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In Denmark, a Scandinavian coun-
try linguistically proximate to Norway,
the Breivik case (BC) stirred a similar,
media-based, diagnostic debate, involv-
ing lay public, psychiatrists, and other
professionals. The BC merits a com-
mentary, not related to the judicial/
forensic specifics, but concerning the
current status and problems of psychi-
atric diagnosis and profession that the
account of this case (1) so emphati-
cally brings forth.

More than 30 years ago, psychiatry,
attempting to match somatic medicine

in its scientific aspirations, underwent

an “operational revolution”, introducing
criteria-based diagnoses and “operational

definitions” of such criteria. The BC
shows, quite dramatically, that such

criteria are not, in fact, operational
in the original sense of specifying

action rules (2), intended to link the
psychiatric concepts with their coun-

terparts in reality (operations, as in:
X is harder than Y because X can
make a scratch on Y, but not vice

versa). None of the divisive issues in
the BC was disambiguated through

an appeal to operational action rules.
What “operational” criteria actually

amount to is no more than simple,
lay-language descriptions of symp-

toms and signs. Moreover, the opera-
tional project came at a price. It radi-

cally abridged, simplified and com-
pressed the then existing corpus of

clinical knowledge into diagnostic

manuals accessible to grand publique,
because written in lay-language and

stripped of theoretical and psychopa-
thological reflection. These manuals

have been for long the main source
of clinical knowledge for psychiatrists

in training (3) and it is mistakenly
assumed (4,5) that a structured inter-

view, asking preformulated questions

in a fixed sequence, is an adequate

methodology for obtaining psycho-

diagnostic information, even in sensi-

tive situations, where the patient can

be expected to dissimulate (1). This

“death” of psychopathology (3) has

created an intellectual hypodensity

that blurs the professional borders of

psychiatry, thereby welcoming any opin-

ion as a voice a priori worthy of atten-

tion, equal, and legitimate. Unfortu-

nately, operational revolution also failed

to fulfil its motivating promise of a

breakthrough to actionable etiological

knowledge. “A gaping disconnect” is

now widely recognized between the im-

pressive progress in genetics and neuro-

sciences and “its almost complete fail-

ure” to elucidate the causes and guide

the diagnosis and treatment of psychiat-

ric disorders (6,7).
As the BC illustrates, psychiatry will

continue to crucially depend on the dis-
tinctions in the phenomenal realm, that
is, domains of experience, expression,
behaviour, rationality, and so forth.
However, at the same time, the BC
reveals important problems there. The
discussion of Breivik’s potential psycho-
sis/delusions appears to have revolved
around apparently mutually independ-
ent issues (e.g., are his views really
shared; how to consider his affect and
isolation; how to view his peculiar lin-
guistic expressions; is surveillance of
behaviour an adequate substitute for the
knowledge of his inner world; etc.). It
seems forgotten that falsity of a thought
content is not a definitive feature of
delusion. Jaspers emphasized that his
triad of falsity, conviction, and incorrigi-
bility (imported into the current diagnos-
tic criteria) was not defining but merely
suggestive of delusion (8). Delusion usu-
ally involves alterations in the patient’s
subjective framework with its intercon-
necting perspectives on himself, world,
and others (8,9). Delusion is, therefore,
typically identified in a larger temporal,
situational, and experiential context. The
collateral information feeds into that
context, which also entails considera-
tions of “double book-keeping”, ability
to dissimulate, and (ir)rationality of the
transition between belief and action.

The BC discussion reveals an implicit

epistemological tension in the very con-

ception of psychiatric diagnosis, a ten-

sion apparently only vaguely perceived

by the discussing parties and rarely

explicitly addressed in the literature. It is

a tension between an operational, cross-

sectional approach of “symptom coun-

ting”, without a guiding hierarchy and

intelligibility principle (10), and a more

prototypical perspective, which articu-

lates a psychopathological Gestalt, em-

erging from the interactions between the

whole and its reciprocally implicative

aspects (11,12). The BC also illustrates a

universal interpersonal human attitude,

often interfering with clinical tasks, the

so-called “principle of charity” (13). This

is a subconscious, automatic, compen-

sating tendency to make one’s interlocu-

tor appear as more rational than he

actually is, for example, by smoothening

out the bumps of his reasoning, filling up

the gaps of his logic, and normalizing

the instances of his flagrant irrationality.
It is worthwhile to recall that the

BC-type debate is not unique to our

times. Foucault devoted a seminar to

a quite similar public diagnostic dis-

cussion in 1835 (14). It concerned a

suspected insanity of Pierre Rivière,

a just literate peasant, who murdered

his mother, sister, and brother and

was able to present in his defence a

100-page account of his life and

motivations.
Psychiatry was, is, and will con-

tinue to be an object of intense
societal attention and extra-scientific

pressures. Only rigorous psychopa-
thological standards can empower
psychiatry to fulfill its clinical obliga-
tions and resist or modify the exter-
nal pressures.

References

1. Melle I. The Breivik case and what psy-
chiatrists can learn from it. World Psychi-
atry 2013;12:16-21.

2. Hempel CG. Explanation and other
essays in the philosophy of science. New
York: Free Press, 1965.

22 World Psychiatry 12:1 - February 2013



3. Andreasen N. DSM and the death of
phenomenology in America: an example
of unintended consequences. Schizophr
Bull 2007;33:108-12.

4. Nordgaard J, Revsbech R, Sæbye D et al.
Assessing the diagnostic validity of a
structured psychiatric interview in a first-
admission hospital sample. World Psy-
chiatry 2012;11:181-5.

5. Nordgaard J, Sass LA, Parnas J. The psy-
chiatric interview: validity, structure and
subjectivity. Eur Arch Psychiatry Clin Neu-
rosci (in press).

6. Frances AJ, Widiger T. The psychiatric di-
agnosis: lessons from DSM-IV past and

cautions for the DSM-5 future. Annu Rev
Clin Psychol 2012; 8:109-30.

7. Hyman SE. Psychiatric drug discovery:
revolution stalled. Sci Transl Med 2012;
155:1-5.

8. Jaspers K. General psychopathology. Lon-
don: John Hopkins University Press, 1963.

9. Spitzer M. On defining delusions. Compr
Psychiatry 1990;31:377-97.

10. McHugh PR. Rendering mental dis-orders
intelligible: addressing psychiatry’s urgent
challenge. In: Kendler K, Parnas J (eds).
Philosophical issues in psychiatry II: nosol-
ogy. Oxford: Oxford University Press, 2012:
42-53.

11. Parnas J. The core Gestalt of schizo-
phrenia. World Psychiatry 2012;11:67-
9.

12. Parnas J, Sass LA, Zahavi D. Rediscover-
ing psychopathology: the epistemology
and phenomenology of the psychiatric
object. Schizophr Bull (in press).

13. Davidson D. Inquiries into truth and inter-
pretation. Oxford: Clarendon Press, 1974.

14. Foucault M. Moi, Pierre Rivière, ayant
�egorg�e ma mère, ma sœur et mon frère.
Un cas de parricide au XIX siècle. Paris:
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