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The Diagnostic and Relational Process in Psychiatry.
The Epistemological Validity of Normality and Pathology

Alfio Allò*

AbStrACt. – this work aims to define the low epistemological relevance of method in psychi-
atry. We examine issues concerning the therapist-patient relationship; diagnostic labelling;
fragmentation of the patient’s system of possibilities, and the impossibility of controlling dif-
ferences between therapists with regard to the subjectivity of therapeutic relationships. Clinical
research needs to tackle these questions to find a line of continuity between normality and
pathology as there are no common peculiarities traceable only to patients. there is a fluctuation
between more adaptive behaviour and more dysfunctional behaviour within both a pathologi-
cal framework, and so-called normality. the fluctuation is based on the roughly adequate rela-
tional structure that characterises these dimensions and marks a continuum in the passage
between normality and pathology. the structure can weaken to the extent that it turns into
pathology. From these observations, we can explain the patient beyond the aspects that are typ-
ically circumscribed by mental disorder. this can lead to a more comprehensive view of the
patient’s possibilities, and therefore, enable a more objective assessment that partially decon-
structs the fragmentation process resulting from diagnostic labelling.

Key words: Labelling; fragmentation; subjective judgment; method; relationship; clinical
research.

Introduction

Diagnoses enable us to observe patients according to a particular cogni-
tive system (Migone, 2011). Kagan (1998) interpreted this system as a par-
tial diagnostic classification sufficient to condition therapy. Laing (1959),
however, focused on preconceived mental categories that influence the ther-
apist-patient relationship. thus, diagnostic labelling can inhibit what we
define as the ‘helping relationship’ as managed by a psychiatrist.

this relationship differs from the psychotherapeutic approach in the
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event of a psychiatrist also being a psychotherapist. therefore, the relation-
al issues of psychotherapy (see Allò, 2014, 2017), and the ethical issues
associated with the relational characteristics of the therapist-patient rela-
tionship (Corradini, Crema, Lupo, & Saviane Kaneklin, 2011) are not dis-
cussed here. We focus on the helping relationship as distinct from aspects
concerning the exploration of a specific form of intervention. A line of
enquiry leading to a definition of the relationship between patient (client)
and therapist (Carli, 1993; Carli & Paniccia, 2003) is not discussed here.

Whether or not we use the psychotherapeutic approach, or a schema for
a specific clinical intervention, in psychiatry a helping relationship may be
instituted that must be analysed. We identify a diagnostic procedure to
counter the relational approach, that has potentially useful implications for
clinical research.

Validity of the method

Sciacchitano (2013) drew attention to the epistemological weakness of
psychiatry which only outwardly has the ‘rigour’ of medicine, creating an
unacceptable dividing line in what should be ‘science’. thus, a thin margin
is established between the rules of the method and what the object of study
might be beyond these rules, in the discrepancies of the method.

Naturally, we need a perfectible concept of ‘science’, or at least a decid-
able one, for observations (limited) which allow for alternatives for varying
(or abandoning) the method, and deciding the validity of a working hypoth-
esis, with a view to its modification. Our criticism is not aimed at the pos-
sibility of making diagnoses, but at evaluation parameters that are more lim-
ited than they should be, thereby making it difficult to optimize the method.
We find epistemic prejudice in the lack of valid control over the object of
study, through working hypotheses that are liable to be optimized in the def-
inition of the method.

We should point out that the Diagnostic and Statistical Manual of
Mental Disorders (DSM-5) does not deal with single individuals, but with
a set of individuals, presenting statistics for homogeneous groups of the
population, adopting a range of technological interventions in the interests
of drug therapies and insurance companies (Sciacchitano, 2013). Further, if
it is true that a diagnosis can vary depending on the currents in psychother-
apy (Migone, 2011), it is also true that patient fragmentation already occurs
in the most important diagnostic systems. the latter are analysed by Migone
(2011), the DSM-5 (American Psychiatric Association [APA], 2013), the
ICD-10 - International Classification of Psychic Disorders (World Health
Organization, 1992) - or the Psychodynamic Diagnostic Manual (PDM
task Force, 2006).
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In considering the problems shared by the major reference manuals,
Sciacchitano (2013, p. 250) interprets the PDM as a ‘tired imitation’ of the
DSM, since psychoanalysis is not based on a justified causal link between
what one would like at an unconscious level and what is described by the
symptom. Naturally, every diagnostic system aims to observe a part of ‘real-
ity’ (Migone, 2011), but note that categorisation is already limited in its prem-
ises (as a working hypothesis more limited than necessary), and given to frag-
menting the patient in its descriptions (diagnoses that consider an excessively
limited fragment of the patient), in its inability to re-define (reassemble) the
patient more comprehensively. Observations that stop at individual behav-
ioural elements are unable to ‘rebuild themselves’ to reach a higher level of
analysis. this does not just apply to the weak comparison between viewpoints
of different systems, but since each system is already defined in the rules that
circumscribe it, to the inability to produce a more respectful profile of the
patient notwithstanding the diagnostic label. the ‘alleged stability and coher-
ence of diagnostic systems is (…) a crime of pride in that it scotomizes fluid-
ity, conceals doubt, asserts certainty’ (Saraceno & Gallio, 2013, p. 27).

