidence give us a
sense of what we can successfully undertake; diftedegrees of familiarity allow us to assess
what is known or safe in our environment, and dédf¢ degrees of agency indicate the extent to
which we are in control with respect to a situati@milarly to other dimensional models of
affect, a particular mood then arises from the egagtion of these dimensions. While Russell and
Barrett's core affect emerges from the intersectbmrousal and valence, and Thayer’s mood
arises from the encounter of energy and tension,mgnview moods originate from the
combination of salience, confidence, familiaritpdaagency. Moods can thus be characterized as
points in a four-dimensional space, with everywdlial lying in one portion of the space in any

given moment?

%0 The fact that the model employs four variables esaks visual representation less straightforwénahtthe
alternatives. For this reason | do not developaglgical model here, although | plan on doing sfutare work. For
a three-dimensional model, see Hobson 2001.
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Section IlI:

Meaningful Difference
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What Makes Mental Disorders Different From Normal Functioning? Explaining (Away)
Discontinuity

“In psychiatry we want to know what is actually wgpwith people, and we want to predict what
will happen to them and how we can intervene towgméeor mitigate negative symptoms. To do
this we need to know the structure of the humardraimd what can go wrong with it”

(Murphy 2006, p. 344)

Abstract

In Chapter Two | claim that a convincing defens€dfshould achieve two goals. First, it
has to propose a model of mental disorders wheee distinction between normal and
pathological cognition boils down to a differendedegree. This means that the model has to
paint a plausible picture of what it means to beeatreme variation of a non-pathological
phenomenon. To do so | introduced four dimensiohgnental functioning — i.e. salience,
confidence, familiarity and agency — and | showat they may be disordered in two opposite
ways (i.e. hyper or hypd}.However, a good defense of CT also needs to aeliesecond goal,
namely it has to provide a non-arbitrary way taidguish between normality and pathology. In
other words, the model has to explain what make®rdered and non-disordered cases
importantly different without trivializing this disction and without neglecting the
phenomenological peculiarity that accompanies des@d experiences.

In this chapter | set out to accomplish this secgodl by exploring more closely a
number of intermediate cases lying on various gaifithe dimensions outlined in Chapter Two.
As | mention previousl§? some intermediate cases may be characterizéocakimbalances
because they approximate one extreme of a givererdiion. For example, someone who

systematically overestimates his abilities wouldneoclose to grandiosity on the confidence

31 See Chapter Two, §1-84.
32 See Chapter Two, §1.2.

122



Valentina Petrolini

dimension. These local imbalances thus represtamdt&ins of vulnerability to mental disorders
that are crucial to explain the transition from mality to pathology. By comparing these
intermediate cases with their disordered countgrpabecomes possible to draw important
distinctions between pathological and non-pathalalginanifestations.

The issue is complex and requires the introduatibfurther notions. In what follows, |
argue that there are two different ways of beintperableto mental disorders. On the one hand,
some intermediate cases may be seen as attenuatadng of their pathological counterpart:
here, the distinction between normality and pathplbinges on the increase rnigk factors(e.qg.
duration, frequency, urgency, etc). Going backhméxample above, the core difference between
someone who is overconfident and someone who sufifem grandiosity delusion lies on how
pervasive, frequent, and long-lasting this persagavictions are. On the other hand, some
intermediate cases represent situations of vuliléyathat are counterbalanced by the presence
of protective factorge.g. control, humor, physical and mental strength). In these situations
the distinction between normality and pathologywtidoe described through the successful or
unsuccessful action exercised by such protectiveefo For example, someone suffering from
obsessions may have significant resources at bposal such as a sufficient amount of energy to
keep them at bay. In both cases, external eveste¢ally traumatic ones) may importantly
interact with risk and protective factors and gn&e to pathological constellations that would
otherwise fail to emerge.

The chapter is divided into two large sections§1n render the notion of vulnerability to
mental disorders more precise by introducing the kwnds of intermediate cases mentioned
above. Some of these casggé a) casgsqualify as attenuated versions of their pathalali
counterpart, while in others the imbalance is cetadted by one or more protective factadypé

b) casek At the end of this section | introdutygoe c) casesnamely situations in which there is a
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significant interaction between risk and protectiaetors. In82 | discuss a number of examples
in order to illustrate in detail how intermediatases relate to the four dimensions identified in
Chapter Two. This section also serves the purpdsexploring the relationship between

vulnerable and pathological cases, by focusingherrale played by risk and protective factors.

§1. Two Types of Vulnerability

The notion of vulnerability is commonly employedpaychiatry and encompasses a wide
range of conditions. In some cases, an individsi@eemed vulnerable to a disorder because she
belongs to a group where said disorder appears hagleer rate with respect to the general
population. In this sense, women are considerece aamerable to depression than men (see
Kessler 20032 In other cases, the degree of risk is assessénoking at a number of factors
ranging from the incidence of the disease in tlidevidual's family to cognitive measures such as
discrepancies in self-perception (see Morrigbal. 2006). Psychiatrists currently employ several
labels to refer to subjects at high risk of devaigpmental disorders: “At Risk Mental State”
(ARMS), “Ultra High Risk”, and “Clinical High Risk’are only some of them. Despite the
attention that the notion of vulnerability has gaed, a precise characterization is still lacking
and different research groups end up employingfit measures (see Fusar-ieokl. 2013 for
a review)**

My goal in this section is to propose a more peea@scount of what it means to be
vulnerable to a mental disorder. More specificallyshow that it is important to distinguish

between three different types of vulnerability thrturn correspond to different notions of risk.

33| take a deeper look at this environmental-lewglherability in Chapter Five, while in this chaptefocus on
different types of personal-level vulnerability.

3 This recent meta-analysis conducted by Fusar-&uli colleagues (2013) focuses on At-Risk MentateSta
(ARMS) from a neurocognitive perspective. The firgh they discuss suggest that high-risk individudls convert
to psychosis show more severe neurocognitive defican those who do not develop a psychotic desaogler time.
In this sense, high-risk individuals could be tegbas intermediate cases of different severity.
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Generally speaking, a person’s degree of vulnatalildicates the adequacy of her resources in
facing environmental challenges. Lazarus & FolkniE®84) stress the fact that these resources
may be physical — e.g. sufficient amount of sleegs-well as psychological — e.g. motivation
towards a goal (pp. 50-51). They also distinguishwieen factors that are stress-inducing and
thus increasing vulnerability (i.e. risk factorsjdafactors that are stress-reducing and thus
diminishing vulnerability (i.e. protective factordjhe notions of vulnerability that | propose here
build on such a characterization. On my vieisk factorscan be seen as obstacles that prevent a
subject from dealing effectively with a stressfutuation, whereasprotective factorsare
resources that the individual can mobilize in orbecope with it. Depending on the role played
by these factors, different kinds of vulnerability mental illness emerge and thus different

groups of intermediate cases should be distingdishe

a) Vulnerability & Risk Factors

These are intermediate cases that differ from th&ihological counterpart in a way that
can be seen as straightforwardly quantitative. thelowords, they can be seen as attenuated
versions of a pathological condition. For exampihe, experience reported by a subject who is
very sad and a clinically depressed patient maguie similar: they both show little interest for
activities that others (or their former selves)amas pleasurable, they both suffer from low
mood and fatigue in carrying out everyday tasks, letthese cases, the core difference between
intermediate and pathological manifestations lrethe presence or absence of a number of risk
factors that are quantitative in nature.

One important risk factor iduration which indicates how long a symptom, thought or
feeling extends over time. Back to the example abdaving the blues for a couple of days

differs from experiencing a comparable degree aheas for months in a row. Another risk
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factor is frequency indicating the number of times in which a sympt@mesents itself to
consciousness. Again, having obsessive thoughgsvdifes per month differs from having the
same thoughts hundreds of times per day (see Rac&nag Silva 1978)Intensityandurgency
also play a key role: while the former can be cbimrézed in terms of strength or depth, the latter
indicates how soon a problem needs to be dealt withought or feeling acted upon, etc. The
notion of intensity is notoriously hard to pin downdeed, a psychological manifestation may be
regarded as intense in virtue of stsength measured by the amount of resources that thecubj
has to mobilize in order to cope with it. In thense, an obsession qualifies as intense if dealing
with it requires an amount of effort that leavgseason unable to carry out any other task. Yet, a
psychological phenomenon may qualify as intense mdsvirtue of itsdepth for example by
causing someone to radically revise her view ongi In this sense, a delusional idea may be
intense because it slowly transforms a personaicgiship with the environment and gives rise
to new interpretations of events and situations.FAgla puts it: “Emotional intensity is not a
unitary concept. What affects one index of intgnsieed not affect another one. Events that
cause no acute upset may keep nagging the subjedays” (1986, p. 290). Finally, tlseopeof

a symptom may act as a risk factor because it cosadde number of things or aspects of a
situation that the individual regards as relevdrdr example, it might be easier to control
intrusive thoughts when they are restricted toecsic domain and harder as they start applying
to more objects, people, or events.

These examples suggest that in some cases thditraretween health and pathology
could be explained by an increase in risk factor$g2 | discuss a number of such cases in more
detail. For now, a metaphor may be helpful to usi@ded this first notion of vulnerability. A
vessel struggles to stay above water while fightigginst a number of dangers that may cause

the water level inside the ship to increase. Ifwbssel encounters a storm, it is crucial to assess
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how long the threat will last (duration), how liget is for other storms to occur soon (frequency)
and how strong will this event be in comparisorotioers or relatively to the vessel’s conditions
(intensity). It would also be important to asses# Isoon the storm will start damaging the ship’s
vital components (urgency) and how much effort esgburces would be needed to repair it after
the threat has ended (scope). Crucially, the bngggoint will be reached when one or more of
these factors cause the internal water level tcease to the point of overflow. Sticking to the
metaphor, the level of threat posed by the storso amportantly depends on the overall
conditions of the vessel. If the lifeboats haverbiest during the last expedition, even a mild
storm may qualify as dangerous; conversely, thp stay have been recently repaired and prove
more resistant in the face of adversities. In @rminology, the current state of the vessel
represents a person’s vulnerability while the wasi@haracteristics of the storm are the risk
factors. The overflow point represents the emergarica mental disorder through a process of
summationwhere the risk factors keep increasing until aoe threshold is reached. As Lazarus
& Folkman put it: “Oh God, yet another thing’ ikd final cause of the breakdown” (1984, p.

111).%°

b) Vulnerability & Protective Factors

These are intermediate cases that differ from tetinological counterpart due to the role
played by one or more protective factors. As opddedype a)cases, it is not the increase in risk
factors that facilitates the transition to pathgloRather, it is the weakening of the protection
coming from counterbalancing forces that causesstligect to reach an individual breaking

point. For example, a person may exhibit a humibadiosyncratic obsessions but still fail to

% These cases can also be compared with some asitiskions in somatic medicine. For example, a quers
suffering from high blood pressure exhibits anrattged version of a pathological condition, whicaynthen arise
by the mere increase of quantitative factors.
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count as pathological because she is able to labght it. If — for whatever reason — this person
loses her sense of humor, her obsessions may spitabf control and massively impair her
functioning. One of the most important protectiaetbrs is thus a person’s ability ¢ontrol a
challenging situation by employing a number of ogpstrategies. For example, one may attempt
to avoid situations where the threat is presert when this is not possible — alter the situatign b
adopting a different behavior. Alternatively, onayrdirect attention elsewhere or change one’s
perspective on the issue — e.g. by downplayingnifsortance’® Another important protective
factor is the amount o$trengththat the subject has at her disposal to handlerghevant
challenges. Notably, the notion of strength hemamises both physical resources — such as the
ones afforded by sleeping or eating — and psyclmdbgnes, such as the ability to focus, solve
problems and regulate emotions. The idea that somatal disorders may arise through
processes in which the exhaustion of strength phakey role has been repeatedly defended by
Freud. As he puts it: “Each individual has in alblpability a limit beyond which his mental
apparatus fails in its function of mastering theamfities of excitation which require to be
disposed of” (1926, p. 139). Generally speakinguticient degree of physical and psychical
energy protects the subject from feeling overwhelrhg external or internal demands. In this
sense, the notions of strength and stress arelglogenected, with stress acting as a force that
wears out the individual's resources. For this seagphenomena such as psychotic outbreaks
often occur when the patient is going through paléirly stressful times — e.g. being appointed
for a prestigious but demanding job (see SchreB@8)l or going up for tenure (see Saks 2007).

Other protective factors may come into play in prging intermediate cases from becoming

% One might worry about how to quantify an appasemusive notion such asontrol. Indeed, factors like
frequency or duration lend themselves more easilyeing operationalized and are already employed riety of
clinical tools (DSM included). In what follows | fiex to control as the cognitive ability that allowssubject to
employ one or more coping strategies to deal withssors. See Gross 2002 for a comprehensive fidatisin of

these strategies.
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pathological. For instancé&gumor has already been mentioned as a powerful mearkedp
distressing thoughts and emotions at bay. Thisltrezay be accomplished in a variety of ways:
by promoting detachment from something that thgesiltlreads (e.g. pre-surgery or pre-exam
jokes), by magnifying a negative personality tfaig. through self-irony or self-deprecation), by
voicing thoughts that are repressed or unaccepfabde sexist or racist jokes). Finally, various
instances ofbreactionanddischargeact as protective because they allow the subjetlease
mental or emotional tension — e.g. by venting,itgko a friend, writing in one’s diary — as well
as physical one — e.g. through sports, crying éspén Freud 1914; Freud 1905).

In type b)cases the transition between normality and patlyotagn be explained by the
weakening of one or more protective factors. Inl 82scuss a number of these cases in more
detail. Metaphorically speaking, this second kindvalnerability may be represented as a
medieval fortress whose inhabitants attempt to mteftaemselves from a siege. As the attack
unfolds, there are a number of countermeasureghitbanhabitants can take. First, it is important
to understand the enemy’s strategy and to makesidasi about how to better react (control).
Assuming that the threat could not be ignored inhabitants have to establish what can be done
about it and where exactly the relevant resourbesild be mobilized. Some of these protective
measures would involve rendering the fortress ggorand more resistant against the attack,
while others would focus on preserving the humad araterial resources available for the
longest possible time. For example, soldiers magnge a watch system to ensure that everyone
gets a minimum amount of sleep, or they may regula¢ distribution of food and water to the
population (strength). We can also imagine thatprider to release the stress caused by the
threatening situation, the inhabitants would engaggetivities directed towards abreaction — e.qg.
composing songs or telling jokes about the siegar discharge — e.g. getting drunk. If the

situation becomes serious enough and the siegewaestover time, the defenders would become
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weaker and have fewer resources at their disposebunteract the enemy’s advance. Some of
the protective measures might cease to be effe(#ige joking about the siege is no longer fun),
and others may become plainly unavailable (e.g.ciberuns out of wine). On the brink of
disaster, the inhabitants may decide keep fightlagpite lacking the resources to sustain the
attack any longer, thereby sufferidgfeat Notably — as opposed to the vessel's metaphor — the
breaking point here gets reached when the defgndda place wear out and the inhabitants are
unable to protect themselves. In our terminolodpg turrent state of the fortress represents
vulnerability while the various defenses employgdtie inhabitants are the protective facttrs.
In these cases, the transition between health atitbjogy arises from an imbalance between
environmental demands and the person’s resourasgp with them. The breakdown point thus
represents the emergence of a mental disorder ghr@u process otxhaustionwhere the
protective factors progressively weaken until gasarthreshold, which varies from individual to

individual, is reached.

c) Interaction between risk & protective factors

As | explain above, type a) and b) cases represamtions in which the threshold to
pathology is crossewhostlyvia an increase in risk factors or via a weakermhgrotective ones.
However, there are also cases in whicdh types of factors play a major role in bringing abo
the transition to disorder. On the one hand, arease in risk factors may render some of the
protective factors ineffective or unavailable. Fo@ample, if an obsessive thought increases in
frequency, intensity and urgency, exercising cdnweer it becomes more difficult and

detachment strategies — such as humor — may pmgwessible or even counterproductive. On the

37 These cases may also be compared with some asitisitions in somatic medicine. For example, asqrer
engaging in a risky behavior in absence of prabecis more vulnerable to the development of cerdé&rases — e.g.
HIV infection.
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other hand, the weakening of protective factors mayse an increase in risk factors. For
example, a recovering alcoholic who does not managavoid her circle of drinking friends
would probably end up thinking about the next drinére frequently and experience the thought
as more urgenflype c)cases should thus be seen as more complex bdbausausal interaction
between risk and protective factors is harder semtiangle. However, one may be tempted to
regard them as always reducible to a) and b) c&@espite the more complex causal chain, c)
cases can still be divided into ones crossing lineshold via summation (i.e. increase in risk
factors) or via exhaustion (i.e. weakening of pectte factors). Going back to the examples, an
obsessive thought may take oumcause acting upon it becomes too urgent (summatio
because the subject cannot control it successfebpaustion). Similarly, the alcoholic may
relapse because she thinks about the next drinkeégaently (summatiomr because she cannot
handle the pressure of her friends any longer (gti@n). Yet, in these complex scenarios it is
hard to predict how exactly the breaking point vk reached. By looking at the existing
vulnerabilities and resources, more than one rmupathology appears to be open.

