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Psychiatry is going through a deep crisis, both as a
scientific discipline as a medical speciality. In the present
paper we consider in length what we consider to be the
three aspects that could explain the situation: the recurring
disappointment in classification; the persistence of dualistic
perspectives in research; and third, the continuing of a
localizacionism inadequate to explain normal and
pathological behaviour.

Psychiatry lacks a definition of mental disorder that
covers all situations, there are difficulties in drawing a
precise distinction between normality and psychopathology,
and the majority of these "diagnostic" categories are not
validated by biological criteria. Furthermore, there is still a
debate on the nature of the symptoms of mental disorders,
a confusion classification and diagnosis and a preoccupation
with the growing inflation of diagnostic categories.

Dualism is at the core of psychopathology, simply
because Cartesian dualism led to the development of modern
science, but the price paid includes the split-up of mental
and physical phenomena and illnesses and of psychiatry and
the rest of medicine.

Localizationism, that is, the approach to brain function
considering that particular pychological functions are
carried out by particular brain areas or centers, helps to
understand many clinical and psychological phenomena, but
have largely fild in explaining the nature of most mental
disorders.

In a second part of this article we provide some
strategies that could help to go beyond the present impasse
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Hacia nuevas estrategias de investigacion en
los trastornos mentales. Primera Parte: La
crisis recurrente de la psiquiatria

La psiquiatria esta atravesando una profunda crisis
como disciplina cientifica y como especialidad médica. En
este articulo analizamos en profundidad los tres aspectos
que consideramos que podrian explicar la situacion: el re-
currente fiasco de la nosologia; la persistencia de las pers-
pectivas dualistas en investigacion y en tercer lugar, la con-
tinuidad de un localizacionismo inadecuado para explicar el
comportamiento normal y el patoldgico.

La psiquiatria carece de una definicion de trastorno
mental que cubra todas las situaciones, existen dificultades
en delinear una distincion precisa entre la normalidad y la
psicopatologia, y la mayoria de estas categorias "diagnosti-
cas" no estan validadas por criterios biologicos.

A continuacion consideramos estrategias para superar
esta situacion poniendo énfasis en la psicopatologia en lu-
gar de en la clasificacion, en las funciones mas que en los
criterios diagnosticos, estando atentos en el progreso en las
perspectivas neurocientificas monistas e importando los mé-
todos de la conectomica emergente.

La medicina estd cambiando profundamente. La crea-
cion de redes se esta convirtiendo en el nuevo paradigma
y consideramos que podria ser el punto de inflexion de la
psiquiatria futura, tanto en la investigacion como en la
practica.

Palabras clave: Clasificacion, Trastornos mentales, Dualismo, Conectomica, Creacion de
redes (Networking)
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INTRODUCTION

Several psychiatrists have extensively written about the
crisis of psychiatry, both as scientific discipline as a medical
profession. The disarray is as old as psychiatry itself, as we
will see latter on, but the crucial points of today's state of
affairs can be described as follows:

1. Psychiatry is threatened by either being incorporated in
other medical specialities or being deprived of its
medical character.

2. There are discussions on whether and how psychiatry
will survive into the second half of the 21st century.?

3. The growth of pessimism and a sense of foreboding
among psychiatrists.®

4. Should psychiatry exist?*

We are being advised by our neurological colleagues to
abandon the term "mental illness" and replace it by
“brain illness".* The negative aspect of this proposal is
transforming psychiatry in a branch of neurology, the
positive one is to fully integrate both of them in
neuroscience.

6. There is increasing decrease of the number of medical
students who choose psychiatry as a career.5’

In this context, Katschnig has asked himself: So, 200
years after its birth, is there something wrong with
psychiatry? And, if so, what is it? and considered the inside
and outside challenges to the discipline and the profession.®
Both challenges are interknitted and the inside ones are
closely related to the classification crisis.

The situation is worrying and we will consider it in three
sections: 1) The never-ending nosological crisis; 2) The need
to prevail over dualism; and 3) The long arm of phrenology.
Although the three parts overlap considerably, as could be
expected, we consider them separately in the sake of clarity.

In a second article’ we will propose strategies to
confront each one of them and to allow further progress, in
order to overcome the long lasting Sisyfication of psychiatry,
both as scientific discipline and as a medical speciality.

The never-ending disappointment of psychiatric
nosology and classification

Year 1920

The method applied so far to define morbid forms, ta-
king into account the cause, manifestations, evolution
and the final stage, and postmortem findings, is ex-
hausted and is no longer satisfactory, new ways must
be sought. (Emil Kraepelin™).

Year 2002

Nearly three decades after Robins and Guze's seminal
delineation of the steps required to validate a psychia-
tric diagnosis, a pathophysiologically based classifica-
tion of psychiatric disorders remains elusive.

Contrary to optimistic expectations, approaches to
diagnostic validity based on clinical description, labo-
ratory studies, natural history of illness, and familial
aggregation have not converged to yield a nosology
based on valid disease entities.

Defining a rational nosology for disorders of the brain,
the body's most complex organ, is clearly one of the
great challenges for modern medical science. (Steve
Hyman').

The great hope that DSM-5 could bring fundamental
advances in our understanding of the genetic and
environmental determinants of disease risk, and of the
neural circuity supporting normal and pathological mental
processes has not materialize in spite of extensive and
intensive research efforts.

Furthermore, the problem as stood today may have no
solution:

Even if the pursuit of methodological purity is aban-
doned, the two broad approaches to the classification
problem currently available -on the one hand the more
numerical, and on the other the more categorical- fail.
They are doomed to failure because of the nature of the
data they attempt to classify.

On top of all other problems, the former (numerical)
methods fail because the characteristics of psychia-
tric diseased are not easily measured, and the latter
(boxing) fall down because of the conspicuous overlap
between adjacent cateqgories. (Parshall and Priest'?).

Following we will consider the relevant areas where this
disappointment is present together with the causes and
consequences of the present situation. Among them are: The
definition and boundaries of mental illness, the nature of
the symptoms of mental disorders, to classify is not to
diagnose, the lack of a coherent theoretical basis, the
scarcity of neurobiologic markers and endophenotypes and
the negative impact in clinical practice.

The definition and boundaries of mental illness

Disease categories and their classification are the
pervasive organizing principle for most fields of medicine.
Diagnoses are meant to be used for making therapeutic
decisions, for teaching purposes, for defining patient
populations for research, for statistics and for reimbursement.
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Psychiatry considers itself a medical specialty that aims to
move in this narrow medical model as already defined a
century and a half ago by Karl L. Kahlbaum™:

There is a correlation between the etiology, cerebral
pathology, symptom patterns and final stages, linking
seemingly disparate clinical disease.

