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Abstract
In the present article, we aimed at describing the diagnostic 
process in Psychiatry through a phenomenological perspec-
tive. We have identified 4 core concepts which may repre-
sent the joints of a phenomenologically oriented diagnosis. 
The “tightrope walking” attitude refers to the psychiatrist’s 
ability to swing between 2 different and sometimes con-
trasting tendencies (e.g., engagement and disengagement). 
The “holistic experience” includes all those intuitive, nonver-
bal, and pre-thematic elements that emerge in the early 
stages of the clinical encounter as an emanation of the atmo-
spheric quality of the intersubjective space. The “co-con-
struction of symptoms” regards the hermeneutic process 
behind psychiatric symptoms, involving both the patient as 
a self-interpreting agent and the clinician as a translator of 
his/her experience. Finally, by the “evolving typification” we 
mean that the closer the relationship becomes with the pa-
tient, the more specific and nuanced becomes the typifica-
tion behind psychiatric diagnosis. Each of these concepts 
will be accompanied by an extract from a clinical case deriv-
ing from one of the authors’ most recent clinical experiences.

© 2021 S. Karger AG, Basel

Introduction

In Medicine, by the term “symptoms” we refer to the 
patient’s subjective complaints, whereas by “signs” we re-
fer to those observable phenomena coming from the pa-
tient’s body. They both point at a somatic disease, meant 
as a natural entity, with its causes, course, and prognosis. 
Diagnostic reasoning in somatic Medicine may be com-
pared to completing a puzzle [1], by matching the infor-
mation obtained from the patient with the evidence de-
riving from physical examination, laboratory investiga-
tions, and diagnostic imaging.

Conversely, in Psychiatry, symptoms and signs both 
involve a subjective component, since behavioral signs 
are meant as expressive, in so far as they point at a mean-
ingful complex of emotional, cognitive, and bodily phe-
nomena [2]. In recent years, several theoretical models 
have been developed to describe diagnostic thinking and 
clinical decision-making in Psychiatry [1, 3–6]. With few 
exceptions [1, 4], most of them tend to reproduce a mod-
ified version of the medical model, where diagnosis is 
conceived as an individual, cognitive process aimed at 
categorizing the patient’s problem according to some 
predefined diagnostic criteria.

In the present article, we aimed at identifying and de-
scribing some core features of the diagnostic process in 
Psychiatry through a phenomenological perspective. 
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Our assumption is that the inherently ambiguous nature 
of the psychiatric object, suspended between empirical 
difficulties and problems of meaning [7, 8], requires a 
“disciplined spontaneity” [9] to the clinician, a sort of 
epistemological and methodological turn, characterized 
by being more sensitive to the role played by subjectiv-
ity (of both the patient and the clinician) than to the ob-
jective approach of Medicine, more prone to under-
standing than to verifying and more person-centered 
than morbus-oriented [10]. For that purpose, we have 
identified 4 core concepts derived from the phenomeno-
logical literature, which we synthetically named (1) the 
“tightrope walking” attitude, (2) the “holistic experi-
ence,” (3) the “co-construction of symptoms,” and (4) 
the “evolving typification.” Each of these concepts will 
be accompanied by an extract from a clinical case deriv-
ing from one of the author’s most recent clinical experi-
ences.

Psychiatry as a Tightrope Walking Exercise: The 
Methodological Lesson by Karl Jaspers

The theoretical framework for psychiatric diagnosis is 
represented by the discipline of Psychopathology, which 
can be basically defined as a theory and a method (logos) 
to deal with the sufferings (pathos) of human mind in its 
subjective dimension (psyche) [11]. The European tradi-
tion of Psychopathology has one of its major representa-
tives in Karl Jaspers [12] (1883–1969), whose monumen-
tal “General Psychopathology” moved from Husserl’s les-
son on the phenomenological method to address the issue 
of exploration and systematic conceptualization of psy-
chopathological phenomena. The core concept in his 
work was represented by the notion of “methodological 
consciousness” [13], by which he meant a definition of 
the targets, the methods, and the limits of psychopathol-
ogy.

