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Debates concerning the reliability and validity of operationalized criteria and diagnostic tools have surrounded the issue of schizophrenia diagnosis and clinical decision-making related to the disorder. The notion of the praecox feeling (PF) has played a prominent role in the discussions as an example of the possibility of a rapid and potentially valid diagnosis based solely on “intuition” or a peculiar emotional experience or impression arising in a physician during an interaction with a patient with schizophrenia. In this paper, we argue that PF is enabled by the (phenomenologically understood) intercorporeal dimension of the clinical encounter. Intercorporeality in this sense denotes intertwinement between embodied expressions that may lead to feelings of connection but also, as in the case of PF, of disconnection and strangeness—the experience of alienness. Following Waldenfels, alienness ranges from the average social encounter to more extreme and peculiar forms—such as PF. To prove our point, we analyze the metaphors used by physicians in various cultural contexts (the United States, the United Kingdom, and Poland) to express the apparently ineffable experience of the PF. We focus on two dominant metaphors of distance: the first expressing spatial distance by referring to an “object in-between” the physician and the patient and the second expressing mental distance by referring to the “other-worldliness” of the patient. We interpret the object in-between metaphors as reflecting the sense of separateness and the other-worldliness metaphors as reflecting the sense of strangeness, with both meanings unified in the notion of “close remoteness.” Such unsettling but speculation-provoking feeling of close remoteness may be rendered by the concept of “the eerie” (Mark Fisher). We conclude that metaphor and phenomenological analysis facilitate an understanding of the experiential profile of PF in the clinical encounter, outlining relevant clinical implications.
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1 Introduction: the issue of praecox feeling

The issue of psychiatric diagnosis and clinical decision-making regarding mental illness has always been surrounded by debates concerning its adequacy, possible implicit bias, the role of values and culture, and the specificity of psychiatry vis-a-vis other fields of medicine (1–10). These aspects are especially relevant regarding schizophrenia, one of the most debilitating and complex mental disorders to diagnose and treat. The debates concerning the reliability and validity of operationalized schizophrenia diagnosis are ongoing, with a number of new clinical tools both developed and validated in various cultural contexts (11–22). What is, however, mostly neglected in this debate—with a few notable exceptions, for example, the Assessment of Clinician’s Subjective Experience (ACSE) (23)—is the phenomenal content of clinicians’ subjective experience and their personal feelings and intuitions. However, the latter subject has long been explored in the European tradition of phenomenological psychopathology, in which personal attitudes and feelings were often discussed as a possible diagnostic compass with its own validity irreducible to the operationalized criteria (1, 24–32).

The most pronounced of these explorations concerned the notion of the “praecox feeling,” coined by Dutch psychiatrist H. C. Rümke and popularized through an article from 1941 (trans. 1990), “The nuclear symptom of schizophrenia and the praecox feeling” (33, 34). Rümke argues that a feeling experienced by the clinician in the encounter with a patient with schizophrenia is “the final and most important [diagnostic] guideline” [(34), p. 336]. Classical phenomenological psychiatrists like Eugène Minkowski and Ludwig Binswanger had already employed related terms such as “diagnosis by penetration” and “diagnosis with feeling” (35, 36). However, Rümke’s article had a particular resonance and motivated an intense debate on schizophrenia and the role of subjectivity in diagnosis. With time and the advent of an operationalized perspective on diagnostics, the debate surrounding praecox feeling gradually faded (27, 37). The controversy around the praecox feeling (henceforth, PF) has flourished in the last two decades. An important reason for this rebirth has been the appearance of empirical studies on the diagnostic reliability and specificity of PF (38–42).

Over and above the controversy around the diagnostic use of PF and the promising indications of recent empirical evidence, some structural questions still need to be addressed in depth. We wish to highlight two interrelated problems. The first set of questions concerns how the clinical encounter is framed. How do we conceptualize the embodied and affective aspects of clinical encounters? Can the encounter be the locus of feelings, and if yes, how is this possible? Can something like feeling strangeness, often adduced in PF research, be made sense of? Giving PF theoretical backup but disregarding it as a myth or an ill-conceived concept (27) depends on how one answers these questions.

The second set of questions relates to PF as such. A fundamental question that has rarely been explored is: What does one actually experience when feeling praecox? Can we specify the feeling(s) of praecox feeling? If yes, how? What tools can enable us to profile the subjective experience of PF? Exploring these latter questions is of crucial importance to the debate on PF. The question of whether PF indicates schizophrenia presupposes the question of whether there is an experiential structure specific to PF. In this sense, attempting to describe the experiential profile of PF is the only ground on which we can eventually (and possibly empirically) evaluate whether something qualifies as PF. By having a clearer picture of how PF feels and is lived through, its diagnostic use can be assessed in a different and more phenomenologically grounded light.

This article explores these two sets of questions from a phenomenological perspective. In Sections 2 and 3, a theoretical framework for grounding PF is offered. Section 2 proposes to grasp the embodied and affective dimension of the clinical encounter through the concept of intercorporeality. In Section 3, and as a preparatory analysis of PF, we describe and discuss the dimensions of identification, differentiation, and alienness that belong to intercorporeal experience. Afterward, in Section 4, an empirical analysis of metaphors on PF based on survey-based research in several countries and the results of the analysis of the PF metaphors is presented. Subsequently, Section 5 integrates the conclusions of the previous sections and the existing literature on PF. We propose that PF exhibits a phenomenological structure of “close remoteness.” Section 6 delinates clinical implications and offers future directions.




