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“By examining a sick man we can find defects 
in him that among animals cannot be caused 
by the most complicated experience and that 
allow us to make assumptions about his 
previous normal life” (René Leriche)  

   
“A professor of philosophy can take interest in 
medicine not only to better understand mental 
diseases. Neither will he do it just to get to 
know a field of science. What we expected 
from medicine was an introduction to 
particular human problems” (Georges 

Canguilhem)  
   
    The debates on the understanding of mental disorders are directly linked to 
the dispute on the nature of mental illness. Explaining diseases includes the 
search for causes and mechanisms responsible for their formation, while 
understanding them requires taking into account the patient’s experiences, his 
illness-based perception of the world. The multiplicity of views on the nature of 
mental illness is grounded in the position of norms to which psychopathology 
should refer: are these norms basically biological or perhaps social-moral? 
Within the biological perspective, the source of the disease is sought among 
biological defects or dysfunctions. The social approach points towards mental 
functions that are expressed through socially unacceptable behaviour.  
   
    A large number of theories try to combine the biological with the 
psychological, social-cultural or existential aspect. Jaspers, who spoke about 
the limits of understanding and the fundamental incomprehensibility of 
psychoses, demands that differential diagnosis should start with worlds of 
meanings. In the case of limited possibilities to interpret the contents and forms 
of mental expressions, he supports the search for biological defects in the 
disease process that is the base for the symptoms. Authors referring to the 
ideas of Merleau-Ponty – similarly to the author of General Psychopathology – 
also stress the human dimension of illness. However, giving a complete account 
of it, requires showing the corporal dimension of experience.  
   
    This chapter’s aim is to present the current discussion on the notion of 
mental illness. Contemporary psychiatric classifications and scientific (biological, 
psychological) analyses, in most cases, ignore the key dimension of the illness-
related experience and do not perceive illness as a failure in everyday human 
activity. An example of an approach that values the human and experiential 
aspect of illness is the concept of Frederik Svenaeus. Reflections on 
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experiencing corporeality show the difficulty of separating the somatic and 
mental aspects from each other.  
   
KARL JASPERS’ REFLECTIONS ON ILLNESS  
    Jaspers is aware of the difficulties of defining the notion of ailments and 
illness. Medicine describes in a detailed and empirical manner what exactly are 
particular kinds of diseases, but a more general account of what an illness is, is 
not a matter of a doctor’s judgment, but an opinion of the patients themselves 
and the language of norms in a given culture. This can be clearly seen in mental 
illness. The same mental condition can be interpreted as requiring medical 
treatment or it can lead a person towards the confessional in order to drop the 
burden of the feeling of guilt.  
   
    According to Jaspers, a common element in different illnesses is the value 
judgment: the ailment brings something harmful, unwanted and worse. If we 
want to get rid of evaluative notions, we seek empirical terms for the illness. 
This is accomplished by finding the average (the statistical mean); health is 
defined as what is in accordance with the majority of cases and the illness is 
whatever is rare and different from the average (Jaspers 1963, p. 781; 1996, p. 
653).  
   
    Somatic illnesses seem to be defined in a rather simple way: one longs for a 
long life, a capability to reproduce, be fit, have strength, lack of exhaustion, 
minimization and avoidance of pain. The above mentioned conditions are easily 
ignored because of being obvious, but since they are desired by everyone, they 
give the notion of somatic illness a considerable amount of stability and 
obviousness. However, the concept of the statistical mean encounters 
theoretical problems: the majority of people in developed countries suffer from 
tooth decay, but it is still considered a disease.  
   
    There are also deviations from the average, like great physical strength or 
longevity. To better understand the notion of illness, we should, according to 
Jaspers, relate it to ideal notions. The notion of health relates to value-norms. 
We cannot grasp them through anatomical or histological examinations, but 
through a better knowledge about our organs, their functions and mutual links 
between them.  
   
