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Delusions and hallucinations present a challenge to traditional epistemology by allowing two people’s experiences of 
the world to be vastly different to each other. Traditional objective realism assumes that there is a mind-independent 
objective world of which people gain knowledge through experience. However, each person only has direct access to 
his or her own subjective experience of the world, and so neither can be certain that his or her experience represents 
an objective world more accurately than the other’s. This essay proposes an intersubjective account of psychosis, 
which avoids this sceptical attack on objective certainty by considering reality not at the level of an objective mind-
independent world, but at the level of peoples’ shared experiences. This intersubjective hypothesis is developed 
further, with reference to Husserl’s concept of multiple lifeworlds, into a relativistic account. The implication on the 
social role of psychiatry is also explored.
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INTRODUCTION
The only general characteristic of insanity is the loss 
of a sense of ideas that are common to all (sensus 
communis), and its replacement with a sense of ideas 
peculiar to ourselves (sensus privatus). (Kant 1798, 
Ed.1978, p.177)

Psychiatrists frequently encounter people 
whose experiences and beliefs are dramatically 
incongruent with their own. Perhaps the most 
vivid example is that of the patient with fl orid 
psychosis. In the usual state of affairs, it is the 
patient who is considered by the psychiatrist to 
have incorrectly represented reality. The patient’s 
experiences are judged as being hallucinations, 
and his or her beliefs are judged as being delu-
sions. However, this begs the question: How can 
the psychiatrist be sure that it is the patient, and 
not he or she, who has misrepresented reality?

This question may sound extravagant, but it 
is a serious one. The psychiatrist and the patient 
have different experiences. However, as subjec-
tive beings, each has access only to his or her 
own subjective world. Neither therefore appears 
to have access to an external criterion to judge 
which one of their representations of reality, if 
either, is accurate. This frightening scenario is 
portrayed in the 1920 Robert Wiene fi lm, The 
Cabinet of Dr Caligari. Set in a psychiatric 

asylum, the fi lm depicts the experiences of the 
protagonist, Francis, and a doctor in the asylum. 
In Francis’ world, the doctor is deemed insane 
and is committed to his own asylum by the other 
doctors. However, in the doctor’s world, it is 
Francis who is insane and is being treated in the 
asylum by the doctors. Although viewers may 
have an inclination to side with the doctor, they 
will struggle to fi nd justifi cation for why they do 
so, and the fi lm remains chillingly ambiguous 
about whose world is being endorsed.

This highlights a problem with assuming ob-
jective realism in psychiatry. By objective real-
ism, I am referring the view that there is a mind-
independent objective reality, which we come to 
know through sense experience. The psychiatrist 
and the patient each assume that his or her ex-
perience is the correct representation of this ob-
jective reality, and that the other’s is incorrect. 
However, as noted above, each has direct access 
only to his or her own subjective world. Neither 
have the privilege of appealing to noumena out-
side of his or her experience to falsify the other’s 
experience. The psychiatrist therefore cannot 
exclude the possibility that he or she is being 
deceived by Descartes’ demon, and that the pa-
tient’s representation of reality is actually correct 
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(Descartes, 1647).
The best the psychiatrist can do is to appeal to 

the experiences of others. By this, I am referring 
not only to reports that are immediately relevant 
to the patient’s case, but also to the psychiatrist’s 
broader framework of testimonial beliefs, such 
as beliefs about history, scientifi c possibility, and 
social acceptability. The psychiatrist can then 
feel reassured that it is his or her own experienc-
es, and not the patient’s, that are congruent with 
those of others. However, as long as the psychia-
trist assumes objective realism, not even this ap-
peal to the experiences of others can guarantee 
him or her complete ontological security. Firstly, 
this is no more than an elaborate argumentum ad 
populum, and still allows for the possibility that 
the patient’s subjective experience correctly rep-
resents the world, while everyone else is suffer-
ing from a highly sophisticated folie à plusieurs. 
Secondly, the testimonial reports of others may 
be different in the experiences of the psychiatrist 
and the patient. Agreement with others therefore 
does not confer objective certainty.

Nevertheless, this does not necessarily com-
mit one to scepticism in extremis. Rather, it ex-
poses the inherent diffi culties with defending a 
position which sets the bar for facts at a mind-
independent objective level. The other extreme 
is to assume subjective idealism and set this 
bar at the level of subjective experience. This 
is hardly more satisfactory, for it suggests that 
each person is isolated in his or her own subjec-
tive reality with no possibility of interacting with 
others. According to this position, it is only mere 
coincidence that people have experiences which 
are congruent with each other, and so genuinely 
shared knowledge is not possible. In this essay, 
I endorse a more modest position which consid-
ers reality at an intersubjective level. The psy-
chiatrist may not be able to appeal to the nature 
of noumena outside of his or her own subjective 
experience, but he or she can, as noted earlier, 
appeal to the reported experiences of others. 
While this does not give the psychiatrist justi-
fi cation for assuming that his or her own expe-
rience represents an objective reality any more 
accurately than the patient’s, it does allow him 
or her to show that his or her own experience is 
more in line with the experiences of others in the 

community than is the patient’s. My main thesis 
is that psychotic experiences are not pathologi-
cal in virtue of their objective truth value, but in 
virtue of their departure from the intersubjective 
norms of the home community.