As regards the diagnostic process, the most important 
methodological issue regards the distinction between 
“explaining” (Erklären), which belongs to the natural sci-
ences (Naturwissenschaften), and “understanding” (Ver-
stehen), which is proper of the human sciences (Geisteswis-
senschaften) [13]. According to Jaspers, both explaining 
and understanding are necessary to the psychopatholo-
gist since the psychiatric object asks for a sort of “binocu-
lar vision,” a methodological dualism based on both caus-
ally compelling, generally valid explanations, and subjec-
tive, intuitive, empathic understanding. Explanations 
aim at exploring the causal relationships between events 

to find a general rule, and they serve the diagnostic pro-
cess by addressing the clinician toward specific routes of 
investigation.

A young woman came to the outpatient service after a 2-week 
hospitalization for an acute psychotic episode. She reported a per-
sonal history of physical abuse and parental loss during childhood 
and adolescence (her father was described as violent and abusive; he 
left the family when she was 10) and a family history of mood disor-
ders (her mother suffered from bipolar disorder). Both these features 
have been consistently associated to a higher risk of psychosis  [14, 
15].

In this case, facts are observed by a third-person per-
spective so that they can be generalized and subjected to 
empirical verification: the clinician can hypothesize con-
nections among facts based on epidemiological research 
and then verify them by including an external source of 
information, e.g., by interviewing another family mem-
ber.

Conversely, understanding regards all those psychic 
events that need to be caught by a sort of intuitive process 
based on a “common experiencing” (Miterleben) between 
the clinician and the patient [16]. The process of under-
standing is based on cultivating empathy for the patient’s 
experiences by a first-person perspective [17], namely, by 
trying to “actualize” in one’s own consciousness what the 
patient’s words, bodily expression, and behavior are con-
veying about him/her. This is the first form of under-
standing, defined as “static,” which gives a transversal de-
piction of the psychic phenomena in the here and now.

During the interview, the woman recalled that a few weeks before 
hospitalization, she started having some very vivid dreams, which 
she ended “confusing with reality.” She also experienced some syn-
esthetic phenomena (e.g., a color came to her mind after hearing a 
sound) and transitivistic experiences (e.g., she could feel the same 
physical pain as her friends). There was no explicit delusional expla-
nation about these phenomena, though she felt as having a sort of 
special connection with people and things. Sometimes she happened 
to vividly perceive the “will” of other people as an almost physical 
quality coming upon her, but with no real influence on her thoughts 
and actions. She denied experiences of thought influence/insertion 
or thought diffusion. However, she recalled being inclined to do 
things without being fully “present” to herself, as if she were living in 
a sort of “trance,” and that her thoughts used to flow rapidly and 
incessantly, being moved by her shifting emotions and “creative” as-
sociations.

Thus, diagnosing in Psychiatry requires the clinician 
to walk the tightrope that ideally leads to an empathic and 
unprejudiced acquaintance with the patient’s experience, 
while at the same time trying to avoid the dangers and 
pitfalls of either cold, detached objectification or fusional 
overidentification. This exercise requires not only an 
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ability in distance modulation [18] but also the capacity 
to swing constantly between explaining and understand-
ing, between a detached 3rd person observation and an 
engaged 1st person envisioning, and finally between ba-
sic, preverbal, empathic intuition and a theoretically ori-
ented critical thinking, addressed to verifying that intu-
ition through empirical observation, consequential rea-
soning, and comparison with psychopathological 
constructs [19].

The Holistic Experience of First Impressions

A reappraisal of the role of clinical intuition has re-
cently been called from many parts as essential for the 
development of a theoretically consistent conceptualiza-
tion of psychiatric diagnosis [3, 20, 21]. One of the most 
famous theoretical views about the role of the clinician’s 
early impressions is represented by the concept of the 
praecox feeling, developed by the Dutch psychiatrist H.C. 
Rümke [22]. In his article, Rümke and Neeleman [23] 
state that while meeting with a schizophrenic patient for 
the first time, “even after a brief mental state examination, 
it becomes clear to the psychiatrist that his empathy is 
lacking” (, p. 336). It is a rather immediate, preverbal, and 
global experience based on a sort of “undefinable attri-
bute” surrounding the person, more than on an explicit 
listing of signs and symptoms [23, 24]. It is this holistic 
quality that adds specificity to the diagnosis of schizo-
phrenia since the gestalt character of some mental symp-
toms, especially when dealing with major psychoses, re-
fers to some implicit “core” change in the fundamental 
structure of the patient’s subjectivity [10, 25].