Psychiatry is dealing with mental disorders and both
terms, mental and disorders, are problematic.

Psychiatric diagnostic categories are referred to as
‘disorders’, they are presented as medical diseases, but are
not validated in the same way as most medical diagnoses:

The term "disorder” is used throughout the classifica-
tion, so as to avoid even greater problems inherent in
the use of terms such as “disease” and “illness”. "Disor-
der” is not an exact term, but it is used here to imply the
existence of a clinically recognizable set of symptoms
or behavior associated in most cases with distress and
with interference with personal functions. Social de-
viance or conflict alone, without personal dysfunction,
should not be included in mental disorder as defined
here.™

"Psychiatric disorder” has been proposed as an
alternative name, as it emphasizes that these conditions are
not purely "mental”, and that the line between "psychiatric
disorder" and "other medical disorders” is not a sharp one.
However, the term “psychiatric” has been criticized for not
sufficiently connoting the extent to which entities are in
fact psychobiological (instead, for some, connoting an overly
reductionist biomedical model). Mental health clinicians
other than psychiatrists have also voiced criticism of this
term insofar as it may suggest incorrectly that only
psychiatrists are trained in the diagnosis and management of
these conditions.”™ For us the real problem with the term
psychiatric disorders is that it establishes an indissoluble
union of a set of diseases and a medical specialty, something
that we consider inappropriate with recent developments in
medicine.

In DSM-IV'S,
conceptualized as

each of the mental disorders is

A clinically significant behavioural or psychological
syndrome or pattern that occurs in an individual and
that is associated with present distress (e.q., a painful
symptom) or disability (i.e., impairment in one or more
important areas of functioning) or with a significantly
increased risk of suffering death, pain, disability, or an
important loss of freedom. In addition, this syndrome or
pattern must not be merely an expectable and culturally
sanctioned response to a particular event, for example,
the death of a loved one. Whatever its original causes,
it must currently be considered a manifestation of a

behavioural, psychological, or biological dysfunction in
the individual.

Both DSM-III and DSM-IV emphasized the difficulties
inherent in drawing a precise distinction between normality
and psychopathology, and they provided a definition of
mental disorder that attempted to address this challenge. No
definition adequately specifies precise boundaries for the
concept of "mental disorder"."” This issue is relevant not only
to deciding whether or not a disorder should be in the
nosology, but whether or not the criteria for a particular
disorder are optimal for defining the threshold for caseness.
DSM-IV'® remarks that:

"

.. although this manual provides a classification of
mental disorders, it must be admitted that no definition
adequately specifies precise boundaries for the concept
of 'mental disorder.” The concept of mental disorder,
like many other concepts in medicine and science, lacks
a consistent operational definition that covers all si-
tuations. All medical conditions are defined on various
levels of abstraction, for example, structural patholo-
gy (e.q., ulcerative colitis), symptom presentation (e.g.,
migraine), deviance from a physiological norm (e.g.,
hypertension), and etiology (e.q., pneumococcal pneu-
monia). Mental disorders have also been defined by a
variety of concepts (e.g., distress, dyscontrol, disad-
vantage, disability, inflexibility, irrationality, syndromal
pattern, etiology, and statistical deviation). Each is a
useful indicator for a mental disorder, but none is equi-
valent to the concept, and different situations call for
different definitions.”

The symptoms of mental disorders

K. Schneider' has made a sharp criticism on the concept
of symptom in psychiatry, showing, again, the deep crisis of
psychopathology.

In medicine symptoms are signs of an illness, an
understandable hint of an illness. Therefore, signs indicate
the likelihood of the presence of a certain illness. This
concept applies in psychiatry only in the case of the
somatically based psychoses. Dementia is the consequence of
abnormalities of brain functioning. The former, dementia, is
a "symptom" of the latter, the abnormality. The same
principle applies to confusional states, where the physician
should consider an acute (or if in the context of a chronic
disorder, an episodic) direct or indirect brain damage or
malfunction. Both, dementia and confusional states, are
“symptomatic psychosis” in the stricter medical terminology.

And in the rest? First, we can easily accept that in the
variations of the mode of being, anxiety and personality
disorders in today's terminology, symptoms are the extremes
of traits conceived as dimensions. So, the presence of a score
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deviated for a certain number of standard deviations above
or below a mean, lead to the conclusion that the subject's
behaviour is the consequence of the presence of such or
such disorder.

Second, in endogenous psychoses, K. Schneider goes on,
the concept of symptom is stretched to include postulated
yet indemonstrable illnesses and therefore that delusion, for
example, is a symptom of schizophrenia. But such a stretch
is methodologically unacceptable and therefore, “symptom”
should be understood as a characteristic constant feature of
a purely psychopathological nature that can be articulated
in an existing state with a subsequent course. In this case
the medical connotation of "symptom" is abandoned. A
psychopathologic structure consisting of a "state" and
“course” is not an illness which can produce symptoms.

On the other hand, Hofer?, Tellenbach?' and others have
claim that the referred manifestations of endogenous
psychosis should be considered not as symptoms but as
phenomena. Let's clarify what this means.

In his Critique of Pure Reason, Kant distinguished
between “phenomena”, and "noumena”. The first are the
objects as interpreted by human sensibility and
understanding, while the second are things-in-themselves
which humans cannot directly experience. From then on
phenomena in it broader sense were described as contents
of consciousness without asking what connection to an
external reality those experiences might have. In its most
basic form, phenomenology thus attempts to create
conditions for the objective study of topics usually regarded
as subjective: consciousness and the content of conscious
experiences such as judgments, perceptions, and emotions.
Phenomenology seeks through systematic reflection to
determine the essential properties and structures of
experience avoiding the analytic approach of neurology,
clinical psychology or present day psychiatry. An important
element of phenomenology that Husserl, the initiator of this
new perspective of philosophy, is intentionality, also called
as "aboutness”, which means that consciousness is always
consciousness of something, about something.

Phenomena are not to be understood in an analytical
way, nor should they be submitted to the principles of
natural sciences. They have to be grasped in a comprehensible
way, holistically or as a gestalt. We will come back to it latter
on while considering some relevant aspects of schizophrenia.

On the other hand and coming back to the symptoms of
mental disorders two further point should be considered. For
K. Schneider' delusional notion has less diagnostic
significance (second rank symptom), because there is no
perceived object, only an intuition. But, the descriptions of
John Nash? on his delusional intuition also lead to the
conclusion that they are not specific of the psychopathology
of schizophrenia. In his own words:

The ideas | had about supernatural beings came to me
the same way that my mathematical ideas did. So |
took them seriously.