The position I endorse draws on the work of 
Edmund Husserl, who placed intersubjectivity 
at the centre of transcendental philosophy. After 
giving a brief historical overview of Husserl’s 
intersubjective philosophy and its later applica-
tion by others to psychopathology, I shall argue 
further for an intersubjective account of psy-
chotic experiences by exploring the nature of 
delusional beliefs. I then refer to Husserl’s idea 
of home and foreign lifeworlds to deviate from 
prevailing intersubjective accounts of psychotic 
experience and to develop a more relativistic ac-
count. Finally, I propose that an intersubjective 
account of psychosis emphasises the social di-
mension of psychiatry, and supports a recovery-
based ideology with the primary focus not on 
the silencing of symptoms, but on the person’s 
ability to function safely and meaningfully in an 
intersubjective world.

INTERSUBJECTIVITY AND 
TRANSCENDENTAL PHILOSOPHY

Western philosophy in the 17th and 18th cen-
turies was concerned largely with sources of 
knowledge. Rationalists such as Descartes and 
Leibniz argued that one acquires knowledge 
through reason, whereas empiricists such as 
Locke, Berkeley, and Hume argued that one ac-
quires it through experience. This culminated in 
the work of Kant, whose transcendental ideal-
ism can be considered to be a powerful synthesis 
of rationalism and empiricism. A major problem 
with these philosophical programs was that they 
all focused on the experiencing subject as a sin-
gle point of view looking out on the world, and 
so they had diffi culty accounting for the subject 
as part of a social world or community of sub-
jects. While much was said about the internal 
workings of the Cartesian res cogitans or the 
Kantian transcendental ego, little was said about 
the subject’s experience of and relation to other 
subjects.

Husserl’s response to this problem was to 
emphasise the inherent intersubjective nature of 
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experience. In the fi fth of his Cartesian Medita-
tions, he observes that he not only experiences 
others as objects in the world, but also as sub-
jects experiencing the world:

Thus peculiarly involved with animate organisms, as 
“psychophysical” Objects, they are “in” the world. 
On the other hand, I experience them at the same 
time as subjects for this world, as experiencing it (this 
same world that I experience) and, in so doing, expe-
riencing me too, even as I experience the world and 
others in it. (Husserl, 1931, Ed. 1960, p.91)

Furthermore, he notes that objects in the world 
are not experienced as being private, but as be-
ing public:

In any case then, within myself, within the limits of 
my transcendentally reduced pure conscious life, I 
experience the world (including others) and, accord-
ing to its experiential sense, not as (so to speak) my 
private synthetic formation but as other than mine 
alone [mir fremde], as an intersubjective world, actu-
ally there for everyone, accessible in respect of its 
Objects to everyone. (Husserl, 1931, Ed. 1960, p.91)

In essence, Husserl is providing a refutation of 
solipsism by acknowledging the existence of 
other experiencing subjects and the ability of 
objects to be experienced by others. However, 
he goes even further than this, and proposes that 
it is the intersubjective experienceability of ob-
jects that constitute their transcendence. There-
fore, what we consider to be objective reality is 
in fact an intersubjectively valid world. It is by 
acknowledging reality as being fundamentally 
intersubjective that Husserl achieved what has 
been described as the “intersubjective transfor-
mation of transcendental philosophy” (Zahavi, 
1996).

Other philosophers after Husserl recognised 
the importance of intersubjectivity. For example, 
in the fi eld of analytic philosophy, the later Witt-
genstein suggested that a person’s activity can 
only be understood in the context of his or her 
background of social practices and norms (Witt-
genstein, 1953). In the fi eld of phenomenology, 
among the most infl uential philosophers who re-
framed intersubjectivity was Martin Heidegger, 
whose concept of Dasein, in contrast to the iso-
lated ego of Descartes, emphasised the funda-
mentality of others to one’s being (Heidegger, 
1927). While Husserl looks outward from his 
own self to the selves of others, Heidegger ac-

knowledged the intrinsic social nature of reality 
from the outset. Because one’s coexistence with 
others is so primordial, Husserl’s question about 
how one can make contact with others becomes 
unnecessary (Thompson, 2005).

In more recent years, intersubjectivity has 
been applied to the study of psychopathology. 
R. D. Laing highlighted the powerful ways in 
which one’s experience can be infl uenced by 
others, and suggested that psychosis is one’s 
reaction to this unhealthy enmeshment (Laing, 
1960). In contrast, others have claimed that psy-
chosis involves a breakdown of intersubjectiv-
ity, in which the patient suffering from psychosis 
struggles to maintain normal connections with 
other people and becomes withdrawn into his 
or her own isolated world (Parnas, 2011; Rulf, 
2003; Sass, 1994; Stanghellini, 2001).

However, despite this infl uence of intersub-
jectivity, objective realism has continued to be 
assumed as the dominant metaphysical para-
digm in psychiatry, and the psychotic experi-
ences of the patient with schizophrenia are con-
sidered to involve abnormal representations of 
objective reality. This is particularly evident in 
diagnostic manuals and assessment tools. For 
example, the Diagnostic and Statistical Manual 
of Mental Disorders, Fourth Edition, considers a 
delusion to be a “false belief based on incorrect 
inference about external reality” (American Psy-
chiatric Association, 1994, p.821). Similarly, the 
Schedules for Clinical Assessment in Neuropsy-
chiatry refers to hallucinations as “false percep-
tions” (World Health Organisation, 1998). Even 
authors whose phenomenological accounts of 
psychosis have been inspired by intersubjec-
tive philosophy appear to assume an underlying 
metaphysical framework of objective realism. 
Louis Sass, for example, refers to the patient 
with schizophrenia losing contact with the real 
world (Sass, 1994). In the following paragraphs, 
I argue against the objective realist assumption 
that delusions are false beliefs about objective 
reality, and instead support an account based on 
intersubjective acceptability.