Despite being in principle possible to reduce ®esato a) and b) cases, it would not be
profitable to do so in most situations. Indeed, ititeraction between risk and protective factors
may be hard to disentangle and contextual contitigerplay a crucial role in determining the
nature of the breakdown. A casual walk in fronbag’s favorite bar may kindle more frequent
thoughts about drinking (i.e. rise in risk factoes well as the urge to text old friends (i.e.
weakening of protective factors). Similarly, a naggs from someone that we have not seen in a
long time may trigger a backlash of emotional istgn(i.e. rise in risk factor) but also make us
realize that we are not ready to joke about it (yet weakening of protective factors). In this
sense, talking about “the final cause of the breakd may not be the right way to capture the

complexity contained in the vulnerability profilédy introducingtype c)cases, | thereby sidestep
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the need to univocally specify a final cause farheimtermediate case and | acknowledge that in
many situations it would not be epistemically (cagdically) feasible to do so.

Before moving on to the next section, | introducgpacial class of factors that can act as
risk or protective depending on the circumstanoaghe individual's personality, etc. Following
Lazarus & Folkman (1984), | dub theswal factors One important dual factor anticipation
having more time at one’s disposal to deal withrabjem may be stress-inducing or stress-
reducing depending on a variety of contextual ef@me~or example, if | am getting ready for a
job interview, the thought of having enough timefiont of me is usually relaxing because |
believe | can prepare better and collect more médion about my potential employer. Yet, if the
waiting time becomes too long — e.g. the intervisyostponed — | may become more anxious
because | suddenly have more opportunities to taAbdut how things can go wrong. Lazarus &
Folkman put the point nicely: “Given time, peoplancreflect, suffer or grieve; they can also
avoid the problem, think about it, take action ake efforts to gain self-control” (1984, p. 98).
Similarly, imagination has a powerful dual nature: on the one hand pshslbjects to think
through problems and simulate various scenariag - ¢hink about questions that may come up
during the interview. On the other hand, it may mfgpotential problems or issues — e.g. |
visualize me blacking out completely after thetfgaestion. Whether imagination acts as risky or
protective depends on external circumstances li@w.competitive the interviewing process is),
on my current emotional state (e.g. if | am anxifarsother reasons that affect my performance)
or on general personality traits (e.g. | may benprto pessimistic fantasizing). A nice illustration
of the duality of imagination can be found in Billyilder's movieSeven Year ItcfiL955), where
the protagonist Richard Sherman indulges in daydireg about seducing his new neighbor
(Marilyn Monroe) but invariably imagines the digasts consequences that would derive from

that. Throughout the movie, Richard vindicates imagon as one of his most defining character
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traits: “It's just my imagination. Some people hdlat feet. Some people have dandruff. | have
this appalling imagination”. Another dual factorambiguity a situation that is not completely
clear may elicit a great degree of anxiety (e.gemvla loved one does not come home at the
expected time) but also allows for a variety ofeiptetations, some of which are positive or
neutral (e.g. he might have run into a friend). ikgambiguity fosters imagination in a way that
may enhance stress (e.g. via paranoid thoughtspdarce it (e.g. via self-reassuring thoughts).
The dual aspect of these factors comes to the dtse when we think that situations of
anticipation, imagination or ambiguity are oftertiagly pursued and regarded as pleasurable.
People engage in fiction, watch suspenseful mowgespn roller coaster rides and keep up
romances without making things too explicit. Aleie activities indicate that a certain degree of
anticipation, imagination or ambiguity is not ortiglerated but actively sought for in many
situations.

To take stock: | propose to render the notion ofpeal-levelvulnerability more precise
by distinguishing between three ways of being sit-of developing a mental disorddiype a)
cases comprise situations where an individual etehdn attenuated version of a pathological
condition. Whenever one or more of the risk faciocsease the transition to pathology becomes
more likely or even inevitable. Going back to theample above: a person who experiences
sadness ever more frequently, with higher interaitg wider scope might eventually cross the
threshold for clinical depressionlype b) cases comprise situations where an otherwise
pathological condition is countered by the presesicene or more protective factors. In these
cases the transition to pathology occurs wheneweptotective factors become insufficient for
dealing with the current demands or stressorsekample, a person who is usually able to laugh
about her obsessions might go through a partigukressful time during which she lacks the

mental and physical energy to do $gpe c)cases are those in which risk and protective facto
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causally influence each other. In these cases hhestiold to pathology may be crossed in
different ways but it is not immediately transparemich one is more probabf Although this

tripartite distinction helps to shed light on difat ways of being vulnerable, | do not follow it
too strictly in the remainder of the chapter. Intflei@ the next section | turn to the bulk of the
argument in defense of CT, which consists in r@jgctategorical views through the discussion

of a series of intermediate cases.

82. Intermediate Cases

In this section | confront categorical views bywsing that the core difference between
normal and disordered cases can be explained Bahpg to quantitative processes, such as the
increase in risk factors or the weakening of prbtecones. This represents a key move in
defense of CT: so far, the supporter of a categbnwdel has no reason to reject the distinction
between different kinds of vulnerability | propose81. However, she may still regard normal
and pathological states as importantly distincirfra phenomenological, functional and possibly
ontological viewpoint. So, where does the disagesgrnomes from?

Generally speaking, proponents of categorical vieves committed to the idea that the
gap between health and pathology should be corgtefas a difference in kind, similar to the
one between substances having different chemicapositions or atomic numbers. Conversely,
proponents of dimensional views maintain that sacgap should be seen as a difference in
degree, similar to a spectrum of colors fading i@ another. However, for a categorical view

to pass muster it is not sufficient to show thahpbkogical experiences differ significantly from

3 As | mention above, in Chapter Five | introduce geother type of vulnerability to mental disordeks.opposed
to the ones discussed here, this sort of vulnenalghn be found at the population level and refiebe fact that
some groups are more exposed to a variety of stiedsie to structural injustices.
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normal functioning. In fact, a dimensional acconageds to do so just as well in order to avoid
the charges of arbitrariness and vagueness. Instnse, both approaches take it as common
ground that normal and pathological phenomena ghioelregarded as different in a number of
ways — i.e. phenomenologically, in terms of weliFge Yet, they importantly disagree on how to
characterize such a difference.

There are different versions of the categoricalwibat one might distinguish; here | do
not focus too much on these differences, but Iléackem all at once. Let me thus briefly
mention some typical versions of the categoricalwialthough this list is not supposed to be
exhaustive. Some authors insist that some mergatdairs should be regardedradural kinds
in this sense, psychiatry would be similar to bggloor chemistry in its attempt to uncover a
natural structure shared by a class of objectst lkes “copper melts at 1083° and Syrian
hamsters have a sixteen day gestation period”, ahdrgorders would exhibit some determining
properties that allow us to group them together distinguish them from normal functioning
(Cooper 2005, p. 46). This approach has the cldaardage of facilitating explanation and
inductive inferences, as well as to bring psycliatoser to other sciences (see Samuels 2009 for
a similar argument focused on delusions). Othdanast— such as Murphy — defend the idea that
categories are better suited than dimensions inesepting mental disorders as underlying
destructive processes that shareoaxmon causé2006, p. 318 & 357). As he puts it: “[A]
categorical approach treats disorders as disctetagmena, qualitatively different from normal
states in virtue of pathological causal historgeslimensional system of classification represents
disorders as falling between points on an axigsoa location in multidimensional space, and not

as discontinuous categories” (p. 345Phenomenological accounts of mental disorderstatsh

39 Murphy also grants that some disorders may be mbineal in nature, and suggests that the debate on
classification may turn out to be “a matter of cenience” (p. 356). Although | cannot discuss thaitke of his
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to support a qualitative distinction between haaklind pathological experiences (see Ratcliffe
2015 & 2010). On these views such a distinctioofien cashed out itrtanscendentaterms: for
example, Ratcliffe presents normal sadness as#ti®lity to experience specific emotions — e.g.
enjoying a meal — whereas depression involvesdbe of a whole “possibility space” (2010, p.
12). Thus, while normal sadness is experienced“asrdingent psychological state”, depression
presents itself asstructurally different “all-encompassing way of being” (p. &)Finally, in the
clinical literature many adopt thehecklist approaciput forward by the diagnostic manuals (i.e.
DSM-5 and IC10), where experiencing a certain nundfesymptoms for a given duration or
with a certain frequency puts a person beyond éhevant diagnostic threshold. Kendell &
Jablensky (2003) describe this approach as basdatieoassumption that mental disorders are
clearly separated from normality: “Mental disordaere separated from one another and from
normality by natural boundaries (zones of rarit§gp. 4-5). This point is crucial for our purposes
because it stresses the absence of intermedia¢s casat least their theoretical irrelevance.
Crucially, the claim that most of the categoricap@aches share is that intermediate forms do
not threaten the validity of discrete categoriescduse they are uncommon compared with the
defined conditions” (Kendell & Jablensky, p. 8).

In this section | counter such a claim by discugsin number of intermediate cases
distributed across the four dimensions of functignintroduced in Chapter Two. The goal is to
provide anargument for quantityagainst categorical views: by presenting a streduist of
examples, | show that intermediate cases are mopamatively infrequent but rather pervasive
and systematic. Once enough cases have been @dcussbecomes apparent that some

categorical models are untenable. For instancebdo@daries between health and pathology are

proposal here, | believe our models are compatfibla number of ways. For instance, they both enipbathe
“explanatory story” from normality to pathology (p69).
0 See Chapter Three, §3 for more details on Ragtiffiew.
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not discrete ¢ontra Samuels), phenomenological experiences vary irmegegut not in kind
(contra Ratcliffe) and zones of rarity are hard to come (bge Kendell & Jablensky 2003).
However, more ecumenical models — such as Murphge open to the idea that some disorders
may be dimensional in nature. Murphy explicitly @ots this possibility: “Suppose that changes
in the value of some variable were manifested bienally not stepwise but smoothlgo that
there washo obvious cut-oféither way. But suppose that we nonetheless fattdbme values of
the behavioral variable were sufficiently deviaatmerit a diagnosis. Then we would have a
dimensional disorder, since now the clinically digant valueswould shade into normal ones
without any break (p. 360. Italics mine). In this sense, the difflece between the model |
propose here and the one put forward by Murphy baélydown to a terminological one.

In what follows, | discuss a series of intermedieses lying on the four dimensions of
functioning previously introduced — i.e. saliencenfidence, familiarity and agency. On the one
hand, | show that every intermediate case can banmgfully related to a pathological
counterpart. On the other hand, | argue that the cbfference between intermediate and
disordered cases can be explained by appealingidatitative factors. In particular, it is the
increase in risk factors and/or the weakening ofgmtive ones that causes an individual to cross

the threshold between normality and pathology.

82.1. Salience: Neuroticism and Sadness

Hyper. Notable intermediate cases lying on the salienoeedsion are different forms of
neuroticism a personality trait described as the tenden@xperience anxiety, moodiness, worry
or frustration (see Goldberg 1990). Instances ofotecism include mild obsessions (e.g. having
a crush on a famous person), paranoid thoughts lfeigg slightly hypochondriac) as well as

various idiosyncrasies (e.g. having one’s clothedbaoks arranged by color or size). In this
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sense, neurotic individuals exhibit a form of exagded attention to details that are usually
overlooked by others (e.g. how objects are arrammged desk) and act upon them in ways that
are considered irrational (e.g. not going out on ‘anlucky’ day of the week). These
manifestations can thus be seen as imbalances satlence dimension, and more specifically as
cases of hypersalience. Although neuroticism — ¢ikehe major personality traits — appears to
be normally distributed in the general populatisoyne individuals score particularly high on the
scale.

Paradigmatic examples are the characters impeesbigt Woody Allen in his movies,
who take neuroticism as a core feature of theisqmaality. In a recent paper, Killmister (2015)
characterizes “Woody Allen cases” as situationg/liich attitudes that are utterly unreasonable
become personality-defining. As she puts it: “Thessic Woody Allen character is one who is
driven by desires and anxieties that he knows tee mo justification, and yet who takes these
desires and anxieties to be reasons to live hesidifa certain way” (p. 2). Killmister's analysis
uncovers one key aspect of neuroticism: these ithgls are not just unreflectively driven by
unreasonable thoughts or desires, but often redgheir own reasons as irrational or
objectionable. For example, someone may realizehrafear of flying is completely unjustified,
while still taking this fear as a reason for actin@ certain way — i.e. taking the train evert iki
more expensive and time-consuming (p. 11). In soases, neurotic individuals might fall prey
to some kind ofunneling effecthat makes them locally recognize their failures kmeps up the
illusion that things will work out next time.

An extreme case of this kind of neuroticism is egbfied by Allen’s character Allan

Felix in the moviePlay it again San{1972)*! A San Francisco-based, recently-divorced movie

! Readers might notice that in discussing interntediases | often refer to fictional or quasi-ficeb characters.
Indeed, one might worry that the choice of thesangles would undermine the empirical nature of mgppsal.
Yet, | believe that the cases presented here ateyarly illustrative and vivid, to the point ththey — in fact —
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critic, Allan is eager to meet women and go outdates but constantly has to fight against his
pervasive feelings of insecurity and anxiety. (eftready to go on a blind date, he starts
speculating about what might happen and inevitahlyjisions catastrophic scenarios: “I wish she
had seen me before. | hate to be there on a béitelwiith a girl that first sets eyes on me. What if
she’s disappointed? What if she laughs or screarAg®ng many other idiosyncrasies, Allan
has an obsession with Humphrey Bogart who vivitligves up in his imagination to offer advice
on how to treat women. Bogart acts as Allan’s mooefident and nonchalant counterpart,
ironically mocking his ineptness in romantic mattetn particular, Bogart oversimplifies
situations that Allan has made unbearably comm@ataut of worry or anxiety. When Allan asks
him: “What's the matter with me? Why can’t | be tdd&hat's the secret?”, Bogart replies:
“There is no secret, kid. Dames are simple. | nenet one that didn’t understand a slap in the
mouth”. Crucially, this Bogart obsession does nateha calming effect on Allan, but rather
inevitably makes him more insecure. This happetieebecause he sets his own bar too high —
e.g. “Bogart was [also] short. That did not seerbdther anybody” — or because he always ends
up on the losing side of the comparison — e.g. “Xoow who'’s not insecure? Bogart”; “I am not
Bogart, | never will be”. Allan’s character is pdigmatically neurotic: he keeps engaging in
actions (e.g. aggressively approaching women) whdglimg convinced that the reasons behind
them are irrational or irreconcilable with his pmrality — i.e. “This is what Bogart would do”. As
Killmister would put it, he does not simply actaitionally but takes such irrationality as
personality-defining (2015, p. 2).

How may one distinguish between Woody Allen cases@athological manifestations of

hypersalience, such as the interrogative attitudebéed by some schizophrenic patients? The

contribute to making the account more intelligiblea later development of the model, these casealsl de replaced
by patients’ reports or structured interviews whitieimbalances on the various dimensions couldssessed more
precisely.
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two situations appear similar in some respectgesireurotic individuals over-attribute salience

to objects and events that are trivial from otheople’s perspective. This preoccupation over
insignificant details is shared by those patienssieh as Paul (see Minkowski 1923) — for whom
everyday objects such as feather dusters or damcksrtake on a personal and ominous
meaning*®> Moreover, both neurotic and schizophrenic subjeegard their obsessions as

distressing sources of anxiety. Paul's trip to bahroom takes a long time because he is
distracted by all sorts of doubts about the objaotsind him, while Allan’s preparation before a

date turns into a raving monologue about looselgted topics. Despite these similarities,

significant distinctions can be drawn between the tases by appealing to the role played by
risk and protective factors.