Such an important manifestations as delusion cannot
be considered as specific for anything. According to
Hillman®, the process of thought in delusion is not different
from the normal process of thinking. The delusional
individual builds his world and fills it with meanings the
same way as the ordinary person does. The difference is in
the individual who is delusional. In a similar way, for Ey?* the
hallucinations do not exist, what exists is the person
hallucinating. The study of the creativity of artists with
schizophrenia leads to the same conclusions: the difference
is in the attitude of the author to his/her work.2

Dysfunctions vs symptoms. An adaptive
perspective

DSM-IV refers to behavioural, psychological or biological
dysfunction. The term dysfunction can be understood in a
statistical way, meaning deviance from a statistical norm,?
or in an evolutionary framework, meaning deviance from
functioning as selected for?”. Both of these so-called
naturalist approaches are controversial in various ways.?

There is a need to include evolutionary theory in the
knowledge on normal and abnormal human development
and psychopathology.?® One problem with the evolutionary
theoretic approach to defining disorder, for example, is that
it would involve speculative theoretical assumptions about
what syndromes did or did not represent a failure of
evolutionary selected psychological or behavioural
mechanisms, which would adversely affect reliability of
diagnosis.

Adaptations are behavioural and psychological
mechanisms present through evolution to serve specific
purposes relating ultimately reproductive success. Although?®
adaptations are inherently functional, in some cases their
operation however can cause personal and social dysfunction.
The main three of dysfunction are: a) the existence of
adaptive trade-offs, b) mismatches between ancestral and
current environments and c) individual differences.®®

There are a few mental disorders which have been
considered being the consequence of an adaptive process
which had been successful in Palaeolithic epoch. Nowadays
changes in environment and human adaptation, the
characteristic considered may not be present anymore or the
attribute may not be any more adaptive. Among them:
Social anxiety,***" depression and anxiety,*” dysthymia,*
attention deficit hyperactivity disorder (ADHD)**** affective®®
and emotional® disorders in general, schizophrenia®* and
obsessive-compulsive disorder.
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Sometimes it is not the disorder itself, personality traits
associated to it*, or some underlying physiological**? or
genetic®® mechanism which is adaptive and may have gone
astray.

We agree with Spitzer* in the belief that the adoption
of the harmful dysfunction analysis diagnosis would have
little if any effect on the list of categories of mental disorders.
Its main value would be in helping make revisions in the
diagnostic criteria more valid as true indicators of disorder.

An alternative way of understanding "dysfunction” is in
terms of the consequences of the syndrome, specifically
distress and disability. It has been argued that the notion of
"dysfunction” draws on particular metaphors of disorder and
that there is no algorithm that specifies fully the use of the
term, rather appropriate use requires careful judgment.*

Context is a key issue in determining whether disorder is
present.*® For instance, antisocial behaviour in adolescent
gangs in some urban areas may be adaptive within the gang,
but may fulfil diagnostic criteria for conduct disorder, or
lead to legal problems that put the individual in jail.
Therefore, the symptoms should be closely examined and
appraised against the patient's life values and goals.*’

A key aspect of context is the developmental stage of
the individual; the boundaries between function and
dysfunction change over time.

It has been recommended that the requirement of
impairment should be removed from all diagnoses.*® Less
drastic proposals include a new term to replace “dysfunction”
such as “disturbance”,* because it is not associated with
particular theories of function, and is used in some diagnostic
criteria sets. This would not, however, resolve the difficulties
involved in specifying appropriate use of the term.

To classify is not to diagnose

Classification and diagnosis should not be confounded,
nor criteria and symptoms. DSM-IV and ICD-10 are
purportedly atheoretical and largely descriptive. Although
this achieves good reliability, the validity of a medical
diagnosis is greatly enhanced by an etiological approach.

Several authors have described the history of psychiatric
nosology as a succesion of stages, leading each time to models
more scientific and more relevant for clinical practice. In our
opinion, this is not the case. Psychiatric nosology for the last
two hundred years has been revolving around a set of models,
coming back once and again to each one of them and been
able neither to overcome nor to consolidate none of them.
Ban® has described them in a chronological order: 1) syndrome
based (i.e. Falret’"); 2) disease oriented (Kahlbaum®,
Kraepelin®?) and 3) pattern-based (i.e. Leonhard®).

The categorical approach goes back to Plato and in
psychiatry is represented by Hoche* who described the
Grundsymptomen (basic symptoms) of psychiatric disorders.
A strictly categorical system is problematic in research and in
practice. When thoroughly applied, problems arise:
comorbidity, heterogeneity with respect to key clinical
features, such as severity and prognosis, and below diagnostic
thresholds patients.

The constraints of categorical definitions of mental illness
has led to consider continuous, dimensional measures into the
various diagnostic domains, as notably DSM-5 will do.

The spurious dichotomy between categorical and
dimensional approaches to diagnosis and classification; and
the distinction between validity and pragmatic utility has led
to the conclusion that both approaches to diagnosis should
be combined.*

The DSM-IIl  approach of creating "operational
definitions" has certainly rendered the process of arriving at
a diagnosis more reliable, in the sense that we can be surer
that, if different psychiatrists assess a patient diagnostically,
they will, after evaluating symptoms and other criteria, come
more often to the same result. But reliability is different
from validity. Psychopathological phenomena certainly exist
and can be observed and experienced as such. However,
psychiatric diagnoses are arbitrarily defined and do not exist
in the same sense as psychopathological phenomena do.

The definitions of most psychiatric diagnoses consist
of combinations of criteria of presence, combined by
expert committees in variable ways into categories of
mental disorders, which have been defined and redefined
again and again over the last half century. A diagnostic
criterion is not a symptom as we have already discussed.
The majority of these diagnostic categories are not
validated by biological criteria, as most medical diseases
are; however, although they are called "disorders”, they
look like medical diagnoses and pretend to represent
medical diseases. In fact, they are embedded in top-down
classifications, comparable to the early botanic
classifications of plants in the 17th and 18th centuries,
when experts decided a priori about which classification
criterion to use, for instance, whether fruiting bodies or
the shape of leaves were the essential criterion for
classifying plants. All kinds of rescue efforts are under
way in relation to these threats to the diagnostic
knowledge base of psychiatry, and a plethora of
suggestions are being made: to identify "metastructures”,
to supplement diagnostic categories with dimensional
measures or a “cross-diagnostic approach” or to use
“epistemic iteration” . The situation is so disappointing
that a group of psychiatrists has asked for the
establishment of a conceptual working group for DSM-5,
pointing out that in past DSM revisions conceptual
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questions were considered only on an ad-hoc basis by
individual workgroups and the task force.