DELUSIONS AND TRUTH
The Diagnostic and Statistical Manual of 

Mental Disorders, Fourth Edition, suggests the 
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following defi nition of a delusion:
A false belief based on incorrect inference about ex-
ternal reality that is fi rmly sustained despite what al-
most everyone else believes and despite what consti-
tutes incontrovertible and obvious proof or evidence 
to the contrary. (American Psychiatric Association, 
1994, p.821)

Although the above characteristics have been 
criticised, the attitude that delusions are fi xed 
false beliefs remains popular in psychiatry. With 
the help of the following series of cases, I argue 
that falsity is neither a necessary nor suffi cient 
criterion for a belief to be delusional, and pro-
pose that an account based on intersubjective 
values is required. My hypothesis is that the de-
lusionality of a belief does not depend on its va-
lidity with respect to the nature of an objective 
reality, but on its concordance with intersubjec-
tive norms.

CASE 1
A 33-year-old man with a diagnosis of paranoid 
schizophrenia is admitted to hospital under Section 
3 of the Mental Health Act. He claims that he is Ste-
phen Hawking. He refuses to believe that I am a doc-
tor, and instead claims that I am a police offi cer. He 
announces that the world will be destroyed by a fi re 
on the following day.

Of course, many delusions are false, as this case 
illustrates. The patient’s beliefs are beliefs about 
the world shared by others, and can be refuted 
with reference to facts in this shared world: I 
know, and others know, that the patient is not 
Stephen Hawking, but that Stephen Hawking 
is a famous cosmologist from Cambridge; I 
know, and others know, that I am not a police 
offi cer and have never undergone police train-
ing; I know, and others know, that the world was 
not destroyed by a fi re on the day announced 
by the patient. The patient’s beliefs in this case 
are false, but note that their falsity is not judged 
with respect to an extrasensory objective world, 
but with respect to the intersubjective world as 
shared by others.

CASE 2
A 70-year-old man with a history of vascular de-
mentia and heavy alcohol use is admitted to hospital 
under Section 2 of the Mental Health Act after hav-
ing been aggressive towards his wife. Four months 
ago, he developed the belief that his wife is being 
unfaithful, and since then has been going to extremes 
to monitor her activities. Although he is entirely con-
vinced of his wife’s infi delity, he has failed to provide 

any evidence to support this conviction. However, 
despite his lack of evidence, it turns out that in the 
past month, his wife has become exasperated with 
her husband’s behaviour, and has commenced an af-
fair with a man from her swimming class.

This classic case of the Othello syndrome is 
commonly cited as an example of a delusional 
belief which is true (Jaspers, 1913; Sims, 2010). 
The example is used to show that a belief’s delu-
sionality does not depend on its truth value, but 
on the patient’s grounds for holding the belief: 
“The delusion does not cease to be a delusion 
although the spouse of the patient is in fact un-
faithful—sometimes only as the result of the de-
lusion” (Jaspers, 1913, Ed.1963, p.106). In this 
case, the patient’s belief in his wife’s infi delity 
is true, but he has no justifi catory evidence for 
this belief.

CASE 3
A 51-year-old lady is admitted to hospital under Sec-
tion 2 of the Mental Health Act with a manic episode. 
She repeatedly expresses the belief that there is an 
angel who wants her to be a messenger and to rescue 
the world. She states that only she is able to sense and 
communicate with the angel.

This case provides examples of delusional be-
liefs which are unfalsifi able. The existence of 
this angel is not something which can empiri-
cally be disproved by others, and so the belief 
cannot be said to be false. Many non-delusional 
spiritual and cultural beliefs also have unfalsi-
fi able content, such as the belief in deities (Al-
cock, 1992).

CASE 4
A 48-year-old university researcher attends the psy-
chiatry outpatient clinic with a moderate depressive 
episode. She tells the psychiatrist about recent stress 
at work. She had been working on a particular sci-
entifi c hypothesis for a number of years, and until 
recently her laboratory had gathered a reasonable 
amount of experimental results which appeared to 
support the hypothesis. However, researchers from 
a competing laboratory have recently found results 
which have discredited the hypothesis. Despite this, 
she continues to defend her hypothesis, and to design 
experiments with the hope of fi nding data to explain 
the anomalies. 

This case illustrates an example of a false belief 
about external reality that is fi rmly sustained de-
spite what almost everyone else believes. How-
ever, this belief is not necessarily delusional. As 
noted by Thomas Kuhn in The Structure of Sci-
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entifi c Revolutions, a scientist’s trust in a theory 
can be remarkably tenacious in spite of the body 
of evidence against it, and, furthermore, this te-
nacity is important for a theory to be adequately 
developed and tested (Kuhn, 1962).

A belief’s delusionality, then, does not depend 
on its truth value. As the above examples show, 
delusional beliefs are not necessarily false, but, 
like all beliefs, can be false, true, or unfalsifi -
able. What instead appears to constitute delu-
sionality is the nature of the patient’s justifi ca-
tion for the belief. As noted by Andrew Sims: “A 
delusion is held on delusional grounds” (Sims, 
2010, p.257). In Case 2, the patient’s belief in 
his wife’s infi delity is true, but he has no rational 
justifi catory evidence to support his belief. By 
contrast, in Case 4, the patient’s reluctance to let 
go of her belief in her discredited hypothesis ap-
pears more justifi ed: the hypothesis has the em-
pirical support from years of research and she 
can design further experiments which attempt to 
rescue it. It is therefore rationality of justifi ca-
tion which is the mark of a non-delusional be-
lief. I argue that this rationality is not necessarily 
truth-conducive, but is based heavily on inter-
subjective norms and customs.