On the one hand, some factors that act as proteictiwoody Allen cases appear severely
compromised in schizophrenic patients. One paradglignexample here isumor while self-
irony about one’'s own obsessions becomes an imypop@art of the neurotic personality (as
Allen’s success as a comedian clearly shows), donteof humor impairment has been reliably
associated with schizophrenia. Recent studies g@eowvidence in support of this point:
schizophrenic patients have a hard time distingugstbetween humorous and non-humorous
texts (see Ilvanovat al 2014), as well as reacting appropriately to hwusrstimuli in general
(Falkenberget al 2007). By contrast, neurotic individuals oftenhiét a striking tendency
towards sarcasm and self-irony that may act asfferbagainst pathology. In our example, the
more Allan indulges in his own idiosyncrasies anksession, the more he appears —
paradoxically — able to exercise some control akkem. In this sense, humor becomes a way in
which the neurotic affirms his own self-determioatior defines his personality as non-standard.

Humor may also act as protective for some indivisiuay promotingdetachmentfrom the

2 See Chapter Two, §1.1. for more details on thieca
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stressful situation. Similarly, the ability to egese irony on one’s own character flaws indicates
some degree ofelf-reflection While Paul describes his actions as if they wewenpletely
normal — e.g. “It takes a certain amount of my tkméook at my watch; | check exactly how the
hands are placed” — Allan is painfully aware of ¢fag between him and others — e.g. “Why can’t
| develop that attitude? [...] Why is it always sarg@icated? [...] Why didn’t | see it coming?”
This higher degree of self-reflection probably siates into a betteontrol over one’s situation.
Indeed, the neurotic still has the option of dosmnething about his obsessions (e.g. joking
about them; using them as reasons for action) walettee schizophrenic patient does not have
such possibility. Lacking both humor and self-refien, Paul cannot help but adopting a passive
attitude towards his obsessions and thus beindyllgisubject to them.

On the other hand, the difference between interatedand pathological cases may be
explained by an increase in risk factors. For msta the neurotic’'s tendency towards
hypersalience appears narrowersgopewith respect to the interrogative attitude exl@bitby
schizophrenic patients. While Allan’s obsessions aastricted to a specific domain (i.e. his
romantic life), Paul's questioning extends to otgemompletely unrelated with one another and
lacks a specific focus (i.e. the clock, the dobe, feather duster). However, although a difference
in scope may be helpful to draw a distinction iis ttase, such a rule cannot be applied generally.
Indeed, schizophrenic delusions can be remarkaiptyiroscribed, as it happens in cases of
erotomania where patients believe that a famousopéas secretly in love with them (see Jordan
et al. 2006). Conversely, neurotic obsessions may bergkred and cover a wide variety of
aspects in a person’s life — e.g. food, sex, cleas$, tidiness, etc. Other risk factors such as
frequency or urgency may also be significant in distinguishing betwe@atermediate and
pathological cases of hypersalience. Indeed, gdtal’s impaired functioning may derive from

the fact that his obsessions are more frequenedisas more urgent, to the point that they cannot
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be ignored and he feels forced to act upon thenallyy increased frequency and urgency may
in turn foster a weakening in protective factors phrticular, when obsessive thoughts become
too many and hard to ignore, both control and huarer likely to diminish. The individual’s
resources may become insufficient to deal with @asmngly stressful demands (control
decreases) and there may be no strength left tandis oneself from the situation to laugh about
it (humor decreases). Finally, a similar effect niey produced byluration some obsessions
may not be intense nor frequent, but simply lasglenough to constantly absorb one’s resources
up to a breaking point of exhaustion.

Hypo At the opposite end of the same dimension, sadicésarly qualifies as an
intermediate instance of hyposalience. Similarlyitsopathological counterpart (i.e. depressive
anhedonia), sadness often includes a significass lof pleasure or motivation in everyday
activities and may be accompanied by physiologssahptoms such as change in appetite or
sleep patterns. The issue of reliably distinguighetween depression and normal sadness is
notoriously thorny, to the point that past editimigshe DSM included a number of “exclusion
clauses”. For instance, up to the DSM-IV the dé&fbini of Major Depression acknowledged that
people who recently experienced the loss of a loweel were to be exempted from diagnosis
even upon meeting all the symptomatic criteria €@gement Clause). This is one of the few
places in which the DSM has recognized that theemagion of symptoms does not suffice to
produce a correct diagnosis and that the contexdséo be taken into account. In their book,
Horwitz & Wakefield (2007) take the Bereavement Bk as a starting point to criticize the
overly inclusive criteria proposed by the DSM afatyfthe related risk of medicalizing normal
loss responses. They proceed to present a numibase$ in which intense sadness can be seen
as the normal and at times adaptive responseetatiiéssors — e.g. loss of a valued job, divorce,

loss of status. Notably, a reliable distinctionvietn these cases and clinical depression cannot
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be drawn solely at the level of symptoms. As Hazveihd Wakefield put it: “Normal sadness can
be intense; can be accompanied by sleeplessneksyflaoncentration, change of appetite, and
S0 on; can be impairing and distressful; and cahfta two weeks, as the criteria demand” (p.
15). On their view, three criteria are helpful tistohguish between ordinary and pathological
forms of sadness. First, normal sadness is triggéne a “discrete life event” involving a
significant loss (e.g. death of a loved one); sd¢tme level of distress exhibited by the person is
“proportional” to the nature of the loss; third,etltourse of symptoms closely follows the
presence, absence or persistence of cause (p®)2%&t, drawing a satisfactory distinction
between ordinary and disordered cases may be htraerHorwitz & Wakefield are willing to
admit. With respect to the first criterion, studiedicate that depressive disorders — like normal
sadness — are often triggered by life events inmghoss or trauma. For example, grief evolves
in depression in 10 to 20% of cases (Bonanno &rKalt 2001) and childbirth frequently gives
rise to clinically relevant depressive manifestasigsee Williamson & McCutcheon 2004 for a
review). The second criterion (i.e. proportionatitythe cause) appears difficult to assess without
taking into account specific details of the persdife situation: for example, the death of a pet
may count as a devastating loss to someone whos# ki@ is otherwise seriously impaired. The
third criterion is also problematic, as the chropiesence of stressors in a person’s social and
financial life have been proven to impact deprass@tes significantly. For example, marital
struggle and dissolution (Simon 2002) and sociaienuc status (Costellet al.2003) have been
reliably associated with the development and exetem of depression. Contrary to Horwitz &
Wakefield’s suggestion, in many cases environmefdators can be considered additional

triggers of psychopathology rather than conditigrainding the exclusion from clinical statlis.

“3In Chapter Five | explore this issue in more detaiubstantiate the idea that environmental faatoay create or
increase vulnerability to pathology.
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Does the model proposed here do a better job tharwitt & Wakefield's at
distinguishing between sadness and clinical dejam@®sin terms of risk factors the two
conditions appear remarkably similar: indeed, ts#ttiness and depression can persist over long
periods of time due to the presence of a chrom&ssor quration). Moreover, both conditions
may exhibit high intensity and absorb a great p&athe person’s physical and mental resources
(strength. However, it makes sense to think that in mostesadepression and sadness would
importantly differ in terms oflepthand scope While depression casts a gloomy light on the
person’s overall existence, sadness tends to be localized and connected with some specific
trauma or negative life event. This difference nhiglso be reflected in the fact that depressed
patients often talk about pleasure having complededappeared from their life (Styron 1991, p.
38), while sad individuals usually recall pleasieagvents vividly but are unable to reproduce
the same feeling due to the circumstances. The fdatdr ofimaginationalso seems to play a
negative role in depressed cases: indeed, theupdedling of finality described in first-person
accounts may originate from the subjects’ inabildydepict a future different from the present.
Styron characterizes this sensation poignantly:e“Ppain is unrelenting, and what makes the
condition intolerable is the foreknowledge thatremedy will come — not in a day, an hour, a
month, or a minute. If there is mild relief, oneoks that it is only temporary: more pain will
follow” (1991, p. 62). Plath describes her futumeai similar way: “I could see day after day after
day glaring ahead of me like a white, broad, inélyi desolate avenue”; “I saw the years of my
life spaced along a road in the form of telephooleg threaded together by wires. | counted one,
two, three...nineteen telephone poles, and then tteswangled into space, and try as | would, |
could not see a single pole beyond the ninetegdi®B83, pp. 65 & 67). One way to distinguish
intermediate from disordered cases would thus l@ss$ess the person’s outlook on her imagined

future and see whether imagination acts as a rislprotective factor. In terms of purely
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protective factors, the degree of physical and alestitengthexhibited by the individual plays an
important role. Intermediate cases may be seenoashaving (yet) crossed the point of
exhaustion and therefore as able to mobilize soes®urces in pursuit of goals, whereas
pathological cases would be characterized by a sfatnergy depletion where carrying out small
everyday tasks becomes impossible. Again, PlathSayichn describe this experience vividly: “I
guess | should have been excited the way mosteobtier girls were, but | could not get myself
to react” (Plath 1963, p. 3); “I fell onto the badd lay gazing at the ceiling, nearly immobilized
and in a trance of supreme discomfort. Rationaligid was usually absent from my mind at such
times, hencdrance | can think of no more apposite word for thistestaf being, a condition of
helpless stupor” (Styron 1991, pp. 17-18). Finalhge degree o&breactionor dischargemight
make a significant difference between intermedzateé pathological cases. Indeed, some people
may be able to release tension effectively throumtious forms of social activities, talk-therapy
or physical movement, whereas others may lack tke@mental or psychological resources to

do so.

§2.2. Confidence: Impostor Syndrome and Overconfidece Effect

Hypo. An intermediate case lying on the confidence dsmanis the so-callednpostor
syndrome(IS henceforth), characterized as a collection edlifigs and beliefs about one’s
inadequacy that tend to persist even in the faceootrary evidence (see Young 2011). This
phenomenon is widespread among successful andasheving individuals who should have
plenty of evidence at their disposal to countef-delibt and be reassured about their talents. Yet,
individuals affected by IS tend to systematicalilgnaiss every piece of evidence pointing toward
the fact that they are worthy of their success. @emting on the promotion they received, they

might say that they just got lucky; talking abolit impressive achievements, they claim: “If |
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made it, anybody can”. In her book, Young dubs giienomenoimntellectual fraudulence*You
believe you are somehow ‘fooling’ other people ittimking you're brighter and more capable
than you ‘know’ yourself to be. Deep down you file¢ an impostor, fake, and fraud” (2011, p.
71). Kay & Shipman (2014) also stress this poimesgedly in their study on the “confidence
gap” between successful women and men across gapiofiessions. While their work started as
a collection of success stories of women acrosdUthieed States and the United Kingdom, it
soon acquired a different focus:

“To our surprise, as we talked with women, dozehghem, all accomplished and
credentialed, we kept bumping up against a dark $@d we could not quite identify, a force
clearly holding them back. Why did the successiuestment banker mention to us that she did
not really deserve the promotion she’d just got?aWhd it mean when the engineer who’d been
a pioneer in her industry for decades told us oiftleglly that she wasn’t sure she was really the
best choice to run her firm’s new big project?”.(Bpd).

For reasons that still need to be fully exploredpven suffer from IS more than men do,
and this may reflect on other gender gaps in thekplace. For instance, a study conducted by
Hewlett-Packarts Human Resources reports that women tend to afgply promotion only
when they believe to meet 100% of the qualificatjiomhereas men apply when they think they
can meet 60% of the job requirements (reported &y & Shipman 2014, p. 10). In this sense,
hypoconfidence may connect with reduced risk-takiebavior and consequently with shrinking
opportunities in the workplace (p. 19).

Is there a way to pry apart cases of IS and cafssslf-doubt characteristic of depression,
such as the ones exemplified by Styron (1991) dathR1963)% The two situations appear

similar in many respects: the women intervieweKby & Shipman report recurring feelings of

4 See Brifiol, DeMarree & PetB010; Estes & Felker 2011 for more studies onphisnomenon.
5 See Chapter Two, §1.1.

146



Valentina Petrolini

inadequacy and believe they do not deserve thegn#aon they are given. Similarly, Styron
interprets losing the check as a sign of his westhess with respect to the literary prize he had
won (p. 19), and Plath starts feeling “dreadfufigdequate” for not knowing more languages (p.
40). Indeed, the same thoughts, feelings and keinefy be ascribed to individuals affected by IS
and depression: ‘I feel like a complete failurel';do not deserve any of the recognition | am
getting”; “It is just a matter of time before | axposed as a fraud”. Yet, it is possible to draw
some distinctions between the two cases by apmetdirthe role played by risk and protective
factors.

On the one hand, the self-doubt experienced byedspd individuals usually differs in
scopewith respect to the one reported by IS sufferéfkile the latter struggle with their feeling
of professional ineptness, the former tend to takeepisode of inadequacy as a sign of their all-
encompassing failure. Both Styron and Plath malsspibint particularly vivid: “I was not worthy
of the prize | was in fact not worthyf any of the recognitiothat had come my way in the past
few years.” (Styron 1991, p. 19. Italics mine).ctbuld not spealGermanwell [...] | started
adding upall the things | couldn’t db(Plath 1963, p. 40. Italics mine). Other candelaisk
factors are likely to differ between the two sitaas: the self-doubt experienced by depressed
patients may last longedyration), be triggered more easilyréquency, or take up a greater
amount of time and effortritensity. On the other hand, the difference between intdiate and
pathological cases lies in the presence or absarsmme protective factors. For instance, people
affected by IS may be able to cope with their fegdi of inadequacy by acquiring a more
objective view on their accomplishmentie{achmentor by being self-ironic about their own
insecurity iumol). Some may also consciously adopt a number ofngpptrategies including
self-reassuring beliefs — e.g. “You can make it)y's@good at this” — cognitive changes — e.g. “It

is not the end of the world if someone else getgdb” — or attentional deployment — e.g. “Now
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that | have turned in the application | can focasother tasks”. All these strategies help to gain
control on the paralyzing thought of being a failure atsb aestore some confidence connected
with action. If my past record shows that | havedjechances of getting a promotion, | might as
well try this time. If | can laugh about my condté&ar of being rejected, | can finally see that it
is not justified after all. If I can psych myselp @nough to turn in my dossier, | enhance my
chances of actually succeeding. Notably, theseeptiok factors appear unavailable to depressed
patients. Many of them feel irremediably trappedhwio possibility of detaching themselves
from the situation: “It is as if a black fog hassdended” (Ratcliffe 2015, p. 263); “I've gone
around for most of my life as in the rarefied atpteere under a bell jar” (Plath 1963, p. 130).
Laughing often becomes impossible — recall Styréfagure of even forced laughter” (p. 19) —
and coping strategies are at times attempted buplately ineffective — Plath keeps repeating to
herself to no avail: “| was supposed to be havirggtime of my life” (p. 3).

Hyper.At the opposite end of the confidence dimensi@ndtare cases of people that tend
to overestimate their abilities with respect to ithewn and others’ performance. This
phenomenon has come to be known in psychologyeasvirconfidence effe¢see Pulford 1996
for a review). Early studies on the topic focused specific abilities, such as driving: for
example, Svenson (1981) surveyed 161 Swedish aneriéam undergraduates, asking them to
compare their driving skills to other people. Thesults show a striking tendency towards
overconfidence, with 93% of the American sample 886 of the Swedish sample placing
themselves in the top 50% (p. 146). Other studieestigate more general abilities, such as self-
assessment on academic performance. The results again — striking: 68% of the faculty
surveyed at the University of Nebraska rated thérasan the top 25% for teaching ability, and
more than 90% rated themselves as above average(sss 1977). Similarly, 87% students

interviewed atStanford University rated their academic perforneaas above the median (see
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Zuckerman, Ezra & Jost 2001). In their seminal wonkthis phenomenon, Kruger & Dunning
(1999) then uncovered a positive correlation behnmeadency towards overconfidence and lack
of skill. Roughly put, the poorer the participasisored in a number of domains (i.e. humor,
grammar, and logic), the more they rated their ggarance as being above average. The
researchers suggest that this phenomenon maytraffeetacognitive deficit, where people who
are incompetent also lack the means to detect twair mistakes. As Dunning & Kruger put it:
“Incompetence does not only cause poor performdnutealso the inability to recognize that
one’s performance is poor” (p. 1136).

Another extreme but non-pathological case lyinglenconfidence dimension is thep-
talk employed by athletes to focus on their strengtits@unter performance anxiety or fear of
failure. During training or before an important gamt is common for athletes to psych
themselves up by repeating exaggerated remarks“f@g’re the best! You can do this!”) or by
projecting unrealistic expectations on the upconpegormance (e.g. “You know you're going
to win! They are afraid of you”). This motivationsirategy have been shown to have positive
effects in many situations, enhancing confidena#® swif-efficacy (see Vargas-Tonsing 2009). A
paradigmatic example in this sense is the boxingmghion Muhammad Ali, who famously
claimed: “I am the greatest. | said it even befobrienew | was”. This case is particularly
interesting for our purposes because it represesituation lying very close to one extreme (i.e.
grandiosity delusion), despite being non-patholalgand even adaptive in some circumstances.