    The valuating notion of health and illness may become conflicted with the 
empirical and medical concepts. Actual somatic data might be accompanied by 
lack of consciousness of the illness (i.e. in the early stage of hepatocellular 
carcinoma); in such a case only the doctor can broaden the knowledge of the 
patient. We can also have the case of a person feeling sick without any actual 
symptoms (i.e. hypochondriasis).  
   
    Jaspers stresses the fact that debates on the notion of illness in somatic 
medicine gather a rather small audience, mostly people who are fascinated by 
issues like rules and basic medical terms. In psychiatry, such problems have 
theoretical and practical consequences. This discipline requires standards 
(norms) other than the biological ones, i.e. upholding the life of an individual 
and the species as well as a lack of pain, it must focus on social adjustment, 
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capability to be happy and satisfied with life, personal integrity, personality 
traits. Because of the diversity and complexity of mental norms it is very 
difficult to grasp a comprehensive concept of “a sick person”.  
   
    Karl Jaspers underlines that attempts to define mental illness must take into 
account the patient’s attitude towards his own illness, the sense of being sick. 
Consciousness of the illness (or lack of such consciousness) is an integral part 
of the illness itself and cannot be treated as something additional, which can be 
technically corrected with ease (Jaspers 1963, p. 788; 1996, p. 658).  
   
    From an observer’s perspective, facing the illness causes something that 
cannot be understood. This might be an effect of disturbing the sensible 
connections by pathological mechanisms and thus can be viewed as a radical 
end to the ability to communicate and the beginning of incomprehensible 
motives. Differential diagnosis is based on reading distinctive types of the 
“incomprehensible” (Jaspers, 1963, p. 789; 1996, p. 659). Jaspers suggests 
that a professional psychiatrist is capable of judging the severity of symptoms. 
Sometimes, a set of apparently mild symptoms might be the result of an acute 
and destructive disease process, while violent and varied phenomena can be 
signs of a relatively mild hysteria.  
   
MENTAL ILLNESS AND PSYCHOSIS  
    The following chapter focuses on the notion of mental illness. In psychiatric 
literature, however, we can also find the general term “psychosis”. It is usually 
distinguished from mild mental ailments like neuroses and personality 
disorders. In psychiatry, psychosis [1] is an example of a model notion, the 
understanding or explanation of which is a unique challenge and at the same 
time the key to answer the question of what exactly is insanity.  
   
    The term “psychosis” (like the notions of schizophrenia or depression) has its 
complex history and its contemporary usage is in a large part the outcome of 
the dynamics of nineteenth century medicine and psychology (cf. Berrios, 
1996). The notion itself appeared as a result of the overlapping (convergence) 
of a number of other notions and phenomena, especially: insanity, alienation, 
dementia (Shorter, 2005). The understanding of insanity was influenced by the 
psychology of the faculties of the mind (with the distinction between thoughts, 
emotions and will). Insanity itself was seen as emotional insanity (including 
delusions and hallucinations) and moral insanity, which was linked with 
unorganized behaviour and the patient’s lack of perception of his own 
symptoms.  
   
    The analysis of the concept of psychosis (cf. Heinimaa, 2000) is also 
connected with the practical problem of identifying it, and more importantly, 
distinguishing it from other non-psychotic disorders [2], as well as the difficulty 
of setting up the criteria for the notion. This is reflected in the contemporary 
DSM classifications in the “bizarre delusions” and “disorganized speech” cases. 
Understanding an illness is mostly about people, which means that psychosis is 
a disorder of the whole personality, in other words – a deformation of human 
existence, not only one of its functions or body parts. As Bleuler already noted, 
schizophrenia is not just an ill personality caused by the change of a single 
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function. On the contrary, we see the change of a single function because the 
whole personality is suffering (Heinimaa, 2000).  
   