According to the Diagnostic and Statisti-
cal Manual of Mental Disorders, Fourth Edi-
tion, a delusion is “based on incorrect infer-
ence” (American Psychiatric Association, 1994, 
p.821). However, it does not make clear what 
constitutes an “incorrect inference”. Indeed, we 
consider some methods of reasoning to gener-
ally be more rational than others. For example, 
“I believe I am a man, because I am male, adult, 
and belong to the species Homo sapiens” is more 
acceptable reasoning than “I believe I am a man, 
because it is a Tuesday”.

Common assumptions of the rationality of our 
inferential practices have frequently come under 
philosophical attack. For example, Hume’s great 
sceptical argument showed that there can be no 
justifi cation for induction that is not circular, 
because all attempts at justifi cation rely on the 
use of the inductive method itself. Regardless of 
this, our reliance on induction is ubiquitous, and 
Hume’s explanation for this is that we are simply 
accustomed to using it, suggesting that it is mere 
convention that leads us to conclude that our 

inductive practices are justifi ed (Hume, 1748). 
Therefore, the patient in Case 1, who through a 
failure to use inductive reasoning believes that 
the world will be destroyed by a fi re the follow-
ing day, could be considered irrational because 
of a failure to maintain convention.

Another problem of induction and justifi ca-
tion was highlighted by Carl Hempel in 1945. 
He demonstrated the problem by considering 
the hypothesis: “All ravens are black”. Typi-
cally, this hypothesis would be supported by ob-
serving a specifi c instance of the general class, 
which would be a black raven. However, Hem-
pel shrewdly points out that the hypothesis “All 
ravens are black” is logically equivalent to “Ev-
erything that is not black is not a raven”. This 
opens up what is logically permitted to consti-
tute supporting evidence for the hypothesis: a 
specifi c instance of the general class can be any-
thing that is not black and not a raven, such as 
a white piece of paper (Hempel, 1945). If this 
equivalence condition is applied to the patient’s 
delusional belief in Case 2, the hypothesis “My 
wife is being unfaithful” is logically equivalent 
to “What is not being unfaithful is not my wife”. 
The patient’s supporting evidence for this hy-
pothesis could then be anyone or anything who 
is not unfaithful and who is not his wife, such 
as a member of the nursing staff, his daughter, 
or even his pet dog. Although this is counter-
intuitive, according to Hempel it is as logically 
sound as supporting the hypothesis “All ravens 
are black” with an observed instance of a black 
raven.

The third critique of our inferential practices 
I shall consider relates to the process of scien-
tifi c theory selection. In The Scientifi c Image, 
Bas van Fraassen observes that scientists fre-
quently appeal to superempirical virtues, such 
as simplicity, to select one theory over another 
(van Fraassen, 1980). Because such virtues are 
not entailed by the empirical data, there is no 
evidence that they are truth-conducive. In fact, 
to assume that they are truth-conducive would 
make the process of theory selection circular: a 
theory is selected to explain what the world is 
like, but our reasons for selecting the theory as-
sume that we already know what the world is 
like. Rather, such empirical virtues are virtuous 
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because of their pragmatic and aesthetic quali-
ties: simple theories may not be more truthful, 
but are more convenient and more elegant. Let 
us reconsider the patient in Case 3, who believes 
there is an angel with whom only she can com-
municate. Such a belief is empirically unfalsifi -
able, and so one cannot dispute its truth by ap-
pealing to disconfi rmatory evidence. Rather, the 
belief can be considered extravagant because it 
does not adhere to the pragmatic considerations 
of Ockham’s razor.

These considerations suggest that the inferen-
tial practices which we consider to be rational are 
not grounded in objective truth-conduciveness, 
but are rely heavily on intersubjective customs. 
This is not to suggest that all of our inferences 
are fundamentally irrational: I concede that some 
inferences are more rational than others, and that 
irrationality is a useful criterion for recognizing 
delusions. Rather, it is to suggest, in line with 
Husserl, that intersubjective conventions de-
termine what is normal or rational. Therefore, 
the norms acknowledged by the intersubjective 
community are the best criteria of rationality 
we have. This does not call for the revision of 
our inferential practices, but acknowledgment 
of the pragmatic nature of knowledge. Rational 
inferences may not provide one with access to a 
mind-independent objective world, but do help 
one to fi nd one’s way around a world which is 
constituted by the conceptual activities of others.

TOWARDS AN INTERSUBJECTIVE 
ACCOUNT OF PSYCHOSIS

I have argued in the preceding paragraphs that 
the delusionality of a belief does not depend on 
its truth value but on whether it is based on an 
irrational inference, and furthermore that the ir-
rationality of an inference does not depend on 
truth-conduciveness but on its deviation from 
intersubjective convention. This supports an in-
tersubjective account of psychosis, which con-
siders the psychotic experiences of the patient 
with schizophrenia not to involve misrepre-
sentations of objective reality, but to involve a 
departure from the intersubjective norms of the 
community. The pathologicality of experiences 
and beliefs can therefore be determined without 
making assumptions about the nature of a mind-

independent objective reality.
An advantage of this intersubjective account 

is that it evades the Cartesian sceptical dilemma 
presented at the beginning of this essay. Because 
the pathologicality of an experience can be de-
termined without making metaphysical assump-
tions about objective reality, the psychiatrist 
need not worry about the possibility that he or 
she is deluded and that it is actually the patient 
who has correctly represented reality. Instead, 
the psychiatrist can determine the irregularity of 
the patient’s experiences in relation to the shared 
experiences of the intersubjective community, 
and judge the experiences as pathological on the 
basis of this irregularity.