The threatening bottom line of these discussions is that,
if our diagnostic categories have not been valid until now,
then research of any type -epidemiological, etiological,
pathogenetic, therapeutic, biological, psychological or
social- if carried out with these diagnoses as inclusion
criterion, is equally invalid. For instance, limited changes in
diagnostic criteria of bipolar disorder can increase the
prevalence of bipolar disorder from 1% to up to 5% of
general the population.®®

Lack of a coherent theoretical basis

Psychiatrists are perceived to be Babelic profession,
and indeed we are. There is plentiful of "psychiatries”,
opposed to each other, fighting among themselves for a
leadership in conflicting models and roles. There is a full
variety of choices including biological psychiatry,
psychoanalysis and psychodynamic psychiatry, social
psychiatry, community psychiatry, family psychiatry,
forensic psychiatry, military psychiatry, children and old
age psychiatry and recently women's mental health and
men's mental health too. Psychological disciplines should
be added in order to materialize an indecipherable uproar.
Each approach has its own body of knowledge, conferences
and journals. Some psychiatrists have embraced the
biological model, some still clung to the Freudian model,
and a few see mental illness as an essentially sane response
to an insane world.*® The tone with each other is getting
increasingly irritated,”®" and so came up with completely
different ideas®.

For Jablensky®, the multidimensional approach is
indicated by the observation of Kraepelin on the functional
psychoses, but as 1) as we cannot distinguish satisfactorily
between schizophrenia and manic-depressive disorder we
must suspect that our formulation of the problem is
incorrect; 2) schizophrenia and manic-depressive disorder
may actually represent general human psychological
problems operating in combination with pathological
changes and are thus only two among many possible
“registers” of psychopathology and 3) the symptoms of
schizophrenia are not unique to this disease, and may be
continuous with normal psychological symptoms.

It is no surprise that different systems provide different
epidemiological data. DSM-IV dementia occurred most
frequently (9.6%), followed by dementia according to
"historical" criteria (7.4%), DSM-III-R (6.3%), ICD-10 (3.1%),
and ICD-9 (1.2%). The kappa values for the agreement
between the diagnostic systems were between 0.166 and
0.810.%

The scarcity of neurobiologic markers and
endophenotypes

There are no unequivocal physical markers for
psychiatric illness. What are symptoms and what is illness
have come to be determined by a checklist in DSM IV TR and
ICD-10." In the sake of manifest more discrepancies some
researchers argue that classification will only be reliable and
valid when based on neurobiological features rather than
clinical interview, while others suggest that the differing
ideological and practical perspectives need to be better
integrated.®

There is virtually no one useful to allow the diagnosis of
a major psychiatric disorder, predict a response to a
treatment, there is an overlap between diagnostic groups
and controls and there are few susceptibility genes useful in
predicting the risk for a disorder.

The fairly small reproducibility of results from etiological
research, the complex relationships between genes and
behaviour and the fact that current diagnostic systems have
complicated research rather than simplifying it, has led to
an endophenotype. An endophenotype is a quantifiable
missing link between genes and clinical manifestations.
Endophenotypes are measurable components unseen by the
unaided eye along the pathway between disease and distal
genotype, have emerged as an important concept in the
study of complex neuropsychiatric diseases.5”®® Endo-
phenotypes can be neurophysiological, biochemical, endo-
crine, neuroanatomical, cognitive or neuropsychological.
Endophenotypes represent simpler clues to genetic
underpinnings than the disease syndrome itself, promoting
the view that psychiatric diagnoses can be decomposed or
deconstructed, which can result in more straightforward-
and successful-genetic analysis. They characterize an
approach that reduces the complexity of symptoms and
multifaceted behaviours.

Heritability and stability are key components of any
useful endophenotype. Endophenotypes for psychiatric
disorders must meet certain criteria, including association
with a candidate gene or gene region, heritability that is
inferred from relative risk for the disorder in relatives, and
disease association parameters.”’

Endophenotypes don't need to be hereditable (i.e., the
possible influence of in utero viral infections for
schizophrenia).®®

Nevertheless some authors have expressed concern
about limitations in the usefulness of the concept of
endophenotype.®

Genetic analyses have concentrated on discrete
phenotypes supposedly linked to a particular psychiatric
disorder by common neurobiological pathways, instead of
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studying the complex disease itself. Several endophenotypes
have been established for psychiatric diseases including
electrophysiological abnormalities and alterations in
structural and functional brain imaging. Although results
seem to be getting more consistent and reliable, several
concerns have also emerged with the experience gained on
the topic.

The real challenge if we want to understand what is all
about in mental diseases is to look for comprehensible
endophenotypes, manifested themselves in the domains of
psychological functions and neurobiological findings,
including genetic ones.

The negative impact in clinical practice

Criticism of psychiatric diagnostic classification systems
and disease definitions is growing among mental health
staff,/® with comments on "“genetic deconstruction of
psychosis”,”" the lack of validity of psychiatric diagnoses
despite their utility,”? and the poor diagnostic stability of
psychiatric disorders. From psychiatric geneticists one hears
that they have to use “star war technology on bow and
arrow diagnosis” or that "it has been suggested that the
debate is political. This is not the case however, as solid
scientific evidence pointing to the absence of nosological
validity of diagnostic categories that nevertheless invariably
are subject to paradoxical psychiatric reification, lies at the
heart of the argument".”

Several other issues are waiting for clarification, such
as: comorbidity’* which is an inevitable methodological
consequence of the diagnostic strategies and continued
diversification of DSM-IV and ICD-107%; "Not Otherwise
Specified” (NOS) categories, which in some instances it is the
most common category in outpatient settings’”® and in
eating disorders reaches up to 60%’; subthreshold affective,
psychotic, anxiety, cognitive and substance abuse and other
psychiatric disorders contribute to psychiatric morbidity,
suffering and impairment of the patients’”’® and the key
issue is whether subthreshold conditions escalate or predict
the onset of full syndrome disorders over time. Equally
important, though, is whether subthreshold conditions are
likely to develop other full syndrome disorders and whether
these associations are maintained after adjusting for
comorbidity; the inflation of diagnostic categories
(nosologomania’™) and it has been suggested that the
categories should be reduced from 17 to one half to one
third®. Nowhere in the rest of medicine there are such
different perspectives as the ones of the so called splitters
and lumpers. The first group is represented by the concept of
unique-psychosis  (Einheitspsychose), and authors like
Griesinger®' and Janzarik®. In Spain, Llopis® studied the
psychiatric disorders secondary to pellagra after the 1936-
39 Spanish Civil War, and described how, depending of the

severity and time of duration of the vitamin deficiency, the
same patient could undergo through all of the different
psychiatric  nosological entities, from neurasthenic
disturbances to irreversible dementia. The opposite extreme
is represented by Boisser de Sauvages, physician and
botanist, contemporary of Linneus who in his
Nosologie méthodique, dans laquelle les maladies sont
rangées par classes, suivant le systéme de Sydenham, et
l'ordre des botanistes proposed 2,400 different classes of
mental disorders.®*