What distinguishes then moderate and severe cdsegeronfidence from delusions of
grandiosity such as the ones reported by someaiienic patients (see Reina 2009)®gain,
drawing such a distinction based on the conterthefbeliefs or on the feelings involved seems

wrongheaded. Indeed, people who tend towards onBdemce and those affected by grandiosity

“® For more studies on the overconfidence effecSsgkerland 2007; Gigerenzer 1991.
" See Chapter Two, §2.1. for more details on thieca
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similarly believe to be more skillful than othersa number of domains. Moreover, the feeling of
omnipotence derived from perceived or actual sucogsy not differ substantially: schizophrenic
patients often claim to have been chosen by Gdmtitg salvation to the world (Schreber 1903),
while John Lennon famously said: “The Beatles aimggdr than Jesus” (1966). Yet, the
distinction between intermediate and pathologieales becomes easier to draw once we turn to
the role played by risk and protective factors.e ik hypoconfidence casescopeplays an
important role: ordinary people appear overconfidan selected areas (e.g. driving), and
individuals that are extremely talented in one dionfa.g. John Lennon or Muhammad Ali) do
not necessarily transfer their confidence to othgpects of their life. Conversely, delusional
patients experience grandiosity as pervasive argplying to every domain: for example, Reina
interpreted every gesture, glance, word and olgscteferring to hinbecause ohis magical
powers (2009, pp. 4-5). Thidegree ofintensity also appears to differ: in most cases, ordinary
overconfidence does not possess depth becausee# dot impact people’s decisions or
worldview to a significant extent. It also fails fssess strength because ordinary people’s
resources are not constantly mobilized to deal wighconsequences of overconfidence. On the
contrary, patients affected by grandiosity perceéhar special powers as something that needs to
be understood, explored and developed further: ‘tdychers began to take an even greater
interest in me, and | thought | had found out whipjad discovered how to charm people into
liking me using my color theory” (Reina 2009, pp4)3 At the same time, they perceive this
phenomenon as deeply distressful: “Everyone | phsse the street would give a personal
comment about me or insult me” (p. 5). Notably rexte non-pathological cases may also score
very high in terms of intensity. For example, Mulmaad Ali’'s conviction of being “the greatest”
probably played a crucial role in some of his lilefining decisions, such as accepting to fight

against the much-stronger Foreman despite beitigeaénd of his career. Ultimately, the action
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of protective factors may be the only element sspay extreme non-pathological cases from
disordered ones. One important difference maynlithe ability tocontrol one’s overconfidence
and express it full-force only when it really maste- e.g. right before a match — as opposed to
being passively subject to it — e.g. “My magicaleo began to run away with themselves”
(Reina 2009, p. 4). Moreover, the ability to tssenorappropriately may turn a stressful situation
in an advantageous one. During the legendary ghainst Foreman, Ali took punches for seven
rounds and looked like he was going to be defeatedknockout. But, as Foreman reports:
“About the seventh round, | hit him hard to the jand he held me and whispered in my ear:
‘That all you got, George?’ | realized that thisi'aiwhat | thought it was” (Gast 1996). The
option of employing humor or self-irony as proteetiseems unavailable in pathological cases,
where people are incapable of detaching themsélopstheir experience and observe it from an
external perspective: e.g. “Every bump on the whthy apartment and every cry in the distance

were directed toward me” (Reina 2009, p. 5).

§2.3. Familiarity: Post-Bereavement Hallucinatory Experiences & Dissociation

Hyper. One intermediate case lying at the high end effdmiliarity dimension is the
group of phenomena that has come to be known @sBeosavement Hallucinatory Experiences
(PBHE). Although their nature remains somewhatie®jghese phenomena are usually taken to
encompass “a heterogeneous group of disturbancpsroéption and thought process, ranging
from hallucinations, pseudo-hallucinations, illuspand felt-presences” (Castelnatal. 2015,

p. 271). PBHE are often experienced by family membe close friends during — but also after —
the mourning period, and may take the form of Viswaauditory hallucinations, felt presence of
the lost person, and attempts to communicate vathiiirough talking or rituals. In his pioneering

study on the psychology of grief, Parkes (1972)infisiishes between the phenomenon of “felt
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presence” (or illusion) and full-blown hallucinati The former experience is characterized by
feeling the presence of the dead person withowctlyr perceiving him or her. In these cases,
subjects would say things like: “Spiritually, heisar”; “I still feel that he’s around”; “He’s not
anywhere in particular, just around the place”p). The latter experience instead includes a
strong perceptual component, as one subject regbiess with me all the timel hear him and
see himalthough | know it's only imagination” (p. 62. liizs mine). The subjects interviewed by
Parkes report visual hallucinations as being padity frequent: “One widow was resting in her
chair on a Sunday afternoon whame saw her husbanduite clearly, digging in the garden with
only his trousers on; anotheawher husband coming in through the garden gateréshwher
dead father standing by her bed at night” (p. 88 first quantitative study on PBHE has been
conducted by Rees (1971) on a sample of Welsh wsdow= 227) and widowers (n = 66). The
goal was to assess the presence and frequencilfihatory experiences following the death of
a spouse, while excluding metaphorical refereneas. (I can see him with my mind’s eye”),
dreams and half-waking perceptions. The numbersiltieg from these interviews are
surprisingly high: “Almost half of the people intgwed had hallucinations or illusions of the
dead spouse —i.e. 46.7%” (p. 38). Among PBHEsidins turned out to be particularly common,
with 39% of the widowed reporting a sense of presesf the dead spouse; visual and auditory
hallucinations have also been reported by 14% @ttdmple. Most of these phenomena appear to
last many years, and are particularly common dutirggfirst ten years of widowhood (p. 37).
However, passing of time usually marks a decreasefrequency: for example, visual
hallucinations were reported by 4.5% of those widdvior more than 20 years, and by 17% of
those widowed for less than 20 years. Notably, nodghe widowed subjects interviewed by
Rees presented PBHE in a positive light, as a fhkegccompaniment of widowhood” (p. 37).

The numbers in this sense are particularly strikiddtogether 78% of the visually hallucinated,
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66% of the auditorily hallucinated, 73% with illosis of the deceased’s presence, and 82% of
those who spoke to the dead person found it hélgful 40). More recent studies on PBHE
confirmed the high incidence of the phenomenon gmweidowed subjects: a comprehensive
meta-analysis carried out by Castelnovo and hdalmmdators (2015) has uncovered numbers
ranging from 30% to 60%.

At first sight, it seems difficult to pin down ttdifferences between cases of PBHE and
the experience reported by patients affected bgdirdelusion. Indeed, some of the case studies
discussed in Chapter Two also involve widows whaidentify hospital staff with their dead
husbands (Moriyamat al. 2007; Turkiewiczet al. 2009). In one sense, this experience closely
resembles the phenomenon of felt presence: whileepgon remains somewhat intact — i.e. I
don’t see him or hear him” (PBHE); “He looks ditat” (Fregoli) — the resulting judgment is
significantly altered — i.e. “I know he’s physicalpresent” (PBHE); “I know they are the same
person” (Fregoli). Moreover — in PBHE as well ag-megoli — hyperfamiliarity appears to arise
from hypersalience: due to the dead person’s afectmportance, a subject might start
“seeking” his presence in the environment and téy give rise to “finding” behavior even in
absence of the object sought (see Parkes 1970 Nemerally, both in PBHE and Fregoli the
degree of emotional attachment to the person wkorgesidentified plays an important role. Not
only she is a family member or friend, but oftemgone who has acquired particular importance
because of a traumatic event (e.g. death, breakiugle to a particular obsession (e.g. recall the
woman who was seeing her favorite actress everyavhiéourban & Fail 1927). In terms of risk
factors involved, the two situations also appesgkiagly similar: in fact,duration may be even
longer in PBHE, since the process of bereavemeulstéo last several years as opposed to acute
psychotic episodes that often disappear in a feek&/@r months (see Moriyanead al. 2007).

Frequencyalso does not help to distinguish PBHE from theideintification errors occurring in
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Fregoli. Indeed, the studies discussed above iteit@t PBHE episodes may occur at “variable
times throughout the day”, with some people beimgntinually hallucinated” and others
experiencing these phenomena more often at a plartitme of the day — e.g. morning or night
(Rees 1971, p. 40). The degreeimtensityis probably very high in both situations, with one
crucial difference: patients affected by Fregotiddao feel persecuted, haunted or followed by
their loved ones, whereas people who experienceEPBHceive these phenomena as helpful and
even pleasant. In this sense, intensity could ga m both situations but exhibiting a positive
valence in the non-pathological case and a negatieein its pathological counterpart. Such a
difference in valence might indicate that peopleeziencing PBHE benefit from the action of
several protective factors. For instance, somertgpodicate that these individuals are able to
maintain a certain degree obntrol over the situation, by telling themselves that tlaeg just
imagining, or that what they have seen must notrdad¢. For example, one of the subjects
interviewed by Parkes reports: “I hear him and lsee although | know it's only imagination”
(1972, pp. 61-62). Another indicator that PBHE seb§ may exhibit a higher level of control
with respect to Fregoli patients is that the forraer able — at least most of the time — to regard
these experiences as private and as somethingahdte integrated in their everyday life without
disrupting it. Unlike psychotic patients, widowedbgects are “able to integrate the experience
and keep it secret” (Parkes 1972, p. 41). In tleisse, PBHE experiences probably work as
coping strategies themselves, as they help fuljlia frustrated desire — e.g. to see the loved one
again — and function as ways of abreacting or msing some otherwise stressful content — e.g.
by talking with the deceased spouse.

Hypo At the low end of the familiarity dimension themre mild and moderate
experiences aflissociation These phenomena take a variety of forms but tisenally involve a

sense of detachment from people and situationsvbiald be otherwise familiar to the subject. In
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more severe cases, dissociation is characterizedstgte of fragmented consciousness involving
amnesia and feelings of being disconnected fronselh@and one’s environment (see Steinberg
2001). Although dissociative experiences often gdatected because of their subtle, fleeting and
elusive character, they are in fact strikingly coomi{see Goleman 1991). Frequent instances
include gaps in awareness, such as realizing ateisvthat we have not followed part of a
conversation or that we have become so engrossed imook to lose track of time.
Depersonalization symptoms are also common: inoblee first systematic studies on the topic,
29% of the participants reported that they occasdlprsee themselves as characters in a movie,
and 14% had the experience of not recognizing te&ms in the mirror (Ross, Norton &
Anderson 1988). This sense of detachment from omeis body and mind becomes particularly
salient when people are involved in life-threatgnavents. For example, a woman who fell from
a third-story balcony describes her accident thay:Wl experienced it as if | were standing on
another balcony watching a pink cloud float downthe ground” (Goleman 1991, p. 1).
Similarly, people who have been involved in natutislasters or terrorist attacks often report a
sense of being strikingly detached from their emrvinent, feeling like they were dreaming or
“going through the motions” without any emotionaaction (Steinberg 2001, pp. 68-72). These
examples suggest that dissociative experienceshmagyart of an adaptive response to traumas
and extremely stressful situations. Depersonabimatiay act as a survival mechanism that allows
people to react efficiently in danger situations dhwtting down emotions and looking for an
immediate solution (e.g. finding a way out of althmg on fire).

Besides cases in which dissociative symptoms a@reiically triggered, there are also
practices where states of altered awareness avelggiromoted as intense spiritual moments. In
her ethnographic work on American spirituality, bofann (2005) draws a parallel between

dissociation and the capacity abbsorptionpromoted by Christian groups such as Pentecostals
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and Southern Baptists. These communities put aflemphasis on the intimate relationship that
the believer establishes with God through prayhroiligh a series of exercises, believers learn to
become absorbed in inner sensory stimuli (e.giritpéod’s voice within one’s thoughts) while
gradually losing awareness of external ones (p).IA8s is how one of the subjects interviewed
by Luhrmann describes her experience: “You're it of removed from what's going on
around you. Very often, the words that are comingad your mouth aren’t your own words, or
the picture that you're describing isn’t somethygi’'re conjuring up out of your own brain. It's
like, you know, an image is put into your mind amokrds are put into your mouth that you'’re just
meant to speak out. So there is that sense of loesegnnected from yoursetf some capacity”

(p. 152. Italics mine). This wide range of caseggests that alterations along the dimension of
familiarity should be seen as lying on a continuwvith fleeting episodes of absorption on the
one hand (e.g. becoming engrossed in a book orapawd more frequent or intense experiences
on the other hand (e.g. losing touch with one’siremvnent in order to contact God through
prayer).

There are important similarities between these scadedissociation and disorders of
hypofamiliarity such as Capgras delusion. Duringseges of depersonalization, subjects
experience a puzzling lack of familiarity with regp to objects, people, or situations that they in
fact know well. For example, Steinberg reportsdase of a bank manager who has unexpectedly
been fired a few years before retirement: “I look¢dany boss, and suddenly | didn’t know him
anymore. He didn’t look real. The room looked sfialand unreal too — almost like being out of
focus” (2001, p. 73). In particularly stressfulusitions, subjects experiencing depersonalization
might even have trouble recognizing close familymbers. One of the subjects interviewed by
Steinberg fails to recognize her mother during atéd argument: “She looks like a stranger to

me, and | hear myself thinking: ‘Who is this perg@@he is not my mothefhis person is not my
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mothet” (p. 74). With respect to the thought content egsed, these cases look strikingly
similar to the Capgras patients who are unablet¢ognize their spouses, sons or daughters (see
Christodoulou 1977, Frazer & Roberts 19%4)Another element of similarity between
dissociation and Capgras is the gap between pemepind emotional recognition. While
subjects are aware that the person in front of tlomks exactly like their significant other, they
fail to feel the affective response connected te plerception. As Steinberg puts it: “There’s an
awareness that a familiar emotion is lacking in tleemal experience of Mother. The person
recognizes Mother intellectually, but the emotiesnwithdrawn. The person is aware that the
usual emotions associated with Mother — feelingbweé, closeness, comfort, and security — are
missing” (2001, p. 71).

Despite these similarities, the distinction betwpathological and non-pathological cases
hinges on quantitative factors such as the frequedaration, and intensity of the relevant
episodes. This is exactly what Steinberg had indmwvhen she started developing her structured
interview for dissociative disorders, now widelyokim as SCID-D $teinberg Clinical Interview
for DSM-IV Dissociative DisordeysOn her view, the core distinction between miftdl zevere
forms of dissociation turns on the idea that notinplagical experiences would be “brief”, “rare”
and with a “minimal effect” on people’s ability fonction socially or professionally. By contrast,
disordered cases would exhibit episodes that aeesigtent, recurrent and disruptive to social
relationships or job performance” (2001, p. 12). ba model outlined here, the relevant risk
factors that would help us distinguish between rarand pathological cases would thus be
frequency, duration, and intensity. In terms oftpctive factors, one important difference might
have to do with the degree cbntrol that a subject is able to exercise on differepeats of her

personality. While we all play different roles iiffdrent situations (e.g. at home and at work)

8 See Chapter Two, §3.1. for more details on they&apcases.
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patients affected by a dissociative disorder ateabte to predict in advance which “alter” would

make her appearance. For example, one of Steirsbeatgients painfully describes her inability to

control a particularly aggressive and demeanirgy éite. The Mean) who comes out in situations
of emotional conflict (p. 148). A great part of fBteerg’s therapy thus consists in helping the
patient learn to discuss and negotiate with herslty actively listening to them and regulating
their intervention. This form of dialogical therapyould also provide the patient with a higher
degree ofabreaction because she would eventually learn to work thinoidgntity conflicts by

talking to different parts of her personality athiéy were different people.