THE CONCEPT OF MENTAL ILLNESS IN CONTEMPORARY 

CLASSIFICATIONS  
    The concept of mental illness is the central point of consideration for the 
status of contemporary psychiatry. There are a number of difficulties and limits 
in defining mental illness. When mentioning the present debates in medicine 
and psychiatry, it is worth stressing that to a large extent, psychopathology and 
its central notion – “mental illness” – are a part of the human world and it is 
hard to separate the biological aspects from the social-cultural ones [3].  
   
    The difficulties in creating a clear definition of illness, stemming from the 
need to include both the objective approach and the experiencing of the illness, 
can be also found in modern psychiatric classifications, where the definition of 
illness is not presented explicitly. It is used rather in standard or paradigmatic 
(stereotypical) meanings. Notions like a “clinically identifiable”, “symptom” or 
“dysfunction” are not precisely defined. In the World Health Organisation’s 
document “International Classification of Disease” there is a definition of 
“disorder” which underlines both the possibility of a clinical assessment of the 
illness by a doctor and the presence of subjective experiences of suffering and 
anguish. The authors of the definition try to separate the notion of mental 
disorder from other social problems and pathologies.  
   
    “The term “disorder” is used throughout the classification, so as to avoid 
even greater  
problems inherent in the use of terms such as “disease” and “illness”. 
“Disorder” is not  
an exact term, but it is used here to imply the existence of a clinically 
recognizable set of  
symptoms or behaviour associated in most cases with distress and with 
interference with  
personal functions. Social deviance or conflict alone, without personal 
dysfunction,  
should not be included in mental disorder as defined here.” (World Health 
Organization The ICD-10 Classification of Mental and Behavioural Disorders. 
Clinical Descriptions and Diagnostic Guidelines, p. 11)  
   
    In the American Psychiatric Association’s Diagnostic and Statistical Manual of 
Mental Disorders (IVth ed. – DSM-IV), we have doubts about the term “mental 
disorder” itself [4]: “Although this volume is titled the Diagnostic and Statistical 
Manual of Mental Disorders, the term mental disorder unfortunately implies a 
distinction between “mental” disorders and “physical” disorders that is a 
reductionistic anachronism of mind/body dualism”. (American Psychiatric 
Association, 1994, p. XXI)  
   
    Referring to what is considered mind-related seems like a necessity in the 
case of mental disorders, since our knowledge of the brain’s structure and 
functioning does not allow us to decide which of the changes in the mind are 
pathological and which are not. It is only the use of psychological and 
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behavioural criteria that grants us such capability. The DSM remark on the 
“anachronism of mind/body dualism” refers rather to the classic biomedical 
model in psychiatry, where, like in the case of neurosyphilis, psychological 
explanations were useless and misleading. According to Bolton, this 
reductionistic nineteenth century medical model, which found supporters among 
psychiatrists themselves, is not consistent with the models acclaimed in 
contemporary medicine [5].  
   
    In DSM-IV we find definitions of norm and pathology similar to those in ICD-
10: “In DSM-IV, each of the mental disorders is conceptualized as a clinically 
significant behavioral or psychological syndrome or pattern that occurs in an 
individual and that is associated with present distress (e.g., 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 cause, it must 
currently be considered a manifestation of a behavioral, psychological, or 
biological dysfunction in the individual.” (American Psychiatric Association, 
1994, pp. XXI-XXII)  
   
    Like in the case of ICD-10, DSM-IV employs notions, the meanings of which 
were not explained. Additional clues on defining particular symptoms are to be 
found in different parts of DSM-IV. The texts constantly refer to the assumed 
norm. Classification criteria usually contain a hidden qualitative element, there 
is talk of clinically important changes or change compared to normal functions. 
External and behavioural criteria do not involve biological markers or particular 
cognitive or cerebral mechanisms. There is even suspicion that even with the 
relatively clear criteria and a reliable identification of illnesses, there can be 
different causes and mechanisms behind it. However, the similarity between 
two symptoms must not be a sign of identical aetiology or pathophysiology. 
Descriptive criteria of contemporary classification systems must be based on a 
minimum of interpretation. It is, however, difficult to talk about human actions 
and behaviour outside its interpretation and understanding, outside its social 
context.  
   
