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 slackening of the flow of   time  (25 patients). A comparison with 
ATE in schizophrenia patients showed that in MDD, unlike in  
 schizophrenia, there is no disarticulation of time experience 
(disorder of temporal  synthesis ) but rather a disorder of  cona-
tion  or inhibition of becoming.  Limitations:  The interview 
style was not meant to make a quantitative assessment (“false 
negatives” cannot be excluded).  Conclusions:  Our findings 
confirm the relevance of distinctive features of ATE in MDD, 
support the hypothesis of an intrinsic disordered temporal 
structure in depressive symptoms, and may have direct im-
plications in clinical practice, especially in relation to differ-
ential diagnosis, setting the boundaries between “true” and 
milder forms of depression, and neurobiological research. 

 © 2016 S. Karger AG, Basel 

 Introduction 

 General Background 
 Major depressive disorder (MDD) can be character-

ized by a variety of symptoms in different domains, in-
cluding affective, cognitive, sensorimotor, and social do-
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 Abstract 

  Background:  Phenomenological psychopathology, through 
theoretical and idiographic studies, conceptualizes major
depressive disorder (MDD) as a disorder of time experience. 
Investigations on abnormal time experience (ATE) in MDD 
adopting methodologies requested by the standards of em-
pirical sciences are still lacking. Our study aimed to provide a 
qualitative analysis, on an empirical ground and on a large 
scale, of narratives of temporal experiences of persons affect-
ed by MDD.  Methods:  We interviewed 550 consecutive pa-
tients affected by affective and schizophrenic disorders. Clin-
ical files were analysed by means of consensual qualitative 
research.  Results:  Out of 100 MDD patients, 96 reported at 
least 1 ATE. The principal categories of ATE are  vital retarda-
tion –  the experience of a stagnation of endogenous vital pro-
cesses (37 patients), the   experience of  present and future 
dominated by the past  (29 patients), and the experience of the 
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mains. The exact nature of these symptoms, their inter-
relations, and their underlying mechanisms remain 
unclear though. Biological approaches assume a strictly 
neuronal origin in the brain such as, for instance, in af-
fective, cognitive, and sensorimotor networks  [1–4] . Phe-
nomenological psychopathology, in contrast, conceives 
abnormalities in time experience as the basic dysfunction 
underlying the various symptoms in the different do-
mains  [5] . While excellent idiographic descriptions of 
subjective time experiences have been provided in the 
past  [6–9] , investigations of abnormal time experience 
(ATE) in MDD adopting methodologies required by the 
standards of empirical sciences are still lacking.

  Persons affected by MDD often report feelings of tem-
poral stagnation, existential immobilization, and the pre-
dominance of the past over the future. Typical sentences 
are “All is timeless, unchanging”; “The future to me is 
remote”; “I feel hopeless.” Narrative evidence from pa-
tients affected by MDD points toward the hypothesis that 
the most significant symptoms and sufferings might re-
sult from a significant change of time experience. Conse-
quently, MDD has been conceptualized as a  disorder of 
lived time   [6–8, 10–19] .

  Lived Time: Synthesis and Conation 
 Lived time is not the time of the clock (also named “ob-

jective” or “cosmic” time). Lived time is “to live time”  [20]  
(see  Table 1 ). It is the way one feels that time is streaming, 
e.g., the way we experience time (in a subjective way) rath-
er than the way we observe it on the clock (in an objective 
way). There can be a deep contrast between the objective 
order of time and the way we personally experience the 
duration, flow, and speed of time. Every experience re-
ceives its specific significance and value from its temporal 
profile. Personal time is not homogeneous across the life 
span as well as in different states. For instance, youth,  élan , 
and health diminish distances for our anticipation. Old 
age, fatigue, and weakness expand them. Moreover, there 
is a continuous flow of time in our perception. We live and 
experience in a state of becoming. Under normal condi-
tions, we let the past be past: we turn to new problems be-
fore the old ones have found a “perfect” solution. Our 
views of the past and of the future vary with the changes 
in our state of becoming. Looking backwards on a good 
day we see the past as a territory which we left behind us 
as a solid ground which supports us; on a bad day we ex-
perience the past as a burden which crushes us  [8] .

 Table 1.  Core philosophical concepts of temporality

Author [Ref.] Core concept Description

Husserl [22] “Time as inner time 
consciousness”

Time as inner time consciousness belongs to the structure of experience 
itself, whose temporal flux, extension, duration, or spatiotemporal 
perspective are impossible without the temporal synthesis of primal 
presentational, retentional, and protentional intentions

von Gebsattel [7] “Time as heading towards 
the future”

The future dimension has a dominant role in time, and when the stream 
of life is disrupted, becoming is slowed down and has no more possibility 
of development

Heidegger [113] “Time as being there (Dasein)” Temporality regards our way of attuning to the world: it is the way of the 
Dasein (being there), projecting itself into the future (ahead of itself) in 
order to repeat the past (already in the world) in the present (being 
alongside) gives meaning to his existence

Merleau-Ponty [114] “Time as intentional arc” The life of consciousness is subtended by an “intentional arc” which 
projects around us our past, our future, our human setting, and our 
bodily, ideological, and moral situation, or rather which results in our 
being situated in all these respects

Fuchs [11] “Time as implicit or explicit” Implicit time is based on the constitutive synthesis between inner time 
consciousness and the conative-affective dynamics of life; it is based on a 
fluid and tacit bodily functioning and on affective synchronization with 
others; explicit (or conscious) time experience arises with an interruption 
of implicit time through states of desynchronization, e.g., retardation or 
acceleration of subjective time in relation to the social sphere

D
ow

nl
oa

de
d 

by
: 

U
C

L 
   

   
   

   
   

   
   

   
   

   
   

   
   

   
   

   
   

14
4.