2 The intercorporeality of the clinical encounter

To underpin the phenomenology of PF, it is first crucial to thematize the context in which it appears, namely, the encounter between physician and patient. It corresponds to social interaction, i.e., a social situation where both parties are co-present and communicate with one another: the doctor experiences the patient, and the patient experiences the doctor, as they face and interact with each other. Negatively put: in the doctor–patient encounter, neither the doctor, the patient, nor the exchange can be removed from the picture. Unlike the situation where, say, the doctor is reading the medical records of the patient about to come or answering her email, the patient and doctor are each tied to an embodied “here” and “there” running in both directions (doctor to patient, patient to doctor).

Although the social interaction between doctor and patient can be pinned down by drawing upon diverse phenomenological concepts, intercorporeality is particularly pertinent to shed light on the issue of PF. Other phenomenologically inspired concepts that have been applied to PF are for example the concepts of “typification” (1), “Gestalt perception” (27), “I-Thou intersubjectivity” (43), and “aesthetic judgment” (44). The choice of intercorporeality, as it will be progressively shown in this article, is precisely because it concerns the bodily and affective dynamics arising in social interaction. What do we mean by intercorporeality?

During social interaction, an exchange of bodily expressions and impressions between one’s own body and the other’s body sets forth. Intercorporeality, a concept first introduced by Merleau-Ponty, describes a sphere of exchange or resonance between the bodily expressions (gazes, movements, gestures, speech, etc.) and the feelings (curiosity, shame, connection, detachment, etc.) experienced by the subjects while interacting (45–52). Against this background, the structure of intercorporeality in a dyadic situation can be regarded as threefold: 1) the own body, 2) the foreign body, and 3) the intersphere, the intertwinement between them (49). Intercorporeality entails a proper inter between own and foreign body, an in-betweenness irreducible to each body in isolation because an entanglement or intertwinement between them emerges. In other words, intercorporeality cannot be interpreted in Cartesian terms, namely, as an encounter between two enclosed mental worlds attempting to decipher each other’s hidden messages and emotions (51). The intercorporeal intertwinement is displayed in various forms and can be more or less salient. A rather manifest case, for instance, would be the experience of a person who is struggling to contain his anger at you:


the restrained, ‘pent up’ anger of a person is not only felt in their facial expression but even more in one’s unpleasant feeling of being affected and rejected (…) his increased bodily intensity is transferred to the counterpart in the rigid tension of his gaze or the twitching of his hands. You can feel the other person in your own body. [(47), p. 418, own translation)



In that vein, the awareness of intercorporeality is initially passive and pre-reflective: we come to experience shame or anger, and as we argue, PF through a pathos, something that happens and touches us, that befalls us (Widerfahrnis), that is not staged or produced by reflection (53). In other words, the primary experience of the bodily exchange with the other does not arise at the level of higher-order social cognitions, such as the reflections or analogical inferences a subject may engage in to grasp or decipher what is going on in the other’s head, “as when Sherlock Holmes infers the suspect’s motive for the crime” [(54), p. 32]. Such a pathic and pre-reflective structure of awareness makes the concept of intercorporeality (of the clinical encounter) suitable to grasp PF, widely described as something that usually arises in the first minutes of the interaction and it happens “passively; it cannot be instigated at will” [(27), p. 1125].




3 Intercorporeality between identification, difference, and alienness

Human intercorporeality oscillates between the poles of identification and differentiation of own and foreign body. Interacting with another human comes with the quality of being equal, someone like me, i.e., another person, instead of another life form or a mere object (53). This is a minimal and pre-reflective form of identification, one that Husserl designated as a “pairing association” [(55), p. 112]. The intercorporeal intertwinement can reach higher degrees of identification. We may experience the interaction as predominantly harmonious or fluid, as when we experience a sense of reciprocity, attunement, connectedness, or intimacy with the other. Some instances favoring this kind of experience would be friendly conversations, playing games, making music, sexual intercourse, etc. In these moments, the sense of identification with the other goes beyond a mere pairing of the bodies and leads, as it were, to their intertwining. Merleau-Ponty designated such heightened intercorporeal identification as “mimesis”: an “ensnaring of me by the other” [(46), p. 145].

Even in such social encounters where the difference with the other is de-emphasized, it is not something to be watered down and dissolved, but precisely what enables us to coherently speak of a sense of affective reciprocity or connection with a foreign bodily subject (56). As phenomenologists like Husserl, Lévinas, Waldenfels, or Zahavi have systematically argued, the otherness of the other—i.e., its alterity to myself—is unfathomable; it is what furnishes the experience of the other with the sense of being an experience of the alien (Fremderfahrung) rather than a mere experience of myself (55, 57–59). If the other were not alien to me, to feel bodily attuned or intimate with him/her would lead to a kind of “melting” or “fusion.”

The praecox feeling experience is to be located on the opposite end of intercorporeal mimesis. In PF, a heightened alterity or differentiation between own and foreign body appears, taking the form of an atmospheric sense of alienness or strangeness—which some authors have labeled as “bizarreness of contact” (24, 30, 60). This atmospheric alienness is adduced in a formulation of PF by Rümke: “In the encounter with the schizophrenic patient, the investigator feels a curious hesitation and a feeling of strangeness” [quoted in (30), p. 136].