DUALISM ONCE AND AGAIN

Dualism considers that there are two substances in us,
one that distinguishes us from other beings and from the
rest of the individuals of the human species, the soul, the
psychic life, mind or consciousness, and another, the body.
The aim of the first substance is to dominate the body, to
survive it after death when, already a corpse bound to
putrescence, is buried, incinerated or thrown to the depth of
the sea. This dualism aims to explain the origin of the evil
and the attitude to defeat it and it does so efficiently.
Dualism has very ancient roots (the Upanishads, in the
orphic texts, Plato), it is the core of Gnostic thought and the
foundation of the modern science since Descartes. We also
warn about the fact that some monist perspectives are
masked dualisms.®

Dualism manifests itself in the separation of mental and
physical diseases, of psychiatry and the rest of medicine, of
neuroses and psychosis, of biological research and
interventions from other psychosocial approaches and in the
proliferation of psychiatric sub-disciplines.

Therefore, from this perspective:

Mental illness normally is a chronic brain affection
without fever, characterized by disorders of the sensi-
tivity, of the understanding and the will.

I say normally because sometimes the illness is of short
duration and because in the beginning or during its
course there may appear feverish symptoms. (Esquirol®).

Even psychoanalysis engages itself in this search for
"the organ". For Freud®” consciousness is None other than
that of a sensory organ for the perception of psychic
qualities.

But of course the history of hysteria and hypochondriasis
along many centuries show that physicians considered them
to be different to the rest of disease, considering the
presence of what we would call today a psychological origin.
The incorporation of this second realm into psychiatry is
clearly expressed in the following paragraphs from
Griesinger, which, by the way, the thousands quote of the
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first sentence of the paragraph (mental disorders are brain
disorders) is the typical abuse of citations not consulted.

Mental medicine has to be cultivated like a branch of
the pathology of the brain and the nervous system in
general and has to apply serious diagnostic methods
used in all branches of medicine. In order to become
a good alienist one has to know in depth, before
anything, the whole of general medicine and specially
the illnesses of the nervous system.

Besides this purely medical element, mental medicine is
provided with another essential element which grants
this art of healing with an own and special character;
it is the psychological study of the aberrations of
intelligence observed in mental illnesses. Physiological
psychology, a pure science of observation, that makes
us recognize in the sane or morbid psychic functions
the same order of facts (...), these two elements that,
| repeat, have the same importance for psychiatry.
(Griesinger®®).

We want to emphasize that Griesinger wrote about the
two elements of psychiatry as a medical discipline. What
happened afterwards is that the two elements separated in two
methods (the Jaspers' comprehension - explanation®) and two
categories of illnesses (the K. Schneider's variations of the mode
of being - psychosis™). And those were the two big leaps were
psychiatry since then has being living. Not comfortably,
anymore as we are seeing. One of the most mysterious
paragraphs in the whole psychiatric literature is the following
comment by K. Schneider on a third element metagenesis!:

In addition to somatogenesis and psychogenesis, there
is a third theoretical possibility: namely, metagenesis,
that is, some genuine “aberration” of the mind, without
somatic or psychic foundation, and this, at any rate
here and perhaps elsewhere, will have to remain an
open question.™

The word "aberration” translates the German verirren
(‘gone astray’), which in the original German is written
verr"irr"en because irren means being wrong, losing the mind.

According to Dorr*® the misconception of the concept
of symptoms gone through above is a consequence of
dualism. On the one side, mental disorders are conceived a
brain disorders and. The Cartesian anthropology, with its
absolute separation between the res extensa and res
cogitans discards the possibility of their alienation and
thought that a man could only mentally sick if his brain was
altered somehow.

On the other hand, psychoanalysis and depth psychology
delve into the mechanisms that are present in mental
diseases looking for dynamic connections, regions or
instances of the psychic subjected to regulatory energy

principles. In this dynamic game evolving lurks the possibility
of failure, the disturbance of “psychic balance” in the
confrontation with the world and with each other. A new
balance achieved on the basis of "commitments” and
“concessions” between different instances will be the origin
of the neurotic symptoms.

As we see, in the two kinds of psychiatry, the one which
follows the medical paradigm and the dynamic one, the
symptom or trait is an invisible process element external,
visible, and the diagnosis consists in establishing the
connection between them and underlying entity. But it
happens that this diagnostic procedure is based on two
assumption that are not met in the majority of psychic
disturbances, with the exception of the brain organic ones,
as we have already commented on.

This concept of symptom of has the serious drawback of
falling into permanent tautologies.”’ Then, not knowing the
basal disease and links that link to the symptom, psychiatrist
must diagnose, v. gr., a schizophrenia “schizophrenic symp-
toms character” and not by the mere presence of one or
several of them, as it is the case with any other disease.

LOCALIZATIONISM: THE LONG ARM OF
PHRENOLOGY

Modern scientific medicine is initiated by the book of
Giovanni Battista Morgagni Sedibus et causis morborum per
anatomen indagatio (1756). Since then on the seat of
mental illness and hence mental activity is the brain, and
that is where we had to find their causes. However, the brain
is very complex, mental illness very diverse and mental
activity endless brought to the conclusion that the brain
should be studied as a set of organelles each one with a
different function. Thus was born phrenology and paving
the way to the so called brain mythology.

A phrenological approach still survives in neurological
and psychiatric research, not only in them. According to this
doctrine, brain nuclei and psychological functions are
associated with more or less defined and specific mental
symptoms or diseases. This approach has been extended to the
neuropharmacology attributing specific neurotransmitters
psychological functions, such as attention and motivation to
dopamine, concentration to norepinephrine or anxiety and
obsessiveness to serotonin. On the other hand, often
psychological functions and their respective psychopathology
are defined arbitrarily (as in his time did phrenology).