82
.1

08
.1

20
 -

 1
2/

19
/2

01
6 

8:
26

:1
3 

A
M



 Abnormal Time Experiences in Major 
Depression 

Psychopathology
DOI: 10.1159/000452892

3

  Lived time is lived though not necessarily consciously 
lived  [7, 8, 11, 18, 19, 21, 22]  (see  Table 1 ). On a first lev-
el we find  conscious  time experience. We refer to this fea-
ture of temporality with the term “phenomenal” time. 
Here we find the abnormalities of time experience. The 
second level is pre-thematic, in the sense that we are not 
directed to it and it remains in the background of our phe-
nomenal experience. We refer to it as “pre-phenomenal” 
time  [17] . It “functions” implicitly and automatically 
 [11] . It is prior to any active engagement and is involun-
tary since it does not involve a “higher” voluntary level. 
The pre-phenomenal level is not typically experienced 
but accessible to cognitive reflection.

  Following Fuchs  [11] , the pre-phenomenal temporal 
mode requires 2 “moments” that can be designated  syn-
thesis  and  conation . These 2 moments of temporality are 
closely intertwined and may only be distinguished con-
ceptually.

  “Synthesis” produces associative connections bridging 
succeeding moments of consciousness (past, present, and 
future). The basic temporal unit is not a “knife-edge” 
present, but a “duration-block.” It is a “constitutive flux” 
that has a dynamic structure that comprises the primal 
presentation of the now-phase articulated with the reten-
tion of the just-elapsed and the protention or anticipation 
of the just-about-to-occur. The temporal flow of con-
sciousness retains and protends itself and is in this way 
self-unifying  [23, 24] . The “now” does not appear under 
ordinary circumstances as an isolated, punctual, and un-
connected point of experience. Rather, the present mo-
ment is like an arrow that has a “whence-whither” di-
mension. Metaphorically, it has a “width” that stretches 
toward the just-elapsed and toward the just-about-to-
occur. The concept of “synthesis”  [17–24] , describes the 
construction of exactly this width with its (virtual) stretch-
es and extensions in our experience of time.

  “Conation” (from Latin  conatus  = effort, drive) is the 
basic “energetic momentum”  [11]  of mental life which 
can be expressed by concepts such as striving, urge, or 
 élan . It is given as an experience of “I can”  [21]  that con-
tributes to self- and world-awareness with the sense of 
aliveness and spontaneity which may be regarded as the 
essence of subjective life. It also orientates one’s aware-
ness in the direction of the future. It is connected to the 
experience of the person as being driven towards the 
world in terms of capability and potentiality. The cona-
tive momentum is not only an individual, solipsistic 
force; it is always embedded into the social relationships 
with others. We move forward into a promising future 
because we feel co-temporal with caring others who struc-

ture the world as an inviting place  [11] . The importance 
of the conative momentum for the experience of tempo-
rality and the self  [25, 26]  is demonstrated when changes 
occur in basic motivational states. Examples of this are 
the acceleration that takes place in manic states or the re-
tardation that occurs in MDD, or the standstill of becom-
ing that lets the present and the future be invaded by the 
past that predominates in depressive states. Both affect 
the patients’ sense of lived time.

  Depression as a Disorder of Lived Time 
 Lived time offers a conceptual framework to accu-

rately describe and make sense of certain psychopatho-
logical experiences, and especially for answering the 
question “What is it like to be depressed?” Depressive 
symptoms have been conceptualized as connected to 
disorders of lived time, namely, what we called a crisis 
of conation  [6, 8–10, 13, 14, 18, 19]  (see  Table 2 ). With 
a standstill of becoming, future is rendered inaccessible. 
The past cannot be dissipated, but lies heavily and over-
determining. Discordance between subjective and ob-
jective time is experienced as the vanishing of time (ex-
istence does not grow in the stream of time) accompa-
nied by a sense of unreality since the feeling of “reality” 
is based on the synchronization and coexistence of the 
world and one’s own self  [27] . Persons affected by MDD 
do not feel equal to the speed of external changes or to 
necessary developments. They refrain from necessary 
role changes and shrink back from confrontation with 
the basic facts of existence like isolation, finiteness, deci-
sion, and guilt  [10]  and fail in achieving forgetting and 
elimination of the past  [12] . Normally, the past with-
draws from one’s field of experience as the future ap-
pears as a space open to movement and change. In MDD, 
absence of temporal movement  [28]  may generate a 
view on the future that appears static, deterministic, and 
hopeless. However, the details of the relationship be-
tween basic disturbances in the construction of time 
(e.g., synthesis and conation) and the various depressive 
symptoms remain to be elaborated. Notwithstanding 
the abundance of theoretical studies addressing the im-
portance of ATE in MDD, to our knowledge this is the 
first study that analyses time narratives in a large popu-
lation of patients affected by MDD. Our aims are to pro-
vide a detailed and nuanced characterization of ATE in 
depressive episodes through an analysis of the patients’ 
narratives, to clarify the nature and the role of ATE in 
MDD, and to ascertain whether there is an intrinsic tem-
poral structure in symptoms which do not have time as 
their manifest theme.
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  Materials and Methods 

 Materials 
 This is a retrospective study on clinical files of 550 consecutive 

patients affected by schizophrenia and affective disorders inter-
viewed in the period between 1979 and 1993 by J.C. (an experi-
enced senior psychiatrist). In this period of time, the patients were 
assessed through clinical interviews in a “second opinion” pro-
gramme for South-East England. Details of the interview process 
are given in Methods. The subjects were not originally enrolled in 
this research study. The interviewer was not at that time consider-
ing publishing this particular research; he wanted to obtain clinical 
data to refine diagnoses. The subjects were under the interviewer’s 
care as a consultant or for second opinions under other consul-
tants. Appropriate consent was obtained from all patients for the 
purpose of the interviews.

  The study is in accordance with the ethical principles of the 
Declaration of Helsinki (as revised in 1989), with the ethical code 
of the Association of Italian Psychologists  [29]  and Legislative De-
cree No. 196 of 30 June 2003 (Italian personal data protection 
code)  [30] . All data were gathered prior to Italian Law 675/96 and 
Legislative Decree 196/03  [30, 31] ; as these norms are not retroac-
tive, the approval of an ethics committee does not apply.