Of course, the above limits do not rule out reliability in the diagnostic
concordance of different psychiatrists concerning the same patients even in
the event the diagnostic process were repeated. the problem is that the
diagnosis can be repeatedly wrong (Migone, 2013). In effect, the DSM
increased its «reliability which had previously been extremely low but did
not (…) modify the validity of the diagnoses, which remain simply conven-
tional» (Migone, 2013, p. 572). A patient can be ‘deciphered’ simultaneous-
ly using different diagnoses (Migone, 2013). besides, in admitting working
hypotheses that are more limited than they should be, it is clear that
although «using so-called scientific rigour (…) psychiatrists would be
unable to distinguish a disorder from normal suffering» (Migone, 2013, p.
579). It is true that the DSM-5 has introduced dimensions which help us
observe the quantitative modifications of patients (personality, cognition,
humour…), drawing pathology closer to so-called ‘normality’, without
neglecting the standpoint (theoretical and methodological) which identifies
with the description of pathology and not in the definition of causes which
could break the pathology down into its constitutive elements (Migone,
2013). If DSM-5, like the former editions, presents this incapacity, it would
be better for DSM-IV-r ‘to stop there, and block the implicit (and explicit)
logic of the method (…) because at that point an extra paragraph would suf-
fice to expose the inadequacy of its epistemology’ (Galli, 2014, p. 568).

A problem arises in thinking that the (inadequate) progression of the
DSMs is due to the (inadequate) rules which generally define the psychi-
atric approach today (Di Vittorio, 2013). Unsurprisingly ‘if two clinicians
use different instruments (…) they can reach different conclusions»
(Cornoldi, 2007, p. 79).
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It is opportune here to emphasize that according to the current paradigm
the ‘scholar (...) stops investigating, exploring, trying to understand the
complex system that underlies normal and pathological psychic manifesta-
tions, renounces experiencing a therapeutic relationship with the other,
avoids the work of self-reflection’, thus ‘becoming (…) practitioners alien-
ated from the relational system in which they are inevitably involved’ (Iorio
& Iorio, 2016, p. 64). the important thing is to extract the diagnosis from a
description of observed symptoms. For the therapist, this means using the
deficient automatism of the (inadequately) pre-constituted information of
reference manuals (Iorio & Iorio, 2016). besides, these questions come
within a ‘biological reductionism (...) camouflaged in the guise of modern
science. It is almost like a farewell to psychopathology (...) to the therapeu-
tic relationship’ (Iorio & Iorio, 2016, p. 67). We do not ‘deny the importance
of biological research in psychiatry, what we want is to challenge the dis-
torted epistemology that supports it’ (Ibid.). In short, the messiness of the
(extremely limited) union between ‘biological’ and ‘psychic’ concepts is
transferred to the level of ‘science’, with lines of demarcation (and identifi-
cation) that are no so well-defined.

It is no coincidence that we can decipher a diagnosis which imposes an
unjustified stigma on the patient without an acceptable causal link. Not only
that, but we can decipher a diagnosis that leaves patients free to self-impose
the stigma based on arbitrarily assumed definitions, no longer exposing
their malaise to the therapist, indicating symptoms which supposedly match
the description of the disease, but rather, exposing (without being fully
informed) the label (believed) to represent the pathological condition (Iorio
& Iorio, 2016) without mediation.

At this point, we should formulate a different question in consideration
of the relational system the psychiatrist is involved in. the system may be
weakened by the diagnostic structure but it can present its own themes. A
diagnosis that imposes weak labelling, inadequately fragmenting the indi-
vidual with its descriptions, must be supplemented by a relational problem.
If it is true that the rigid schematism of reference manuals admits inade-
quate discretionality, i.e. inadequate capacity for judgment, it is also true
that inadequate discretionality is not ruled out based upon the relational
characteristics of individual therapists. these characteristics may be imple-
mented within the semantic field of the diagnosis (and related drug thera-
py). In practice, aside from the diagnosis (for models that eliminate the rela-
tional element), different psychiatrists can act inconsistently towards differ-
ent patients (or, hypothetically, towards the same patient) based on their
personal characteristics. the action cannot be regulated by diagnostic mod-
els not designed for the purpose. In this sense, we must ask ourselves
whether the relational ‘method’ is capable of producing significant objec-
tive regularity, thereby controlling an action that is potentially characterised
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by the free choice of the psychiatrist. We can define the absence of episte-
mological validity by asking whether the psychiatrist is in a position to re-
check his action based on intersubjectively controllable, replicable, and
decidable procedural rules (working hypotheses). A procedural dimension
that is hardly small because in the absence of epistemological validity we
can offer therapeutic validity and obtain a suitable relational result.
However, without epistemological validity the result cannot be validated by
justifying it based on the procedure implemented (it may be replicated in
this way by other therapists).

If we support psychiatrists in not neglecting their relationship with
patients, for example through unstructured interviews or in sharing a specif-
ic life routine, we could argue that they act in the absence of a shared and
shareable method, incapable of being decided by subjectively valid rules,
therefore unsuitable for controlling the object of study. We have shifted
away from the rules of the diagnostic method, unsuitable for a relational
procedure, finding rules that are impractical for the purpose, inept at elimi-
nating the (possible and not necessarily suitable) engrafted differences
between therapists. It is clear that if the rules of the method cannot control
the (potentially arbitrary) differences between psychiatrists, neither can
they be responsible for (adequately) controlling the patient’s action, given
that such action is attributable to the subjective skills of the psychiatrist.
therefore, the action is attributable to what may prove to be inadequate
skills unless one believes that the personal skills of psychiatrists are always
suited or adaptable to their intended purpose (and to a particular patient).

