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SCHIZOPHRENIA IN TRANSLATION
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The “Praecox Feeling” (PF) is a classical concept referring
to a characteristic feeling of bizarreness experienced by a
psychiatrist while encountering a person with schizophrenia.
Although the PF used to be considered a core symptom
of the schizophrenia spectrum, it fell into disuse since the
spread of operationalized diagnostic methods (Diagnostic
and Statistical Manual of Mental Disorders|International
Classification of Diseases systems). In contemporary re-
search on schizophrenia, it remains largely unaddressed.
This critical review investigates the evolution of the PF in
historical and contemporary literature and presents an ex-
haustive overview of empirical evidence on its prevalence
in clinical decision making, its reliability and validity. The
review demonstrates that the PF is a real determinant
of medical decision making in schizophrenia, although,
without further research, there is not enough evidence to
sustain its rehabilitation as a reliable and valid clinical cri-
terion. PF-like experiences should not be opposed to any
criteriological attitude in diagnosis and would be clinically
useful if the conditions of descriptive precaution and rig-
orous epistemology are maintained. The aim of teaching
clinical expertise is to transform this basic experience into
a well-founded clinical judgment. Finally, the article dis-
cusses the possible relevance of the PF for basic science
and clinical research according to a translational approach
inspired by phenomenology.
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Introduction

The “Praecox Feeling” (PF) is a classical concept referring
to a characteristic feeling of unease or bizarreness expe-
rienced by a psychiatrist while interviewing a person with
schizophrenia. PF used to be considered a core symptom
of the schizophrenia spectrum, with high diagnostic spec-
ificity.! In contemporary research it remains largely unad-
dressed. Considered too subjective or for some arbitrary,
it is no longer present in current psychiatric definitions
and viewed as inaccessible to psychopathological inves-
tigation and obsolete for pedagogy.> This critical review
investigates the evolution of the PF in historical and con-
temporary literature and presents an overview of empir-
ical evidence on the prevalence of PF in clinical settings,
its interrater reliability and validity. The article also dis-
cusses the possible role of the PF for basic science and
clinical research according to translational approaches
inspired by phenomenology. Finally, it proposes ideas for
further investigation.

Classical Psychopathology and the History of PF

The notion of schizophrenia first occurred in Bleuler’s
Dementia Praecox or the Group of Schizophrenias.?
Unlike Kraepelin, Bleuler grouped the disorders accord-
ing to their common psychopathological determinant—
their clinical core—and not their evolution. He spoke of
the “intrapsychic Spaltung,” resulting in the release of the
associations and detachment from reality (autism). This
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clinical core was more encompassing than the sum of
independent clinical symptoms described by Kraepelin
and was supposed to transpire through particular mani-
festations (Gestalt) of illness.* Minkowski® clarified later
the idea of the direct recognition of this clinical core. He
coined the term “diagnostic by penetration.” According
to Minkowski, Bleuler did not go far enough in his con-
ceptualization of schizophrenic autism.® Focusing on
mental contents, he missed the key link between a person
and his/her world. The clinical core of schizophrenia con-
sists of a “loss of vital contact with reality.” The patient
loses “resonance” with the world, but not (as is the case
of Bleuler’s autism) contact with the world. The diag-
nostic by penetration is precisely the ability to somehow
passively recognize the clinical core in the motor behavior
and contact with the patient.

We owe the expression the “Praecox Feeling” to Riimke,
who defined it as a feeling of strangeness experienced
by a clinician in the first minutes of the encounter with
a patient. Riimke claimed that the diagnosis of schizo-
phrenia is often reached through a passive and indescrib-
able intuition. PF is less a symptom recognizable in the
manner of object perception than a kind of atmospheric
strangeness surrounding the encounter.” It is described as
the “the inability to come into contact with his/her per-
sonality as a whole.”® It is sometimes experienced tacitly
before the patient engages verbally. One “feels” it in his/
her body posture, facial expression, the tone of the voice,
motor behavior, and attitude. An attentive clinician intui-
tively feels these changes. Taken individually, the changes
are insignificant, but as a whole they present the patient
as “definitely un-understandable.” Riimke suggests that
the PF could be explained by the fundamental inacces-
sibility of the patient to empathic understanding, no mat-
ter how well one comes to know his personal history and
psychopathology.