  Diffusion of data within the European Community was in ac-
cordance with present legislation (“Diffusion of data abroad” – 
Section 42 “Diffusion of data within the European Community,” 
Subsection 1 “these norms cannot be applied retroactively in such 
a way that this may restrict or obstacle the free circulation of per-
sonal data between the nations members of the European Com-
munity”).

  Diagnoses, which at the time of the first interview were as-
signed according to DSM-III-R criteria, were reassigned according 
to DSM-5 criteria. Disagreement among investigators about diag-
nosis was a case of exclusion. Patients with substance abuse, severe 
head injury, medical illness, neurological diseases, and mental re-

tardation were also excluded. Of the original 550 patients, 72.90% 
( n  = 401) were retained for subsequent qualitative analysis: 100 
patients affected by major depression and 301 schizophrenic pa-
tients. This second sample was analysed in our previous study  [32]  
and is used in the present research to analyse the differences be-
tween disorders of temporality in MDD and schizophrenia.

  Acute depressive patients ( n  = 86) included patients with clini-
cal exacerbation occurring in the last month confirmed by major 
changes in pharmacotherapy; chronic major depression patients
( n  = 14) were those with at least 2 years of continuous duration of 
depressive illness. Sample extraction is detailed in  Figure 1 , whereas 
the demographic features of the final sample are shown in  Table 3 .

  In the present study, we restricted our analysis of the clinical 
material to subjective anomalies in one’s feelings, sensations, and 
perceptions arising in the domain of lived time (termed “abnormal 
time experience,” ATE). Our a priori definition of ATE is the fol-
lowing: an anomalous flux of temporal experience affecting both 
the temporal   character of one’s awareness of external objects and 
situations and of oneself as a unified and living subject of experi-
ence, originating either in a disorder of synthesis between primal 
impression, protention, and retention or of conation. Out of the 
total sample of 100 patients affected by MDD, 96 patients ( n  = 86 
acute,  n  = 10 chronic) reported at least 1 ATE.

  Methods 
 Data were collected by J.C. via a semistructured interview with 

open questions. The interviewer adopted an interactive conversa-
tional style exploring life-time symptoms and abnormal phenom-
ena, the latter including subtle, strange, and disturbing fringe ex-
periences usually neglected in routine clinical examination. The 
aim of the interview was specifically to extract experiential patterns 
through self-descriptions. Therefore, patients were asked open 
questions and subsequently requested to offer descriptive exam-
ples of their experiences, particularly with regard to time, space, 
body, and self. Interviews sought to uncover the qualitative

 Table 2.  Core psychopathological concepts of temporality (depression)

Author [Ref.] Core concept Description

Straus [8] “Inhibition of vital becoming” “Ego-time” gets stuck whereas “world-time” goes on and passes by; the 
present is no longer the continuation of the past that cannot be left 
behind, and the future is made inaccessible

Tellenbach [9] “Stagnation of the intimate time” The person lives a situation of “remanence” in which the past is 
remembered as failure or ever-growing guilt; a stagnation of vital rhythm 
or drive occurs

Binswanger [6] “Time continuity interrupted in 
a fixation on the past”

With the failure in the intentional construction of time, there is an 
interruption of the continuity of experience and a fixation on the past: 
what will happen in the future is no more an open possibility

Minkowski [14] “Deteriorated vital contact: 
disintegration of the lived 
synchronization”

There is no longer the lived synchronization between world-time and 
ego-time; the latter slows down and almost stops; the past has not passed 
and so it does not allow the present to happen and the future to become

Kimura [13] “Time as post festum” Time, lived under the domination of the past, is characterized by 
irrevocability and by the “already spent” so that the “no more” and the 
“too late” become prevalent; becoming is experienced as blocked
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 Table 3.  Sociodemographic features of the study sample

Major depression  Schizophrenia

total acute chronic tot al acute chronic

Patients, n 100 86 14 301 198 103
Gender

Male/female 39/61 34/52 6/8 210/91 137/61 73/30
Male, % 39 39.53 42.85 69.19 69.76 70.87

fi f% fi f% fi f% fi f%

Age
≤19 years 5 6.9 1 7.1 6 3 3 2.9
20 – 30 years 27 33.3 7 50.7 142 73 83 80
31 – 41 years 13 15 – – 31 15 11 10
42 – 52 years 19 22 1 7.1 11 5 5 4.1
53 – 63 years 15 17 2 14 6 3 1 3
64 – 74 years 4 4.7 1 7.1 2 1 – –
75 – 85 years 1 1.1 2 14 – – – –

Mean 39.45 41.78 24.89 22.58
SD 15.69 22.17 7.78 8.14

SD, standard deviation; fi, frequency; f%, % frequency

550 consecutive
outpatients

Number episodeKnown: 1st or
subsequent

episode

Unknown

Patient excludedor

History of brain trauma or
substance abuse and
patients with mental
retardation or serious

physical illness

Re-examination of
digitalized clinical

file: 401

301
schizophrenia

109
ATE (+)

100
major

depression

96
ATE (+)

  Fig. 1.  Sample extraction. 
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features of experiences and to illuminate them through vivid self-
descriptions rather than measure or causally explain them.

  Interview questions related to abnormal fringe phenomena 
were not established a priori, but always generated within the in-
terview context and attuned with the interviewee’s personal expe-
rience and involvement. Examples of questions include the follow-
ing: “Tell me please about your experience of time”; “Think about 
an experience, a period in your life when you were particularly 
aware of time and tell me about it’’; “Did you experience some 
strangeness in the flowing of time, for instance, in time duration?”; 
“Are you more focused on the present, past, or future?”; “Do you 
experience the speed of time as accelerated or decelerated?”; “Do 
you feel that your temporal experience is somehow divergent from 
the temporal experience of the common sense?” The duration of 
the interview was approximately 90 min.