Similarly, in a recent article, Sass and Feyaerts describe the strangeness at issue as “an interviewer’s gut feeling of not being in sync with or readily able to empathize with the person being treated, who may seem to inhabit a rather different world” [(61), p. 475]. The bizarreness of contact points to a crucial issue in the phenomenology of the PF: how is such an atmosphere of alienness/strangeness to be understood? Yet, on the road to answering this question, the “phenomenal signature” of alien experience must be clarified first. A reason for this is that between the structural alienness of others and the one of PF, there is a path to be bridged, and one not free of difficulties.

Something one often stumbles upon in topics like alterity/otherness and alienness/strangeness is that they are determined through negativities, i.e., as characterized by what they are not. “The foreigner,” writes Kristeva, “can only be defined in a negative fashion” [(62), p. 95]. Foreign cultures appear as such in contrast to one’s culture, foreign languages to one’s language, other bodies to one’s body, alter egos to one’s ego, etc. Thus, what is not one’s own, near or known, induces us to portray alienness as an epistemic deficit (63). Yet, this line of thought is misleading. Certainly, all others are alien to oneself in a certain way, but to experience the alienness of the other involves more than a deficit of something. The experience of not understanding another’s gestures or intentions, or the one of strangeness in the encounter with the patient with schizophrenia, indicates a positivity, an experience of something. Indeed, if we stick to a purely negative picture, we will not be able to describe the qualities of the experiencing alterity or the alien, and consequently, we forfeit any possibility of specifying the alienness at stake in PF. When alterity and alienness amount to pure negativity, speaking about a “feeling of strangeness” becomes nonsense.

Conscious of the pitfalls of such a negative view of the alien, Waldenfels conceptualizes the stamp of the experience of what is alien (in German fremd) along Husserl’s paradoxical formulation, namely, as “accessibility of the originally inaccessible” [(55), p. 114, translation modified]. Something is accessible—not despite—but rather in its inaccessibility (64). The alien announces itself in a paradoxical correlation of presence and absence, where something shows itself (sich zeigen) by withdrawing itself (sich entziehen) (65). A concrete example would be hearing a foreign language:


Anyone who hears someone speaking in a foreign language that they don’t speak themselves hears what they don’t understand and at the same time realizes that they don’t understand it. Something shows itself to them by withdrawing from them. [(63), p. 9, own translation]



Following Waldenfels, already in the prosaic experience of hearing a foreign language, the alien is not mere negativity but an experience of something that shows itself by withdrawing from ourselves. In this sense, the experience of alienness (Fremdheit) can be best captured as a spectrum. In average cases, alienness remains in the background of the encounter. For instance, we experience the structural alterity of the other when he or she resists or contradicts our opinions, and we are not surprised by this fact because it is a basic component of engaging in a social encounter. At other times, the withdrawal experienced may escalate, and thus, alienness comes to the fore as a patent otherness, foreignness, or strangeness. By studying the commonalities of the German fremd with Western languages like English, French, Spanish, Latin, and Greek, Waldenfels proposes a threefold-structured polysemy of the alien that correlates to different realms of alien experience, where each dimension or axis exhibits a corresponding contrast:


Fremd is firstly that which occurs outside of one’s own region as being exterior, in opposition to being interior (…) Fremd is secondly that which belongs to others, in contrast to one’s own (…) Thirdly, fremd is that which belongs to a different kind, which is uncanny, peculiar, strange, in contrast to the familiar. [(59), p. 71f]



Therefore, by defining the experience of the alien as something that shows itself by withdrawing, and by outlining three dimensions where alienness appears, Waldenfels’ phenomenology of the alien offers a path to bridge the gap between the ubiquitous and multifaceted differences between self and other and the specific alienness at stake in PF.

The question that remains is how we can specify the alienness in question through something as elusive as the “pre-reflective feel” of PF. This intricacy is mirrored in the controversy around the diagnostic use of PF, which has been a target of criticism for a long time and from different traditions in psychiatry. For positivists, PF is purely subjective and therefore lacks any scientific validity; for anti-psychiatrists, PF is an example of the arbitrariness and excessive power of psychiatric labeling (27, 66). Parnas concedes some kind of epistemological value to PF in schizophrenia research, yet sentences: “It is obvious that praecox-feeling, for several reasons, cannot belong to the diagnostic tools in clinical psychiatry” [(27), p. 1125].

As was stated in the introduction, the aim of this paper is not to overcome these criticisms by concentrating on the problem of the factual diagnostic use of PF. Nonetheless, we propose that an important step to do so is to frame this problem along another problem, namely, the one between feeling experience and linguistic expression. If we want to clarify feelings, we must not only live them through but also reflect and thematize them. Otherwise, any such pathic experience becomes too vague and we are blind to the relevant nuances (67). This is crucial for the problem of the diagnostic use of the PF: if we do not take distance from the feeling, reflect, compare, and attempt to put it into words, we cannot fully know it. By leaving it in its pure “feel,” we run the danger of a certain “alexithymia.”