Inadequate action comes from following the diagnostic method slavish-
ly, and, for that matter, from failing to rule out a (potentially) arbitrary
action in the desire for its emancipation, transferring (at least one) part of
the therapeutic process to the therapist-patient relationship. In practice, an
inadequate process can play out when psychiatrists rely on their empathy,
their sensitivity, and their intuition, and make observations unmediated by
the working hypotheses of a precise methodology. these observations are
non-replicable among therapists since they are based more on personal abil-
ities than on a method to regulate those abilities. Wanting to regulate those
abilities does not mean wanting to inhibit them. Allowing regulation means
their abilities may be expressed clearly and coherently, even optimizing
them according to the rules they should be based on. For this, the rules must
be observed in a shared and shareable way. We do not mean to do without
the abilities of individual therapists (e.g., in developing empathy), but we
do need a method that in controlling the therapist can also be modified by
him if necessary to obtain a clearer idea of the rules that govern actions. In
short, what we do not want is subjective validation (potentially arbitrary) of
the possible overwriting of the method, but a method that allows subjectiv-
ity to express itself clearly, and if necessary, violates the rules that the
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method imposes (in the event they are clearly defined). to demonstrate the
fundamental importance of the relationship, we will show it in its con-
stituent, but not necessarily positive, elements.

the first problem arises in the assignation of simplistic labelling to an
individual (Maslow, 1962). For the author, labelling is weakened by the
challenge it presents in finding a real patient who corresponds to the pre-
established description of the reference manuals, these problems continu-
ally arise when trying to explain patients using valid science-based theories.
Of course, Laudan (1977) has cast many doubts on the direction of scientif-
ic research, finding fault with the (im) possibility of its being exactly recon-
structed, but the fact remains that conceptual paths in psychiatry are pre-
sented in a more limited way than is necessary. the psychiatrist acts within
a context largely defined in the absence of a cause of illness, and conse-
quently is compelled to make (extremely limited) reference to the DSM or
the ICD-10, using the same argument (Wakefield, 2010). In this way, ‘the
conceptual integrity of diagnostic criteria is still a problem that is tackled in
such an unsystematic way that at times it seems that correct diagnoses are
left to chance’ (Wakefield, 2010, p. 300). Indeed, as Frances (2010a, p. 251)
pointed out, it may be that we classify as mental disorder many normal
behavioural variants, thereby undermining the very concept of ‘mental dis-
order’. Moreover, concerning the differences between a ‘dimensional per-
spective’ and a ‘categorical system’, the author reiterates that ‘our discipline
has never reached a consensus on which dimensions to choose and how to
measure them’ (Frances, 2010a, p. 255). A criticism of DSM-5, that may be
found in Spitzer (2011) and Spitzer and Frances (2011).

the second problem arises from a different, but parallel factor: there is
‘increasing evidence (...) that good psychiatric practice requires a commit-
ment to the non-technical aspects of our work, for example, to relational
aspects’ (bracken et al., 2012, p. 9). Psychiatrists in their ‘daily experience’
use ‘a variety of unconscious and preconscious inductive knowledge,
organized in Gestalt-like ways, of acting with the patient’, defined as
‘guidelines dictated by intuition or experience’ (Migone, 2015, p. 50).
Proceeding in this way, i.e., defining the quality of the relationship between
psychiatrists and patients, has proved to be more effective than medical
treatment (Migone, 2015). We cannot be limited to a diagnosis that fixes the
object of study, dehumanizing the patient (Dell’acqua, 2013). the diagnosis
leaves out patient’s subjectivity, obliterating it for cultural, political, and
economic reasons (benedice, 2013), all the more so if we consider that
mental disorders ‘are constructs that we have invented (...) For example (...)
there is no prototype of ‘schizophrenia’ that can be explained using a bio-
logical model’ (Frances, 2010b, p. 101). It is no coincidence that the
descriptive paradigm has failed to delimit a change capable of directing us
towards the causes of the disorder (Frances, 2010b) and it is no coincidence
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that «psychopathology (…) presents overlap not only in its way of mani-
festing itself but also in its pathogenesis. there are probably hundreds of
pathways leading to schizophrenia’ (Frances, 2010b, p. 103). Moreover,
‘beyond (...) rare cases of a causal link, genetics has only highlighted rather
weak risk factors’ (Gonon, 2011, p. 146), admitting the importance of the
environment in the development of the disease.