  The study was retrospective on clinical records that were orig-
inally produced taking notes during the interview. From 2009, 
these were digitalized and subsequently re-examined for the pur-
pose of the present research. All data contained in the original in-
terview notes including age, sex, handedness, IQ, number of epi-
sodes, duration of illness, major medical information (e.g., brain 
trauma, serious physical and neurological illness, etc.), main 
symptoms (e.g., delusions, hallucinations, etc.), and abnormal ex-
periences of time, body, self, and space were inserted into the dig-
italized database. The project, named “Life-World Project” (LWP) 
in 2009, was not carried out until 30 years after data collection. The 
principal reason for that is that no suitable qualitative methodol-
ogy (consensual qualitative research, CQR, see below) was estab-
lished and manualized until recently. Since 2009, in the context of 
the LWP, new data were collected, but these data are not included 
in the present study.

  The LWP is a large-scale, detailed, phenomenological descrip-
tive research on the largest possible realm in which the patient’s 
existence occurs, including his world picture, i.e., the world as it is 
actually experienced and represented, the reality which seems self-
evident to the subject of experience remaining within the natural 
attitude. The LWP has 2 main aims: clinical (to improve diagnostic 
validity and reliability and the phenomenological understanding 
of severe mental disorders) and ethical (as only within the realm 
of one’s own life-world can one be understood by one’s fellow men, 
and only in it can one work together with them and a common, 
communicative surrounding be constituted).

  Digitalized clinical files were subsequently re-examined by 2 
senior psychiatrists (G.S. and M.B.). All available psychopatho-
logical data (e.g., delusions, hallucinations, thought disorders, dis-
orders of mood, etc.) were classified according to the AMDP sys-
tem  [33] .

  We used AMDP Section 4 to classify symptomatology. AMDP-
4 is a comprehensive tool of psychopathological assessment de-
rived from the body of knowledge of Continental descriptive psy-
chopathology, based on the phenomenological method and in-
cluding operational definitions of the principal mental symptoms 
(100 plus additional items).

  ATE were re-classified following CQR, a consolidated method 
for qualitative research. Qualitative research is essential for improv-
ing the understanding of the patients’ morbid subjectivity, not con-
strained by fixed schemata such as specific rating scales. The quali-
tative approach to anomalous phenomena is concerned with bring-
ing forth the typical feature(s) of subjective experiences in a given 
phenomenon  [34] . In particular, we have applied the procedure 

suggested by Hill et al.  [35]  for CQR. This method is based on the 
assumption that the consensus among the judges improves the de-
cision-making quality. It is essential for this method to obtain mul-
tiple perspectives from a team of researchers and to reach consensus 
through the meaning of the data. CQR is ideal to conduct in-depth 
studies of the inner experiences of individuals and for the study of 
phenomena whose evaluation measures have not previously been 
designed  [35–37] . The CQR method seems very suitable for phe-
nomenological approaches as it is devised for an in-depth descrip-
tion of subjective phenomena while reducing the bias of the re-
searcher’s subjectivity. To our knowledge, there are a few studies 
that use CQR in clinical research. The reasons why we adopted CQR 
for elaborating our data can be summed up as follows: (1) CQR is a 
manualized method; the existence of a handbook is essential for 
making a qualitative method understandable, applicable, transmis-
sible, and replicable; (2) with CQR, the “consensus among judges” 
procedure and the involvement of external auditors allow for a bet-
ter objectivity through intersubjectivity; CQR allows an “objective” 
assessment of “subjectivity” as it disciplines the researchers’ subjec-
tivity, especially in the phase of data analysis; and (3) CQR does not 
aim to select a single core category with a hierarchical structure 
since it does not want to propose a new theory but to describe a 
given phenomenon in great detail. The researchers for this study 
were 3 senior psychiatrists (G.S., M.B., and J.C.) and 1 psychologist 
(S.P.). The external auditors were a psychologist (M.M.) and a psy-
chiatrist (G.N.). Before and after the research process we discussed 
our biases and expectations regarding the potential results of the 
study so that these would not affect the data analysis.

  In the phase of research called “cross-analysis” we identified 
common themes in ATE reflected in the experiences of the patients 
in order to place the central experiences within the categories. Ac-
cording to the CQR method a typical category must include more 
than half of the participants. Each category may include more sub-
categories (e.g., “slowing down of the flow of time”). The coding 
was done as follows. We divided the group of researchers into ro-
tating teams of 2 to examine the data within each domain. Rotating 
teams of 2 judges independently synthesize, for each single case, 
the raw data of every domain in core ideas, which have been re-
named in a more proper way for our study as  core experiences , in 
order to capture with greater clarity the essence of what has been 
said. Then, we asked for feedback from the auditor in order to 
make sure that the cross-analysis was clear and made sense. The 
auditor gave his feedback individually to the primary team, who 
discussed it and, when necessary, made the appropriate changes.

  Results 

 Our main findings can be summed up as follows: (1) 
ATE are a relevant feature in MDD and (2) ATE in MDD 
are characterized by decreased conation or inhibition of 
becoming, namely, the experience of standstill of bodily 
functions (2.1: “Body not working, drained of energy”), 
the experience of the present and the future as dominated 
by the past (2.2: “Future gloomy, invaded by the past”), 
and the experience of slowing and blocking of the flow of 
time (2.3: “I lost flow of time”).
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  We identified 3 main categories of ATE, namely, vital 
retardation, present and future dominated by the past, 
and slackening of the flow of time   (see  Table 4 ).   ATE were 
reported by 96 out of 100 patients   affected by MDD; 20 
patients experienced more than 1 category of ATE. The 
most frequent coexistence was between vital retardation 
and present and future dominated by the past.

  Vital Retardation (Total = 37) 
 This category responds to the question: “How do pa-

tients experience their body as related to temporal be-
coming?” Patients experience a stagnation of bodily func-
tions and the exhaustion of their body as the source   of 
vitality and becoming. Their bodily functions are slowed 
down or blocked; their organs are emptied, imploded, or 
petrified. Typical sentences are: “I can’t eat or drink be-
cause the bowel is blocked”; “Body not working, drained 
of energy”; “Stomach fallen down, seed or wheat germ are 

stuck in gullet”; “I have no eyes, I have no face, they are 
gone, no back passage, no body, no hands.” Thirty-seven 
out of 96 responding patients report at least 1 ATE in this 
category. This is a  variable category , since it includes less 
than half and more than 2 patients  [36] .