The praecox feeling may have some features in com-
mon with the so-called atmospheric feelings, which seem 
to emerge in the early stages of the clinical encounter as 
an emanation of its intersubjective space. The same prae-
cox feeling has been conceived as an in-between event, 
namely as a specific quality of the relationship between 
the psychiatrist and the schizophrenic patient [26]:

When meeting the woman for the first time, the clinician already 
had some information about the clinical presentation and the course 
of the acute episode. Clinical records gave him a generic description 
of a typical psychotic breakdown (emotional lability, agitation and 
insomnia, bizarre behavior, cognitive disorganization, and delu-
sional thought contents based on transitivistic experiences). The 
woman had been treated with medium-to-high doses of an atypical 
antipsychotic, which gave her a series of cognitive, emotional, and 
neurological side effects (a sense of cognitive “numbing,” emotional 
flattening, and tremor). A colleague from the inpatient service as-
sumed that the woman was affected by a schizophrenia spectrum 

disorder. However, no sensation of lack of contact, bizarreness, or 
affective distance emerged from their first encounter. On the con-
trary, though the effect of psychotropic medications might have al-
tered the quality of contact, the psychiatrist felt a sense of warm 
closeness to the patient, a sort of a nonsexualized seductive atmo-
sphere, as if she was a child asking for protection and assurance.

Atmospheric perception is supposed to be a rather im-
mediate, preverbal, and unconscious experience based on 
symptomatically informative hints like the gaze, the walk, 
the presence of involuntary movements, or even the pho-
no-symbolic and metaphorical value of words used by the 
patient to describe his/her experiences [27]. Different 
phenomenological authors have recognized a kind of at-
mospheric participation in clinical diagnosis: Tellen-
bach’s [28] “atmospheric diagnosis,” Minkowski’s [29] 
“diagnostic par pénétration,” Binswanger’s [30] “diagno-
sis by feeling,” Wyrsch’s [31] “diagnosis by intuition,” 
and Schneider’s [32] “knowledge through the relation-
ship” all seem to refer to similar experiences.

Despite different names, at least 3 common features 
can be detected across those conceptualizations: (a) the 
intuitive, immediate, and pre-reflective nature of the pro-
cess, which can be traced back to the realm of the lived 
body and lived space; (b) its openness to thematic knowl-
edge and verbal communication; and, above all, (c) the 
supposed intersubjective nature of its contents, where the 
perceiver/perceived distinction somehow seems to van-
ish [33], and the phenomena are conceived by a second-
person perspective. Whenever we start engaging with 
somebody, we are immediately involved into a shared 
space, where our thoughts, emotions, and actions need to 
adapt and change according to the ongoing dialogical sit-
uation. This way of conceiving social interaction is main-
ly modeled on Gibson [34]’s notion of “affordances” [35]. 
Affordances are species-specific action possibilities, of-
fered to the animal by its own environment, guiding its 
perceptions and actions toward goals and values, and 
shaping the same environment accordingly. In face-to-
face social interaction, vocal acts, gestures, facial expres-
sions, bodily postures, and even the way of inhabiting 
space (e.g., by moving incessantly or by standing tense 
and motionless) become reciprocal affordances, guiding 
the development of a dynamic action-perception circle, 
allowing cognition and emotion to emerge, and creating 
a shared space of meaning [35].