4 Metaphors of the praecox feeling

The following analysis is based on data from four samples, both historical and contemporary, where the Sagi and Schwartz questionnaire (with slight modifications) was applied (68). We focus on the answers to the open question only, which was asked to psychiatrists who declared occasionally experiencing “feelings” about a patient strongly suggestive of the diagnosis of schizophrenia and, simultaneously, were able to articulate these “feelings” in words. Except for the recent study of the Polish sample, these qualitative data have never been analyzed, while the Polish sample was not researched regarding the metaphors used. The quantifiable results of the survey were published regarding two of these samples, 1989 New York (68) and 2019/20 Poland (42), while the results of the 2017 New York and the 2018 UK studies remained unpublished. The samples differ in type: the 1989 New York sample was randomized (N = 257), while the 2017 New York (N = 36), 2018 UK (N = 93), and 2019/20 Poland (N = 243) were convenience samples. The total number of participants is 629. The total number of respondents who experienced PF across the samples was 526 (83.62%). Out of those 526 psychiatrists, 335 (i.e., 63.68%) declared to be able to express PF in words and then filled an appropriate survey slot with a qualitative description, in particular, 164 from the 1989 New York study, 21 from the 2017 New York study, 47 from the 2018 UK study, and 103 from the 2019/20 Poland study [for more details regarding the numbers in published studies, see (42, 68, 69)]. These 335 qualitative descriptions were the object of further analysis.

Putting something like the PF into words is certainly not easy, but an experience that is precluded from linguistic expression—and therefore also of intersubjective validation—cannot become a reliable diagnostic tool either. In this regard, as Varga argues, Hempel’s positivistic criticism of PF is on the mark (43). Yet, rather than simply invalidating PF as a diagnostic tool, this intricacy also calls for medical education in phenomenology (70). A productive way through which surveyed physicians confront the problem of “ineffability” is the employment of metaphors. Complex and elusive phenomena like PF do not let themselves be expressed so easily, but tools like metaphorical language indeed allow us to point out and depict experiences and communicate them. In this sense, our thrust is that an analysis of the metaphors employed in PF profiles essential aspects of its phenomenology, which in turn enables its individuation.

If classic emotions such as anger, fear, or joy already present difficulties for verbal expression, PF lacks a literal expression altogether. Thinking in figurative language comes in handy. Rivers of ink have been spilled over metaphor, and it is beyond the scope of this article to go into exhaustive detail. We will follow Hanna Arendt’s view of metaphor (71). Conceived since Aristotle as a transfer between domains, Arendt argues that the metaphorical transfer bridges non-sensory thought and embodied sensory experience: “the mind’s language by means of metaphor returns to the world of visibilities to illuminate and elaborate further what cannot be seen but can be said” [(71), p. 109]. In this way, metaphors can be particularly appropriate for profiling the experience of PF: although making a metaphor requires thinking or reflecting, its particular form of figuration does not fly away into the realm of the conceptual or abstract but is anchored in the concrete and bodily felt realm of experience (72, 73).

In his study of metaphors regarding friendship, Kövecses argues that the difficult-to-grasp idea of an emotional relationship can be understood and communicated in terms of distance between two entities—the more intimate the relationship, the shorter the distance, hence intimacy is understood as closeness (74). The opposite, lack of intimacy—unfamiliarity, strangeness—is often referred to as distance. Most of the clinicians who participated in all studies spontaneously used metaphorical language in their descriptions of PF. They often used common expressions that metaphorically describe unfamiliarity in terms of distance, such as detachment, unconnectedness, remoteness, unrelatedness, (emotional) withdrawal, and out of touch. Some participants used unconventional metaphors, traditionally classified as alive or poetic (as opposed to dead conventional metaphors). In some descriptions, explicit metaphorical comparisons are present, where the source of the metaphorical mapping is introduced directly in the text—the metaphors are direct, as categorized by Steen (75), for example in the description that says that the patient “is like a ‘visitor from another planet’”.

Two major themes emerge. The first theme refers to an “object situated between” the actors that makes it virtually impossible to get through to each other, where the distance can be so great that the other person is physically not present (distance may be extreme, unpassable). Thus, the first theme recurs to a specifically “spatial” sense of distance. The second theme refers to a jarring difference with the other person—the contact being impossible because they are not the same (in extreme cases, not entirely human). This theme is depicted as an “other-worldliness” of the patient. Thus, the second theme emphasizes a more “mental” sense of distance. The two senses of distance (spatial and mental) overlap in some cases, e.g., “visitor from another planet.” With all conventional metaphors set aside, we summarized the frequency with which the two major themes appear in a direct manner in all 335 descriptions of the PF. Unconventional metaphors appeared in 72 (21.49%) descriptions, with metaphors of distance in 41 descriptions (12.24% of all descriptions, 56.94% of descriptions that contain a direct metaphor). We distinguished two major subcategories of unconventional metaphors of distance, termed “object in-between” and “other-worldliness” (present in 29 descriptions, 40.28% of descriptions with direct metaphors). Table 1 presents the frequencies and examples of these metaphors in all four samples.


Table 1 | Praecox feeling expressed through unconventional metaphors of distance.



Finally, diverse terms belonging to the semantic field of the concept “alien” were also mentioned frequently in all samples. From the total 335 descriptions, and excluding direct references to psychiatric symptomatology (e.g., affect and thought disturbances), the 10 most frequent terms related to alienness are “bizarre” (N = 29, 8.66%), “strange” (N = 27, 8.06%), “odd” (N = 22, 6.57%), “distance” (N = 22, 6.57%), “different” (N = 19, 5.67%), “inadequate” (N = 19, 5.67%), “inappropriate” (N = 14, 4.18%), “unrelated” (N = 12, 3.58%), “detachment” (N = 11, 3.28%), and “unusual” (N = 10, 2.99%).