  Present and Future Dominated by the Past (Total = 29) 
 This category responds to the question: “Are patients 

more focused on the present, past, or future?” Patients are 
preoccupied with past events and less focused on future 
or present ones. Patients’ temporal experience is over-
whelmed by the impact of the past: the “already spent” 
prevails. The past is experienced as irrevocably estab-
lished, the present and the future as a repetition of the 
past. Typical sentences are: “Future gloomy, invaded by 
the past”; “Guilty about past life suffocates me”; “I’m 
guilty of many things of the past”; “I have to be punished 
for past misdeeds”; “I’m terrified because I have done 

 Table 4.  ATE in major depression: categories and core phenomena

ATE in major depression: 96/100

1. Category: Vital retardation (n = 37)
Patients’ experiences of the stagnation of bodily functions
Core phenomenon:
Bodily functions are experienced as slowed down or blocked, exhausted as the source of vitality and becoming
Typical sentences:
“I can’t eat or drink because the bowel is blocked”; “My head is empty so I keep marching about to know I’m alive”; “Body not 
working, drained of energy”; “Stomach fallen down, seed or wheat germ are stuck in gullet”; “The spine is collapsing”; “I have no 
eyes, I have no face, they are gone, no back passage, no body, no hands”

2. Category: Present and future dominated by the past (n = 29)
Patients’ experiences of time overwhelmed by the impact of the past
Core phenomenon:
The past is experienced as irrevocably established, the present and the future as a repetition of the past
Typical sentences:
“Future gloomy, invaded by the past”; “Guilty about past life suffocates me”; “I’m guilty of many things of the past”; “I have to be 
punished for past misdeeds”; “I’m terrified because I have done something in the past”

3. Category: Slackening of the flow of time (n = 25)
Patients’ experiences of the inhibition of becoming
3.1. Subcategory: Slowing down of the flow of time (n = 14)

Core phenomenon:
Patients feel that the present moment is dilated
Typical sentences
“Very long day and long night”; “I’m dying slowly”; “Time seemed an eternity”; “Time seems to drag”; “Time slowed down”; 
“I speak slowly”

3.2. Subcategory: Blocking of the flow of time (n = 11)
Core phenomenon:
Patients feel that the present moment is frozen
Typical sentences:
“Time is void”; “I can’t remember days because time is stopped”; “I lost flow of time”; “I dread organizing things because 
time came to a stop”; “Time is hopeless”; “I can’t never repeat the circumstance of the present time”
Other (n = 5)
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something in the past.” Twenty-nine participants out of 
96 responding patients report at least 1 ATE in this cate-
gory. This is a  variable category , since it includes less than 
half and more than 2 patients  [36] .

  Slackening of the Flow of Time (Total = 25) 
 This category responds to the question: “How do pa-

tients experience of the flow of time?” Twenty-five par-
ticipants out of 96 responding patients report at least 1 
experience of slackening of the flow of time. Patients ex-
perience an inhibition of becoming. The present moment 
does not flow in the direction of the future. According to 
the criteria of Hill et al.  [36] , this is a  variable category , 
since it includes less than half and more than 2 patients. 
This category includes 2 subcategories:

  Slowing Down of the Flow of Time (Total = 14) 
 Patients live the flow of time as slowed down. It is a time 

that drags. Patients feel that the present moment is dilated. 
Typical sentences are: “Very long day and long night”; 
“I’m dying slowly”; “Time seemed an eternity”; “Time 
seems to drag”; “Time slowed down”; “I speak slowly.”

  Blocking of the Flow of Time (Total = 11) 
 Patients live time as a stagnating standstill. It is a time 

that does not develop anymore. Patients feel that the pres-
ent moment is frozen. Whereas in the slowing down of 
the flow of time subcategory the main characteristic is 
that the present is expanded, here the world may be expe-
rienced as if no new meaningful events can occur, or if 
one’s identity cannot be further modified. Typical sen-
tences are: “Time is void”; “I can’t remember days be-
cause time is stopped”; “I lost flow of time”; “I dread or-
ganizing things because time came to a stop”; “Time is 
hopeless”; “I can’t never repeat circumstance of the pres-
ent time.”

  Residual Category (Total = 5) 
 Five patients reported ATE that could not be inserted 

in any of the previous categories. Examples of these are: 
“The time would alter”; “Time and date are different”; 
“According to the TV it’s May, but it’s not May.”

  Discussion 

 Our discussion is divided into 2 sections: first, we will 
contrast our findings with existing phenomenological lit-
erature and with empirical (mainly neurocognitive) re-
search on temporality in MDD, and finally we will con-

trast the specific features of temporality in MDD with 
those in schizophrenia.

  Phenomenological and Neurocognitive Literature 
 In our study, 96 out of 100 patients reported ATE. No 

statistical inference can be drawn from this kind of study, 
whose aim is not assessing the frequency of a given phe-
nomenon but rather describing a phenomenon in great 
detail when present and creating operational definitions 
for the categories obtained. Also, the interview style was 
not meant to make a quantitative assessment since the 
interviews registered what patients reported when asked 
about how time feels to them. Persons not reporting ATE 
were not asked to further explain their time experience. 
We cannot exclude that among them there are “false neg-
atives” as distortions of time are difficult to articulate and 
may not be the patient’s chief complaint. With all that in 
place, our results mainly confirm on a large scale the pre-
existing anecdotal findings and theoretical hypotheses
on the relevance of ATE in persons affected by MDD. In 
general, our findings confirm on an empirical ground 
previous conceptualizations of MDD as a disorder of 
lived time  [8, 12, 14, 27, 38–41] .