My discussion so far has laid emphasis on de-
lusions, but the same principles can be applied 
to hallucinations. Traditionally, it has been sug-
gested that a hallucination is a perception with-
out an object (Esquirol, 1838). However, I ar-
gue that this is backward epistemology as long 
as objective realism is assumed: one does not 
begin with knowledge of a mind-independent 
reality outside experience and then use this ex-
trasensory knowledge to justify or disconfi rm 
experience, but begins with experience and then 
builds a conception of reality from this. Under 
the intersubjective framework being advocated, 
one’s perception is hallucinatory if it is not also 
perceived by others in the intersubjective com-
munity, and if it is incongruent with intersub-
jectively conceived notions of what constitutes 
normal experience. For example, a patient’s 
vivid experience of alien abduction is likely to 
be judged as hallucinatory in an intersubjective 
community who do not consider such a phe-
nomenon to be normal. Therefore, as with de-
lusional beliefs, the psychiatrist can judge a pa-
tient’s perception as hallucinatory in virtue of its 
deviation from intersubjective norms, without 
reference to metaphysical assumptions about 
the nature of objective reality.

As I had noted earlier, most contemporary 
intersubjective accounts of the phenomenology 
of schizophrenia have suggested that psycho-
sis involves a breakdown of intersubjectivity. 
Rulf, for example, argues that detachment from 
others is a key feature of schizophrenia (Rulf, 
2003), whereas Sass, in his book The Paradoxes 
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of Delusion, suggests an interesting hypothesis 
that the patient with schizophrenia develops an 
alternative and very private view of reality (Sass, 
1994). The common theme of these accounts is 
that the patient with schizophrenia fails to con-
nect with the shared world of the intersubjective 
community, and becomes isolated in his or her 
own private psychotic world.

I put forward two problems with this hypothe-
sis. The fi rst problem is that the idea of the patient 
with psychosis living in a private world fails to 
account for the phenomenon of shared psycho-
sis. Since the syndrome was fi rst described by 
Baillarger in 1860, cases of folie à deux, folie à 
famille, and folie à plusieurs have been well es-
tablished in the literature (Enoch and Ball, 2001; 
Sacks, 1988; Wehmeier et al., 2003). As noted 
by Christoph Hoerl, Karl Jaspers was aware of 
the dilemma presented by the phenomenon of 
shared psychosis (Hoerl, 2001). The fact that 
two or more people can share the same psychotic 
experiences suggests that they are not living in 
private isolated worlds, but in their own inter-
subjective community, within which they can 
communicate meaningfully with each other.

The second problem with the idea of psycho-
sis involving a failure of intersubjectivity is that 
it does not account for the ways in which patients 
with schizophrenia can interact with their hal-
lucinatory characters. Patients have frequently 
been observed to respond to their hallucinations 
as personalities, often holding conversations and 
laughing with them (Jimenez et al., 1996; Ko-
bayashi et al., 2004). In such a case, it appears 
that the patient with psychosis is not so much 
isolated in his or her own private world, but is 
stuck in an intersubjective world with his or her 
hallucinatory characters. This may sound like an 
outlandish idea, but it deserves to be taken se-
riously. As argued by Husserl and later by his 
student Edith Stein, the experience of empathy, 
or Einfühlung, is how others are established as 
being experiencing subjects, and is what leads 
to the constitution of a shared intersubjective 
reality (Husserl, 1912; Stein, 1917). Just as one 
experiences other people as subjects, the patient 
with schizophrenia experiences his or her hallu-
cinatory characters as subjects experiencing him 
or her, thus forging intersubjective relationships 

with them. The natural reaction to this idea is 
to claim that other people are real whereas hal-
lucinations are not, but this claim is based on 
the kind of unjustifi ed assumption that led us to 
the sceptical scenario presented at the beginning 
of this essay. Even at a logical level, subjective 
experience is not logically supervenient on the 
physical (Chalmers, 1996), and so there is no 
logical contradiction in the patient’s experience 
that there is a consciousness associated with 
such a hallucinatory character.

The above considerations suggest that the 
distortion in intersubjectivity associated with 
psychosis does not necessarily result in the pa-
tient becoming marooned in an isolated world. 
Rather, the patient becomes part of an intersub-
jective world different from that shared by the 
non-psychotic community. This can be better 
understood by considering Husserl’s concept of 
the lifeworld. Essentially, the term refers to the 
intersubjective reality that is shared and lived by 
a community of subjects. It is not only generated 
and infl uenced intersubjectively by the experi-
ences and activities of the community, but in turn 
shapes the way that members of the community 
structure their experiences and activities. Hence, 
it is not a static and independent structure, but 
a dynamic system that is lived (Husserl, 1936).

One of the challenges to Husserl’s hypothesis 
that reality is intersubjectively constituted is the 
problem of disagreement between experiencing 
subjects (Zahavi, 1996). Husserl overcomes this 
fi rstly by arguing that only the experiences of 
normal members of the community are consid-
ered relevant for the constitution of reality. This 
concept of normality is itself constituted inter-
subjectively by the set of cultural and historical 
norms of the community. Hence, the delusional 
beliefs of the patient with schizophrenia are un-
likely to pose a challenge to the worldview of the 
non-psychotic community. Secondly, as noted 
by Zahavi, Husserl acknowledges that there is 
not only one lifeworld, but many:

“... we speak of normality when it concerns our own 
homeworld, whereas anormality is attributed to the 
foreigner, which, however, if certain conditions are 
fulfi lled can be apprehended as a member of a foreign 
community”. (Zahavi, 1996)

Therefore, subjects from a community with dif-
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ferent experiences and beliefs to those of one’s 
home community can be understood as living 
and interacting in their own lifeworld, with its 
own norms and conventions. This lifeworld is 
considered foreign to those outside it, but home 
to those within it. 