In considering the aforementioned diagnostic limits, and considering the
undeniable advantages of a relational approach, how can we define the sec-
ond problem related to the non-technical aspects of the psychiatrist’s work,
i.e., the relational system? We can define it by recording a non-valid dimen-
sion, a dimension bound by the different approaches that various therapists
implement based on personal skills that may not necessarily be adequate.
For example, in the course of the relational path, can we control the induc-
tive processes mentioned referable to the non-technical dimensions of the
psychiatrist’s work? Can we control the (not necessarily adequate) uncon-
scious and preconscious processes used to develop certain intuitions? Can
we rule out the possibility that we may be acting incorrectly? Of course, on
completing a certain relational path a positive outcome may result, but does
that means excluding that there may be an inability to build a qualitatively
profitable relationship? We must ask ourselves whether the patient has been
put in a position to act out that responsibility (see beck, 1976; beck, rush,
Shaw, & Emery, 1979; rogers, 1942), and at the same time ask ourselves
whether the real responsibility - autonomy - of the patient in relation to the
therapist can be delimited. this in the production of feeble therapist-patient
rules. If the delimitation of the patient becomes personal, how do we define
the type of freedom and responsibility that the therapist can pass on (or not)
to the patient? Of course, the responsibility may prove to be adequate, but
it would always be about the psychiatrist’s abilities, thereby increasing the
chances that the psychiatrist may also prove to be inadequate. In psychiatry,
the inferential process seems not to allow violation of certain rules - the
actions being pre-determined by diagnostic schema- but violation arises
when the unknown element - the psychiatrist’s personal choices - is intro-
duced. therefore, methodologically unjustified changes in any method
must be diagnostic (in the inability to regulate the relational characteristics
of the therapist), or the admission of a (supposed) relational method (based
on the personal rules of the Psychiatrist’s possibility system).

Schematization of the reasoning

If a schema defines which information needs to be delimited to measure
certain effects (symptoms), we encounter the problem of reducing diverse
phenomena to a diagnostic label (Jaspers, 1959). A description of the disor-
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der cannot be a complete picture of the individual as a whole (Jaspers, 1959).
For this reason, a more inclusive level of analysis which takes account of the
individual’s possibilities is essential; the need to consider that ‘in principle,
the name of a medical condition is not of vital importance’ (Freud, 1911, p.
511). the diagnosis should be seen as a theory that is subject to empirical
evidence, in need of possible reformulation (beck et al., 1979). A diagnostic
schema should define a provisional schematization (Jaspers, 1959). the con-
cept of schema implies boundaries, boundaries that are not accurately delim-
itable. If we are unable to set boundaries, in theory, we cannot talk in terms
of a schema, or rather, we can talk in those terms, but we cannot expect to
prove that it is, not if we think that in doing so we can refer an action back
to the schema we wish to implement (Marsonet, 1997). We must not give
room to the rigid forms that Kant (1787) instituted to categorize reality. the
individual does nothing but act on theories - presenting a certain belief - and
this is binding (Feyerabend, 1975; Putnam, 1990). Asking ourselves whether
‘there is a reality of things capable of determining which conceptual schema,
among those that are so useful to us’ that can be ‘really true’ (Putnam, 1990,
p. 229), poses an insoluble question. It is our duty to find alternative actions
able to optimize a certain level of ‘truth’. If our approach to the situation
determines our subsequent choices (Laing, 1959), we should vary the prem-
ises on which we act, in the rules designed to control our choices. In our case,
it is the need to find a stimulus to vary diagnostic schemas.

At this point, we must keep in mind Sullivan’s argument (1953, p. 342),
namely that there are no such things as ‘characteristics which are only
apparent in the sick’, adding that ‘the only differences (...) in degree, i.e., in
the intensity and duration of what is common to everyone’. It should be
noted that, in everyday relationships, we observe a fluctuation between
more adaptive and more dysfunctional behaviour, both within a pathologi-
cal framework and in so-called normality, with the presence of behavioural
discrepancies which are potentially more relevant to pathology. In other
words, a more significant fluctuation may occur in a mental disorder, with
grades of behaviour being more accentuated in the difference between an
adaptive and a dysfunctional pole. 

We can consider this fluctuation as a continuum within normality or
within disease, unable to assume any clear demarcation between perfectly
adaptive or dysfunctional behaviour, or unable to decide at what precise
moment, and on what basis (exact suppositions), behaviour can change
from adaptive to dysfunctional or vice versa. this behaviour is termed
mainly adaptive or mainly dysfunctional.

We can assume that dysfunctional behaviour in the sphere of normality
that goes beyond a certain threshold becomes pathological, while the adap-
tive one, belonging to the sphere of disease, becomes normality, confirming
a further continuum, a continuity of different levels. the continuum presents
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episodic dynamics where the individual may momentarily enter the patho-
logical sphere or the sphere of normality. 

the continuity to be examined is based on a (more or less adequate) rela-
tional system characteristic of both dimensions. It is a system where the tran-
sition between normality and pathology is preserved by limiting its behaviour
to a pole of shared and shareable meanings, thus determining individuals’
potential to distance themselves from certain social conventions.

Personal discrepancy, fluctuating between positive and negative stimuli
(of normality or pathology) is accompanied by social discrepancy (in its
capacity to move away, to develop into pathology from a shareable seman-
tic substrate). this is a dynamic typically based on relational characteristics
that define more or less adequate behaviour, and thereby individuals, by
defining the ability to recognise themselves and be recognised through cer-
tain social norms. Naturally, necessarily perfectible norms, which are suit-
able for defining what is socially acceptable behaviour to gain proper social
recognition based on positive and useful personal relations.