  Vital Retardation 
 In this category, patients do not make explicit state-

ments about ATE, that is, strictly speaking, about phe-
nomenal time. Rather, anomalies of temporalization can 
be deduced from what they say about their abnormal 
bodily experiences. The term “vital retardation” (in Ger-
man  Hemmung ) has been used by others (Kraepelin, 
Bleuler, etc.) for describing the incapacity of depressive 
patients to concentrate, pay attention, and make deci-
sions, and even the inability to experience pleasure, etc., 
and also for describing the slowing or slackening of the 
movements (psychomotor retardation, PMR). We use 
this term with a quite different meaning since “vital retar-
dation” here designates the  experience of a standstill of 
bodily functions .

  The presence of a “vital basic disturbance” in MDD 
belongs to those enduring discoveries for which psycho-
pathology is indebted to von Gebsattel  [7]  and Straus  [8] , 
but it is also present in the conceptualizations of other 
psychopathologists like Kraepelin, Bleuler, and Leon-
hard. For instance, the latter described a form of depres-
sion, which he called “hypochondriacal depression,” 
which includes fears about bodily well-being and (more 
typically) physical misperceptions. Vital retardation is 
experienced by depressive patients as an overall slowing 
down or stopping of their bodily functions, including 
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near psychomotor hindrance or block  [42] . This category 
more specifically refers to the phenomenon described by 
Fuchs  [43]  as “corporealization” and by Doerr  [44–47]  as 
“chrematization”, that is, the loss of experiential transpar-
ence of the body. The body is no more a transparent me-
dium between oneself and the world but appears as a bur-
den or an obstacle. The patients feel fatigue, decay, anxi-
ety, pains, etc. in their body which somehow interrupt 
their relation to the world and to others. The extreme 
form of this sort of imprisonment in the own body is Co-
tard syndrome. In fact, some of our patients’ sentences 
can be diagnosed as nihilistic delusions. However, in our 
sample, as well as in clinical practice, most patients with 
MDD complain about their body without reaching this 
level. Our findings confirm the relevance of “vital retar-
dation” in MDD: a disturbance of the flow of existence, a 
retardation of the basal vital movement, an inhibition of 
“becoming and of the temporal process inherent in be-
coming”  [7] , or a stagnation of the “kinesis of endogenous 
vital processes”  [9] . Schneider  [48, 49]  believed that the 
fundamental perturbation in depression was alterations 
of a particular type of feelings, the “vital” ones, character-
ized by their proximity to the body and their diffuse char-
acter, and within them he described as particularly spe-
cific the “vital symptoms” that today carry his name, in-
cluding precordial oppression,  globus   melancholicus ,   and 
nucalgia  [50] . Our analyses show in great phenomenal 
detail that vital retardation involves   a hindrance of the 
feeling of being alive in a physiological/biological sense. 
In it, human existence incurs in a premature approach to 
death that is experienced in the form of an end of forward 
movement, cessation of activity, and immobility.

  Such a change in the experience of corporeality char-
acterized by feelings of decay, loss of energy, and bodily 
heaviness may help distinguish “true” depressive states 
from a “ragbag of heterogeneous cases of normal sadness 
and varieties of discomfort”  [51] . Our findings, if con-
firmed by further qualitative and quantitative research, 
may substantiate this classic hypothesis: “true” or “patho-
logical depression” is characterized by a specific disorder 
of corporeality or of the body-time relationship, namely, 
of the “driving body”  (tragenden   Leib)  as the source of 
vitality and becoming  [52] .   The “driving body” is where 
lived body and lived temporality (in the sense of  élan ) 
converge. Under normal conditions, we feel supported 
and driven forward by a kind of “vital stream”  [40]  spring-
ing from our body. This is the pre-reflexive, involuntary 
source of our vegetative (sleep/wake rhythms, hunger/sex 
drives, etc.) as well as affective (depressedness, elation, 
boredom) life. In “pathological depression” we experi-

ence an “exhaustion” of this stream and the “sinking” of 
our body  [52] . As reported by our patients, the fluid body 
coagulates into a single part of itself (usually the heart or 
the stomach) which is felt as heavy, oppressing, and suf-
focating, or collapses into itself, sinking into its geometri-
cal confines.

  Disorders of the body-time relationship are obviously 
present in another set of objective depressive signs, name-
ly, change of biorhythms (disturbed sleep patterns, diur-
nal variations of symptoms, etc., of which there are 3 
forms: simple alteration, inversion, or suspension of the 
rhythms). Biorhythmic disturbances, together with 
changes in affectivity, emotional resonance, and drive, 
are deemed the principal background features in affective 
disorders  [44, 46, 53–56] .

  Also, “vital retardation” may be considered a major 
component of the psychomotor symptomatology occur-
ring in MDD, also referred to as PMR. In the DSM-5, 
PMR is a frequent marker of the melancholic subtype of 
MDD. It involves a set of disturbances in cognitive, mo-
tor, and psychosocial domains  [57] . It is deemed a rele-
vant aspect of bipolar depressive episodes and finally a 
supposed phenotypic marker of bipolar liability  [58, 59] . 
PMR  (paralysis plumbea)  is also a feature of atypical de-
pression  [60] . It is associated with neurocognitive impair-
ment (e.g., reaction time, visual attention tasks, and draw-
ing tests)  [61–63]  and linked to decreased dopaminergic 
function, especially in basal ganglia  [64] . Neuroimaging 
studies displayed impairments in the brain structures in-
volved in the planning and control of motor responses 
 [65] , as well as alterations in the connectivity between the 
anterior cingulated cortex, the dorso-lateral prefrontal 
cortex, and the pre-supplementary motor areas  [66] . 