This relativistic reading of Husserl has been 
popular among transcultural philosophers. For 
example, Zhang Rulun analyzes the diffi culty 
of intercultural exchange in terms of the incom-
mensurability of different lifeworlds:

However, the lifeworld is not merely a sensible 
world, but a full-fl edged cultural-historical world. It 
contains all the sedimentation of past cultural-histori-
cal and ideal activities, and hence varies more or less 
dramatically from one culture and period to another. 
For this reason, there cannot be a common lifeworld, 
but plural and different lifeworlds, each intentionally 
referenced (“relativized”) to a special intersubjec-
tive community as the group for which this world is 
“there”. (Rulun, 1999, p.328)

Like Kuhn’s scientifi c paradigms, Rulun propos-
es that the lifeworlds of different cultures have 
different histories, concepts, and standards of 
normality, thus resulting in a likely incongruity 
between the core beliefs of a person from one 
culture and those of a person from another.

I suggest that the same principle can be ap-
plied to the incongruity between the experiences 
of patients with psychosis and those of the non-
psychotic community. As discussed above, the 
psychosis involves a change in intersubjectiv-
ity in which the patient withdraws from a home 
community and becomes part of a community 
constituted by his or her hallucinatory characters 
or by other people who share the psychosis. The 
experiences and beliefs of the patient are so un-
familiar to those without psychosis, that they are 
effectively “un-understandable” (Jaspers, 1913, 
Ed. 1963, p.581). The patient with psychosis can 
therefore be considered to be living in a foreign 
lifeworld which is incommensurable with the 
home lifeworld of the non-psychotic community.

In his Textbook of Psychiatry, Eugen Bleuler 
warns that “To argue with the patient about his 
delusions is nearly always useless or harmful 
(Bleuler, 1924, Ed. 1951, p.219). This is not sur-
prising given that the experiences of the psychia-
trist and the patient are not merely incongruent 
but incommensurable. While the patient’s expe-
riences and beliefs are judged to be abnormal in 

the psychiatrist’s lifeworld, they may be con-
sidered normal in the patient’s lifeworld. Both 
are correct relative to the very different a priori 
assumptions of their respective lifeworlds, with 
little room for argument. As suggested by Rulun:

“At best consensus would consist in acknowledg-
ment of the incommensurability of lifeworlds: these 
beings belong to our lifeworld, and those to others, 
without a demand or need for a resolution of the dif-
ference” (Rulun, 1999, p.331).

However, although complete synthesis of in-
commensurable lifeworlds is diffi cult, Husserl 
does propose that meaningful exchange between 
lifeworlds is possible with reference to com-
mon structures shared by the different lifeworlds 
(Soffer, 1991). This attitude has been refl ected 
in the fi eld of psychopathology by the criticism 
of Jaspers’ claim that primary delusions are “un-
understandable”. Laing, for example, argues that 
the psychiatrist should attempt to aim gain in-
sight into the patient’s world and understand the 
meaning of his or her experiences (Laing, 1967). 
Similarly, Schwartz, Wiggins, and Spitzer pro-
pose that the one can relate to the experience of 
the patient with schizophrenia as a meaningful 
experience, regardless of how bizarre it may 
seem (Schwartz et al., 1997). This therefore em-
phasises the importance of empathy between the 
psychiatrist and the patient, in spite of the incon-
gruity of their experiences.

THE SOCIAL ROLE OF PSYCHIATRY
A fi nal implication of this intersubjective phi-

losophy I would like to discuss is the emphasis 
on the social dimension of psychiatry. A person 
does not live in an isolated vacuum, but in a com-
munal world shared with others. As mentioned 
earlier, rational inferences and beliefs may not 
necessarily be objectively truth-conducive, but 
they do help one to orientate oneself around 
this communal world constituted by the social 
practices and norms of others. This becomes a 
struggle for the patient with psychosis, whose 
world is so radically different to the worlds of 
non-psychotic persons that he or she becomes 
alienated from them. Furthermore, while this es-
say has focused predominantly on the positive 
symptoms of hallucinations and delusions, the 
negative symptoms which I have not had the op-
portunity to discuss have a profound disabling 
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effect on the patient, thus perpetuating his or her 
alienation.

For many years, treatment of schizophrenia 
has been targeted at the control of symptoms 
and the prevention of relapse. However, atten-
tion has recently shifted to helping patients with 
schizophrenia function in society with minimal 
distress. The treatment of symptoms becomes 
one of the interventions that help to attain this 
purpose, rather than being the principal goal 
itself. This supports the value-based model of 
psychiatric practice promoted by Bill Fulford. 
Fulford and his colleagues observe that even di-
agnostic criteria in manuals such as the Diagnos-
tic and Statistical Manual of Mental Disorders, 
which are supposed to be atheoretical, are in fact 
heavily value-laden:

The DSM, we should say straight away, makes clear 
that its defi nition of mental disorder requires that 
there be “clinically signifi cant distress or impair-
ment”. (Fulford et al., 2005)

Symptoms are therefore pathological because 
they are negatively evaluated by the patient and 
his or her broader community, and they are nega-
tively evaluated because of their effects on the 
patient’s ability to function safely in this com-
munity.