§2.4. Agency: False Confessions and Mind Wandering

Hyper. One intermediate case lying on the agency dimenisi the phenomenon of false
confessions, where an individual confesses toraecthat he or she has in fact not committed
(see Gudjonsson 2003). These cases straightforyvapathlify as instances of hyperagency
because someone who falsely confesses to a crkas tasponsibility for an action that extends
beyond her control. The idea of a non-mentally iisced person willing to face legal charges
for something she has not done appears very contigive. Yet, studies in forensic psychiatry
show that false confessions are relatively frequalthough their exact number is obviously
difficult to determine. For example, in the earlygiidies 10% of the defendants assessed in
Birmingham and 24% of those in the London pleadeat ‘guilty” at their trial after having
provided the police with a written confession ($&&djonsson 2003, p. 184). In his extensive
work on the topic, Gudjonsson shows that false esgibns are not confined to the mentally ill
and that “the view that apparently normal individuavould never seriously incriminate
themselves when interrogated by the police is wrgpg243). A famous case of false confession

is the one involving Peter Reilly, an 18-year-aldni Connecticut who found his mother dead
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upon returning home and — following police intelmbgn — came to believe to have murdered
her. One important fact preceding Peter’s confessias his “failure” to pass the polygraph test,
after which both his confidence and memory begandaken: “Now there is doubt in my mind.
Maybe | did do it”; “The polygraph thing didn’t camout right. It looked like I've done it”
(Connery 1977, p. 66). Peter exhibited no evidesfoeognitive or psychiatric disorder, and his
IQ placed him in the “bright-normal” range. Duritige trial he was finally found to be innocent,
and all charges against him were dropped (Gudjon2603, p. 236). Why would someone like
Peter confess to a crime that he has not commifted?answer to this question is quite complex.
First, the coercive methods used by the police playmportant role, as well as the conditions in
which the custodial confinement occurs — e.g. sbmivation, under- or over-stimulation,
inadequate diet and physical discomfort (see Hin&leWolff 1956). Some interrogation
techniques even appear to elicit memory distrudtdastortion when combined with situations of
emotional shock or extreme stress. Second, falséegsors usually exhibit a set of personality
traits that make them particularly vulnerable tggestion: lack of self-confidence, exaggerated
trust in authority, eagerness to help and diffictidt detect discrepancy between what is recalled
and what is suggested (see Ofshe 1989). Forengib@segists group false confessions into three
categories: ayoluntary, where one spontaneously confesses without bategogated, either to
protect someone else or for pathological reasomsg-— self-punishment, reality distortion; b)
coerced-compliant where one confesses as tresult of an interrogation to obtain some
immediate gain — e.g. escape from an intoleralileatson, having one’s sentence reduced; c)
coerced-internalizedwhere one confesses as the result of an intaromgbecause he comes to

believe to have committed the crime (Gudjonsson32@p. 192-195). C) cases are the most
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interesting for our purposes because they constdauton-pathological example of hyperagency
while at the same time resembling the instancemtifological guilt discussed in Chapter T#o.
What makes false confessions importantly differeain the voluntary confessions of
psychotic patients? Again, there are some strikinglarities among the two situations: in both
cases, a subject falsely — although sincerely —esotm believe to have committed an action that
falls beyond his control, and takes moral as wellegal responsibility for it. A strong feeling of
guilt features in both kinds of confessions. Psyichend depressed subjects often feel the need to
expiate real or alleged transgressions (p. 195greds others feel guilty for not having been in
control when the crime was committed (e.g. becafisdcohol or drug intoxication), or for not
being able to trust their memory in recalling egewnithout confusion (p. 238). Despite these
similarities, mentally disordered subjects appeaexhibit a pre-existing feeling of guilt that
makes some actions particularly salient (e.g. Envary N), while false confessors experience
guilt after having lost confidence about their #pilto recollect what happened. As a
consequence, the degree of internalization witlpeetsto the confession also differs: while
voluntary confessions are spontaneous and rardigcted, coerced confessions are almost
invariably taken back by the subject even if thmirtig of retraction varies from a few hours to
several years (p. 182). In this sense, the fadtolucation can be taken as a reliable indicator to
distinguish between pathological and non-pathollgiases: the least pressured and the hardest
to retract the confession, the higher its pathalalgimport. This point also allows us to describe a
number of borderline cases: some false confessitms be characterized as transitory mental
disorders from which people recover soon afterstnessful situation has ended, while other —
much longer — processes may indicate that the penas crossed the threshold to pathology.

Pathological and non-pathological cases appearatieadly differ also in terms afrgencyand

9 See Chapter Two, §4.1.
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intensity For instance, psychotic subjects voluntarily eshthe police and appear distressed for
having committed the crime in question (‘I did it'it was me”), whereas false confessors
initially proclaim their innocence and then comectmfess in a tentative fashion (“I must have
done it”; “I think | did”). Protective factors sudsstrengthandcontrol play an important role as
subjects often appear to confess after a prolongedod of physical discomfort and
psychological stress. Gudjonsson describes theepsoas follows: “The forces pushing people
towards confessing are strengthened (e.g. persyamdiople that it is in their own interest to
confess, that there is substantial evidence to tl@n to the crime) whilst forces maintaining
resistance are weakened (e.g. by tiredness, lasleep, exhaustion, emotional distress)” (2003,
p. 189). In this sense, another difference betvpaghological and non-pathological cases may lie
in the degree of effort required by the subjectetgain a sufficient level of strength and control
over the situation. In some cases, the state ofusmm and memory distortion leading to the
false confession would fade quite easily, whil@thers the recovery process may take longer or
fail to occur at all.

Hypa Phenomena like distraction, daydreaming or minandering are extremely
common and part of our everyday experience. Wenar&ing on an important project and we
suddenly start thinking about the grocery list ar plans for the evening. We try to concentrate
on a task, when memories pop up and absorb uifoe $ime before we are able to resume our
previous activity. In most cases these thoughtseaautomatically and are very difficult to
regulate: they can thus be seen as paradigmats cdkypoagencyDespite their pervasiveness
in our ordinary life, phenomena of mind wanderingvéa become the object of systematic
scientific investigation only recently, mostly dteethe growing number of neuroimaging results
showing that the brain is active also in rest cbons. This neural pattern has come to be known

as the Default Mode Network (DMN henceforth) arsddiscovery suggests that mind wandering
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might constitute a psychological baseline from wipeople depart when engaging in demanding
tasks and to which they return when their attenisonot requested elsewhere (see Mastoal.
2007)%* Although cases of excessive mind wandering have la¢dimes granted pathological
status (see Schupak & Rosenthal 2009), this phenoméas also been associated with an
increase in creativity and problem-solving abiltiéndeed, the neural profile of brains in DMN
is similar to the one exhibited by subjects engagembnceptual processing and problem-solving
tasks (see Smallwood & Schooler 2006). In the pastde, researchers working in different
fields — philosophy of mind, psychology and neur@sce in particular — have attempted to shed
light on the nature of mind wandering while fornting hypotheses on its adaptive value.
Metzinger (2013) characterizes mind wandering &sra of “mental autonomy loss” because of
its spontaneous, automatic and task-unrelated enafie notion of mental autonomy proposed
by Metzinger partially overlaps with what | calleagy, and comprises the ability to causally
determine one’s actions as well as the abilitydotiol the conscious content of one’s mind. Due
to the ubiquitous interruptions caused by mind vesimd), Metzinger suggests that mental
autonomy should be regarded as “the exception rrélla® the rule” (p. 5). On his view, mind
wandering would then be adaptive because it allod&iduals to maintain a baseline arousal
activity where past, present and future episodegyhagether in a virtually unitary whole.
Similarly, Smallwood & Andrews-Hanna (2013) argimatt mind wandering has a number of
positive effects on psychological functioning, sashconsolidating memories by connecting past
and present self, planning future events and dajagratification. This activity thus grants the
mind some freedom from the “here and now” and al@agents to perform mental actions that
are not simply responses to the outside world Jplf4his is correct, it becomes easier to see

how mind wandering might be connected to creatiek @oblem-solving processes. Similarly to

*0 See also Andrews-Hanna 2012 for a comprehensiiewef the neuroscientific studies on DMN up tdeda
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what happens in dreaming, our thoughts would dsifty from external stimuli and focus on
internal ones, thereby facilitating the integrat@frunassociated information and the formulation
of original solutions to previously encounteredipeons. In a recent study on the topic, Bastd
al. (2012) assigned the Unusual Uses Task (UUT) togkdbcipants, asking them to generate as
many uses as possible for a common object — ebgick — in a given amount of time. After
having read the list of objects, three groups afigpants were subject to an incubation period
during which some subjects were administered a dding task, others an undemanding task
and still others were allowed to rest; a fourthugrqoroceeded to solve the problem without
taking a break. The results indicate that participangaging in the non-demanding task during
the incubation period performed significantly betthan the ones who were assigned a
demanding task, no task at all or that did not levéncubation period (p. 5). According to Baird
and colleagues, engaging in a simple task allowadigpants to mind wander during the
incubation period and this in turn helped them falating more creative solutions to the UUT.

As | suggest above, mind wandering can be regaaded case of hypoagency for a
number of reasons. First, it typically starts ost @n automatic and spontaneous mental
phenomenon over which we have little control (empen we are reading a text and some
unrelated memories and thoughts catch our attenti®Sacond, we often have a hard time
accounting for the content of thoughts generatethdumind wandering (e.g. when a song is
stuck in our head and we have no idea where it daone).>* What makes these cases different

from pathological phenomena of hypoagency suchnésisive thoughts or auditory verbal

*1 One might argue that even in these milder casescygs impaired (e.g. we can’t get rid of the sehgck in our
head even if we try). Even granting this pointréhgeem to be different degrees of severity at. plathe song case
the functioning of the agency dimension is somewgraserved: for instance, we normally perceive tthee as
“popping up from nowhere” butotas externally generated or inserted by someondretsg mind. By contrast, in
pathological cases — such as Auditory Verbal Hallations (AVH) — the agency dimension ceases ty [i&
functional role and we completely lose the senselwdt is self-generated and within our boundar@fscourse, in
extreme cases this could also apply to songs, geovihat the impairment goes so far that the setigein perceived
as externally generated, inserted, implanted, leteuld like to thank Peter Langland-Hassan foowlhg me to
clarify this point.
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hallucinations (AVH)? Again, the two groups of pbemena appear very similar in terms of
factors such aduration andfrequency On the one hand, intrusive thoughts can be pemeas
with subjects experiencing them up to hundredsnoés per day (see Rachman & De Silva 1978;
Purdon & Clark 1994). Similarly, patients affected AVH report that the experience of voice
hearing becomes particularly distressing when thiees grow in number and intensity, acting
like a “running commentary” of one’s life (Longde&2013). On the other hand, researchers
studying mind wandering indicate that subjects fepalmost half a day engaged in the
experience” (Smallwood & Andrews-Hanna 2013, p.ofl)even “roughly two thirds of their
lifetime” (Metzinger 2013, p. 6). A crucial diffemee between the two cases may be the person’s
capacity to exercise a certain degreeaftrol on the phenomenon. For instance, Smallwood &
Andrews-Hanna (2013) suggest that task-contexe—how demanding is the activity one is
engaging in — might heavily influence the naturetlod mind wandering episode, making it
adaptive or disruptive as a result. Roughly putemwlwe are engaging in a relatively non-
demanding task, the experience of mind wanderinfikedy to be less disruptive and more
conducive to positive outcomes (e.g. creative smig) because our mental resources need not be
fully absorbed in the completion of the task atchaDonversely, when the current task requires
our undivided attention an episode of mind wandemmay qualify as an unwelcome and
distressful interruption. Therefore, one’s abilioycontrol or regulate the context in which mind
wandering episodes occur appears to play an imuortde in well-being. For example, one
might learn to confine mind-wandering to non-demagdsituations — e.g. washing dishes —
while fending it off from demanding ones — e.g. Wwor study. This ability to control the context
in which mind wandering episodes arise could alsoimproved through mindfulness and
meditation techniques targeted to sharpen onelssfoa particular thoughts (see Teasdale 1999;

Naranjo & Schmidt 2012). Notably, this process afngng control over internally generated
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thoughts and speech acts is similar to the oneridesic by recovering AVH patients. For

instance, Longden (2013) learns to incorporatevtiiees in a larger autobiographical narrative
and starts regarding them as neglected parts asdierSimilarly, one of the patients treated by
Romme & Escher (2013) talks about setting boundasaed being able to push back the
unwanted intrusions to a later time (p. 263). Théitg to exercise a certain degree of control
within a paradigmatically uncontrolled activity rhigthus be crucial to distinguish between
ordinary — or adaptive — cases of mind wanderirdytaerir pathological counterparts. Studies on
creativity have consistently shown that originalusons to problems are more likely to arise
when people are given some unstructured time ta mvender (see Dijksterhuis & Meurs 2006).
As the comedian John Cleese explains: “If you kestp your mind resting against the subject in
a friendly but persistent way, sooner or later yall get a reward from your unconscious,

probably in the shower later. Or at breakfast tagt Mmorning, but suddenly you are rewarded,

out of the blue a new thought mysteriously appe¢ir391).

Conclusion

In this chapter | set out to accomplish two godtgst, | rendered the notion of
vulnerability to mental disorders more precise hgtidguishing between three types of
vulnerability. Second, | employed this distinctimnexplore a number of intermediate cases lying
at various points of the dimensions outlined in @ba Two. All the cases discussed are
summarized in the table below (see Table 2). Aftesenting each case, | illustrated the core
similarities and differences with respect to itthpéogical counterpart. By doing so, | contributed
to disentangle the relationship between intermedsad disordered cases while focusing on the

role played by risk and protective factors.
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This discussion also served two more general pegos the defense of a dimensional
account of mental disorders. On the one hand, Wetidhat drawing the line between normality
and pathology on the basis of gradual differenses fieasible enterprise. Indeed, for each of the
cases discussed, | explained the transition toopagly in terms of a strengthening or weakening
of risk and protective factors. Focusing on intedrate forms thus contributed to explain away
the apparent discontinuity between normality andhgagy that makes categorical views
intuitively appealing. On the other hand, this deth analysis of intermediate forms has
substantiated the idea that borderline cases ateftemuent and explanatorily relevahtThis
shifts the burden of proof to the categorical opmgdn who is now required to provide a
principled way of distinguishing between interméeiand pathological cases without appealing
to quantitative factors. Overall, with this chapteontributed to make a dimensional approach to

mental disorders more plausible.

%2 See Buckner 2016 for a similar argument abouttpsiggical kindhood.

166



Valentina Petrolini

Dimension Intermediate Pathological
Salience Sadness Depression
Neuroticism Interrogative attitude,

obsessive disorders

Confidence Impostor’s syndrome Self-reproach,
depression
Dunning-Kruger Delusion of
effect, pep-talk grandiosity
Familiarity Dissociation, Capgras delusion,
estrangement, Dissociative ldentity
depersonalization Disorder (DID)

Post-Bereavement | Hallucinations, Fregol
Hallucinatory delusion
Experiences

Agency False confessions Pathological guilt
Mind Wandering & AVH,
Daydreaming intrusive thoughts

Table 2: Synthetic table of intermediate cases dhelir pathological counterparts
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Vulnerable Populations: Migration & Schizophrenia, Gender & Depression

“Stress research has emphasized the efforts tdatidnals can make to ward off distress or

disturbance, but has paid much less attention tiakyp structured variations in exposure to

stressors [...] The importance of differential vubidality has been overestimated to the degree
thatdifferential exposure to strebss been underestimated”

(Turner & Avison 2003, pp. 490 & 500. Italics mine)

Abstract

In this chapter | explore the relation between emment and psychopathology by
introducing the notion o¥ulnerable populationThe main goal of this discussion is to uncover
various ways in which the environment can be pathayg In what follows | explore the reasons
behind the higher incidence of pathology in somputations and | show that specific forms of
disadvantage can be connected to specific distadsaror example, the experience of social
isolation that frequently accompaniesgration may be connected with the development of
positive symptoms of schizophrenia, such as padad@iusions (see Janssen al. 2003).
Similarly, the repeated exposure to discriminagomperienced byvomenin most societies may
trigger feelings of hopelessness and frustrati@t #ne characteristic of depression (see Ussher
2010). After discussing these case studies, | exfamodel outlined in Chapter Four by adding
to it the notion of vulnerable population. Whiletime previous chapter | focus on psychological
vulnerability, here | assess another group of factibat mark the distinction between healthy and
pathological individuals. Specifically, | characrer environmental vulnerability as a different
type of vulnerability arising from the higher expos to social adversity. | also argue that
situations of disadvantage such as the exposueptated discrimination may acttaggers of

mental disorders, by causing or exacerbating payebisymptoms. Taken together, Chapters
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Four and Five thus offer a more complete picturewbfat it means to be vulnerable to
psychopathology.

Exploring the role played byenvironmental factorsin the development of
psychopathology is crucial to achieve the disseria overall goals. Indeed, the research
discussed in this chapter indicates that lookinopéividual-level symptoms may not be enough
to draw a satisfactory distinction between normgaditd pathology. Rather, important differences
lie in conditions that arexternalto the patients, such as social pressures relatggnder or
discrimination due to minority status (Beeg al. 2014; Gutierrez-Lobogt al. 2000). In this
sense, two individuals experiencing similar sym@ommight greatly differ in terms of
environmental circumstances and thus experienderelift degrees of vulnerability.To render
the picture more precise, | identify some environtakfactors that have been found to be highly
correlated with psychopathology. In doing so, | @&t to go beyond general formulations (such
as “social disadvantage”) to uncover more specifechanisms through which environmental
factors affect psychological well-being.