In the early moments of a face-to-face encounter, 
when the nascent perception of the other arises from the 
level of affective experience [36], part of this process may 
run through the immediate and unconscious pathways of 
shared emotions. According to Scheler [37] (1874–1928), 
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our ability to directly grasp other’s feelings has its founda-
tion in a primordial form of human sympathy, which he 
calls emotional unity (Einsfühlung). Scheler maintains 
that there are some emotional experiences, such as vital 
feelings (Vitalgefühl) and psychic feelings (seelische Ge-
fühle), which can be directly and immediately shared 
among human beings in a sort of emotional pre-commu-
nication. This is supposed to happen based on an uncon-
scious and pre-thematic pathway, moving from a sphere 
before, and beyond, the I-Thou distinction and emanat-
ing from that “original and inseparable unity of percep-
tion, intentionality, and expressive behavior” [38] repre-
sented by the living body. In other words, emotions and 
intentions are immediately and directly perceived in in-
teraction by a second-person perspective [39], based on the 
pre-reflective intentional connection between living bod-
ies [40, 41].

When meeting a patient for the first time, the clinician 
will sometimes find him/herself as irreflexively, immedi-
ately permeated by a new, different emotional condition. 
This experience may vary in both intensity and quality, 
depending on the information the clinician was given 
about the patient, the features of the “scene” and of its 
protagonists, the presence of favoring or confounding 
factors, and the sensibility and experience of the clinician.

From Basic Empathy to Genetic Understanding:  
The Co-Construction of Symptoms

According to the phenomenological perspective, talk-
ing about psychiatric diagnosis without facing the core 
question of empathy is like waiting for a plane at the train 
station, i.e., simply missing the point. A comprehensive 
account of the debate about empathy and social cognition 
is beyond the scope of this article (for an overview, see 
[42]). However, a few key points from this debate may 
serve our purpose of describing how an encounter be-
tween 2 people can result into a (diagnostic) typification.

The first key point regards the perceptive-expressive 
roots of empathy, the so-called basic empathy [43]. The 
phenomenological tradition conceives empathy as a per-
ceptually based experience of the other’s mental life [37, 
44–46], where humans are temporalizing and moving or-
ganisms [47], whose intentions and emotions are embod-
ied in their behavior in a meaningful “expressive unity” 
(Ausdruckseinheit) [37]. As a consequence, preverbal, im-
mediate, “sympathetic communication” between hu-
mans is based on the continuous and dialogical interac-
tion between perception and movement [48], where the 

interacting subjects take each other’s expressive actions 
as affordances for further complementary actions [49, 
50].

Another prerequisite of empathy is the self-other dis-
tinction. There is a fundamental asymmetry between my 
experience and the other’s experience. Other’s subjectiv-
ity is suspended between immanence (i.e., being embod-
ied in his/her expressive behavior) and transcendence 
(i.e., being partially inaccessible to my direct perception) 
[50], making empathic apprehension a sort of asymptotic 
process, where the other is somehow near but also elusive, 
discernible but never fully understood.

This fundamental asymmetry becomes particularly 
relevant when dealing with the suffering subject. In both 
Medicine and Psychiatry, the purpose of empathy is to fill 
the gap between the experience of the patient, living the 
illness from within, and the viewpoint of the clinician, 
divided between affective resonance and rational dis-
tance. The illness experience itself involves a radical 
transformation of subjectivity, where the subject becomes 
a multilayered and complex entity (i.e., a living and suf-
fering subject having a specific experience of the world, 
the body, and the self), requiring a multidimensional ap-
proach to understanding [51].

Here comes the third key point about empathy. In 
some situations, such as a face-to-face clinical encounter, 
empathic understanding needs to go beyond the level of 
spontaneous and perceptual experience to become a dy-
namic and pragmatic process, entailing also some purpo-
sive or voluntary elements [52]. Under these circum-
stances, the clinician usually supplements the spontane-
ous affective resonance of basic empathy with some 
higher order strategies, often named as “cognitive empa-
thy” [53], aimed at providing him/her with a more com-
prehensive overview of the patient’s experience.