  Slackening of the Flow of Time 
 Whereas in “vital retardation” the standstill of becom-

ing is only implicitly manifest in abnormal bodily experi-
ences, in this category we gathered narratives explicitly 
addressing ATE. Our analyses enucleate the salient expe-
riential profile of a series of previous conceptualizations 
of the basic disorder of temporality in MDD, including 
decline of  élan personnel   [14] , inhibition of becoming  [8] , 
disorder of time intentionality  [6] , stagnation of  temps 
intime   [18, 19] , desynchronization  [10] , post-festum tem-
porality  [13] . All these concepts reflect the crisis of cona-
tion. This involves a hindrance, next to the physiological/
biological feeling of aliveness, of the psychological feeling 
of becoming, self-development, and self-realization. The 
standstill of becoming can be interpreted as a significant 
alteration of the basic goal-pursuit characteristic of hu-
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man life  [67]  that may give rise to a profound and horri-
fying sense of incapacity. Particularly in depressive delu-
sions of guilt, the depressive patient is overwhelmed by 
the impact of the past, and history is experienced in its 
absolute irrevocability, the past as an unpardonable guilt, 
the future as inevitable catastrophe, and the present as ir-
reparable ruin  [6, 9, 68] .

  The various affective, cognitive, sensorimotor, and so-
cial symptoms in MDD are traced back to a more basic 
underlying disturbance in lived time. Although in this pa-
per we cannot provide any statistical correlation between 
depressive symptoms and inhibition of becoming, our 
data support the hypothesis that the majority of depres-
sive symptoms, despite not having time as their manifest 
theme, have an  intrinsic disordered temporal   structure . All 
the fundamental depressive symptoms   –   including PMR, 
depressed mood, and depressive delusional ideas – dis-
play a standstill of becoming as a common and prominent 
characteristic. The weakening of conation, and thus the 
slackening of time flow, and the dominance of the past are 
the hallmarks of depressive temporality and the common 
denominator of the manifold of abnormal feelings and 
cognitions that characterize major depressive episodes. 
Slowness and blocking of time are manifest in slowness in 
action and cognitive functions, including inhibition of 
the course of thought and inhibition of “centrifugal func-
tions” (decision, act, movements)  [69] .

  Depressed mood is a lack of emotional resonance 
whereby one is unable to be emotionally moved by life 
events and to move away from one’s own mood. Patients 
complain of being affected in their very capacity of feeling 
emotions and undergo an exacerbated and painful expe-
rience of loss of emotional grasp and resonance  [6, 9, 14, 

70, 71] . This feeling of the loss of feelings or “Nicht-trau-
rig-sein-können” (not-to-be-able-to-be-sad)  [71]  is a 
“degradation of the power for having moods at all”  [72] . 
Emotions are lived motivations for action. Emotions 
(from Latin  ex movere , literally, “to be moved away”) are 
the  lived motivation for movement . Emotions are kinetic, 
dynamic forces that drive us in our ongoing interactions 
with the environment  [73–75] , or goal-oriented appeti-
tive orientations  [67] . They are  functional  states which 
motivate and may produce movements  [76, 77]  and  pro-
tentional  states which project the person into the future 
providing a felt readiness for action  [78] . An emotion sit-
uates a person, allowing him to see the things that sur-
round him as disclosing certain (and not other) possi-
bilities, i.e., a given set of affordable actions. In this re-
spect, depressed mood is an inverted image of normal 
emotionality – namely, lived motivations for movement 
that project the person towards the future and the exter-
nal world, and the capacity to move in the surrounding 
world and to be moved by the events that take place in
it – and express a highly unnatural passivity.

  Depressive delusions express one’s feeling of lagging 
behind one’s economic, bodily and spiritual/ethical val-
ues and expectations (see  Fig. 2 )  [6, 8, 9, 79, 80] . Hypo-
chondriac delusions can be understood as secondary 
ideas rooted in abnormal bodily phenomena, the latter 
expressing the stagnation of bodily functions. Delusions 
of guilt express the torture of not being able to forget, of 
being constantly forced to remember one’s past mistakes, 
and the surrender in the face of painful processes of de-
tachment and grief  [12] . The patient accuses himself of 
some wrong he has done in the past and cannot be re-
deemed in the present or future.

  The reduction of the speed of subjective time has been 
investigated in cognitive neuroscience paradigms as a dis-
order of time perception – the personal ability to process 
time intervals. The integrity of time perception is essen-
tial to build up higher-order time experiences as the fluid-
ity and continuity of a subjective sense of temporality, the 
temporal coding of events, and synchronization with the 
environment  [81, 82] . Yet, time perception is not the 
same as time experience. This makes it difficult to com-
pare results obtained via the time perception paradigm 
with those (like our own) obtained with methods explor-
ing time experience. Time perception is the ability to 
judge defined intervals of time. It includes  time   estima-
tion  (the evaluation of time sequences of variables length),  
time production  and  reproduction  (the   generation or the 
reproduction of time sequences of definite length), and 
 time discrimination  (where the probands have to com-

Standstill of becoming

Depressedness
(being unable to

move)

Economic, bodily,
spiritual/ethical loss

(lagging behind
oneself)

Psychomotor
retardation;

Inhibition block
(chrematization)

  Fig. 2.  Standstill of becoming as the phenomenological organizer 
of melancholic symptoms. 
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pare sensory stimuli of different length)  [83] . In general, 
time perception performance may be considered the in-
dividual ability to evaluate  objective time . It is usually in-
vestigated in laboratory paradigms. Time perception is 
linked to a neural cognitive device, regarded as the “inner 
clock”  [84] , whose activity is sensitive to physiological 
variables (i.e., age or dopaminergic tone) or pathological 
ones (e.g., schizophrenia)  [85] . On the contrary, time ex-
perience is considered the “direct phenomenal impres-
sion of time perception,” that is the  subjective experience 
of time flowing   [86] . Time experience has been investi-
gated via the Visual Analogue Scale (a graduated   line 
spanning from  extremely slow  to  extremely quick  polari-
ties)  [87, 88]  and via the verbal statements produced by 
the patients  [89] . In the course of depression, patients fre-
quently report slowness of time sense  [86–92] , as well an 
inclination to overvalue toward past events rather than 
the future  [92] .