5 The intercorporeal alienness of the praecox feeling

In this section, we aim to generate a discussion that integrates the findings on the metaphors employed by physicians to describe PF, existing literature on the topic, and the framework of intercorporeality and alienness so far developed.



5.1 Close remoteness: separateness and strangeness

A special kind of correlation between presence and absence arises. Along the paradoxical language of the alien, we propose that the withdrawal at stake in the PF takes the general form of a close remoteness: of a multifaceted distance that appears when getting close to the patient. Contrary to the case of two people in love who, despite physical distance, feel near to each other, in PF, we are dealing with a remoteness in closeness. As one physician succinctly writes, the close remoteness of PF corresponds to a “feeling of strangeness and distance” (#NY 1989: 57). Nothing in the empirical studies on PF indicates that the pervading alienness felt in the interaction anchors to cultural or ethnic alienness. Rather, the patient is commonly experienced by the physician as remote in the sense of someone who is not there, distant, confused, or elsewhere. The patient is physically–spatially there, but not co-present in the intercorporeal space; thus, he appears to be left out or carved out of the continuity of lived space (51, 76). Expressed in Heidegger’s terms: his/her Mitsein (Being-with) is lacking, what remains is only Vorhandensein (Being-present-at-hand) in the physical space (77). Reversing Wim Wenders’ (1993) movie title Faraway, So Close!, here we say: close, yet so far away!

A particular aspect of the alienness that appears in PF is the impression of spatial separateness. Along with Waldenfels’ threefold dimensionality of alien experience, separateness refers to the contrast between interiority and exteriority, which usually corresponds to a contrast of place (59). Yet, the exteriority at stake in PF is not one of a distant place, but a remoteness in closeness. This paradoxical sense of separateness and absence that appears inside one’s proximal spatial region is what the metaphor of an object in-between describes: as if the patient were “behind a glass” or as if there were an “invisible wall” between them. The metaphor of the object in-between thus does not portray the physician or the patient as individuals, but rather, an interactional atmosphere of separateness, i.e., an impression arising from the in-between or the intersphere of intercorporeality.

The intercorporeal sense of separateness impacts the physicians’ experience of the relationship. Several authors have captured PF through interactional impasses, with concepts such as a lack of understandability, reciprocity, and empathy, to name a few (34, 78–80). Without denying that there is an obvious negativity or withdrawal at stake, we think it is better to avoid formulations that suggest a deficit. The withdrawal arises out of the intercorporeal exchange. For this purpose, we suggest “broken identification”: the physician engages in an empathic or attuning intention with the patient, but the attempt backfires. Before Rümke coined the term praecox feeling, Ludwig Binswanger described in 1924 such a broken moment of identification as an “inward rebound” (innerlich zurückprallen):


What we call a lack of rapport can, under certain circumstances, be the only perception I have of a stranger, but it can nevertheless be so ‘striking’ that I, so to speak, rebound inside myself, when the door opens and he enters (…) A schizophrenic patient can be very sympathetic to me as a human being, and yet I always rebound inwardly, I always have the impression that there is a barrier that prevents me from uniting myself deeply with him. [(35), p. 427, own translation]



Binswanger’s description of the separateness and the broken moment of identification adduces the metaphor of the object in-between, “a barrier that prevents me from uniting myself deeply with him.” If one follows Binswanger’s idea of the impossibility of unification, separateness obstructs intercorporeal identification on its high endpoint, which Merleau-Ponty calls mimesis. Feelings of attunement, connectedness, or intimacy seem to be forfeited by the “invisible wall.” Last but not least, Binswanger’s notion of “inward rebound” is particularly intercorporeal since it describes the interplay between the experience of the relation and the changes it involves in the physician’s self-experience. Varga (43) makes a similar point by alluding to Rümke when he says that in PF the investigator “notices something out of the order within himself” [ (34), p. 336]. Intercorporeal resonance is not approaching its nullification, but it is becoming alien.

Another particular aspect of the alienness that appears in PF is the recurrent impression of strangeness. How are we to understand this strangeness? One could think of the strangeness of the foreigner, which points to a cultural or national alienness, also part of Waldenfels’ topographic axis between the interior and the exterior. But this does not seem to be the case. In Waldenfels’ scheme, the referred strangeness rather unfolds on the axis that contrasts the familiar with the strange, the usual with the peculiar, “that which belongs to a different kind, which is uncanny, peculiar, strange, in contrast to the familiar” [(59), p. 72]. Strangeness as the peculiar, uncommon, or weird is the kind of alienness expressed by the metaphor of “other-worldliness”: “Out-of-this-world quality” (#NY 1989: 62), “Not on this planet” (#NY 1989: 228), or even like “A visitor from another planet” (#NY 1989: 46).

Let us draw some contrasts between the two metaphors. Compared to the metaphor of the object in-between, other-worldliness brings a more intense anchorage on the patient. Other-worldliness is a metaphor for the patient. However, it is also a metaphor that only takes that form because the physician locates him/herself in “this” world. In Husserl’s terms, there is a contrast between the “homeworld” (Heimwelt) and the “alien world” (Fremdwelt) at play (81). Like in the object in-between, there is a remoteness, but this time, the chasm or gap is much more radical, namely, the impression that the patient is, so to speak, a stranger in this world. The figure of the alien takes the shape of a science fiction-type alien, an extraterrestrial. This metaphor is connected with non-metaphorical strangeness. Again with Husserl, in its reference to an alien world, experiencing the strange (fremdartig) is itself the experience of a chasm, it is given as “accessibility in genuine inaccessibility, in the mode of incomprehensibility” [(81), p. 631, own translation]. Then, one can observe that whereas the object in-between metaphor represents a break in the high endpoint of intercorporeal identification (mimesis or intertwining), the other-worldliness metaphor expresses a shaking of ground at the low endpoint of identification, namely, the other as basically “someone like me” (pairing). To be sure, other-worldliness is a metaphor, a conditional “as if” that allows him/her to bring what seems ineffable into language. A broken sense of identification is at play, but after all, it is still a perception of the patient as a human being.