    The position of norms in psychiatric classifications seems to be a bit 
problematic. An issue might rise, concerning the sources and standards for 
assessing, which behaviours and beliefs are the reference point for us. Should 
we focus more on a group of normal people described by scientific and medical 
standards or should we rather choose social and organizational norms? The 
descriptive approach allows us to consider some psychological functions and 
behaviours as types of facts that can be observed and thus interpreted in a 
non-normative way, as it assumes that some norms and values are already 
shared. It is, however, the implicitly assumed theory and practice of what is 
normal and pathological that gives the members of some groups or community 
the sense of “seeing” what is healthy and sick, just like perception data is 
gathered.  
   
    To distinguish mental disorders from social deviations, DSM uses the term 
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“personal or individual dysfunction”. Behaviour is not the only obvious and 
socially accepted way of acting (e.g. depression caused by the loss of a close 
person). Some degree of constancy in pathological behaviour and experiences 
is located within the person with the surroundings being diverse and variable 
[6].  
   
KARL JASPERS AND DSM  
    The neo-Kraepelinian approach in psychiatry – a common description of the 
third and forth versions of the DSM classification – was based on distinguishing 
groups of diseases of different types. It was opposed to the theory of 
continuum between neurosis and psychosis, influenced by dynamic psychiatry. 
Enthusiasm for such an approach was caused mainly by a 
psychopharmacological breakthrough and the invention of a number of 
medications that weakened different kinds of symptoms (i.e. lithium worked in 
the case of mania, tricyclic antidepressants helped in the case of clinical 
depression, phenothiazine in the case of schizophrenia). Therapeutic 
effectiveness showed the significance of a reliable and trustworthy psychiatric 
classification that would allow the creation of treatment scenarios, accepting 
and distributing medications and refunding costs of treatment.  
   
    The creation of DSM-III was the outcome of the empirical testing of 
Kraepelinian nosology, using psychometric methods in order to prove its 
reliability and usefulness. Operationalizational criteria based on descriptive 
psychopathology and not on aetiology (psychodynamic, social or biological) 
were included in the official terminology. This was not linked directly with the 
rejection of the ideals of modern scientific medicine (where the diagnosis and 
the treatment are based on causality), but was based on strategic and 
pragmatic ways of dealing with the harsh reality of psychiatry, where it is 
exceptionally hard to show the real aetiology of disorders.  
   
JASPERS’ ILLNESSES AS IDEAL TYPES (A CRITIQUE OF KRAEPELIN)  
    Jaspers criticises “disease entities” as permanent structures reflecting the 
real illness processes of a common aetiology, symptoms, course, treatment and 
prognosis. He does not reject the need to use disease entities, but sees them as 
conventional and practical ways to subordinate and classify the complex reality. 
Jaspers compares psychiatric nosology (1963, p. 604; 1996, p. 506) to botany; 
the describing of the clinical observation of people suffering from mental 
problems is like describing typical properties of a plant. The broader question of 
“what is an illness?” is more of a challenge and is similar to the botanical 
question of “what is a plant?” It is much easier to describe a single plant than to 
describe the nature of being a plant. The author of General Psychopathology 
argues that a specific nosology can never be completely and absolutely 
valuable, but he does not think that it is useless.  
   
    Jaspers sees illnesses as “ideal types” (in Max Weber’s meaning of the 
notion). The application of the term “ideal type” is apparent in his personality 
classification, where personality types are the result of emphasizing and 
exposing the individual’s certain understandable trait (or a group of traits), its 
relatively constant and stable ways of implementation, expression and general 
behaviour. Relating such a group of traits to a person as a whole makes it 
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possible to reasonably bind that person’s experiences and behaviour.  
   