The chapter is divided into three sections§1nl offer an overview of empirical studies
that discuss the role played by environmental facito the development of psychopathology. In
82 | explore two cases in more detail: first | dissdlse recent studies on the high incidence of
schizophrenia among migrant§2(1) and then | report some older data on the higagrsrof
depression among womerg2(2. Both cases serve to illustrate situations in clhithe

environment (as opposed to some sort of persoxaldeinerability) may be seen as pathogenic.

*3 Similar explanations have been offered to accéamthe differential vulnerability that people se¢mhave with
respect to drug addiction. For example, many pttiendergoing long-term hospital care become plygically
dependent on opioids (i.e. they experience withdtaymptoms), but most of them stop taking the sinwben their
therapy is over. Some patients instead become lpaibally addicted, and some even get addicted afié/ one or
few uses. Socioeconomic factors, as well as cultores (e.g. belonging to a social group that aygsoof
recreational drug use) have been thought to bensgdge for such a difference (see Szalavitz 2@rémmettet al.
2017 for some recent reviews).
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In 831 refine the model of vulnerability proposed in @tex Four by fleshing out the notions of

vulnerable populatiomndtriggers

81. Environment and Psychopathology

Within the history of Western psychiatry, Freud Ipasbably been the strongest defender
of the key role played by environmental factordhia onset of mental disorders. As | discuss in
Chapter One, he offers a multi-factorial accounhofv mental disorders arise and distinguishes
his view from others that regard mental illness “egganic inferiority” (Adler 1907) or
“degeneracy” (Janet 1894). At various points thiaug his career he talks about two kinds of
pathogenic determinantgispositiongor constitutional factors) on the one hand, experiences
(or accidental factors) on the other. The former @described as elements that “a person brings
along with him into his life”, whereas the latteedhe ones that “life brings to him” (Freud 1913,
p. 2623). The very idea that environmental factasuld play an important role in the
development of psychopathology has been introdiige&freud & Breuer in theiPreliminary
Communication “[Our results] are valuable theoretically becaubey have taught us that
external events determine the pathology of hysterian extent far greater that is known and
recognized” (1893, pp. 3-4). A few years later,uerénsists that mental disorders should not be
treated on a par with cases of “mental degenerhay’that they should be seen as motivated
responses to traumatic life events.

The idea that environmental factors could be inguly pathogenic has been further
developed over the past forty years by researchenking within the stress-vulnerability
paradigm (Brown & Harris 1978; Ormel & Neelman 2R0The hypothesis underlying this
research program is that vulnerability factors ibiotdividual and environmental) interact with

mediating variables to give rise to pathologicalnifestations. For example, someone who
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exhibits a tendency toward rumination (individualnerability) and has experienced childhood
abuse (environmental vulnerability) would be maielly to cross the diagnostic threshold if
confronted with negative life events (mediating iable). By studying environmental
vulnerability, these researchers attempt to idgmjifecific life circumstances that would increase
or limit the exposure to stressors. Among thesatsysome have come to be known as “turning
points” because of their relevance with respecivédibeing. For instance, one’s employment,
marital and socio-economic status (SES hencefteti to influence the availability of personal
resources and the exposure to stressors to aisagiextent (see Turner & Lloyd 1999).
Acknowledging this point means acknowledging teaess exposurés not uniformly
distributed across groups, and that people of miffe gender, ethnicity and SES may be
differently exposed to stressful life events. Arrgased awareness to this aspect has recently
paved the way to studies investigating the “sogiatfuctured variation in exposure to stress”
(Turner & Avison 2003). Some of these experimewlisphd multidimensional measures that take
into account factors such as recent life eventsprit stressors, lifetime major events, and
discrimination-related stress. When these potestralssors are considered together, patterns of
structural vulnerability begin to emerge. For exémgender seems to determine a differential
exposure to stressors that is compatible with dest of caring” hypothesis (see Henz 2010;
Roxburgh 2005). Since women are usually expectduetaore involved in the lives of others,
they are more likely to develop a heightened vih#ity to events concerning other people’s
health and well-being (Nazroet al. 1998; Das, Das & Das 2012). Ethnicity and SESesen
more reliable indicators of differential stress esyre. Generally speaking, the relationship
between SES and stress is monotonic (i.e. “the ddwwe SES, the higher the stress”). With

respect to ethnicity, different exposure to stresseems to account for a significant portion of
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the mental health gap between African Americans Bmpean Americans (Turner & Avison
2003, p. 497).

In the past twenty years the research on envirotahemlnerability has become more
specific, with studies focusing on the correlatimiween various situations of disadvantage and
specific disorders (depression and schizophrengairticular). Pioneering work in this sense has
been conducted by the Dutch psychiatrist Jim vargl©88), whose research on #&@-genetics
of schizophrenia explores a complex system of attgwns between genetic and environmental
factors. His work uncovers a significant interplagtween genetic elements (e.g. a family
member affected by the disorder) and environmemgktincreasing elements, such as stressful
life experiences. Besides gene-environment intenast van Os and colleagues also explored
other interactions that are significant for psydibplogy without strictly depending on genetic
factors. These have come to be knownas/ironment-environmeitteractions (van Os 2003,

p. 292). An example of such interactions wouldheefact that people who grew up in rural areas
have been found to be more resistant to the “pspdeanic effect” of urban settings (Kirkbrigs

al. 2007; van Os 2004). Another example would be thiaority populations are not at higher
risk of developing a psychotic disorder in situaovhere they become majority populations —
e.g. when the ethnic density of the neighborhoaghgks (Velinget al. 2008). This distinction
between gene-environment and environment-envirohm&ractions is crucial because it allows
us to see that the environment may act upon indalgat multiple levels. On the one hand,
environmental elements combine with genetic predigpns and liabilities (e.g. family member
affected by schizophrenia + sexual abuse durinigiiobod). On the other hand, they interact with
one another creating different patterns of vulniéitgb(e.g. urban upbringing + repeated

exposure to discrimination).
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More recently, van Os and colleagues further refirtbe study of environment-
environment interactions by introducing the notodrsensitizatior{Collip, Myin-Germeys & van
Os 2008). This notion draws on results coming frammal studies where rats that have been
exposed to chronic social adversity develop greagponses over time — e.g. they increase self-
administered cocaine consumption (Covington & Mic2801; Tidey & Miczek 1996). In other
words, repeated experiences of defeat cause rasvielop a heightened vulnerability to defeat
situations. Moreover, rats that experienced soathlersity show lasting changes in response
amplitude (i.e. they overreact to small stresstws)he point that alterations in dopaminergic
concentration have been observed. van Os and oddialyss hypothesize that prolonged social
adversity, such as chronic exposure to isolationdiscrimination, would have a similarly
pathogenic effect on humans. Specifically, thespeggnces may contribute to strengthen
cognitive biases (e.g. paranoid attribution) oerallopamine neurotransmission and cortisol
production thus facilitating the transition to pegsis (Kapur 2003; Jones & Fernyhough 2007).
If this is correct, some environmental factors dobé seen asensitizingbecause they increase
risk within a particular group. For example, mangmen live in contexts that are less likely to
engender confidence and mastery (e.g. lower-pgyping} less power in relationships) and these
experiences of loss and entrapment have been lyekabrelated with clinical depression (see
Craig & Pathare 2001).

The sensitization hypothesis has been corrobotatednumber of studies in the past few
years. In a comprehensive meta-analysis, Beatrds. (2013) stress the impact that experiences
of social adversity — e.g. defeat, isolation, répealiscrimination — have on the development of
mental disorders (i.e. two-fold to seven-fold irased risk). In the next section | discuss two
examples of environment-environment interactiomiore detail. First, | explore the pathogenic

effect that arises from the combination of “beingigrant” and “being subject to discrimination”
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(82.1). Indeed, migrant populations have been foundetatincreased risk athizophrenianly
under specific conditions, such as being part ofséle minority (Berget al. 2014) or being
subject to high levels of discrimination (Jansstnal. 2003; Velinget al. 2008). Second, |
discuss the well-known gender gap in the developroénlepressionwhere women’s risk of
being affected is twofold with respect to me82.Q). Again, | argue that environment-
environment interactions play a key role in expglagnthis asymmetry. For example, studies
investigating employment and marital status uncqeatterns of structural disadvantage that

significantly affect mental health (see Gutierre#bbs 2000; Byrne, Carr & Clark 2004).

82. Environment-environment interactions

§2.1 Migration & Schizophrenia

The idea thammigration could constitute a significant risk factor for sdphrenia has
been initially proposed by @degaard (1932) in kimisal study on Norwegian immigrants in the
United States. Comparing immigrants coming from iy with native-born Americans and
Norwegians, @degaard found a two-fold incidencdirst admission rates for schizophrenia in
the migrant population. In the past ten years,istuthvestigating the relation between migrant
status and schizophrenia have flourished followthg recent waves of migration towards
Europe. In the United Kingdom, migrants of Afro-dpean origin have been found to be
especially vulnerable to schizophrenia, with fagimission rates up to three times higher (see
Fearon & Morgan 2006; Fearon, Kirkbride & MorganO8) In the Netherlands, studies have
repeatedly identified Moroccan and Surinamese imanig as the groups at higher risk for
psychosis (see Velingt al. 2008). It seems thus clear that a personal orlyahistory of

migration constitutes an important risk factor &mhizophrenia. Indeed, after genetic markers,
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migration and urbanization score higher than aldther factors commonly associated with this
disorder (e.g. obstetric complications, paternal)ag

Some initial hypotheses put forward to explain ffhenomenon have already shown their
limitations. For instance, rates of schizophrentandt seem higher in the countries of origin
(Bhugra 2004), and selective migration cannot applgountries such as Suriname where almost
half of the population migrated over time (Selttral. 2002). More recent explanations tend to
focus on migratory stress and on experiences ablsadversity specifically connected with
migrant status. A promising proposal in this seisséhe one put forward by Cantor-Graae &
Selten, which has come to be known as tecial Defeat Hypothes$i§2005a & 2005b). On this
view, the greater exposure to social adversity thedstress caused by the chronic experience of
“outsider status” may be at the root of the probig@antor-Graae & Selten 2005b, p. 18). The
higher rates of psychosis among migrants may tleixdnnected with phenomena such as
pervasive social exclusion, repeated discriminatsmtio-cultural isolation, and institutionalized
racism. Indeed, migration experiences have beeabhglassociated with childhood and adult
disadvantage — e.g. long-term separation from parememployment, social isolation, etc. (see
Morgan & Hutchinson 2010). The Social Defeat Hygsik would also contribute to explain the
results coming from the US, where the high incideraf schizophrenia among African
Americans correlates with low family SES, segregateeighborhoods and exposure to
discrimination (Bresnahan 2007, p. 756). As | n@mtabove, situations of social defeat have
been also found to affect the dopaminergic systemon-human animals (Jet al. 2015), and
alterations in dopamine release appear to be reggerior the experiences of “aberrant salience”
typical of psychosis (Kapur 2003 & 2004). Increasedisol activation has also been associated
with symptoms of schizophrenia and appears to ootwituations of social threat, especially

when people are “ignored or ostracized” (Jones &ysough 2007, p. 1173). Post-migration
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stress and related experiences of social defeattmmsybe at the core of the mental health gap
between migrants and residentsSpecifically, there seems to be something pathogenthe
experience of being “disadvantaged and differeshfthe norm” (van Os 2012).

What are the specific mechanisms at work in thehway from migration to
schizophrenia? Important suggestions in this sesee from recent studies focusing on
different aspects of the migrant condition, such sexond-generationimmigrants (SGI
henceforth), level operceived discriminationandethnic densityFirst, although the increase in
risk extends to SGI, this transmission does nacaféll migrant groups uniformly (Bourgetal.
2011). Second, the incidence of psychosis becommedsingly higher in groups with visible
minority status — e.g. different skin color (Bexgal. 2014). Third, the risk usually decreases in
areas or neighborhoods where there is high ownpgdeansity (Das-Munstét al. 2012).

According to the most extensive meta-analysis tie @m SGI and psychosis, migrant
groups that are highly discriminated exhibit a éfeld risk for schizophrenia with respect to
host populations (Bourquet al. 2010). Notably, in these cases the ris&reasesin SGI and
varies by host country: the highest incidence afgptabe among Afro-Caribbean immigrants in
the UK and the lowest among Ethiopians in Isra¢lese results suggest that post-migration
experiences such as the exposure to persisterindgisation in the host country may play a
crucial role in the development of psychotic sympgo(p. 906). Indeed, the perception of
outsider status becomes particularly striking whmgople move from a non-discriminated
majority to a discriminated minority, as it is tbase for Africans coming to Europe (Coopér

al. 2008). In these cases risk also accumulates ower suggesting that the duration of exposure

> For a more general hypothesis about the relatitwedsn social defeat and schizophrenia, see Luhrimavork on homeless
women in the Chicago area (Luhrmann 2007). On lew,\the way in which psychiatric institutions amganized in the United
States is partially responsible for perpetuatingditions of social defeat in low-income people eféel by schizophrenia.
Luhrmann describes this “institutional circuit” a<ycle of homelessness, supported housing, hbspitigjail that patients have
to endure (p. 148).
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to a hostile host country may work as a risk factarhis may also apply to groups that — despite
a more ancient history of migration — have beerspently discriminated and segregated over
time. For instance, one of the few studies condlotea US cohort reveals a three-fold increased
risk for African Americans with respect to Europeamericans (Bresnahagt al. 2007). On the
contrary, risk appears to decrease when peopleateirom a discriminated minority to a non-
discriminated majority (e.g. Ethiopian Jews moviogisrael). A promising hypothesis would
thus be that, among disadvantaged groups, theeritdnds to SGI because the exposure to
discrimination starts at a very young age and #dfecucial developmental phases. While many
people who migrate as adults come from a place evitleey belong to a non-discriminated
majority, SGI are often born and grow up in a Heséinvironment. Moreover, the protection
coming from the socio-cultural community of refecermay be limited or absent, especially if
the migrant group is small or fragmented in thet Isosiety.

The connection between perceived discrimination anbizophrenia has also been
supported by research investigating the impactigible minority statusFor instance, a recent
Norwegian study reports that immigrants from owgdiirope score higher in terms of symptom
severity than immigrants coming from other Europeanntries. In particular, non-European
immigrants exhibit more positive symptoms — i.elud®ns and hallucinations — than their
European counterparts (Beggal. 2011, p. 5). These results are compatible withs#esitization
hypothesis, according to which repeated experienfesocial defeat render individuals more
vulnerable to future adversities. Such heighterssisivity translates into physiological long-
term changes (e.g. higher blood pressure, dopagimeyperactivity) that are reliably connected
with the onset and exacerbation of psychotic symgtd=rom a cognitive viewpoint, sensitivity

may be expressed through forms of hypervigilanceagnitive bias (e.g. paranoid ideation,

*see Veget al.(1998) for an older study with similar resultsdised on Mexican immigrants in the United States.
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jumping to conclusions) that originate from chromxposure to discrimination. In his paper
“Elevators, social spaces and racism” (2008) Yamffers a striking example of this
phenomenon. Here Yancy describes an elevator eterowith a white woman whose body
language, gestures and facial expressions cleattgypapprehension and anxiety in his presence.
On his view, it is through the everyday experien€ghese non-verbal movements, as well as
through more explicit forms of discrimination, tHalacks develop a distorted perception of their
own self. This profound form of self-alienation Wes from others systematically seeing you as
different with respect to how you see yourself (aga threat, as a robber, as a rapist). As Yancy
puts it: “[In the elevator] | am suddenly awaretaw | am being perceived” (p. 858). These
recognizable occurrences of racism then producendoof hypervigilance and heightened
sensitivity that become shared by entire communiti®hen interpreting the woman’s behavior
in the elevator, Yancy stresses this point fordgfiHer gestures cohere with my knowledge of
white racism, her gestures cohere with other egpeds that | have had vis-a-vis whites
performing racist gestures in the past and my egpee is consistent with the shared experiences
of other Blacks” (p. 849).