In recent years, Edith Stein’s (1891–1942) multidi-
mensional approach to empathy has received new con-
sideration [54, 55]. In her view, empathy not only occu-
pies somehow an ambiguous position, being similar to 
perception in “originally” presenting the other’s living 
body in a direct, unmediated way, but also close to other 
(nonoriginal) forms of experience, such as “memory, ex-
pectation, and fancy (imagination)” ([45], p. 8), in that 
the other’s own experiences are not given immediately 
and directly. Stein’s account of empathy includes a 3-step 
process, where: (1) the other’s thoughts, perceptions, feel-
ings, and intentions are immediately perceived as a mean-
ingful complex (the emergence of the experience), about 
which (2) I fulfill an explication by an imaginative ac-
count (the fulfilling explication), in order to (3) return to 
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a more comprehensive understanding of the whole expe-
riences of the other (the comprehensive objectification) 
[45, 52, 55].

When empathy reaches its pragmatic dimension, call-
ing for a deeper engagement of the empathizing subject, 
the experience of the other goes beyond basic, immediate, 
and purposeless perception to become the object of a cog-
nitive task aimed at recalling one’s personal experiences 
and knowledge of common sense meaning to build an 
imaginative account of the other’s mental life, even in its 
most uncommon and ambiguous expressions. At this lev-
el, both theorizing (i.e., drawing on our theoretical knowl-
edge about the disorder and its clinical features) and 
imaginative perspective taking (i.e., recollecting personal 
memories about similar experiences) [56] may serve the 
purpose of grasping the experiential situation of the sub-
ject suffering from a mental disorder.

In diagnostic decision-making, the need-interest that 
moves the pragmatic process of cognitive empathy cor-
responds to the clinical endeavor of the psychiatrist: what 
we could call his/her “attuned interest” [52, 57] for the 
patient’s experience of suffering and alienation. This pur-
posive attitude might drive his/her attention from the im-
plicit second-person and first-person stances of early at-
mospheric feelings and basic empathy to an explicit third-
person perspective based on different faculties, such as 
memory, expectation, and imagination. This shift in per-
spective is also representative of the methodological plu-
ralism of Psychiatry, and it becomes particularly relevant 
when turning from a first-person immersion into under-
standable experiences of suffering to a third-person imag-
inative account about the most severe and incomprehen-
sible psychopathological phenomena.

According to Jaspers [13], we may be able to reach a 
first-person (static) understanding of many kinds of ex-
periences, even those which may involve a lack of contact 
with reality, such as falsification, deception, “neurotic” 
reactions, and even melancholic delusions (which he con-
sidered as pseudo-delusions). But our empathic intuition 
must necessarily stop when facing the elementary nature 
of organic illness and psychosis, where, by the term “psy-
chosis,” Jaspers mainly refers to the group of schizophre-
nias. He considers certain schizophrenic phenomena, 
such as delusional mood (Wahnstimmung), delusional 
perceptions (Wahnwahrnehmungen), and delusion prop-
er, as “(statically) incomprehensible,” since they can only 
be described “by what they are not” [13].

We believe that, for mental health professionals, a 
fruitful and pragmatic attempt to expand the limits of Jas-
pers’ understanding may be based on 2 standpoints. The 

first one is based on the assumption that delusion proper 
and other “primary” symptoms are understandable re-
sponses to more elementary unusual experiences, such as 
the so-called basic symptoms [58, 59] or, more generally, 
to a disturbed Self-experience [60, 61]. Both basic symp-
toms and Self-disorders are supposed to be the most 
primitive experiences that precede other secondary symp-
tomatic dimensions, such as delusions and complex hal-
lucinatory phenomena (i.e., “hearing voices”). In recent 
years, several empirical studies have shown that basic 
symptoms are associated to a higher risk for psychotic 
disorders [62, 63], while Self-disorders are specific of the 
schizophrenia spectrum [64–66].

From this standpoint, the border of incomprehensibil-
ity is moved from full-blown psychotic symptoms to the 
higher order dimension of basic symptoms and Self-dis-
orders, where delusion proper and other “primary” phe-
nomena are seen as a comprehensible elaboration of the 
latter [67]. In the phenomenological perspective, the pa-
tient is viewed as a self-interpreting agent, having an ac-
tive role in interacting, shaping, and making sense of his/
her own symptoms [68]. Thus, a skilled clinician having 
a good imaginative attitude may be able to gain true ge-
netic understanding over the whole psychopathological 
sequence, starting from basic symptoms and Self-disor-
ders, incorporating biographic and emotional elements, 
and finally landing on the delusion proper.