The temptation to assign functions to brain areas is not
easy to reject and constantly appear attractive publications
with titles such as: the musical brain,®? the emotional brain,*
moral brain,® social brain, blue brain, brain pink, ethical
brain,® male brain, female brain, etc., capable of deciding,
loving, attacking, or simply being moved.
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Anyone understands that it is not possible to declare
that the stomach is an organ that when it is hungry, attempts
to feed itself. He who feels hungry and feeds himself is an
individual who, by doing this, is also providing nutrients to
the gastric walls and undoubtedly, without them, would be
not as good nourished. In the same way, we can assert that
the brain neither thinks nor reasons, nor does it have a
conscience, nor does it suffer. It is not moved and has no
feelings, it does not love or pray, it does not see or listen, it
is mute, it lacks sexual inclinations of any sort, it has no an
own life style and identity and it does not take part in a
social group. None of these expressions can be applied to the
brain. They belong to the subject who, we underline, cannot
perform or any other action, without one's own body, from
which the brain, cells, and connections form a part and
which are maintained alive by the remaining organs.
Consequently, expressions as that such neuronal group
decides, remembers, sees or listens should be ruled out
forever. He who makes decisions, remembers and is the
subject, a person.

The mixing up pars pro toto is a mereological fallacy.”
The mereology, from ancient Greek meros ‘part,’ is the study
of the relationships among parts and with the whole.”® A
mereology fallacy occurs due to believing that the brain,
which is a part of the human body, is responsible for the
mental activity, when it results that the psychological
predicates can only be applicable to the human beings (or
other animals) as a whole, and therefore, they cannot be
applied intelligibly to any of its parts, not even the brain. The
alternative, according to Bennett and Hacker,”” is that the
attribution of the psychological predicates to the brain is in
first place a philosophic and not a neurological matter, since
it is a conceptual question. Therefore, the brain is not the
appropriate subject for the psychological predicates.

CONCLUSIONS

We have gone through a recurrent crisis of psychiatry
around three main features: classification, dualism and
localizationism. Of course, there are other elements that
could have been considered, but the three chosen seem to us
quite nuclear and help to envisage future strategies in
psychopathology and neuroscience in general.

On the other hand we have to emphasize that the
solution of the present situation is not to look for new
foundations as the crisis is the consequence of the progress
brought by modernism. Modern science is a consequence of
Cartesian dualism, modern scientific medicine is the
consequence of the great advancements of the anatomical
research of Vesalius, Bonset, Morgagni and several others.
Modern science and modern medicine are, no doubt, the
greatest achievements of humankind having change for the
better of millions of human beings. We are not arguing to

throw the baby with the water in the tub, but to look for
fresh water to replace or replenish the existing one. This we
will do in the second part of this article.’

REFERENCES

1. Pichot P. The history of psychiatry as a medical profession. In:
Gelder MG, Lopez- lbor JJ, Andreasen N, editors. New Oxford
textbook of psychiatry. 2 ed. Oxford: Oxford University Press,
2009; p.17-27.

2. Malhi GS. Professionalizing psychiatry: from ‘amateur’
psychiatry to a mature pro- fession. Acta Psychiatr Scand.
2008;118:255-8.

3. Brown N, Bhugra D. 'New' professionalism or professionalism
derailed? Psychiatr Bull. 2007;31:281-3.

4. Poole R, Bhugra D. Should psychiatry exist? Int J Soc Psychiatry.
2008;54:195-6.

5. Baker M, Menken M. Time to abandon the term mental illness.
BMJ. 2001;322:937.

6. Maj M. The WPA Action Plan 2008-2011. World Psychiatry.
2008;7:129-30.

7. Maj M. The WPA Action Plan is in progress. World Psychiatry.
2009;8:65-6.

8. Katschnig H. Are psychiatrists an endangered species?
Observations on internal and external challenges to the
profession. World Psychiatry. 2010;9:21-8.

9. Lopez-lbor JJ, Lopez-lbor M-I. Paving the Way for New
Research Strategies in Mental Disorders. Second part: There is
light at the end of the tunnel. Actas Esp Psiquiatr. (in press)

10. Kraepelin E. Die Erscheinungsformen des Irreseins. Zschr Neurol.
62, 1920. Trad.: The Forms in which Insanity Expresses Itself.
Journal of Mental Science. 1922;68:295-6; The manifestations
of insanity. History of Psychiatry. 1992;3(12):504.

11. Hyman SE. Neuroscience, genetics, and the future of psychiatric
diagnosis. Psychopathology. 2002 Mar-Jun;35(2-3):139-44.

12. Parshall AM, Priest RG. Nosology, taxonomy and the
classification conundrum of the functional psychoses.Br J
Psychiatry. 1993 Feb;162:227-36.

13.  Kahlbaum K. Die Gruppierung der psychischenKrankheiten und
die Einteilung der Seelenstérungen. Danzig: AW. Kafemann,
1863.

14. The ICD-10.Classification of Mental and Behavioural Disorders.
Clinical descriptions and diagnostic guidelines.WHO. Geneva,
1992.

15. Spitzer RL, Williams JB. The definition and diagnosis of
mental disorder. In: Grove W, editor. Deviance and Mental
IlIness. Beverly Hills, CA: Sage, 1982; p. 15-31.

16. Lopez-lbor Alifio JJ, Valdés Miyar M. DSM-IV-TR. Manual
diagndstico y estadistico de los trastornos mentales. Texto
revisado. Barcelona: Masson; 2002.

17. Zisook S, Kendler KS. Is bereavement-related depression
different to non-bereavement-related depression? Psychol
Med. 2007 Jun;37(6):779-94.

18. American Psychiatric Association Diagnostic and statistical
manual of mental disorders 4 ed. Washington, DC: American
Psychiatric Association, 1994.

19. Schneider K. Clinical Psychopathology. New York, London:
Gruneét Stratton, 1959.

20. Hofer G. Phdnomen und Symptom. Nervenarzt. 1954;25:342.

21. Tellenbach H. Melancholie. Berlin, New York: Springer Verlag,
1976.

22. Nasar S. A Beautiful Mind. Nueva York: Touchstone, 1998.

23. Hillman J. On Paranoia. In: Eranos Yearbook 1985, Vol. 54.

45 Actas Esp Psiquiatr 2013;41(1):33-43 41



Juan J. Lopez-lbor, et al.

crisis of psychiatry

Paving the Way for New Research Strategies in Mental Disorders. First part: The recurring

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

45.

46.

42

The Hidden Course of Events. Lectures given at the Eranos
Conference in Ascona, August 21-29, 1985

Ey H. Schizophrénie. Etudes cliniques et psychopathologiques.
Recueil de texts. Paris: Synthelabo, 1996.

Blankenburg W. Der  Verlust der natirlichen
Selbstverstandlichkeit. Stuttgart: Enke Verlag, 1971.