In this sense, the higher incidence of positive gyms among discriminated groups —
with auditory hallucinations and paranoid delusibesg particularly frequent (Berg al. 2011)
— may reflect an extreme manifestation of thewtgtthat Yancy describes. To put it roughly: the
more a group is exposed to systematic discriminative more sensitive its members become to
racist or otherwise discriminatory occurrences.sTihiturn contributes to increase the degree of
self-alienation, with people perceiving themselwese negatively — e.g. as more disadvantaged
and less worthy overall (Coopet al. 2008). A recent study from the Netherlands focused
different migrant groups supports this hypothesdiglihg et al. 2008). Similarly to other

European countries, the groups found to be at higsk in this study are the ones with the
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lowest SES and experiencing the most severe dis@tian. In particular, Moroccan males turn
out to be the highest risk group for schizophreamd also the one reporting the highest rates of
racial as well as cultural discrimination. Spedafig, the Moroccan immigrants interviewed
reported more experiences of discrimination (42%sw® 8% of Turkish immigrants) and filed
more official complaints to thénti-Discrimination Bureauthan any other minority group
(230/year versus 97/year from Turkish immigrandgjother interesting case is the one involving
Surinamese immigrants, who exhibit high rates dfizaphrenia despite their higher SES and
degree of acculturation. Suriname is a former cplahose citizens speak Dutch fluently and
tend to be culturally more uniform to people frohe tNetherlands. Yet, the high incidence of
schizophrenia in this population might be explaimeterms of cultural identity conflicts. That is,
being similar to the residents with respect to leage and culture while still being discriminated
by them for purely racial factors (e.g. differekitnscolor) might engender serious forms of self-
alienation that make episodes of discriminationermainful to endure.

Finally, studies orthnic densityuncover yet another aspect of the complex patHveany
migration to schizophrenia. Comparing neighborhomdsountries that differ in terms of ethnic
or religious composition, researchers found thahdj in an area with high own-group density
may act as a “buffer” against the environmentéak femctors for psychosis (Das-Munséi al.
2012). This may also explain the relatively lowidence of schizophrenia among migrant groups
in Israel, despite the country’s high immigraticates (i.e. 35% of the population). Indeed, as
Weiser and colleagues (2008) explain, a greatqddite migrants moving to Israel are religious
minorities who flee discrimination and persecutimn become part of the majority cultural
identity group (p. 1116). Another buffering effesimilar to the one afforded by ethnic density,

has been uncovered in multicultural but non-sedesjaeighborhoods (Kirkbridet al. 2007).
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This finding therefore suggests that social captsdlf (more than support coming from own-
group members) may act as a protective factor agpsychosis.

To sum up: disentangling the mechanisms underlghedigh incidence of schizophrenia
among migrants is extremely complex. Yet, thanksathost of recent studies it has become
clearer that migration may not be pathoggméc se but that the focus should be on how host
societies interact with minority groups (see Tamieet al. 2015). Indeed, the migrant groups at
higher risk overlap with the ones with lowest SES &ighest reported discrimination. This case
study thus helps us to see that mental disordeud dee — at least partially — a product of
structural injustices that may be prevented throsgtial reform. In the following section | turn

to gender and depression to illustrate a similaeca

82.2 Gender & Depression

In this section | discuss the case of gender ammedsion as a further example of
environment-environment interaction. | start byger®ing some empirical evidence about the
well-known high incidence of depressive disordemsoag women. Then | show how these
disturbances can be reliably connected with speédims of disadvantage. For example, the
repeated exposure to discrimination and violengeeB&nced by women in most societies may
trigger feelings of humiliation, frustration andtexpment that are typical of depression (see
Ussher 2010). As in the case of migration and sgtirenia, this discussion takes us a step
further from the observation that some populatiars at higher risk of developing a mental
disorder. Indeed, it allows us to sketch a moreipeeexplanation of such vulnerability, one that
focuses on the multiple ways in which the environt@n be pathogenic.

The high incidence of depressive disorders ameamenhas been reported by several

clinical and epidemiological studies over the It decades (see Bebbington 1996; Jenkins
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1987). These studies uniformly stress that womeqmeeance depressive symptoms at higher
rates than men (numbers agree on a 2:1 ratio) Isat that women are more likely to seek
medical attention and to receive pharmacologieatinent for depression (see LaFrance 2007).
Some researchers appeal to biological or congitati differences to explain this gender gap
while others see it as the result of a social cansbn. Among the biological and constitutional
factors we find hormone levels (Seaman 1997) atagepersonality traits such as the tendency
towards rumination and a low sense of mastery (INéleeksema, Larson & Grayson 1999).
Among the constructivist accounts, many regard e&pon as the product of structurally
sanctioned conceptions about gender that end ulpolpgizing women’s experiences. For
example, Emmons (2008) argues that the pervasi@ecterization of women as “the emotional
sex” lends itself to the idea that depression wdagdan intrinsically feminine disorder. As she
puts it: “While depression in men tends to be pne=et as a stark departure from ‘normal’
feelings or emotions, depression in women is mikedyl to be understood as autgrowth of
women’s complex emotional lives” (p. 112. Italicsne). However, women appear to be
significantly more exposed to negative events ducinildhood — sexual abuse in particular — and
to depression or anxiety during adolescence (Av&dfncAlpine 1992).

In what follows | suggest a more complex etiologip&ture of the high incidence of
depression among women, one that focuses on envenatial factors without fully embracing a
constructivist account. Indeed, one can maintaat the disadvantaged condition of women in
most societies makes them more vulnerable to dpiwejadepressive symptoms without thereby
denying the reality of the disord&In order to see the relation between gender aptedsion as

an example of environment-environment interactibig thus not sufficient to isolate one group

%6 Similarly, one may acknowledge the impact of semionomic factors on the higher incidence of sotretments
in certain populations (e.g. diabetes in African &ioans) without thereby regarding these diseasesoaial
constructions.
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of individuals because of their heightened vulngitgblt is also crucial to understand how the
development of the disorder connects with a hogsistif factors within the relevant group. For
instance relationship and employmenstatus, along witlunequal workload distributiomave a
significant impact in determining which sub-groupé women are at risk of developing
depressive symptoms.

In the past few years, a number of studies havéoeegh the reasons behind the gender
gap in depression by investigating some of thestifain more detail. For example, an Austrian
study that takes into account the intersection betwgender, relationship and employment
status, found thatnarriage acts as a protective factor against depressiormiam but not for
women. Indeed, among married subjects women eglil@ih incidence rate that was more than
twice as high with respect to men — i.e. 72 ve&upatients out of 100.000 (Gutierrez-Lolmts
al. 2000, p. 204). The data concerning single subgets=qually interesting: while both never-
married men and never-married women exhibit a higkk for depression, “the difference in the
women group is much less pronounced” (p. 207). s researchers conclude, married status
thus seems to carry more significant benefits fenrthan for women’ The same study also
shows thatemploymentsignificantly affects depression rates across tbardy with higher
incidence among the unemployed (p. 206). Howevéenaymarital and employment status are
considered together the gender gap resurfacesuwwémployed married women showing a two-
fold incidence of depression with respect to theale counterpart — i.e. 88 versus 41 out of
100.000 (p. 204). The situation appears reversezhgrthe unmarried, with unemployed single
men displaying higher rates of depression than woime similar situation — i.e. 140 versus 128.

This study is particularly interesting because deg beyond the “gross oversimplification” of

" Recently, the idea of marriage as protective hemnbcalled into question altogether by studies #hpwhat
married couples repotbwer scores of health, happiness, etc. than their namied counterparts (see Kalmijn
2017).
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women being more liable to depression, and explgpesific environmental factors that could be
responsible for such a gap (p. 207). At the samee,tithe data concerning gender and
employment status vamgross-culturally with studies reporting higher rates of depressimong
employed women in India (Das, Das & Das 2012) amdural European areas (Vazquez-
Barqueroet al. 1992). These results deserve special attentioausecthey uncover conflicting
pressures to which women may be subject in diftesenieties. Indeed, it is plausible to assume
that unemployment would affect women more negatiwelsocieties where they are expected to
contribute to the workforce (e.g. Austria). The opipe may be the case in societies where
women are expected to conform to strictly defineddgr roles that often comprise housework
and childcare (e.g. India). In fact, in such cotgexorking women may be even more exposed to
discrimination and violence because their statuddcbe seen as “threatening the authority of
men” (Das, Das & Das 2012, p. 1661).

These results uncover more profound reasons thgt erplain women'’s heightened
vulnerability to depression. First, a growing numioé women seem to be unhappy with the
restrictions and expectations associated with ticadil gender roles. In a research measuring the
emotional states experienced by a group of NortreAean mothers and fathers, Larson,
Richards and Perry-Jenkins (1994) found that wowlen are “full-time in the homemaker role”
report more negative emotional states and loweregsgof happiness across the board (p. 1044).
Second, couples with a depressed female partnermare likely to be structured along
asymmetrical power relations (Byrne & Carr 2000)isTmeans that depressed women who are in
a relationship also tend to be both financially @sgichologically weaker than their partners, and
to experience greater inequality in terms of decisnaking, task and resources distribution (pp.
18-19). Finally, another striking result concerhg fact that women with no children exhibit

depression rates similar to men’s. Indeed, stugliesitifying the impact of childbearing as a risk
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factor report a three-fold incidence of depressionmothers as opposed to non-mothers
(Williams & McCutcheon 2004; Craig & Pathare 200A3%. researchers stress, these results point
to a specific “exposure to environmental adverditpat goes along with marriage and
motherhood” (Craig & Pathare 2001, p. 212).

What are the specific environmental adversitiesoentered by women? A promising
answer comes from the “cost of caring hypothesastording to which one of the causes of
women’s vulnerability should be researched in t®wgic stress deriving fromnequal workload
distribution This phenomenon has come to be known in sociolagythe “second shift”
(Hochschild 1989). The expression conveys the itheéd while dual-earner households have
become progressively more common, gender roles hatvevolved accordingly thereby forcing
many women to take on a significant amount of ushpdomestic work. Various forms of
caregiving are a case in point, as considerablyenmammen than men reduce their labor market
participation because of care-related duties (H02). Moreover, paid employment appears to
limit men’s availability for caring but not women’sn other words, women are expected to
perform caregiving duties — e.g. childrearing, iogkafter elderly parents — even when they are
occupied with paid work, while the same expectatioes not hold for men (Henz 2010). This
underlying inequality creates a vicious cycle dfadivantage: since fewer women are employed
in the workforce, more of them are expected to tgkether kinds of duties. Because their wages
are substantially lower than men’s, they are miedyl to give up paid work in favor of unpaid
domestic labor. Since most women are socializezhte for others from a very young age, they
feel obliged to attend to other’s needs irrespetyiof their own time and resources (Pinquart &
Sorensen 2006). Childrearing deserves a specidionemere because it is well-established that
women’s greater investment in parenting exposem ttee higher chronic stress and harmful

consequences for health and well-being. In a reserty comparing dual-earner couples with
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ones in which one member was either working paretior not working, Roxburgh (2005)
concludes that mothers are more adversely affabiza fathers by parenting strains. However,
this gap appears less dramatic in dual-earner esuplhere parenting duties are shared more
equally (p. 1065). Notably, in these cases wometress level does not decrease, but men’s
stress level increases (p. 1075). This speaks stgdime idea that women would be
constitutionally more vulnerable, and suggests thifferent stress levels may rather be the
product of social disadvantage.

Women are thus placed in a structurally disadvasttggpsition. On the one hand, if they
adhere to traditional gender roles they risk beogniinancially and psychologically dependent
on their partners and thus more vulnerable to éspees of humiliation, frustration and
entrapment (Brown 2002; Craig & Pathare 2001). @& other hand, if they do not strictly
conform to these roles they are exposed to additimtress deriving from second-shift
experiences or various forms of discrimination (DBas & Das 2012). The gender gap in
depression seems thus to depend on dramatic diffiesein exposure to stress between men and
women. Growing up, women are more likely to experéeabuse, humiliation and entrapment: in
particular, they are more likely to be stuck in emarding relationships because of external
constraints (Brown, Bifulco & Harris 1987). As atyyl they are expected to conform to
traditional roles characterized by power asymmetriByrne & Carr 2000) and they are
disproportionately more likely to encounter uneqdiaision of labor, economic discrimination,
and job inequality (see Piccinelli & Wilkinson 200Gimilarly to the case of migration and
schizophrenia discussed in 82.1, women’s vulndtgbib depression may thus be partially

amended through social and cultural reform.
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83. Vulnerable Populations

The cases discussed §2 uncover a new kind of vulnerability that has neeb yet
explored in this project. In Chapter Four | discussnumber of cases of personal-level
vulnerability and | characterize them in termsrafrease of risk factorsype g or weakening of
protective factorstype h). For example, a neurotic person may experiencessive thoughts
with a certain frequency and intensity while sbking able to successfully integrate these
symptoms in her daily life. However, if the relevaisk factors (i.e. frequency and intensity)
increase sufficiently over time, she would be mideely to cross the diagnostic threshold than
someone who did not exhibit the same vulnerabiiynilarly, someone may be struggling with
mild depressive symptoms while finding social antb&onal support in a significant other (e.g.
a spouse or friend). Yet, if this protective facsuddenly disappears (e.g. the significant other
dies or moves far away), this person’s transitmpdthology would become more likely or even
inevitable. These two kinds of vulnerability — itgpe a) and b) — are encompassed by what
Turner & Avison call “differential vulnerability” Z003, p. 500). To put it roughly, people are
differently equipped to deal with stressors becafse variety of personal-level differences. For
instance, they exhibit significant differences it personality traits (e.g. a neurotic person
would obsess more over small details) and in thg wawhich they experience feelings and
emotions (e.g. one may be more or less anxiouspl@also greatly differ in terms of the coping
resources at their disposal. For example, someorelgroblem-focused strategies (e.g. changing
an unpleasant situation), while others employ emmetocused ones (e.g. detaching oneself from
something painfulj® In the previous chapter | also acknowledge thesehtypes of vulnerability

often interact with one another and give rise toem@mmplex patternsype 9.

%8 For a detailed discussion on different copingtetii@s, see Lazarus 1993.
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The evidence presented in this chapter suggests tiuather kind of vulnerability should
be taken into account. Besides vulnerable indivgluentire groups may be seen as vulnerable
due to their potentialljrigher exposure to stressois other words, being a member of a group
that is more exposed than others to stressful gathee events should also count as a risk factor
for mental disorders. Given that this kind of vubdglity concerns the population level, it is not
necessary that the individual experiences envirowaheadversity first-hand for the risk to be
present. Yet — as | explain below — being subjedttessors does facilitate the transition from
risk to actual development of a disorder.

The studies discussed in 82.1 and 82.2 help usrstathel how this process unfolds. For
instance, people who belong to visible minoritiee more likely to be discriminated in their
everyday life than people who belong to the etinmégority. More than migrant statper se it is
thus the experience of being “disadvantaged” artfefént from the norm” that engenders a
particular liability to schizophrenia (van Os 201Zhis emerges from the studies reporting that
the most discriminated groups (e.g. Afro-Caribbeanthe UK, Moroccan males in the
Netherlands) are also the ones at highest riskspéhosis (Velinget al. 2008). This heightened
exposure to stressors translates into a numberealthirelated consequences encompassing
neurological and cognitive changes. At the neuicklglevel, repeated experiences of social
defeat are connected with increased cortisol amivaand hyper-dopaminergic activity in non-
human animals (Covington & Miczek 2001; J# al. 2015). In humans, both cortisol and
dopaminergic transmission are significantly incegagh psychotic states (Jones & Fernyhough
2007; Kapur 2003 & 2004). At the cognitive levekpesure to discrimination facilitates the
insurgence of biases such as external attribuog. (others are blamed rather than self) and
jumping-to-conclusion (i.e. a conviction is reactted soon, without gathering all the relevant

facts). These biases are at the root of patholbdpebefs such as persecutory delusions and
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delusions of reference, where patients become noeti that other people are following them,
threatening them, or invading their personal sp@eemanet al. 2002). The pathway from
chronic discrimination to psychotic symptoms thesdmes increasingly clear. Due to structural
injustices, ethnic minorities are significantly raoexposed to phenomena of discrimination,
harassment and segregation. These repeated exgaxieh exclusion may then facilitate the
insurgence of perceptual and cognitive biases, pébple paying more attention to social and
behavioral cues and thus being more prone to irger@ neutral episode as persecutory or
threatening.