A consequence of this social approach is that 
the attitudes towards a symptom can differ de-
pending on its effects on the patient’s social 
functioning. Consider the following two cases.

CASE 7
While recovering from a moderate depressive epi-
sode complicated by harmful use of alcohol, a 
46-year-old man has a mystical experience and be-
lieves that Christ has instructed him to live a clean 
life. He decides to abstain from alcohol and to serve 
as a hospital chaplaincy volunteer. He maintains his 
previous social and occupational functioning.

Mystical experiences are common, and do not in 
themselves warrant the diagnosis of a pathologi-
cal state (Dein, 2004). The above case is such 
an example. Here, the patient’s experience is an 
integrating one. The following case, although it 
involves a similar mystical experience, is quite 
different.

CASE 8
A 52-year-old man is admitted to hospital under Sec-
tion 2 of the Mental Health Act. Following a mysti-
cal experience and believes that Christ has instructed 
him to live a clean life, he abandons his job, refuses 

to leave his fl at, and stops eating. He continues to fast 
despite experiencing symptoms of severe malnutri-
tion.

In contrast to the patient in Case 7, this patient’s 
experience is an isolating and harmful one, 
which is negatively evaluated by the psychiatric 
community as a symptom of a psychotic illness.

These two cases therefore highlight the im-
portance of evaluative judgments about social 
functioning in psychiatric decision making. For 
example, consider Criterion B for schizophrenia 
in the Diagnostic and Statistical Manual of Men-
tal Disorders, Fourth Edition:

For a signifi cant portion of the time since the on-
set of the disturbance, one or more major areas of 
functioning such as work, interpersonal relations, 
or self-care are markedly below the level achieved 
prior to the onset (or when the onset is in childhood 
or adolescence, failure to achieve expected level of 
interpersonal, academic, or occupational achieve-
ment). (American Psychiatric Association, 1994, 
p.312)

An experience, therefore, may not necessarily be 
considered pathological unless its effects impair 
the ability of the patient to function in his or her 
social environment. Again, this judgment relies 
on reference to values and standards established 
by the intersubjective community about expect-
ed levels of achievement.

CONCLUSIONS
Delusions and hallucinations present diffi culties 
for objective realism by presenting a Cartesian 
sceptical scenario about the validity of one’s be-
liefs and experiences. In this essay, I have pro-
posed a move away from objective realism and 
towards Husserlian intersubjectivism. After giv-
ing a brief historical overview of intersubjective 
philosophy, I demonstrated with examples that 
the delusionality of a belief does not depend on 
its truth value, but on the rationality of its justifi -
cation. I also argued that the rationality of an in-
ference does not necessarily depend on its truth-
conduciveness, but on its intersubjective accept-
ability, thus moving towards an intersubjective 
account of psychosis.
The account I have advocated suggests that a 
patient’s experiences are psychotic in virtue of 
their deviation from the intersubjectively consti-
tuted norms of the home community. Because no 
reference is made to a mind-independent objec-

39



DIAL PHIL MENT NEURO SCI 2012; 5(2): 31-41

Maung

REFERENCES
Alcock JE. Religion and Rationality. In Schumaker JF. 
(Ed) Religion and Mental Health. New York: Oxford Uni-
versity Press, 1992:122-131.

American Psychiatric Association.  Diagnostic and Statis-
tical Manual of Mental Disorders (Fourth Edition). Ameri-
can Psychiatric Association, Washington DC, 1994.

Bleuler E. (1924) Textbook of Psychiatry. Dover Publica-
tions, New York, 1951.

Chalmers DJ. The Conscious Mind: In Search of a Fun-
damental Theory. Oxford University Press, Oxford, 1996.

Dein S. Working with Patients with Religious Beliefs. Adv 
Psychiat Treat 2004;10:287-294.

Descartes R. (1647) Meditations on First Philosophy. 

tive world, this account avoids the sceptical di-
lemma presented at the beginning of this essay. 
Indeed, neither the psychiatrist nor the patient 
has grounds to assume that his or her subjec-
tive reality is any more objectively real than the 
other’s, but the psychiatrist can appeal to the ex-
periences of others, and view the patient’s phe-
nomenal world in the context of its relation to 
the shared intersubjective world or others.
I then further developed this intersubjective ac-
count of psychosis by applying Husserl’s con-
cept of multiple lifeworlds. In contrast to other 
contemporary intersubjective accounts which 
view the patient with psychosis to be isolated in 
his or her own private world, I proposed the idea 
that the patient with psychosis becomes part of 
a different lifeworld from that of the non-psy-
chotic community. The resultant approach is a 
relativistic one, which considers the norms of 
different lifeworlds to be incommensurable.
Finally, I explored how an intersubjective phi-
losophy emphasises the centrality of social val-
ues in psychiatric judgments. Psychotic symp-
toms are pathological because they impair the 
patient’s ability to fi nd their way around a social 
world. This moves the principal focus of treat-
ment away from the mere silencing of symp-
toms, and towards the patient’s ability to attain 
inclusion and meaning in a world governed by 
social norms and constructs. Under this model, 
the purpose of psychiatry avoids being reduced 
to thought policing, but remains, as with all 
medical professions, to reduce suffering, prevent 
harm, and help patients to live meaningfully in 
their social environment.

Cambridge University Press, Cambridge, 1996.