Boorse C. What a theory of mental health should be. Journal of
Theory Social Behaviour. 1976;6(1):61-84.

Wakefield JC. What is Mental Disorder? Disorder as harmful
dysfunction: a conceptual critique of DSM-III-R's definition of
mental disorder. Psychol Rev. 1992;99:232-47.

Bolton D. An Essay in Philosophy, Science, and Values. Oxford:
Oxford University Press, 2008.

Jensen PS, Hoagwood K. The book of names: DSM-IV in context.
Dev Psychopathol. 1997 Spring;9(2):231-49.

Maner JK, Kenrick DT. When Adaptations Go Awry: Functional
and Dysfunctional Aspects of Social Anxiety. Soc Issues Policy
Rev. 2010 Dec;4(1):111-42.

Gilbert P. Evolution and social anxiety. The role of attraction,
social competition, and social hierarchies. Psychiatr Clin North
Am. 2001 Dec;24(4):723-51.

Sloman L. A new comprehensive evolutionary model of
depression and anxiety. J Affect Disord. 2008 Mar;106(3):219-
28.

Niculescu AB 3rd, Akiskal HS. Proposed endophenotypes
of dysthymia: evolutionary, clinical and pharmacogenomic
considerations. Mol Psychiatry. 2001 Jul;6(4):363-6.
Shelley-Tremblay JF, Rosén LA. Attention deficit hyperactivity
disorder: an evolutionary perspective. J Genet Psychol. 1996
Dec;157(4):443-53.

Baird J, Stevenson JC, Williams DC. The evolution of ADHD: a
disorder of communication? Q Rev Biol. 2000 Mar;75(1):17-35.
Montanés F, de Lucas Taracena MT. Evolutionary aspects
of affective disorders, critical review and proposal of a new
model. Actas Esp Psiquiatr. 2006 Jul-Aug;34(4):264-76.

Nesse R. Emotional disorders in evolutionary perspective. Br J
Med Psychol. 1998 Dec;71 ( Pt 4):397-415.

Burns JK. An evolutionary theory of schizophrenia: cortical
connectivity, metarepresentation, and the social brain. Behav
Brain Sci. 2004 Dec;27(6):831-55.

Briine M. The evolutionary psychology of obsessive-compulsive
disorder: the role of cognitive metarepresentation. PerspectBiol
Med. 2006 Summer:49(3):317-29.

Akiskal KK, Akiskal HS. The theoretical underpinnings of
affective temperaments: implications for evolutionary
foundations of bipolar disorder and human nature. J Affect
Disord. 2005 Mar;85(1-2):231-9.

Rybakowski F, Rybakowski J. Evolutionary concepts of affective
disorders. Psychiatr Pol. 2006 May-Jun;40(3):401-13.

Rison ~ RA.  Schizophrenia and  N-methyl-D-aspartate
receptors: evolutionary adaptations from malfunctioning
molecules? Neuropsychiatry Neuropsychol Behav Neurol. 1998
Oct;11(4):236-40.

Crespi B, Summers K, Dorus S. Adaptive evolution of
genes underlying schizophrenia. Proc Biol Sci. 2007 Nov
22;274(1627):2801-10.

Spitzer RL. Harmful dysfunction and the DSM definition of
mental disorder. J Abnorm Psychol. 1999 Aug;108(3):430-2.
Stein DJ. The Philosophy of Psychopharmacology: Smart Pills,
Happy Pills, Pep Pills. Cambridge: Cambridge University Press,
2008.

Horwitz AV, Wakefield JC. The Loss of Sadness: How Psychiatry
Transformed Normal Sorrow into Depressive Disorder. New
York, NY: Oxford University Press, 2007.

47.

48.

49.

50.

51.

52.

53.

54.

55.

56.

57.

58.

59.

60.

61.

62.

63.

64.

65.

66.

67.

68.

69.

70.

Fulford KWM. Nine variations and a coda on the theme
of an evolutionary definition of dysfunction. J Abnorm
Psychol. 1999;108:412-20.

Rutter M. Research review: Child psychiatric diagnosis and
classification: concepts, findings, challenges and potential. J
Child Psychol Psychiatry. 2011 Jun;52(6):647-60.

Stein DJ, Phillips KA, Bolton D, Fulford KWM, Sadler JZ, Kendler
KS. What is a Mental/Psychiatric Disorder? From DSM-IV to
DSM-V. Psychol Med. 2010 November;40(11):1759-65.

Ban TA, Ucha-Udabe R. Clasificacion de las psicosis. Historia
de los conceptos basicos, con énfasis en los conocimientos
recientes. Buenos Aires: Salerno, 1995.

Falret JP. Lecons cliniques de médicine mentale faites a
I'nospice de la Salpétriere. Paris: Bailliére, 1854.

Kraepelin E. Psychiatrie: Ein Lehrbuch fir Studirende und
Arzte. Fiinte Auflage. Leipzig: Barth, 1896.

Leonhard K. Zur nosologischen Differenzierung der endogenen
Psychosen und der Neurosen. Nervenarzt. 1978 Aug;49(8):461-
7.

Hoche A. Die Bedeutung der Symptomenkomplexe in der
Psychiatrie. Z Neurol 12, 540, 1912.

Akiskal HS, Bourgeois ML, Angst J, Post R, Méller H, Hirschfeld
R. Re-evaluating the prevalence of and diagnostic composition
within the broad clinical spectrum of bipolar disorders. J Affect
Disord. 2000 Sep;59(Suppl 1):55-S30.

Angell M (2011a) The lllusions of Psychiatry. The New
York Review of Books. http://www.nybooks.com/articles/
archives/2011/jul/14/illusions-of-psychiatry

Goodwin GM, Geddes JR. What is the heartland of psychiatry?
Br J Psychiatry. 2007;191:189-91.

Craddock N, Antebi D, Attenburrow M, et al. Wake-up call for
British psychiatry. Br J Psychiatry. 2008;193:6-9.

Nutt DJ, Sharep M. Uncritical positive regard? Issues in the
efficacy and safety of psychotherapy. J Psychopharmacol.
2008;22:3-6.

Fava GA. The decline of pharmaceutical psychiatry and
the increasing role of psychological medicine. Psychother
Psychosom. 2009;78:220-7.

Kingdon D, Young AH. Debate: Research into putative biological
mechanisms of mental disorders has been of no value for
clinical psychiatry. Br J Psychiatry. 2007;191:285-90.
Katschnig H. Hundert Jahre wissenschaftliche Psychiatrie.
Sigmund Freud, Emil Kraepelin, Emile Durkheim und die modern
Psychiatrie. Wiener Klinische Wochenschrift. 1998;110:207-11.
Jablensky A. Kraepelin's legacy: paradigm or pitfall for modern
psychiatry? Eur Arch Psychiatry Clin Neurosci. 1995;245(4-
5):186-8.