A line of continuity positioned between normality and pathology stimu-
lates a reflection on what often seems to be the (failed) possibility of justi-
fying the patient beyond aspects imposed by the category - the syndrome. It
defines a more comprehensive vision of the patient’s possibilities since the
mechanism can be applied across different pathologies. Moreover, it is
common to different diagnostic schemas, thus achieving a more objective
level of analysis - with significant epistemological validity - in its capacity
to explain the individual beyond symptoms associated with different
pathologies. the tendency to adhere to the connection: ‘identified effect →
definition of disease’, makes it difficult to recognise fluctuations in the
patient’s behaviour within the clinical picture. In other words, behaviour
can sometimes turn out to be more positive, and other times more negative,
under the influence of particular relationships, to the extent that they define
the situation experienced. the possibility that behaviour can be independent
of its rigid labelling, allows a partial de-construction of the fragmentation
of diagnostic labelling. If alternation (or fluctuation) is admissible, we can-
not preclude a definition of the mental disorder which is not centred on the
symptoms, nor on the limits set by its categorization, but centred on how
much the patient can act regardless of its categorization. basically, we
attach importance to behaviour that can change regardless of the meanings
given to the symptoms in the description, and break away from the mean-
ings which confirm the symptom. behaviour which is bound to meanings
that are allocated despite the symptom enables a deciphering of the individ-
ual beyond the seemingly defined limits of the disorder and is therefore not
(completely) ruled by it. At the same time, pathways are created leading to
norms which, partially at least, appear to differ from the ones which regu-
late the disorder.
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the action presents an important premise, requiring us to ask ourselves
not what the symptom means, but what relationships allow, how to evaluate
them and how to stimulate them to inhibit the disease, and even possibly, the
rationale adduced. besides, it is in the space created between the expecta-
tion of the symptom, and how much, in concrete terms, the patient can act,
that the opportunity for freedom to loosen certain constraints lies. the
action would need theoretical and methodological justification; for exam-
ple, an evaluation of the degradation of social relations, the degrading of the
prospects for utilitarian recognition. A dimensional form for observing the
quantitative gradations of patients’ behaviour may be constituted by a scale
to assess the dimension of positive and negative behaviour through inter-
views, questionnaires, or tests (and/or ecological observation). In practice,
the discrepancy between a positive (adaptive) and a negative (dysfunction-
al) pole could be defined by examining the cognitive dimension and/or
mood in their capacity to be stimulated by positive relationships or in tack-
ling negative relationships, observing the effects of the concretization of the
action experienced in relation to a shared semantic substrate. this applies to
situations constructed and perceived as more or less intrusive, more or less
stressful, more or less involving, and defining an action that encompasses
the gradations tending towards one of the poles. 

A dimension that can bridge the gap between pathology and normality,
in what the patient often sees as a significant capacity for judgment in dis-
cerning positive, useful, and sometimes even opportunistic opportunities.
the dynamic is too often hidden behind meanings that macroscopically
characterise particularly stigmatizing conditions. Precisely for this reason,
we can envision the ‘desire for disease’ mentioned by Jaspers (1959, p. 4)
where the ‘sick want to be pitied, (...) escape the obligation to work, get a
pension’. that the patient’s will is not as deconstructed as is often thought
cannot be taken for granted, thereby acknowledging the possibility that
pathological behaviour may fluctuate within the disorder and the impor-
tance of relational aspects. besides, noting these aspects does not imply
underestimating the severity of the disease; it is the meanings defining cer-
tain relationships that allow it to forcefully re-emerge. 

thus, a specific clinical picture, represented on a Cartesian plane, shows
a variable, irregular behavioural curve. the negative values of the symp-
toms of disease, intensifying in pathological behaviour (in progressive and
potential gradations), are represented on the ordinate axis (y-axis), while, in
the opposite direction, the positive values determined by the remission of
symptoms are represented (in progressive and potential gradations) show-
ing adaptive, more functional behaviour. On the abscissa axis (x-axis), on
the other hand, our observation of the subject is represented in a time t. the
succession of possible events is assessed in relation to the subjects’ percep-
tion of positive or negative stimuli, which may affect the symptoms of the
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disease. In practice, we can assess the value of relationships by measuring
the remission or the intensification of symptoms (y-axis) in time t (x-axis).
On certain levels, with values determined by the type of perceived and acted
relationship, we can display more receptive behaviour, even deliberating a
reaction to some meanings, and with them taking form momentarily. this is
possible if the subject’s environmental influences are positive (unlike the
meanings attributable to the disease) enabling the symptoms to be attenuat-
ed with behaviour that fluctuates more towards normality. 

In contrast, on different levels, subjects may appear to be more ‘free’ to
follow the rules that the condition imposes (or they believe should impose,
subjecting themselves to it). the symptom is present as a dependent vari-
able (dependent on the stimulus or relational event), while the positive or
negative stimulus in the chosen relationships is present as the independent
variable which can be manipulated by the psychiatrist (in such a way as to
affect the dependent variable).

thus, there could be ‘no doubt that he was ill with schizophrenia (...)
the problem was that this fact (...) became, in effect, a conflicting opinion
(...): on the one hand, Fabrizio was dangerous (...) condemned to isolation
(…) on the other, (…) he could go to the bar for a coffee and have company’
(Colucci, 2013, p. 7). Fabrizio was ruled by his mental condition in the per-
ception of staff of the facility who based their perception on the diagnostic
schema, a schema which rigidly delimited expected behaviour. On the other
hand, Fabrizio could be accompanied out of isolation by a psychiatrist
(Colucci) able to see (reason and act) beyond the bounds of the given
schematization. this example of a helping relationship, where the therapist
accompanies the patient in a simple daily task (entering a bar) is anything
but obvious. the possibility is only apparently simple. Health personnel
deems such a relationship to be neither possible, nor desirable, and yet is a
concrete (and desirable) possibility through the construction of mutual trust
(relational and personal) with a therapist present notwithstanding the diag-
nostic and psychotherapeutic implications: ‘What I was able to do with
Fabrizio was to untie him every time I was on duty in the ward, trying to
remain next to him, even in silence, a situation that Fabrizio appreciated,
never taking his eyes off me’ (Colucci, 2013, p. 6). In practice, Colucci cre-
ated an opportunity for himself, naturally, insofar as the patient’s system of
possibilities allowed.