The second perspective can be summarized by the 
icastic words of one of the “founding fathers” of Italian 
psychopathology, Arnaldo Ballerini [69]: “delusion is 
never understandable, but a delusional individual can be 
deeply understood” (p. 19). Indeed, while some patho-
logic experiences have an undeniable facade of formal 
incomprehensibility, both the biographical contents 
and the emotional core of those experiences may be-
come object of attention depending on the consistency, 
deepness, and duration of the therapeutic relationship 
[70]. According to this perspective, another strategy of 
cognitive empathy might be the one of “openness” [56]: 
in the attempt to develop a more comprehensive under-
standing of the patient’s experience, the clinician invites 
the patient to express him/herself more fully and accu-
rately.

According to Jaspers [13], a second form of under-
standing, defined as “genetic,” allows us to perceive the 
meaning of psychic connections and to understand the 
way psychic events emerge out of each other – i.e., how 
certain thoughts rise from moods, wishes, or fears – from 
the viewpoint of the motivational chain (meaningful con-
nections) [71]. But a true psychological understanding 
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can only result from a complex hermeneutic process in-
volving both the patient as a self-interpreting agent and 
the clinician as a “translator” of what the patient is trying 
to communicate [72].

After a few visits, a theme emerged from the young woman’s ac-
count. During the episode, she felt a strong connection with a person 
she had known years before. She felt “as if” she could know every-
thing he was doing, feeling, or thinking. It was an older man she had 
been secretly in love with when she was a young intern in his com-
pany. Nothing had happened between them, but she had treasured 
this secret for years. She recalled comparing him to her father, who 
also was a powerful and charismatic man and figuring him as an 
idealized version of her abusing and abandoning parent.

Psychiatric Diagnosis as an Evolving Typification

The elements that may become subjects for the diag-
nostic process are virtually infinite. There is a need for the 
clinician to establish a perspective based on some cultur-
al values and need-interests [73, 74], which in this case are 
represented by both the theoretical background of Psy-
chopathology and the desire for an in-depth understand-
ing of the patient’s experience. This perspectival knowl-
edge is usually accompanied by a sort of pre-comprehen-
sion of the other’s mind, which sets a rudimental 
framework for the subsequent process of genetic under-
standing. Both Husserl and Stein supported the view that 
a person has a pervasive and individual style: “A person 
has, in the broadest sense, a typical character and proper-
ties of character. Everything a person lives through en-
larges the framework of his pre-givennesses, can emerge 
again in memory whether clearly or obscurely, can affect 
the ego, and motivate actions” ([75], p. 271).

Thus, empathic understanding presupposes not only 
our “attuned interest” but also a pre-comprehension of 
the other based on a constitution of types or examples, 
involving features of personality and values. This pre-
comprehension is based on the stratification of our emo-
tional life as well as of our past experiences, beliefs, and 
habits [55]. In the case of psychiatric diagnosis, it must 
include both an acquaintance with the concepts of Psy-
chopathology and the “weight” of clinical experience with 
similar cases. An ideal type is a sort of “pure” case in 
which the relevant features are invariant, unambiguous, 
and clearly discernible and can be grouped together by a 
specific perspective [73, 76]. 

The woman recalled living her experiences of transitivism with 
a strong affective participation in a sort of dream-like atmosphere. 
Further, some phenomena, such as the “flight of ideas,” the sleep de-
privation, and a general impression of easiness and smoothness – 

including a sense of amplification and facilitation of perceptions – 
suggested a maniform component. Drawing from his theoretical 
knowledge and recalling similar cases, the psychiatrist hypothesized 
that the woman had experienced a brief psychotic episode in the 
context of a probable vulnerability to mood disorders and dissocia-
tive disorders and changed her treatment by minimizing the anti-
psychotic dose while introducing a mood stabilizer. Those changes 
produced an almost immediate beneficial effect on most of the cog-
nitive, emotional, and motor symptoms and significantly improved 
her sense of well-being.