Prior to Riimke, Jaspers has already emphasized the
lack of empathic interaction and an inaccessibility to a
first-person psychopathological understanding in schizo-
phrenia.*!° A similar idea was put forward later by Miiller-
Suur,'" according to whom the PF is primarily noticed
by the clinician as an “indefinite un-understandability”
initially experienced as the bizarreness of the affective
exchange. Further on, the clinician searches for discon-
firming evidence, which ultimately strengthens the valid-
ity of his/her initial impression. Through a process of
critical reflection, the incomprehensibility of the patient
that initially struck the psychiatrist becomes definite and
can serve as a reliable clinical manifestation.

Although the PF is the most referenced notion, other
close concepts can be found in literature: Wyrsch!> and
Krauss" have discussed “diagnosis through intuition,”
and Tellenbach' an “atmospheric diagnosis.” These
authors have emphasized a close link between PF-like
experience and specificity of diagnostic decision making
in schizophrenia (see supplementary table S1).

“Praecox Feeling” in Diagnostic Decision Making

Contemporary Psychopathology

The project of diagnostic operationalization originated
in the late 1970s concerns about the reliability of psy-
chiatric diagnosis that initially led to the formulation of
Diagnostic and Statistical Manual of Mental Disorders,
Third Edition (DSM-III) in 1980.'5® The ambition of
this program was to enhance interrater reliability by the
operationalization of diagnosis judgment and was heav-
ily based on fully structured and standardized interview
methods grounded in symptom checklists (ie, Structured
Clinical Interview for DSM-1V [SCID-DSM-1V]). This
“operational revolution” has profoundly modified the
practice and teaching of psychiatric nosology worldwide.
Collected third-person data were supposed to be context
and observer independent.'”'® As a result, the PF fell into
oblivion. It was now considered too “subjective” and
incompatible with the project of scientific psychiatry. It
was also stigmatized by the antipsychiatry movement as a
symbol of the arbitrariness of psychiatric labeling.!

The consequence of these changes is that the PF
remains largely unaddressed in contemporary psycho-
pathology. The only remaining diagnostic criterion indi-
rectly related to the notion of PF is “bizarre delusion” in
DSM-III to DSM-1V, Text Revision. “Bizarre delusion,”
however, was limited to delusional content and did not
take into account the conditions of the intersubjective
encounter.'? This criterion was removed from DSM-
5.2 Nevertheless, as Nordgaard et al have shown, in the
absence of universally accepted biomarkers, the valid-
ity of schizophrenia diagnosis is ultimately based on the
accuracy of a psychiatric interview.?>?* This is why the
epistemological exploration of the cognitive structure of
diagnostic decision making is a fundamental domain of
psychiatric science.

The PF experiential dimension remains inexplicable
through the classic categories of behavioral description.
To understand the ecological ways in which psychiatrists
classify and comprehend illness, Schwartz and Wiggins*
have proposed to comprehend initial psychiatric diagno-
sis as a process of typification. They have argued that it
is possible for a trained psychiatrist to recognize in the
first minutes of the encounter with a patient his/her per-
sonality and situation as an “ideal type.”?* Typification
is neither arbitrary nor intuitive. It is a cognitive process
pertaining to basic perceptual processing that allows the
identification of an object under conditions of incom-
plete information (as such, it is not limited to a psychi-
atric interview). It reveals the ideal-typical connections
and not a set of virtually independent signs,? and it gives
order and meaning to the psychic states. The initial typi-
fication evolves along the interviewing process from a
mainly tacit and elusive feeling to a more nuanced and
specific impression. The scientific use of typifications
requires that psychiatrists also doubt and reflect on their
typifications and repeatedly test their interpretations by
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looking for additional components to prove or correct
them.” Typification processes are scientific only to the
extent that they are based upon this dynamic circle of rec-
ognition and verification by the evidence-based criteria.
For example, psychiatrists do not investigate hallucina-
tions with all outpatients. Only because they have PF-like
experiences, they conduct interviews exploring psychotic
and hallucinatory incidents.