A similar mechanism may also explain the higherdence of depression among women.
Indeed, gender inequalities also render women nikeky to be exposed to discrimination with
respect to men. Most societies still expect wontenare more about some aspects of life over
others (e.g. family, reproductive sphere), andatecson them when they do not conform to these
expectations. This underlying inequality createpanant health-related consequences. On the
one hand, by conforming to traditional gender rolesmen find themselves in relationships
characterized by asymmetries in terms of power fdeay. financial assets), outcomes (e.g.
decision-making), and processes (e.g. bargainimgepo- see Byrne & Carr 2000. On the other
hand, those who do not conform to social norms hskng exposed to various forms of
discrimination. These contradictory expectationsstibute an exemplary case of “double bind”
(Oakley 2000%° A specific example discussed by Oakley concerms dpposition between
“competency” and “femininity”. When it comes to taship positions, women often feel they
have to reach a balance between “speaking asdgiiwvenot too assertively” or “dressing ‘like a
woman’ but not dressing ‘too feminine™ (p. 325hi$ pressure on women leaders derives from

underlying biases that associate femininity withcoimpetence and competence with

5% Notably, these norms and expectations tend tocbeped and enforced by women themselves, dueptocess known as
“internalized oppression” (Bluhm 2011; Williams Z)1
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stereotypically masculine traits (e.g. loud voic&s a result, many women in the workplace
conclude that they must act, speak, or dress “mmrAi@e” in order to be perceived as competent
or assertive. For all these reasons, one couldbseg a woman” as de factovulnerability for
depression. In other words, the sense of hopelessad self-loathing typical of this disorder
may be seen as an outgrowth of a social environthantsystematically disadvantages women.
Indeed, even personal-level traits such as masiedyself-esteem are largely influenced by how
the environment responds to the individual's adiand efforts. As Turner & Lloyd (1999) point
out, women tend to live in circumstances that ass likely to bolster their sense of confidence:
for example, despite being more educated than imey work in lower-level jobs, experience
lower wages, and have less power in relationshgp348).

Both case studies allow us to sketch a more refumedacterization of what it means for a
population to be vulnerable. | started from thedemiological consideration that some groups
exhibit a heightened incidence for specific memtislorders. For instance, a person of Afro-
Caribbean origin living in the UK is three to sisnes more likely than a native Briton to develop
psychotic symptoms, while women are twice as likedymen to experience depressive disorders.
However, it is also possible to identify a hosteoivironmental risk factora/ithin the relevant
groups. For example, the migrant groups at highisst of psychosis overlap with those
experiencing the highest levels of discriminatiorel{ng et al. 2008; Cooperet al. 2008).
Similarly, while women appear to be more vulnerabl@epression than men across the board,
risk level increases in some circumstances — éigdrearing (Williamson & McClutcheon
2004). These finer-grained distinctions suggest th@me groups should be regarded as
vulnerable due to their potentially higher expostioe stressors. This idea of group-level

vulnerability could be applied equally well to sdinanedicine, where some risk factors affect a
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segment of the population more or less uniformlg: ene is at higher risk of developing lung
cancer is she lives in a particularly polluted area

Yet, environmental vulnerabilitper seis clearly not sufficient for the development of
psychopathology. After all, not all migrants andmnem are affected by mental disorders despite
being members of a vulnerable group. Similarly, ynpaople who live in polluted areas do not
develop lung cancer. So, how does the transitiomfrisk to actual danger occur? Given an
existing vulnerability, some events may actr&ggers that make the subject increasingly more
exposed to negative events of the same kind -desgriminatory actions, everyday humiliations.
Triggers can thus be seen as actions, percepti@hexperiences that extend over time and affect
one’s neurological and cognitive makeup. In othesrds, triggers tap onto a pre-existing
vulnerability by increasing one’s exposure to eominental adversity. This is for example what
happens when a migrant moves from a non-discrimthatajority to a discriminated minority, or
when a woman decides to give up paid work and d&perher partner financially. In both cases,
these life choices increase the individual's exp@s$a additional stressors or negative events. In
the case of gender, these would be all the situsiilo which one experiences discriminatopra
woman- e.g. being denied a raise, being sexually hadasseing subject to pressures concerning
traditional gender roles, etc. In the case of nmtga stressors include episodes of social
exclusion, discrimination and isolation to whichniities are routinely exposed — e.g. being
searched by the police more frequently, being sedroy others on the bus, being excluded from
housing or employment opportunities, etc.

The notion of vulnerable population outlined heeg hand in hand with the one of
vulnerable individualdiscussed in Chapter Four. In both cases, a pavsaroup exhibits a
certainvulnerability, that may be seen as a “weak spot” at the perdewall (e.g. being prone to

obsessive thoughts) or at the environmental leedd. (being a member of a disadvantaged

191



Valentina Petrolini

group)®® Vulnerable people would then be more sensitivetriggers, namely events that
strengthen risk factors or weaken protective factéor example, an alcoholic who relapses by
drinking a glass of wine (trigger) renders the tjiduof drinking again more frequent and intense
(risk factors increase). Or again, the death oradepe of a friend (trigger) provides fewer
opportunities for venting to the person who is ggling with mild depression (protective factors
weaken). When it comes to vulnerable populationggers would then be events that increase
one’s exposure to environmental adversity — e.@ghHanging status, social setting, etc.

To sum up: the kind of vulnerability discussed hesacerns groups that are (on average)
more exposed to environmental adversity and stregsban others. In this sense, the members of
these groups are at higher risk of developing atahelisorder even if -quaindividuals — they
might not experience stressful or negative eveltis. transition from risk to actual development
of a disorder thus occurs when members of the valte groups experience a sufficient number
of triggers, namely events thate factoincrease his or her exposure to advefSifphis is usually
the moment when symptoms emerge and consolidate.ekample, a woman may start
developing feelings of anxiety or fear with respéot certain situations because of past
experiences (e.g. traveling alone) and then cheas®re or less consciously — to avoid similar
circumstances. Notably, these coping strategies Ibeaynaladaptive because they deprive the
person of future opportunities and contribute te fiormation of self-fulfilling prophecies
(Schmader, Johns & Forbes 2008). Similarly, a nmgkeelonging to a discriminated group may
develop paranoid thoughts about other people’s\behas the result of repeated experiences of

racism (see Yancy 2008). To defend himself fromatigg events, he may then choose to avoid

%9 Notably, these two levels of vulnerability shouldt be seen as mutually exclusive. In fact, vulblerandividuals

who are also members of vulnerable populations evbalparticularly prone to developing mental disosd

b1 At this stage, it is difficult to be more precisedetermining the number of triggers required domember of a
vulnerable population to cross the diagnostic thoks Similarly to the personal-level vulnerab@gi discussed in
Chapter Four, | believe that the model should alfowsome degree of individual variability as wall for more

specific considerations about the socio-culturaitext at hand. | am planning on addressing thiseiss more detail
in future work.
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social contact thereby exacerbating a sense ddtisal and self-alienation that make psychotic
symptoms more likely to occur.

There are at least three ways of crossing the detgnthreshold and develop a clinically
relevant manifestation. First, one may exhibit mdd attenuated symptoms (i.¢ype a)
vulnerability) and then experience one or moregeiing events that strengthen the relevant risk
factors. This would be the case of the recoverilophmlic who already thinks a lot about
drinking and then develops a full-blown obsessifteraelapse. | characterize these situations as
ones in which the threshold is crossedsbgnmationSecond, one’s existing vulnerability may be
rendered more serious by the sudden or progressa&ening of the relevant protective factors
(i.e. type b)vulnerability). This is what happens to the mildlgpressed person after her friend
has died or moved away. In these situations, | #&i&ut crossing the threshold bgllapse
Third, one may exacerbate an existing vulnerablityncreasing the exposure to social adversity
and stressors. This is the case of people who gétoa discriminated group and start developing
progressively greater responses to negative evé&stsl mention above, in these cases the

threshold is likely to be crossed through a procésgnsitization

Conclusion

Together with Chapter Four, the aim of this chapterto offer a more precise
characterization of the notion wéiinerabilityto psychopathology. In the previous chapter | $ocu
on personal-level vulnerability and | distinguisktWween subjects who exhibit an attenuated
version of a full-blown syndromedype g and subjects whose protective factors are weageni
(type B. In this chapter | focus on environmental-levalnerability and | discuss the complex

interplay between environmental factors and psyattagogy. | do so by introducing the notion
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of vulnerable populationa group of individuals who are more likely to &gposed to social
stressors due to structural disadvantage (Turna&vi&on 2003; Turner & Lloyd 1999).

First, | reviewed a significant body of evidenceggesting that some groups of
individuals are more vulnerable to specific disosdg.e. schizophrenia and depression). Then |
drew on the notion of environment-environment iatdion (van Os 2003) to explore two cases
where social factors play a key role in the develept of psychopathology. These are the higher
incidence of schizophrenia among migrarg8.{) and the fact that women are more vulnerable
to depression than meg2.2. In discussing these cases in detail, | idemtifee number of
environmental risk factors within each populatidior example, migrants who are exposed to
discrimination or women who experience power asytryria relationships have been found to
be at higher risk of developing a mental disordéis allowed me to sketch a characterization of
vulnerability in terms ohigher exposure to adversjtywhich complements the notions introduced
in Chapter Four.

The focus on environmental triggers ties into aengeneral critique of the current state
of psychiatric practice. Indeed, if social factptay a key role in the onset of mental disorders,
therapeutic approaches centered primarily on thevichual (e.g. pharmacological intervention,
talk therapy) may fail to address the problem at dppropriate level. An important aspect of
psychiatric work should thus focus on reducingsstrexposure for groups at special risk. Given
the impact that socially structured inequality hasthe onset and exacerbation of mental
disorders, the reduction of such inequality shdaddome one of psychiatry’s goals. The model
proposed here contributes to this process, as stinduishes among different kinds of
vulnerabilities and among different ways of crogdime threshold to pathology. Being able to pry

apart vulnerabilities and triggers may also helmiglns to assess the impact of risk and
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protective factors in specific situations and tleme to better tailor therapeutic interventions to

patients.
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Appendix: Objections & Replies

A possible downside of the dimensional model oetliin Chapters Two, Four, and Five
is that it may still seem too theoretical aadpriori. Specifically, one might worry that the
account would not be amenable to empirical falgtfan (or verification). After all, the
preliminary evidence that | offer is mostly based reports and autobiographical accounts of
mental disorder, which — albeit suggestive — appe&ack the required bite.

In this short appendix | address this concern letctkng a few ways in which the account |

propose may be falsified, along with some pracscajgestions on how to tesfit.

= What would falsify the account?

Generally speaking, | see this project as settivgy necessary groundwork for empirical
verification. The main goal of the dissertationtés outline a dimensional view of mental
disorders that can come to be seen as a plau$iidtaaive to its categorical counterpart. Yet, for
the account not to be priori true, | need to establish some conditions undechvhiwould be
falsified.

Here are a couple of suggestions:

a) X is imbalanced on one or more dimensions to tineesdegree of Y, but Y exhibits a mental
disorder while X does not.
This result would falsify the account, providedstttiee relevant risk and protective factors are
also sufficiently similar to make the two situatsocomparable. Going back to one of the

examples that | use in Chapter Four: Mohammad Afihinhave been imbalanced on the

2| would like to thank Peter Langland-Hassan foisir these issues and for encouraging me to thinkem
thoroughly about possible ways to test my account.
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confidence dimensioto the same degresd someone who suffers from grandiosity delusids,

he arguably had some protective factors in plaag (@emor, control) that prevented him from

beingde factodelusionaf?

b) X is diagnosed with a mental disorder (e.g. majepréssion) while displaying *normal*
levels of confidence, salience, familiarity, aneiagy.

This result would also falsify the account, althbugwant to stress that looking at one
dimension alone may not be sufficient. For exampiany cases of clinical depression result
from disorders of confidence, but there might leagions where the hypoconfidence component
is not too pronounced and other imbalances are significant — e.g. anhedonia (hyposalience).
Disorders should thus be assessed by looking afaine dimensions together: borrowing a
Freudian term, | sometimes refer to this as a ‘@atyical constellation”. This point is relevant
also because imbalances on the four dimensionsttetuster in specific configurations. For
example, a prototypical constellation for major @sgion would be characterized by low values
across all the dimensions (i.e. low salience, l@nficence, low familiarity, and low agency).
This implies that it would be problematic for thecaunt if someone were to be diagnosed with
major depression while displaying normal (or hidggnyels of salience, confidence, familiarity,

and agency.

= How can we test whether someone is imbalanced onewr more dimensions? What
would be the means to establish that?
Another important issue concerns finding indepehdesays to determine where a person

stands with respect to the four dimensions. In rotherds, we need reliable tools to establish

% This is of course debatable. Someone might insaegde that during the famous “Rumble in the Juhglatch
against Foreman, Ali had in fact crossed the tlnlésto pathology (at least momentarily). | woullddito thank
Johannes Brandl for this observation.
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both the sort of imbalance that a person exhib&sy-hyposalience — and its degree of severity —
e.g. how close the person is to crossing the dstgnthreshold. | am not able to address this
issue in detail here, but | still want to offer sersuggestions on possible ways to test one’s
location on the dimensions.

One option would be to look at disorders that &ready thought to be dimensional in nature
(e.g. autism, psychopathy, or personality disondarsl formulate similar diagnostic methods
employing the four dimensions. For example, theeHltC-R checklist for psychopathy assesses
performance in three domains (i.e. interpersoniéctive, behavioral) with a specific cut-off
score for each one. Similarly, rating scales andstionnaires for autism distinguish between
mild, moderate, and severe forms depending on égeeg of support required in a variety of
tasks — e.g. social communication.

Generally speaking, dimensional disorders (and theverity) are assessed by looking at a

variety of aspects:

- Core domains e.g. social communication (autism); interpersdyetiavior (psychopathy). The
core domains in my model would be the four dimemsiofsalience, confidence, familiaritgnd
agency.

- Context e.g. family history, social ties (autism; psychdpat In my model this would be
assessed by looking personal-level riskand protective factorsand at theenvironmental-level
vulnerabilitiesat play in the specific situation.

- Degree of functioning or impairment e.g. requiring support (autism). This could be
established by looking at whether the dimensidwstional roleis impaired or preserved, and to

which degree (see Chapters Two and Three). For geasomeone who fails to show up at work
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because she is too busy rearranging her clotheslby would have lost sight of what is salient

or important.

Another option would be to put together a battefytests to directly assess where

someone falls on each dimension (see Table 3 below)

Dimensions| SALIENCE | CONFIDENCE | FAMILIARITY AGENCY
-Wisconsin | - Rosenberg Self - Structured - Wegner’'s
Card Sorting | Esteem Scale | Clinical illusion of
Task (RSES) Interview for control
(WCST) - Sorensen Self | Dissociative experiments
- Tower of Esteem Test Disorders(SCID, | - Pronin’s
Tests London - Confidence especially apparent
- Stroop Test| ratings on depersonalization mental
- lowa metacognition | and derealization causation
Gambling tasks scales) experiments
Task - False memory
- California task (Loftus)
Verbal - Damasio
Learning (unconscious
Test affect tasks)
(intrusions - Metamemory
task) tasks
- Benton Test of
Facial
Recognition
Stipulated Executive | Self-worth; self-| Self-knowledge;| Metacognition;
underlying functions; love; self- other-knowledge]  self-other
mechanisms| selective preservation | affective memory distinction;
and/or attention mental
constructs (amygdala) (unconscious causation
(PFC; memory;
dopamine hippocampus) | (sensory-moto
transmission) control, PFC)

Table3: Battery of tests to determine where one falls@given dimension
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A few caveats are in order. As you can see frontdbke, a crucial issue is to determine
which underlying mechanisms these tests would lptudag. In other words: What are we
measuring when we determine a person’s locatioa given dimension? A cognitive ability (e.qg.
selective attention), a neural correlate (e.g. PBC¥omething else entirely? These are of course
empirical questions, although — ideally — some degf mapping between these levels would be
desirable. For example, a person who turns outetonibalanced at the cognitive level (e.qg.
hypersalience) should also exhibit a similar imbe&a at the neurological level (e.g. hyper-
dopaminergic activation).

A related issue with this table is that it groupgether different kinds of tasks. Indeed,
some of the tests listed here are explicitly cagai{e.g. metacognition and executive function
tests), whereas others are more similar to sunegystructured interviews (e.g. Rosenberg,
SCID)%* Although it looks like one’s location on each dims®n could be assessed both ways, it
would be important to make sure that these scelexbly correlate. For example, salience levels
assessed by executive function tests should corhsufficiently similar to the ones assessed
through surveys or interviews. This is also parthe work that would be required to test the

account empirically.

%4 Notably, structured interviews could be adminisieiethe subject as well as to other people whanwkihe person
well (e.g. family members, close friends). Thignidine with recent studies in personality psyclgyi@uggesting that
others may know us better than we know ourselves {&zire & Carlson 2011; Vazire 2010).
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