It is worth mentioning that the metaphor of other-worldliness echoes one of Rümke’s theses, namely, that through PF one can grasp the patient’s alienation from intersubjectivity outside the clinic. In his words, “the schizophrenic is outside the human community” [(34), p. 336]. However, Varga makes a critical comment on this idea: “From the concrete distorted encounter, one could argue, there is no way of inferring the complete alienation of the patient from the broadest sense of intersubjectivity” [(43), p. 140]. Rümke’s “outside the human community” is excessively strong and potentially derogatory. One should rather take it as a metaphorical expression that conveys the interactive strangeness felt while being close to the patient. This leads to another point. Rümke’s phrase is from 1941, and one of our samples is from 1989—where, for example, 10 out of 14 of the other-worldliness metaphors appear. Time has passed, and we are now much more aware of the derogatory power of linguistic expressions. In this sense, it is important to emphasize that we distance ourselves from any demeaning connotation when employing the concepts of alien or alienness in a phenomenological sense. Waldenfels’ phenomenological concept of the alien is not a pejorative label for others, but a spectrum of experience in which something reveals itself by withdrawing itself. In fact, alienness also concerns oneself. For instance, “my brain,” which realizes a large part of my experience, is nevertheless completely withdrawn from direct experience [see (65), p. 413].




5.2 The sting of the alien: feelings and praecox feeling

Up to this point, and through what we call close remoteness, we have situated the affective quality of PF mostly in the intercorporeal in-between. This is in line with other works on PF. As Varga argues, PF is not a secondary manifestation that appears through the physician’s frustration over the lack of connectedness, but “simply the manifestation of disconnectedness” [(43), p. 140]. Similarly, Moskalewicz and Gozé claim that PF “is not so much an impossibility of affective exchange as its bizarreness” [(30), p. 147]. These are crucial points: intercorporeal alienness is not just a lack of something, but a type of interactional experience that refers to an “incarnated absence” (leibhaftige Abwesenheit) [(63), p. 26].

The arousal of such a sense of absence may be linked with experimental findings on the behavioral correlates of schizophrenia at the level of interpersonal interaction. The mimesis or intertwining of bodies also has a rhythmic, temporal form. The moment-to-moment attunement of speech (e.g., prosody and turn-taking) and non-verbal expressions (e.g., movements and gestures) appearing in daily social interaction, ranging from delayed imitation to zero-lag synchrony, has been operationalized in behavioral terms as interpersonal synchrony or coordination (82–84). A significant impairment of non-verbal synchrony in schizophrenia affects both the patient’s and the interactant’s social behavior (85–92). A study of head movement synchrony showed how non-verbal synchrony varies with symptomatology (89): patients with higher scores on negative symptoms did not imitate their interactant, whereas patients with higher scores on positive symptoms were not imitated by their interactant. Impairments in speech coordination were also found (93, 94). A recent study (94) on turn-taking coordination shows that patients’ speech tends to overlap with the interlocutor more than controls and that negative symptomatology significantly correlates to periods of mutual silence. Finally, regarding emotional contagion (95, 96), which is an integral aspect of the affective dynamics of intercorporeality, a study (97) showed that schizophrenic patients exhibit diminished contagion of the other’s yawning and laughing.

The affective or emotional aspects of PF that relate to the patient and the clinician as bodily subjects are also critical. In his classical article on PF, Rümke (1941/1990) gave special relevance to the role played by the “affective disturbance” of the patient (33, 34). This intuition was empirically confirmed in Grube’s study (38). It was reported that the variable “affective disturbance,” compared to thought, action, and communication disturbances, had the highest impact on the intensity of PF. A grounded-theory-based analysis of the Polish 2019/20 sample (69) shows that the most predominant localization of PF is the patient’s affect or emotion (44%), most often described as emotional coldness (50%) and emotional rigidity and inappropriateness (26.09%). An above-quoted metaphor from the New York 2017 sample depicts quite well how the impression of separateness and noticing the patient’s emotion are correlative: “Experience a flatness, almost like a wall is up between me and the person” (NY 2017 #27). In this way, the intercorporeal atmosphere of separateness is likely to be correlated with the resonance that “flat affect” produces, a long-described negative symptom of schizophrenia (98). The impairments in facial expression of emotion and non-verbal communication during social interaction are well-known features of schizophrenia (99–104). That said, deficits in emotional expression and communication are not the whole story. In the study by Szuła et al. (69), 26% of the psychiatrists also attached a sense of unease to the patient, “A sense that the patient is confused, lost, feeling uncomfortable and anxious, or even threatened” [(69), p. 11, figure 2]. Finally, it is also worth mentioning that 55% of the respondents referred to the patient’s gaze, describing it as absent, blank, evasive, or distracted (69). Anomalies of gaze in schizophrenia patients during social interaction have also been consistently reported in behavioral studies (105–108).