In spite of the absence of any reference in current
psychiatric classifications, 2 issues in contemporary
schizophrenia research may be associated with the PF:
self-disorders (SDs) and intersubjectivity. First, growing
phenomenologically oriented literature on basic (or mini-
mal) SDs*% focuses on specific alterations of the struc-
tures of experiencing (such as comprehensively explored
with Examination of Anomalous Self-Experience instru-
ment®’). SDs exhibit trait status and have been considered
the clinical core in schizophrenia spectrum conditions. As
Parnas' argues, “it is not the question of a pathognomonic
symptom but rather of a characteristic Gestalt.” Other
authors have emphasized the clinical relevance of subtle
psychopathological “pheno-phenotypes”®! such as SDs.
Their neglect may lead to the oversimplification of clini-
cal criteria, whereas research on biomarkers (eg, endo-
phenotypes) needs stable and characteristic phenotypes.*?
Another promising field of research relies on social cog-
nition and intersubjectivity. Recent findings show dis-
turbances among patients with schizophrenia regarding
interpersonal sensory—motor synchronization,** embod-
ied cognition,* intercorporeality,” or enactivism.*® Fine
intercorporeal adjustment and interaffectivity may con-
stitute a basic background for intersubjectivity,”’ and
their disturbances in schizophrenia may lead to tacit
interpersonal difficulties such as those involved in the PF.

Empirical Research

Only a few empirical studies have explored the PF.
Nevertheless, there is evidence that the PF plays a role
in diagnostic decision making in schizophrenia. The first
type of evidence concerns the prevalence of self-decla-
rations of PF-like determinants in diagnostic decision
making. The second type of evidence concerns empiri-
cal evaluation of reliability and validity in experimental
design studies (see supplementary table S2).

Three studies were conducted successively based on the
same empirical design to explore the prevalence of the PF
in clinical judgment processes. The first was conducted in
West Germany in 1962, in the pre-DSM era’; the second
in the United States in 1989, in the DSM-III era®; and
the last in France, in the DSM-5 era.** All have shown
a high prevalence of the PF (85.9%, 82.8%, and 90.1%,
respectively), exhibiting stability of the PF determinant
in diagnostic decision making over time, despite the
popularization of operationalized diagnostic tools since
the 1980s. Paradoxically, the teaching of criteriological
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methods as cardinal diagnostic skills did not lead to any
significant relegation of the PF from diagnostic decision
making, contrary to what some have suggested.?3>#!