If we consider the diagnosis as a target, the ideal typical 
approach is above all looking at the center of the target 
(the ideal type), while the operational approach is more 
interested to the boundaries of the target (the inclusion/
exclusion criteria) [18]. However, the ideal typical ap-
proach can be considered complementary to operational 
diagnosis since defined categories and diagnostic criteria 
become meaningful only when used by somebody who 
can already identify and distinguish mental disorders in 
the way of “typification” [77].

At the beginning of the clinical encounter, the clini-
cian will initially sense the patient’s attitude in a very ba-
sic, rudimentary way, i.e., as being sympathetic, hostile, 
suspicious, or uncanny. Atmospheric diagnosis and the 
abovementioned experience of the “praecox feeling” may 
also be regarded as early forms of typification [77]. Then, 
this first preconceptual, unconscious, “atmospheric” im-
pression becomes thematic and conceptually explicit, en-
riched by further reflection about the information pro-
vided by the patient, by any other source, and by what his/
her symptoms tend to express. Typification is then called 
into question and tested by evidence. Ideal types are nec-
essary because they guide the clinician in discriminating 
what is relevant and what is irrelevant, what is typical and 
what is atypical in the patient. They pre-delineate the 
kinds of questions that require further investigation in a 
particular case [74]. This is the sense of the “hermeneutic 
circle,” where our typification is confronted and verified 
with data driven from experience. This is the way typifi-
cation becomes scientific [78]. Then, the closer the rela-
tionship becomes with the patient, the more specific and 
nuanced become typifications. Diagnostic reasoning in 
Psychiatry may then be compared to drawing a portrait 
of the patient, starting from a “static” sketch of his/her 
elementary psychopathological experiences, adding more 
and more details as the clinician gets to know the patient’s 
history and experience, and finally building a compre-
hensive view of the psychopathological picture according 
to ideo-typical entities [79].
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Conclusion

Clinical reasoning, both in Medicine and Psychiatry, 
is a complex process that goes through a series of cogni-
tive “transfer stations” [80], where a provisional diagnos-
tic label needs to be verified by empirical observation in 
order to guide subsequent reasoning toward a valid diag-
nostic conclusion. In the case of Psychiatry, the clinician 
must go even further, by the application of that “method-
ological consciousness” ( [13], p. 44), which is supposed 
to allow him/her to dialectically “swing” between 2 op-
posite positions.

First, in diagnostic decision-making, the psychiatrist 
must constantly balance engagement with disengage-
ment, true empathic understanding with detached ex-
plaining, where the dimension of disengagement and de-
tachment represents the dialectical counterpart of en-
gagement. Second, good diagnostic reasoning needs to 
involve both pre-reflective, immediate apprehension and 
reflective, mediated information processing. In other 
words, it requires what dual-process theories [81, 82] de-
scribe as the two interrelated systems of human cogni-
tion, the intuitive and the analytic system [83]. The clini-
cian needs to exert his/her intuitive system in order to 
grasp the contextual features (i.e., the Gestalt) of the clin-
ical encounter, in order to generate the hypotheses (i.e., 
the ideal-type) that feed into the analytic approach and 
need to be tested by a hypothetico-deductive methodol-
ogy [1].

Third, the psychiatrist needs to learn how to “swing” 
between a direct, second (or first)-person immersion and 
a detached, third-person observation. The clinician is ob-
viously loaded with experiences, as well as ideas and pre-
conceptions about his/her own profession. What is re-
quired by a true phenomenological approach to diagnosis 

is that he/she must learn to take off – at least temporarily 
– all his/her Ideenkleid, to give space to a direct, unmedi-
ated, pre-theoretical experience of the suffering subject. 
However, in order to explain and describe this experience, 
the phenomenological attitude needs to refer to those 
same ideas and preconceptions that it had to discharge. In 
other words, the phenomenological attitude proceeds in a 
sort of back-and-forth movement [84, 85], going from the 
pure experience to the pre-given concepts and then again 
from the concepts to the experience itself, in order to de-
scribe it and make it clear to consciousness [86].
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