    Ideal types do not describe the reality itself but emphasize those of its 
aspects that otherwise would be lost in the maze of various details. Thus “ideal” 
does not mean “the best, better than actual reality”. We are dealing here with 
an abstraction, a construct based on the actual reality. Hence the diagnosis 
cannot be definitive and complete, but it must be prepared for practical and 
scientific reasons. Unlike a plant in a herbarium, the classification of diseases is 
always uncertain and temporary; different schemes are possible, depending on 
how those schemes and research hypotheses are constructed by the scholars.  
   
    At this point Jaspers quits the empathic meaning of disorder. The 
requirement for reasonable action is not a subjective feeling of obviousness of 
understanding somebody else’s mental states. The requirement for reasonable 
actions is a set of rules and practices recognized in a given culture. A certain 
type of behaviour, which we intuitively find more obvious, might be 
inappropriate. An example given by Jaspers is the connection between autumn 
and the number of committed suicides. The fact that we might easily connect 
rainy and windy weather with a melancholic mood does not mean that there is 
an actual link between the two phenomena.  
   
JASPERS’ SCHEMAS AND DSM  
    Nassir Ghaemi (2009) underlines the resemblance between Jaspers’ 
classification schema and the DSM (and ICD-9) classifications. The German 
psychiatrist and philosopher acknowledges sustaining the diagnostic schemas of 
diseases for the reasons that are important also to the contemporary 
classifications. Schemas serve the purpose of examining the possibilities and 
achievements gained by disease entities in the area of assessing our knowledge 
about them. Taking a look at the diagnoses allows us to better assess the 
general notion of illness. Classification schemas also help sort out and manage 
the available research material, allowing us to convey a statistical analysis of 
the cases and thus making the diagnosis more reliable.  
   
    An ideal diagnosis schema has, according to Jaspers (1963, p. 605; 1996, p. 
507) the following requirements:  
1.      the analysed case has only one place in the schema  
2.      different researchers classify the same case in the same way  
3.      we are dealing with a provisional type of schemas, which are opposed to 
the idea of a natural disease entity and at the same time take into account the 
possibility of choosing multiple points of viewing the symptoms (psychological, 
anatomical, based on the course or the prognosis) [7]  
   
    Referring to Kraepelin, Jaspers acknowledges the difference between 
schizophrenia and bipolar disorder, taking into account a worse prognosis in the 
case of schizophrenia. Accepting a provisional nosology has a lot to do with 
Jaspers’ methodological pluralism and the assumption that scientific work does 
not involve absolute knowledge, choosing a more practical attitude.  
   
    By grouping together a number of ideal types, DSM does not contain any 
actual disease entities, but abstract entities. Every patient is ill in a different 
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manner and the diagnosis ignores some individual and unique elements of his 
illness and experience. Contemporary psychiatric classifications are built on the 
cooperation of doctors and academics, based on their clinical experience, 
choosing the most important aspects of clinical situations.  
   
    Comparing DSM to ideal types shows the provisional character of psychiatric 
diagnoses and the need to keep “ontological neutrality” towards the disease’s 
nature, despite the biomedical position of most psychiatrists (which is visible in 
their preference to choose medical treatment over psychosocial therapeutic 
actions).  
   
    As Nassir Ghaemi writes: “Instead, Jaspers’ concept of ideal types, by 
reminding us of the abstract nature of our diagnoses and the fact that they do 
not necessarily correspond to natural disease-entities, may help contemporary 
psychiatry to better understand the conceptual nature of our diagnoses. (...) 
Further, this approach more honestly attends to our etiological ignorance 
(where present) about many psychiatric syndromes, and thus would lead to 
more cautious conclusions regarding pharmacological approaches to 
treatment.” (Ghaemi, 2009, s. 6-8)  
   