Enoch D, Ball H. Uncommon Psychiatric Syndromes 
(Fourth Edition). Arnold, London, 2001.

Esquirol JED (1838) Mental Maladies: A Treatise on In-
sanity. Lea and Blanchard, Philadelphia, 1845.

Fulford KWM, Broome M, Stanghellini G, Thornton T. 
Looking with Both Eyes Open: Fact and Value in Psychi-
atric Diagnosis? World Psychiatry 2005;4(2):78-86.

Heidegger M. (1927) Being and Time. SCM Press, Lon-
don, 1962.

Hempel CG. Studies in the Logic of Confi rmation, Mind 
1945;54:1-26,97-121.

Hoerl C. Introduction: Understanding, Explaining, an In-
tersubjectivity in Schizophrenia. Philos Psychiatr Psychol 
2001;8(2/3):83-88.

Hume D. (1748) An Enquiry Concerning Human Under-
standing. Oxford University Press, Oxford, 1999.

Husserl E. (1912) Ideas Pertaining to a Pure Phenom-
enology and to a Phenomenological Philosophy – Second 
Book: Studies in the Phenomenology of Constitution. Klu-
wer, Dordrecht, 1980.

Husserl E. (1931) Cartesian Meditations. Kluwer, Dordre-
cht, 1960.

Husserl E. (1936) The Crisis of European Sciences and 
Transcendental Philosophy. Northwestern University 
Press, Evanston, 1970.

Jaspers K. (1913) General Psychopathology. Manchester 
University Press, Manchester, 1963.

Jimenez JM, Todman M, Perez M, Godoy JF, Landon-Ji-
menez DV. The Behavioral Treatment of Auditory Hallu-
cinatory Responding of a Schizophrenic Patient. J Behav 
Ther Exp Psychiatr 1996;27(3):299-310.

Kant I. (1798) Anthropology from a Pragmatic Point of 
View. Southern Illinois University Press, Carbondale, 
1978.

Kobayashi T, Kato S, Osawa T, Shioda K. Commentary 
Hallucination in the Elderly: Three Case Reports. Psycho-
geriatrics 2004;4(3):96-101.

Kuhn TS. The Structure of Scientifi c Revolutions. Univer-
sity of Chicago Press, Chicago, 1962.

Laing RD. The Divided Self. Penguin, Harmondsworth, 
1960.

Laing RD. The Politics of Experience and the Bird of Par-
adise. Penguin, Harmondsworth, 1967.

Parnas J. A Disappearing Heritage: The Clinical Core of 
Schizophrenia. Schizophr Bull 2011;37(6):1121-1130.

Rulf S. Phenomenological Contributions on Schizophre-
nia: A Critical Review and Commentary on the Literature 
Between 1980-2000. J Phenomenological Psychology 
2003;34:1-22.

40



www.crossingdialogues.com/journal.htm

Corresponding Author:

Hane Htut Maung
Fulbourn Hospital, Cambridge
United Kingdom
CB21 5EF
Email: h.h.maung@cantab.net
Telephone: +447817189614

Copyright © 2012 by Ass. Crossing Dialogues, Italy

Rulun Z. Lifeworld and the Possibility of Intercultural 
Understanding. In Bunchua K, Fantong L, Xuanmeng Y, 
Wujin Y. (Eds) The Bases of Values in a Time of Change: 
Chinese and Western. Council for Research and Values in 
Philosophy, Washington DC, 1999, 327-338.

Sacks MH. Folie à Deux. Comp Psychiatr 1988;29(3):270-
277.

Sass LA. The Paradoxes of Delusion: Wittgenstein, Schre-
ber, and the Schizophrenic Mind. Cornell University 
Press, New York, 1994.

Schwartz MA, Wiggins OP, Spitzer M. Psychotic Experi-
ence and Disordered Thinking: A Reappraisal from New 
Perspectives. J Nerv Ment Dis 1997;185(3):176-187.

Sims ACP. Religion and Psychopathology: Psychosis and 
Depression. In Verhagen PJ, Praag HM, Lopez-Ibor Jr. 
JJ, Cox JL, Moussaoui D. (Eds) Religion and Psychiatry: 
Beyond Boundaries. Wiley-Blackwell, Chichester, 2010, 
253-271.

Soffer G. Husserl and the Question of Relativism. Kluwer, 
Dordrecht, 1991.

Stanghellini G. Psychopathology of Common Sense. Phi-
los Psychiatr Psycholo 2001;8(2/3):201-218.

Stein E. (1917) On the Problem of Empathy. ICS Publica-
tions, Washington DC, 1989.

Thompson MG. Phenomenology of Intersubjectivity: A 
Historical Overview of the Concept and Its Clinical Im-
plications. In Mills J. (Ed) Relational and Intersubjective 
Perspectives in Psychoanalysis: A Critique. Jason Aron-

son, Northvale, 2005, 35-70.

Van Fraassen BC. The Scientifi c Image. Oxford Univer-
sity Press, Oxford, 1980.

Wehmeier PM, Barth N, Remschmidt H. Induced Delu-
sional Disorder: A Review of the Concept and an Unusual 
Case of Folie à Famille. Psychopathology 2003;36(1):37-
45.

Wittgenstein L. Philosophical Investigations. Blackwell, 
Oxford, 1953.

World Health Organisation. Schedules for Clinical As-
sessment in Neuropsychiatry. World Health Organisation, 
1998.

Zahavi D. Husserl’s Intersubjective Transformation 
of Transcendental Philosophy. J Brit Soc Phenomenol 
1996;27(3):228-245.

41