Of course, it remains to be seen whether another psychiatrist would have
stimulated the patient using the same method of operation (in deciding to
act as he did) but, even if this were the case, would he or she necessarily
have obtained the same result? Furthermore, how controllable are relational
pathways in the immediacy of choices which, notwithstanding Colucci’s
achievement, could prove to be wrong? We have touched on these issues
and will, in part, take them up again. For now, the point is that the contrast-
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ing opinion described above in relation to Fabrizio as ‘object’ of his disor-
der, on the one hand, and on the other ‘subject’, regardless of the stigma of
the disorder, does not mean taking as granted a tendentially unchangeable
schematization. In fact, ‘the first opinion carried more weight than the sec-
ond’, making ‘schizophrenia as a peremptory and undebatable argument
work’ (Colucci, 2013, p. 7). We could concur with Heisenberg (1984) that
in considering a single state of a system we should not lose sight of what
the system could represent under a different state. this would mean redis-
covering a continuity of action - anything but an insignificant achievement
and favoured by the relational approach.

Importance of a valid relational dimension

there is a problem in the painting of ‘a picture characterised by kindness
but also by haste, in the wish to ‘rush’ the matter through, interactions deter-
mined by the protocols of risk assessment, in which the psychiatrist’s ques-
tions reflect a somewhat chilling routine’ (Galeazzi & Curci, 2007, p. 48).
A lack of familiarity with relationships is evident, underlining at the same
time how certain evolutionary changes, ‘produced by a deep empathic rela-
tionship, have a greater chance of remaining stable and effective over time,
compared even to the effects of drug therapy alone’ (Disanto , 2009, p. 58).
In short, ‘relational therapy’ can be more effective than drug administration
(Disanto, 2009). besides, if a figure of attachment is indispensable to enable
an individual to acquire certain answers and a certain trust (bowlby, 1998)
during the course of a lifetime, the value of relationship in psychiatric inter-
vention should not be underestimated. In psychiatry, the pharmacological,
and even more importantly the diagnostic dimension should not be at
expense of the relational dimension, concealing aspects that should be high-
lighted. the presence of certain ‘technical’ prerequisites, to circumscribe
the role of the psychiatrist, does not necessarily in itself delimit the estab-
lishment of an adequate helping relationship, due to abilities not strictly
speaking attributable to theoretical and methodological knowledge. Not sur-
prisingly, even in psychotherapy, ‘the technique’ can be secondary to ‘the
therapeutic relationship’ (Clarkson, 1989, p. 39).

to better reflect on the issues involved in a helping relationship we will
transfer the semantic field of teaching, where relationships are foundational,
to psychiatry. the reason is that, in both cases, we may operate a relational
procedure capable of training the individual. 

Our first point concerns educators’ professional development. Our task
is to find a specific reference model while at the same time being aware that
we cannot reduce educational work to a rigidly pre-formed schema
(Demetrio, 1990; tosco, 1993). It is ‘necessary for the educator (...) to get
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personally involved on pain of a sterile interpersonal relationship’ (AIEJI,
2011, p. 7). the educator, not to be considered the only actor in the educa-
tional process, draws attention to the educator-educatee dyad, moving past
the asymmetry of common intentionality (Stella, 2002). A relationship,
therefore communication, which must be substantiated by enhancing our
ability to listen to those who relate their story in verbal or non-verbal lan-
guage (Disanto, 2009). 

At this point, we must ask ourselves how compliant would psychiatrists
be to such requests. Would they consider them? Or would they be out of the
habit of adopting such an approach, if we think of relationship as an average
between two extremes (Stella, 2002)? this is in the acting out of an inter-
subjective ‘truth’ which, although connected to a theoretical-clinical model,
remains bound to the relational context (Ceruti & Lo Verso, 1998). the
‘educational event is above all a relational event’, it does not ‘concern (...)
a single subject (...), but (...) involves both poles of the relationship’ (Iori,
2000, p. 109). We should ‘always begin with the concept of relationship to
understand education as a relationship between subjects, and pedagogy as
an area of knowledge that studies interaction among subjects within this
specific relationship’ (Ibid.). A relationship, and an educational concept
which are connectable to the dynamics of therapy, such as, the acceptance
of the other as a means of mutual recognition and influence (Calonghi,
1976). Of course, the psychiatrist may not (want to) assume a ‘pedagogical’
role, but a relationship still exists, if only in conducting an interview func-
tional to prescribing drug therapy (possibly scaling down or increasing).
the relationship, being present, and influencing the patient, possibly
beyond its expressed intention, may prove inadequate. the patient may trust
the therapist, but if this trust is not suitably ‘recognised’ the interview will
be a weak crutch, ready to vanish in the hours following the psychiatric
relationship. this relationship is not ‘educational’; it passes the burden of
the patient’s problems on to drug therapy, unable to bear the responsibility. 