PHENOMENOLOGICAL AND CRITERIOLOGICAL DIAGNOSIS  
    The hypothetical nature of the psychiatric diagnosis and its involvement of a 
statistical understanding of a patient, bring the attention of a number of 
researchers to the actual dimensions of illness-related experiences. The nature 
of the phenomenological approach in psychiatry can be seen on the example of 
the critique of contemporary classifications of disorders. Stanghellini (2004) as 
well as Bracken and Thomas (2005) emphasize that the criteriological, purely 
diagnostic approach (based on clearly defined criteria that allow the 
classification of a disorder to a proper disease entity) is the result of Jaspers 
and his followers (Schneider) choosing a narrow and statistically-oriented 
concept of phenomenology, which pretends to be a scientific approach. The 
outcome is the idea of the “incomprehensibility” of schizophrenic psychosis and 
focus on the classification of symptoms.  
   
    Alfred Kraus (1994) shows how very limited the criteriological diagnosis is, 
applied in contemporary scientific psychiatric classifications. At the same time, 
he presents some of the limits of the phenomenological diagnosis. While the 
phenomenological diagnosis is focused on the person, the symptomatological 
(criteriological) diagnosis focuses on the disease. The former describes a 
specific kind of existence, the patient’s behaviour and his relation towards 
himself and the world. In his psychiatric practice, the therapist is not only 
concentrated on the symptoms and objective data, but one the whole of the 
patient’s “being-in-the-world”. He does not only pay attention to the patient’s 
appearance, the way he moves and shakes hands, he also does not focus only 
on his lifestyle or methods of communication with the world. The patient’s 
entire life story is important, his biography and narrative. For the therapist, 
diagnosis is set by his experience with the patient and by all of his previous 
experiences with other patients. After crossing a certain diagnostic border, the 
doctor is able to suggest a diagnostic hypothesis on the possible existence of a 
disorder.  
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    More and more diagnostic data enables him to make more subtle distinctions 
– a differential diagnostics. If a therapist only asks about single symptoms, 
which he tries to put together in different syndromes, then such a diagnostic 
process does not have a full dialectical dimension. Criteriological diagnosis (cf. 
Philips, 2002), which only takes interest in the presence of some diagnostic 
criteria, is not in any way dialectical and can be achieved through a 
computational process and data analysis done by an algorithm.  
   
    Some criteria are engaged, while others are excluded, which is supposed to 
lead the diagnostic process to its final result, which is the diagnosis. In the case 
of a phenomenological diagnosis, the process has an open character. The 
subsequent experiences with the patient lead to a new account of a single 
symptom. Previous diagnosis can always be questioned and deepened in the 
process of reinterpretation.  
   
    Such a phenomenological and holistic approach encounters two major 
objections (Kraus, 1994):  
1.      The patient’s life can never be entirely captured . Contrary to this, Kraus 
argues that we can try to take an attitude towards the whole existence of 
another man. In the end, the phenomenological description always has an 
idealizational character.  
2.      Intuition of a certain whole is nothing more than a subjective feeling of 
the researcher, which is hard to express in an open way and even harder to 
analyse using scientific and systematic methods. Kraus, however, believes that 
in the phenomenological perspective we are not bound to the level of a 
subjective feeling, but we are able to capture the elements of a real 
intersubjectively communicable mental process.  
   
    Operationally defined criteria give us limited access to the patient and do not 
reach to the heart of the matter. The reduction of phenomena to symptoms 
results in a loss of the symptoms’ specificity. For example, symptoms of 
depression appear among most of the patients who suffer from schizophrenia. 
Even Schneider’s first rank syndromes seem non-specific. A decrease of mental 
abilities, loss of energy and affective suppression might be perceived as typical 
signs of schizophrenia only if they are preceded with the words “a specific kind 
of... (loss of energy, affective suppression)” (cf. Jarosz, 1990, p. 148) [8]. Even 
delusional or hallucinatory structures can be taken, according to Rümke, for 
actual signs of schizophrenia only within a specifically schizophrenic picture.  
   