On the side of the physician, PF deserves to be called a feeling also because it is endowed with an affective valence. The PF certainly comes nearer to the second between the classic poles of pleasure and displeasure, implying a pervasive feeling of unease. The experience of PF is indeed not comfortable or indifferent but may rather be anxiety-provoking, confusing, or disturbing (30, 69). Rümke’s late account of what he considers the core of PF also goes in the direction of a pervasive unease, namely, as an “inner insecurity” (innerliche Unsicherheit), and claims that it disappears with the aging of the patients (37, 109). Following Waldenfels, we come to experience the alien with a particular affective profile, as a “sting,” that “not only sets things in motion but also penetrates one’s flesh like the sting of a biting fly” [(110), p. 8, own translation]. Thus, experiencing something as alien does not only impact us, but it invades us, provoking turmoil in our body. Yet, how do we grasp the specific quality of the “sting” affecting the physician? An intricate aspect of this question is that such an unsettling feeling culminates in the diagnostic intuition that the patient suffers from schizophrenia. How does this happen? How does the feeling of close remoteness become the intuition of schizophrenia?

We propose to grasp the unease of close remoteness and the diagnostic intuition involved in the PF by drawing on Mark Fisher’s work on “the eerie” (111). His work on the eerie focuses on fiction in literature and cinema and, to our knowledge, has not been applied to psychopathology. Differences can be expected. The affection of the eerie concerns the unknown or the unknowable, a withdrawal of the alien that defies or even debunks our conceptual frameworks and familiar expectations. For Fisher, the tension between presence and absence is at its core. The eerie appears either as a failure of presence, i.e., “nothing is present when there should be something,” or as a failure of absence, i.e., “something is present when there should be nothing” [(111), p. 61). Fisher claims that the eerie involves a particular moment of suspense, curiosity, and speculation, where the central enigma concerns the unknown agency that should not be absent or present. Faced with the rocks of Stonehenge or Easter Island, there is a failure of presence; someone is missing, and we ask ourselves what kind of being could have crafted them. Hearing the cry of a bird can trigger an eerie failure of absence; we feel that there is an emotional intention at work that goes beyond mere reflex. Speculation becomes inevitable.

In the encounter with the patient, our expectations of how a social interaction flows are not met. At first glance, the PF is eerie in the sense of a failure of presence. In PF, the physician senses an “incarnated absence” that manifests as a broken interbodily identification, a lack of affective and kinetic attunement between him/her and the patient: “An eery feeling that the person is not in contact [ … ] Prefers or is unable not to live in a dream” (#NY 1989: 233). This eerie failure of social co-presence is not far from the classical notion of PF as a failure of empathy. However, when one takes the object in-between and other-worldliness metaphors of PF into account, what is brought into concrete imagery is a failure of absence: there is a wall between us, an alien world infiltrates the homeworld, something else is present where there should be nothing. Without paying attention to the metaphors of PF, this critical reference to the failure of absence may remain unnoticed. The close remoteness of PF resists a binary interpretation of the eerie, resulting in a hyperbolic eeriness where the expected is absent, and the alien layers itself over this void. Along with this remarkable eeriness, it is understandable that the unease of PF becomes extreme. As one physician wrote: “The person awakens an ‘uncanny’ feeling in me, along with a feeling of separateness, ‘weirdness’, otherness, and an uncomfortable constant anxiety” (#NY 1989: 16).

The unsettling eeriness of PF, however, does not freeze cognition but rather awakens speculation about the unknown agency pervading interaction, a tension that ends in the assertion that schizophrenia is such an agency. For an experienced clinician, a lengthy explicit process of speculation might not be required—which as one of us argued, might result in an intuitive typification (1). The interbodily encounter with schizophrenia is not wholly unfamiliar or unknown, it resembles past bodily interactions, so the clinician’s body memory (112) is a source of intuitive knowledge that resolves the suspense of PF with the schizophrenia diagnosis more quickly than a young trainee would be able to. Therefore, the PF as a “gut” diagnosis is not simply a feature of the actual intercorporeality but a cognition that is driven by the felt eeriness of the encounter and mediated by the physician’s embodied memory.





6 Clinical implications and future research on the praecox feeling

The foregoing analysis has several relevant clinical implications and opens venues for future research on PF, which we present below.



6.1 Clinical implications



6.1.1 Intercorporeality and diagnosis

The physician’s intercorporeal experience is a crucial source of information about what is going on in the clinical encounter and the patient. Understanding PF as an intercorporeal alienness with the specific structure of “close remoteness” may theoretically enhance early schizophrenia diagnosis. Furthermore, although we have focused on PF and schizophrenia, a thorough analysis of intercorporeality in the clinic (totally neglected by the operationalized turn in psychiatric diagnostics) suggests the notion of intercorporeal diagnosis (52). For example, the ACSE tool (23, 113–115) has made crucial advances in this direction, investigating the experiential-affective features (i.e., tension, attunement, engagement, disconfirmation, and impotence) of the encounters with patients suffering not only from schizophrenia but also from mood and personality disorders, with their corresponding overall profiles.