We are obviously in the realm of implicit meanings, that is, psychiatrists
need not openly disavow the figure of the patient, on the contrary, they can
be welcoming and helpful. However, if the end purpose of the interview is
drug therapy nothing valid can be co-constructed between the actors
involved. It may be that the patient shows momentary satisfaction in bind-
ing himself to the (perfectible) therapeutic relationship, administered by
someone the patient considers (or wants to consider ) significant, but finds
something lacking once the positive (and momentary) effects of the psychi-
atric encounter are concluded.

the concept of relationship should not be taken for granted. It is no
coincidence that ‘until the beginning of the twentieth-century pedagogical
focus was on the predominance of the teacher role (...) and, when attention
began to shift to the learner (...), it continued to be considered in terms of
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singularity’, that is ‘in its psychological or functional characteristics (...),
generally leaving the relational and interactive elements between teacher
and learner in the background’ (Iori, 2000, p. 109). It is only ‘in more recent
years’ that ‘importance has begun to centre on the learner’s interaction with
the teacher and pedagogical interests have turned more to the transaction,
the relational exchanges that occur in the educational relationship’, so that
‘understanding education as a relationship presupposes the use of new
interpretative tools and new hermeneutic categories’ (Ibid, pp. 109-110). Of
course, each ‘person ‘is-with-others’ inevitably existing in a network of
relations and relationships’ (Ivi, p. 110). However, we need to know how to
manage a satisfactory relationship: both actors, enabled by meeting each
other in a fertile way (Stella, 2002) are involved in defining its end.

Mutual motivation is essential, and to be co-constructed based on the
gradual consolidation of previous knowledge. but what knowledge can be
derived from a weak relationship? Not by chance does ‘meaningful learn-
ing’ depend ‘on the adequacy of previous knowledge’ (Novak, 1998, p. 37),
for a dialogue that forms the basis of a story to be co-constructed in an
‘organized manner on a narrative base’ (bruner, 1990, p. 54). through the
dynamics above, if ‘the interest of the teaching profession’ is aimed at ‘the
construction and improvement of personal identity’ (Zanniello, 1992, p. 58)
can psychiatrists not show an interest in the relational dimension? this
dimension naturally starts with their role (the intention of re-forming a pos-
itive identity), and, in any event, with their willingness to ‘deconstruct their
point of view’ (Nicoli, 1994, p. 76) given that ‘a large part of the success of
a formative action is played out on a ‘subjective or relational level’ (Ibid, p.
75). therefore, the deconstruction is based on an observation conceivably
free from diagnostic (and pharmacological) schemas.

It is clear that if psychiatrists fail to form the habit of delineating a help-
ing relationship, how will they adequately ‘support themselves’ and support
the patient in the scaling down of drug therapy? If individuals are to ‘over-
come their status’, it would seem ‘pathological, inhuman’ (braido, 1967, p.
63) if this state ‘were to last beyond what is strictly necessary’.

How often can the patient feel qualified to assume a role defined by the
absence of a relationship? Or defined as such by the lack of mutual knowl-
edge? In other words, how many times can the patient intentionally accen-
tuate or inhibit certain deficiencies? And how many times can the psychia-
trist fall into the trap of missing a relationship? How is it possible to edu-
cate, i.e. lead the patient towards not insignificant possibilities (perhaps
‘educating’ on the ‘causes’ for the disorder), if educating presupposes a
‘meeting of people’ (bertagna, 1991, p. 216)? If these people remain fixed
on a system of values centred more on ‘having than on being’ (Fromm,
1976), could it not be that patients transfer their action to the possession of
the drug? Could it be that with the help of the psychiatrist the patient may
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be encouraged not to take responsibility for himself, happy to have an easy-
to-apply pre-programmed model? In this case, what formative event could
be provided?

Keeping in mind ‘that an interactive effect between extrinsic and intrin-
sic motivation is more likely’ (De beni & Moè, 2000, p. 36), it is important
‘in addition to reinforcement (...) to recognise the authority of the person
who rewards or punishes, the perception of self-efficacy, the concept of self
and all cognitive and emotional processes’ (Ibid.). Motivation is, therefore
‘a set of subjective experiences, of intrinsic or extrinsic origin, such as
goals, expectations, emotional processes, values, personal interests, attribu-
tions’ (Ibid., p. 37). to what extent, are these processes linked to the figure
of psychiatrists? What are their expectations? Do psychiatrists take advan-
tage of their authority to motivate the patient to form a relationship? Do
they encourage the patient (and themselves) in their intention to seek non-
pharmacological recognition? Is it not true that attributions are generally
drug centred? Or, centred on an insignificant, quick, rushed relationship,
which may be welcoming but is, in any event, based on semantic sharing
that may be no more than mere courtesy? If motivation ‘is increasingly con-
sidered the fruit of goals, expectations, cognitive elements, and not of exter-
nal driving forces’ (Ivi, p. 44), it is appropriate that even external reinforce-
ment is created and strengthened based on a mutually recognised relation-
ship which sets conditions to ensure that that particular reinforcement (and
not another) can be implemented. reinforcement is thus created in a spon-
taneous and non-artificial way, the consequence of a particular relationship,
i.e., of the particular semantic construction of the personal possibility sys-
tems of agent subjects. It is not by chance that ‘motivation can no longer be
considered as if it were only based on mechanistic models, such as rein-
forcement, but must also refer to constructs in which the role of the sub-
ject’s interpretation of the situation is pointed out’ (Ibid., p. 49). but what
interpretation can the actors involved make based on what has been
expressed so far? If the interpretation is centred on the psychiatrist, will it
not refer to fixed, univocal canons of reasoning, pre-established by the
major diagnostic manuals? Will this interpretation not in turn influence the
patients’ interpretation, causing them to fall into the drug trap? Or, into
descriptive and non-etiological schemas? Could it not be the case that
expectations are attributable to the method, to the evaluation parameters of
a particular theory, a theory which too often comes under the currently
accepted paradigm (pharmacological and diagnostic). therefore, if motiva-
tion for the relationship is essential, and if motivation can be ‘improved and
modified through appropriate training or stimulation via the environment’
(Moè, 2010, p. 13), we need to ask ourselves what kind of relationships psy-
chiatrists can have in the environment in which they move (based on the
current paradigm). If ‘many motivations converge in a system of beliefs that
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direct not only behaviour, but also how reality is perceived and interpreted’
(Ivi, p. 15), our interpretation will refer back to a system of beliefs connect-
ed, more or less implicitly, to the diagnostic manuals, and therefore to a
schema of reasoning that is defined by these beliefs (based on previous
evaluation parameters).