    Kraus strives to prove that the phenomenological diagnosis should always be 
used together with a symptomatic-criteriological diagnosis. The unclear feeling 
of something “incomprehensible in an undescribed way”, an obscure feeling of a 
foreign experience, should be specified by diagnostic criteria. In the case of the 
operational-empirical approach, the group of criteria, the set of expectations or 
observed clinical phenomena are given from the beginning. The patient 
examined on the grounds of DSM classification either fulfils certain criteria 
specific for some kind of disorder or he does not. In the case of a 
phenomenological approach experience allows us to see the object in a new 
way, changing our perspective and forcing us to redefine our own experience.  
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    Thus, it is not a mechanical or computational process that could be set in an 
algorithm. Therefore, in the case of movement inhibition and the slowing of 
thinking processes in states of depression, we can call it an impulse disorder. 
However, in the phenomenological perspective we are dealing with a 
transformation of the whole life and time space of the patient, as well as a 
radical change in the relations between the patient and other people. Only at 
that point can we see how many possibilities and dimensions were lost and how 
the patient’s relations with the world and himself have changed.  
   
NOTES                                  
[1] In medical terms psychosis can mean: (1) loss of contact with reality taking 
the form of delusions and hallucinations; (2) a synonym for schizophrenia 
(although there are a lot of psychotic patients suffering from mania, delirium or 
dementia who are not schizophrenic); (3) any severe mental illness, as opposed 
to a milder illness – neurosis. The notion was introduced to psychiatry by a 
Viennese doctor Ernst von Feuchtersleben in 1845 and it was derived form the 
term neurosis coined by William Cullen. Initially, every psychosis as an illness of 
the soul was also a neurosis, meaning an illness of the brain. Soon the two 
concepts gained opposite meanings. The notion was made popular by Carl 
Friedrich Flemming, who placed it in his influential handbook from 1859 entitled 
“Pathologie und Therapie der Psychosen” (“Pathology and Therapy of 
Psychoses”) Cf. Shorter 2005 and Grzywa 2005.  
[2] As Foucault emphasizes, the distinction between psychoses and neuroses 
became possible thanks to the overcoming of the essentialist position – the 
assumption that there is a kind of  essence of the illness, expressing itself 
through the symptoms. When in mental pathology the “psychical whole” 
became the starting point, illness started to be perceived as personality 
disintegration, a kind of destruction or disorganization. Psychosis is thus, unlike 
neurosis, a disorder of the whole personality. Foucault, however, criticizes the 
distinction between the psychical whole and the organic whole: “The coherence 
of a psychological life seems, in effect, to be assured in some way other than 
the cohesion of an organism [...].One cannot, then, make abstractions in the 
same way in psychology and physiology, and the delimitation of a pathological 
disorder requires different methods in organic and in mental 
pathology.” (Foucault, 1987, p. 10-11)  
[3] The notion of illness refers inevitably to the concept of mental health. The 
meaning of health can be very broad and sometimes can even be a primary 
(undefined) term. It can be explained only in description and using certain 
characteristics, but it is hard to define using more general terms. See Jahoda’s 
definition of health (1958, p. 8).  
[4] In the Polish language the notion of “psychical illness” (choroba psychiczna) 
is used.  
[5] Unlike the classical biomedical model, the psychological approach (Bolton 
2008) tries to explain psychopathology by attempting to understand what is 
abnormal from the perspective of the ordinary functioning of the psyche and 
emphasizing the lack of a radical difference between the mental order and 
disorder. Bolton names four strategies present in contemporary psychology: (1) 
showing what seems abnormal, fits within the limits of the biological activity of 
the organism in a statistical sense; (2) underlining the fact that what is 
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perceived as a symptom of pathological behaviour might be better understood 
in the wider context of a person’s experience and biography; (3) pathological 
symptoms are only a sign of a strategy to solve problems encountered by the 