Regarding the experimental evidence of the reliabil-
ity of the PF, a seminal study has shown that a defi-
cient relationship with a patient is the second most
reliable discriminator (reliability 0.86) in the diagnosis
of schizophrenia, and is thus a legitimate foundation of
diagnosis.*? A study on the specificity of schizophrenia
symptoms (42 referenced symptoms) found a relatively
low frequency of the PF (28%), whereas bizarreness was
present in 43.3% in a population of patients with schizo-
phrenia (n = 120) defined according to the DSM-II1.#
A more recent study including 67 patients with acute
positive psychotic symptoms measured the intensity of
the PF in an experienced clinician during a few minutes
long interview. Subsequently, a diagnostic assessment
was performed according to standardized diagnostic
classifications (International Classification of Diseases,
Tenth Revision and DSM-IV) by an independent rater.
The degree of correlation with the final diagnosis was
high. The author found significantly higher PF intensity
scores in subjects with a familial predisposition to schizo-
phrenia.* This is coherent with classic Gottesman and
Shields’ twin studies.** These results have been nuanced
by a study*® exploring the reliability of the PF accord-
ing to a different protocol: 102 admitted patients (37 with
schizophrenia) were interviewed. This initial interview
was observed by 5 psychiatrists who had never seen the
patients before. It lasted 2 minutes and consisted of stan-
dard and nonspecific questions. Clinical observers inde-
pendently assessed the intensity of the PF on the video
record of the first interview. Then, a sixth psychiatrist
examined the patients using the SCID-DSM-IV. This
study found very inconsistent results between the 5 evalu-
ators, all of which showed poor sensitivity and specific-
ity. It is very likely that the contradictory results between
the 2 studies can be related to experimental design: PF
exhibited strong reliability when Grube encountered the
enrolled patients face to face, whereas in Ungvari et al,
the PF recognition was based on video watching, which
could have led to crucial information being lost.

To date, there is no study investigating the validity of
PF in schizophrenia according to validity criteria in the
DSM system,* despite some indirect evidence based on
empirical research on the clinical encounter.*

Discussion

The review of literature shows that the PF is a real de-
terminant of medical decision making in schizophrenia.
Although there is insufficient evidence to sustain the re-
habilitation of the PF as a reliable and valid clinical crite-
rion consistent with the operational approach, a broader
scientific approach is called for. PF should not be trivial-
ized, as is sometimes the case, into a quick diagnosis.!’



As opposed to a narrowly criteriological attitude in di-
agnosis, it is much more likely that physicians’ reasoning
navigates constantly between (1) empathic, nondeclara-
tive intuition and (2) criteriological verification of that
intuition."?>?* Accordingly, we believe that the PF would
be clinically useful if the conditions of descriptive pre-
caution and rigorous epistemology are maintained. We,
therefore, propose to distinguish the clinical manifesta-
tion of the PF from its underlying intersubjective phe-
nomenon of common sense experience of bizarreness.
The aim of teaching clinical expertise is to transform
this basic and ubiquitous (not limited to health care sit-
uation) experience into critical and epistemologically
well-founded clinical judgment.

Further investigation on the prevalence and reliabil-
ity of PF must take into account the theoretical back-
ground of clinicians, professional clinical experience,
and the context of practice. Furthermore, qualitative
data on clinician subjective experience® are needed for a
better comprehension of diagnostic processes. In addi-
tion, attention must be paid to experimental design to
better evaluate reliability by controlling the impact of
the embodied dimension of interaction (direct clinical
encounter vs verbatim vs video). Finally, there should
be a strong emphasis on the multidimensional validity
of the PF and its relation to symptomatic dimensions
of schizophrenia (ultrahigh risk, clinical subtypes,
severity, cognitive impairment with specific emphasis
on social cognition, and embodied interaction), course
of illness, recovery perspective, comorbidity, treatment
response, altered neural functioning, and genetic risk
factors.

In addition, novel experimental designs are called for
to capture this nearly ineffable phenomenon: in our view,
regarding the phenomenological hypothesis, the use of
specific dedicated clinical evaluation of SDs is promis-
ing.’! Moreover, the PF can be investigated regarding
recent neuroscientific research on social interaction
with hyperscanning methods (which demonstrate that
the coordination of humans engaged in social interac-
tion is accompanied by the coordination of their brain
activities?). As the PF is related to social interaction
impairment, it may be related to abnormal brain syn-
chronization. Present-day psychiatric neuroscientific
research is challenged to play close attention to the
particular nature of subjective experience in mental
disorders and to develop techniques and interview-
ing methods adequate for this enterprise. The PF takes
this ambition a step forward by addressing the complex
problem of intersubjectivity as the epistemological basis
of interview validity.

Supplementary Material

Supplementary data are available at Schizophrenia
Bulletin online.
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