6.1.2 The alien as a psychopathological subject

The alien has been largely neglected as a theme of psychopathology. Adjectives like detached, disconnected, alienated, different, awkward, or strange are axiomatically taken as the downside of normality, mixed, and controversial and, therefore, scarcely thematized as such. The alien, however, is not a derogatory term in any sense, but a large and nuanced spectrum of phenomena that is constantly in dialogue with the sphere of oneself. As such, it is an essential component of the encounter with mental illness that second-person approaches to psychopathology (29, 114, 116–118) may progressively pin down and integrate also beyond schizophrenia. Developing mixed-methods research tools on intersubjective experience, like ACSE, is well-suited for this enterprise.




6.1.3 Psychotherapy of schizophrenia

The present phenomenology of PF has implications for psychotherapy. Gozé (60) argued that the “bizarreness of contact” with schizophrenia, an intercorporeal alienness that is not the full-fledged PF, is also experienced by laymen. With this parallel in mind, therapists can develop more effective interventions regarding the patient’s struggles with intersubjectivity (79). An example would be to analyze the dynamics between the patient’s self-initiated social avoidance or withdrawal and the external avoidance or rejection they face due to intercorporeal alienness. Another suggestion is to enact containing bodily responses when alienness escalates during the session, allowing the emergence of “corrective relational experiences” through the interbodily dimension of the therapeutic relationship (52).




6.1.4 Clinical training

None of the above clinical implications of our account of PF can be successfully integrated into clinical practice without education in its phenomenology (70). Concretely, the development of training programs for clinicians that include education on phenomenological features of the clinical encounter (such as intercorporeality and the nuances in the experience of the alien, such as difference, broken identification, distance, strangeness, and the eerie) is critical for the effective recognition of PF and its use in diagnostic and therapeutic contexts.





6.2 Future research on the praecox feeling



6.2.1 Methodological improvements

First, a limitation of the studies we draw upon in our metaphor analysis is that they are based on a questionnaire (68) with just one open question about how PF is experienced. From the perspective of phenomenological research, it would be desirable to conduct microphenomenological interviews (119) on PF, which would allow for an in-depth exploration of its subjective experience. Second, all existent empirical studies on PF are based on reports given by physicians, and therefore, any comparisons with other non-medical professionals (such as therapists) or laymen are not possible. Although Gozé (60) suggests a parallelism between physicians and laymen regarding the bizarreness of contact, this comparison cannot be drawn precisely. Third, even if the construct of close remoteness becomes gradually vindicated, the inaugural diagnostic intricacy of PF remains: one thing is to say that there is such a thing as an experiential profile of PF, and another is that such a constellation of feelings is a reliable suggestion of the diagnosis of schizophrenia. Future studies on this topic could employ mixed methods that combine qualitative phenomenological interviews with experimental methods that measure the reliability and specificity of PF across diverse populations and contexts. With these tools in hand, the actual validity of the PF as a diagnostic tool could be assessed.




6.2.2 The other side: the experience of the patient

There is not only one side of intercorporeality. We have shown that a critical component of PF is related to the patient’s expressions, but the patient’s experience of facing the physician remains highly understudied. The issue of experience is especially relevant since patients with schizophrenia show an incongruence between affective expression and experience: “I am hard as ice and yet so full of feeling that I am almost sentimental” [quoted in (120), p. 130)]. A predominant feeling that intrudes social interactions is their anxiety of “being other” (Anderssein) (61, 121–123) of being radically different and apart: “They are in one world, and I am in another” [(123) p. 1408]. In this vein, Sass and Feyaerts claim that the patient’s anxiety about being other “is the inner complement of the praecox-feeling” [(61), p. 479]. These suggestions certainly lead in an interesting direction, matching what we have described on the physician’s side. However, the specific “inner complement” of PF must be studied as a topic of its own, inquiring about the concrete otherness of the physician in the clinical setting, which may mismatch with PF. Qualitative phenomenological studies on the “other side” of PF can provide critical information about how patients respond to the clinician’s bodily expressions and intuitive assessments and their impact on the therapeutic relationship.






7 Conclusion

We proposed to address two sets of questions that remain highly untouched regarding praecox feeling from a phenomenological perspective. On the one hand, we aimed to make theoretical sense of the arousal of an elusive and peculiar emotion such as PF in the clinical encounter. When one observes that the clinical encounter has an intercorporeal dimension, an affective interplay between the dynamics of pre-reflective identification, differentiation, and alienness becomes plausible—especially, when one takes alien experience to be something bearing a concrete, though paradoxical, experiential form. On the other hand, we explored the “feel” of PF and aimed to delineate some of its features. The original empirical analysis we performed grasped the two most frequent metaphors employed by physicians to describe PF: “object in-between,” a metaphor for separateness, and “other-worldliness,” a metaphor for strangeness. These two metaphors illuminate the subjective experience of PF, enabling us to show central and seemingly ineffable aspects of PF in concrete imagery, features that until now were only vaguely formulated in previous research.

Along these metaphors and the phenomenological concept of intercorporeal alienness, PF does not lend itself to purely negative formulations: it is not a mere lack of empathy or understanding, but the experience of a multifaceted and unsettling remoteness that appears by getting close to the patient. Some basic components specific to this close remoteness that we propose are 1) a sense of separateness and strangeness, 2) a broken sense of identification, and 3) an eerie feeling that accompanies the intuition of schizophrenia. The phenomenology of PF as intercorporeal alienness has clinical implications on diagnosis, psychopathology, psychotherapy, and clinical training. Last but not least, our current knowledge of this experiential phenomenon has some methodological shortcomings and so far lacks a proper thematization of the patient’s side. The quest to reach a comprehensive understanding of PF is far from ending.
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