therefore, we need to clash with the rules that the paradigm imposes,
disconfirming motivations, thought processes, beliefs, and explanations.
recognizing that behavioural fluctuation is possible enables us to not trace
it back to the presence or absence of drug therapy. the relational process
will be relevant by being ‘made up of people who believe in the potential
of the other (need for relationship)’ (Moè, 2010, pp. 171-172). In this way,
we can argue that ‘reinforcement (…) reinforces and motivates those who
give it rather than those who receive it’ (Ibid., p. 184). this does not mean
that we consider the helping relationship to be a panacea for all ills. Along
with the positive aspects, we need to point out the negative aspects. If the
personal identity of those who conduct a helping relationship contributes
the basis of their professionalism (Stella, 2002); if an important component
is empathy, based on the ability to recognise the emotions and feelings of
others, and understand different points of view (Disanto, 2009); if psychia-
trists can use combine their competence and knowledge with their sensitiv-
ity in making on-the-spot decisions concerning whether procedural compe-
tence can merge with purely personal characteristics, with a substratum of
values, or a specific personality, at this point the unknowns make it difficult
to ‘objectify’ the relational task with a variety of psychiatrists (and a variety
of educators), even with the same (hypothetical) patient. If the particular
characteristics of a psychiatrist prove essential for the harmonious develop-
ment of the relationship, if a psychiatrist needs to indicate to himself and
others not only macroscopic characteristics but also the most minimal of
meanings of the situation experienced, and if all this proves indispensable
for the construction of a meaningful relationship, it is not simply ‘technical’
knowledge that proves to be relevant; what is (probably more) relevant is
the subjective quality which is more challenging to evaluate. In the consti-
tutive processes, the latter quality may not easily be subject to the control
required for regulation of the helping relationship which would allow
‘objective’ scrutiny, and enable the creation of potentially replicable situa-
tions in their capacity for being intersubjectively controllable.

Conclusions

the subjects discussed have referred to the invalidity of the method,
placing an unjustifiable dividing line between what the patient represents
and what is delimited in the diagnostic rules. 
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At the same time, the lack of validity of the relational ‘method’, defined
by the psychiatrist’s personal procedural norms, has been shown: norms
that define the psychiatrist’s personal reference system, unmediated by ade-
quate theoretical and methodological rules; in short, with the difficulty of
making relational proceedings organic, homogeneous, and subject to inter-
subjective control. 

If the technological paradigm is based on descriptive schemas and a
reductive causal relationship, in a fragmentation of the patient detached
from an adequate level of analysis (bracken et al., 2012), we must reaffirm
Wakefield’s point (2010) about the need to not focus exclusively on certain
symptoms, not regardless of a thorough examination of the patient’s expe-
rience, to make the boundaries between normality and pathology less
blurred. In short, the psychiatrist should not be content with observations
limited to what seems already decided concerning behaviour, or limits of
character, thus presenting caricatural elements (Stoppa, 2013). If neuro-
science research is profitably shifting towards boundaries that are not yet
definable (bracken et al., 2012), then a paradigm variation would be desir-
able. We have not neglected ‘the fundamental epistemological issues that
are at the heart of our models’, for a ‘technological paradigm’ that has
underlined the ‘tendency towards the medicalisation of daily life which in
turn is associated with the expansion of the psychotropic drug market’
(bracken et al., 2012, p. 11). At the same time, we have given adequate vis-
ibility to epistemological questions which are not relevant to the technolog-
ical paradigm. therefore, if, in the first instance, we identified the deficien-
cies of a method incapable of defining adequate control over the disorder,
and therefore over the patient, in the second instance, the shortcomings and
the implications of a method centred on relationships with patients were
identified, possibly defining inadequate control over the relationship, and
again over the patient. 

the dynamics may prove important as a means to escape from an
increasingly inadequate paradigm. Some research has set at a negligible
level the difference between drug therapy (diagnosis-oriented) and placebo,
and, the negative consequences that psychotropic drugs can bring in their
wake (bracken et al., 2012). However, we must not simply focus on the
diagnostic aspects (and, consequently, on possible pharmacological effects)
or, in the desire to escape an unstable paradigm, on the mere diagnosis/rela-
tionship polarity. We need to focus on questioning the arbitrariness that may
be enacted regardless of certain polarities, as well as on stimulating clinical
research.
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