patient at some point of his life; (4) patterns of behaviour developed and 
functional in the previous environment might become dysfunctional in a new 
context. Psychological means of explanation are coherent with this article’s 
assumption that the limits of our knowledge in psychopathology might be 
extended and there is a hidden pattern which requires a certain interpretation 
strategy in order to be revealed. We can use “arterial hypertension” as an 
example to show the necessity of introducing a new medical model, which does 
not explain illness as a deficiency of normal functioning. It is considered an 
extreme in the normal probability distribution of the organisms’ attributes. Or 
we can use “fever”, considered a result of the immunological system working 
rather than as a symptom of the illness (cf. also Canguilhem, 2000).  
[6] Diagnostic handbooks (DSM, ICD) have three main functions: a description 
of the symptoms, their classification of these syndromes and diagnostics of 
disorders. Describing psychiatric phenomena as symptoms strives for highest 
possible objectivity and reliability. Later the symptoms are classified as 
syndromes using a certain algorithm process (e.g. referring to the necessary 
and sufficient symptoms, as in the case of DSM). Reliability is especially 
important here, since it allows the consensus of researchers and therapists 
about the existence or nonexistence of a symptom. Classifications, in spite of 
their purely descriptive ambitions and observational character, tend to refer to 
certain norms of psychological and behavioural functioning. The third aspect of 
the classification is connected with the disorder’s identification, meaning the 
mental states and behaviours’ description as disease-ridden. In the case of 
psychiatric disorders referring to the sources of the illness is especially difficult, 
since they consists of a set of vague factors (genetic, neurodevelopmental, 
perinatal, social, personality related, life related). That is why more attention is 
given to symptoms and syndromes that cause a lot of suffering in the social and 
employment-related aspect. The presence of a symptom or syndrome does not 
have to be considered as pathological. Only when the symptoms, like “hearing 
voices” or the compulsive urge to wash hands disturb the normal everyday 
activities should they be considered illness. Therefore, we can think about 
whether we are able to produce a relatively clear criteria to distinguish an 
illness from other forms of deviations (i.e. social ones).  
[7] Jaspers’ nosology is based on dividing psychiatric illnesses into three 
categories:  
Group I – somatic illnesses with psychic disturbances (i.e. cerebral tumors or 
meningitis); this is the equivalent of DSM’s axis III, which describes illnesses 
that cause mental disorders.  
Group II – major psychosis – epilepsy, schizophrenia, manic-depressive illness; 
this is the equivalent of axis I in DSM – original psychotic states (without 
epilepsy, which was moved to the III place).  
Group III – personality disorders, the equivalent of DSM’s axis II.  
[8] H. C. Rümke in his „Praecox-Gefühl” (premature feeling) concept drew 
attention to some ”formal” aspects of pathology, “typically schizophrenic” 
experiences that cannot be described, as well as run through the symptoms and 
not only are reduced to them. Thus, it is not possible to describe any of the 
axial symptoms or either minor or important features (like schizophrenic 
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laughter), but we are dealing with a disturbance in contacts between the sick 
person and other people – a “weakening of the approach instinct”. Rümke 
refers here to the  
in-depth writings of psychiatrists like Kraepelin, Bleuler, Stransky, Berze, 
Minkowski and Schneider. It is important for him to recognize the schizis, 
intrapsychical ataxia, the weakening of the psychical activity and vital contact 
disorders. Those symptoms of schizophrenia, however, are considered 
incomplete. All of those symptoms take the form typical for schizophrenia and 
are not present anywhere else. As Rümke states: „[...] experience teaches us 
that most psychiatrists can identify schizophrenia with great accuracy. 
However, when it comes to choosing the right words to describe why it was 
schizophrenia that was recognized, problems appear [...] There is something 
unique for schizophrenia that cannot be verbalized. This proves the 
shortcomings of descriptive psychiatry.” (quoted after Jarosz, 1990, p. 147)  
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