Wancata J, Borjesson-Hanson A, Ostling S, Sjogren K, Skoog I.
Diagnostic criteria influence dementia prevalence. Am J Geriatr
Psychiatry. 2007 Dec;15(12):1034-45.

Weller M. Psychiatric diagnoses; problems rather than solutions.
Med Leg J. 2009;77(Pt 1):27-9.

Gottesman 1, Gould TD. The endophenotype concept in
psychiatry: etymology and strategic intentions. Am J Psychiatry.
2003 Apr;160(4):636-45.

Gould TD, Gottesman II. Psychiatric endophenotypes and the
development of valid animal models. Genes Brain Behav. 2006
Mar;5(2):113-9.

Berrettini WH. Genetic bases for endophenotypes in psychiatric
disorders. Dialogues Clin Neurosci. 2005;7(2):95-101.

Puls I, Gallinat J. The concept of endophenotypes in psychiatric
diseases meeting the expectations? Pharmacopsychiatry. 2008
Sep;41(Suppl 1):S37-43.

Baca-Garcia E, Perez-Rodriguez MM, Basurte-Villamor |, et al.

Actas Esp Psiquiatr 2013;41(1):33-43 46



Juan J. Lopez-lbor, et al.

crisis of psychiatry

Paving the Way for New Research Strategies in Mental Disorders. First part: The recurring

71.

72.

73.

74.

75.

76.

77.

78.

79.

80.

81.

82.

83.

84.

47

Diagnostic stability of psychiatric disorders in clinical practice.
Br J Psychiatry. 2007;190:210-6.

Owen MJ, Craddock N, Jablensky A. The genetic deconstruction
of psychosis. Schizophr Bull. 2007;33:905-11.

Kendell R, Jablensky A. Distinguishing between the validity and
utility of psychiatric diagnoses. Am J Psychiatry. 2003;160:4-
12.

Van Os J. 'Salience syndrome’ replaces ‘schizophrenia’ in DSM-V
and ICD-11: psychiatry's evidence-based entry into the 21st
century. Acta Psychiatr Scand. 2009;120:363-72.

Brieger P, Marneros A. Komorbiditdt bei psychiatrischen
Krankheitsbidern.  Einige  theoretische  Uberlegungen.
Nervenarzt. 2000 Jul;71(7):525-34.

Goldberg D. Should our major classifications of mental
disorders be revised? Br J Psychiatry. 2010 Apr;196(4):255-6.
Fairburn CG, Bohn K. Eating disorder NOS (EDNOS): an example
of the troublesome "not otherwise specified” (NOS) category in
DSM-IV. Behaviour Research and Therapy. 2005;43(6):691-701.
Okasha A. Would the use of dimensions instead of categories
remove problems related to subthreshold disorders? Eur Arch
Psychiatry ClinNeurosci. 2009 Nov;259(Suppl 2):S129-33.
Rivas Rodriguez M, Nuevo R, Chatterji S, Ayuso-Mateos JL.
Definitions and factors associated with subthreshold depressive
conditions: a systematic review. BMC Psychiatry. 2012 Oct
30;12(1):18.

Van Praag HM. Nosologomania: a disorder of psychiatry. World
J Biol Psychiatry. 2000;1:151-8.

Westermeyer JJ. Managing the classification of psychiatric
diagnoses: a systematics perspective. J NervMent Dis. 2012
Sep;200(9):745-8.

Griesinger W. Gesammelte Abhandlungen. Berlin: Hirschwald,
1872.

Janzarik W. Nosographie und Einheitspsychose. In: Huber G, ed.
Schizophrenie und Zyklothymie. Stuttgart: Thieme, 1969.
Llopis B. La psicosis unica, escritos escogidos. Fundacion
Archivos de Neurobiologia. Madrid: Editorial Triacastella, 2003.
Boissier de Sauvages F. Nosologie méthodique, dans laquelle
les maladies sont rangées par classes, suivant le systeme de

85.

86.

87.

88.

89.
90.

91.

92.

93.

94.

95.

96.

97.

98.

Sydenham, & l'ordre des botanistes. Paris: Hérissant le fils,
1771.

Lopez-lbor JJ, Ortiz T, Lopez-lbor MI. Perception, experience
and body identity. Actas Esp Psiquiatr. 2011 Dec;39(Suppl 3):3-
118.

Esquirol E. Des maladies mentales considérées sous le rapport
médical, hygiénique, et médico-légal. Vol 1. Paris:Balliere,
1838; p. 6.

Strachey J. The Standard Edition of the Complete Psychological
Works of Sigmund Freud, Volume IV (1900): The Interpretation
of Dreams (First Part). i-xiii. London: The Hogarth Press and the
Institute of Psycho-analysis, 1953.

Griesinger W. Pathologie und Therapie der psychischen
Krankheiten. Stuttgart: Krabbe, 1845.

Jaspers K. Allgemeine Psychopathologie. Berlin: Springer, 1965.
Dérr Zegers 0. Normalidad y Anormalidad en Psiquiatria.
Contribuciones a una Psiquiatria de  Orientacion
Fenomenologico-Antropologica. Santiago de Chile: Editorial
Universitaria, 1997.

Muller-Suur H. Das Nicht-Tatsachliche in der Psychiatrie.
Confin Psychiatr. 1968;11(3):236-45.

James A.The Musical Brain: The Evolution of Music, Language,
and the Brain. James Strategy LLC, 2012.

LeDoux JE. The Emotional Brain: The Mysterious Underpinnings
of Emotional Life. London: Touchstone edition, 1998.
Churchland PS. Braintrust: What Neuroscience Tells Us about
Morality. Princeton: Princeton University Press, 2012.

Eliot L. Pink Brain, Blue Brain: How Small Differences Grow Into
Troublesome Gaps And What We Can Do About It. Houghton
Mifflin Harcourt, 2009.

Gazzaniga MS. The Ethical Brain: The Science of Our Moral
Dilemmas. New York: Harper Collins, 2006.

Bennett MR, Hacker PMS. Philosophical Foundations of
Neuroscience. Philosophical foundations of neuroscience.
Malden, MA: Blackwell Publishing, 2003.

Goodman N. The Structure of Appearance. Cambridge, Ma:
Harvard University Press, 1951.

Actas Esp Psiquiatr 2013;41(1):33-43 43