  Empirical research provided inconsistent or contra-
dictory findings, displaying both overestimation  [93, 94]  
and underestimation  [95]  of time intervals as well as nor-
mal performance  [86]  in patients with depression. Also, 
employing time production/reproduction tasks, contra-
dictory findings have been provided  [88, 91–95] . Thönes 
and Oberfeld  [83] , in a recent meta-analysis, reported no 
significant differences between normal controls and
people with depression in all-time perception tasks (esti-
mation, production/reproduction, discrimination); they 
also confirmed the significance of subjective time slow-
ness occurring in people with depression.

  Some of these discrepancies have been attributed to (a) 
the experimental design of time perception tasks, where 
the time intervals used as stimuli range from milliseconds 
to minutes (differences between normal controls and de-
pressed patients may be evident only in longer intervals 
of time)  [83] ; (b) different mechanisms that may under-
pin time perception (e.g., neurocognitive abilities) com-
pared to time experience (mood disturbance and PMR) 
 [87, 88] ; (c) the ineffectiveness of laboratory paradigms to 
capture real-world time experience, where the slowness 
of subjective time manifests itself  [86] .

  Also, diagnostic bias may be at the origin of inconsis-
tent findings. In the above-mentioned meta-analysis, 
“depression” was considered as a whole, irrespective of 
diagnostic subtyping (e.g., unipolar or bipolar). Disor-
ders of time perception, as modelled in experimental par-
adigms, seem to lack disease specificity. Relevant excep-
tions are the following. Owen et al.  [96]  found a distinc-
tive combination of temporal agility and temporal 
inability characteristic of the experience of severely de-

pressed patients affecting their capacity for decision mak-
ing. They show that a critical cluster of decision-specific 
temporal inabilities is a risk factor distinguishing severe-
ly depressed patients from mildly/moderate depressed 
patients. A similar result was obtained by Münzel et al. 
 [88] , who found that endogenous depressives (but not 
neurotic/reactive depressives) selectively overestimated 
time intervals when required to concentrate under time 
pressure. These results are in principal confirmed by our 
study. These findings may improve the validity of the 
construct of MDD and its diagnostic specificity, especial-
ly shedding light on the uncertain borders between “mi-
nor” and “major” forms of depression. A more detailed 
phenomenal characterization of ATE may lead to the 
identification of diagnostically specific ATE  [97] , in con-
trast to the transnosological value of neurocognitive dis-
orders of time perception, thus allowing a focus on the 
question of how to link brain and experience.

  Some perceptual aberrations of time in MDD have 
been noted in neuropsychological studies as correlates of 
behavioural performance and neural activation or puta-
tively associated with anomalies in brain function  [88, 
98–102] . Typically they perceive a time dilation, i.e., esti-
mate-given time intervals to be longer than the actual, 
objectively measured time. This is a correlation found be-
tween impairment of time perception and overall symp-
tomatology  [102] . The disturbance of so-called neural os-
cillations (the slow widespread bio-electric activity char-
acterizing the resting state)  [103]  is a candidate neural 
mechanism underlying the slowness of subjective time in 
people with depression. Interestingly, a recent meta-anal-
ysis of fNMR studies confirmed anomalies of the default 
mode network in MDD patients, demonstrating hyper-
activity/hyperconnectivity between (posterior) cortical 
midline structures and lateral frontal parietal areas  [104] .

  Time Dominated by the Past 
 Another relevant phenomenological construct of time 

experience in MDD that finds a detailed phenomenal 
characterization through our analyses is that in this con-
dition time experience is dominated by the past. This 
constitutes another fundamental phenomenon of depres-
sion and has been elaborated in an insuperable way by 
Binswanger  [6] . This phenomenon, namely  painful retro-
spection , expresses a consequence of time stagnation and 
of the slackening of the flow of time. Depressed patients 
not only experience the slowing down of the flow of time, 
they also tend to become preoccupied with past events 
and less focused on future or present ones  [100] .
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  This parallels Kimura’s concept of  post festum , which 
is a kind of temporality dominated by the experience of 
the irrevocability and by the “already spent”  [13] . Persons 
with MDD typically report experience of time as a repeti-
tion of the past dominated by retention. The depressive 
patient is overwhelmed by the impact of the past. What 
prevails is an experience of timelessness where past, pres-
ent, and future are merged together as present and future 
are merely a repetition of the past (“There is in me a kind 
of routine which does not permit me to envisage the fu-
ture”)  [80] . History is experienced in its absolute irrevo-
cability, the past as an unpardonable guilt, the future as 
inevitable catastrophe, and the present as irreparable ruin 
 [105] . This characteristic retrospective feature of depres-
sive temporality was already known by Kraepelin  [106] . 
Tellenbach  [9]  described a patient who not only felt guilty 
about her recent transgression but was tortured by the 
“constant subliminal presence of the ‘sins’ of the youth.” 
Another patient is convinced she is “a sinner who has 
lived all her life wrongly.”

  We suggest that the here reported ATE, as manifest in 
the experience of the slowing/blocking of time flow and 
in the invasion of present and future by the past, are also 
manifest and resurface in the different functional do-
mains, e.g., cognitive, affective, sensorimotor, and social. 
This means that, for instance, the slowing and blocking of 
the time flow, as based on decreased conation, is manifest 
in the patients’ perceptions and actions that then also be-
come slowed and blocked in their temporal flow as it is 
manifest in PMR and perceptual abnormalities. The same 
occurs in the cognitive domain where it is manifest in 
slow cognition and impaired goal orientation and execu-
tive functioning. This amounts to what recently has been 
described as “temporal” (or spatiotemporal) psychopa-
thology  [15–17] . This bears direct clinical implications. 
Instead of focusing on separate domains (cognitive, affec-

tive, or sensorimotor symptoms), as is the case with tra-
ditional approaches, such a “temporal” approach envi-
sions abnormalities in all these domains as expressions of 
an underlying dysfunction – which in the case of MDD is 
hypothetically a basic disorder of temporality. If this hy-
pothesis is confirmed, in the future one may base noso-
graphic distinctions on basic temporal disturbances (see 
next paragraph). That, in turn, may also open the door for 
an investigation of those neuronal mechanisms that un-
derlie the basic temporal disturbances for which the 
brain’s spontaneous activity and its internal dynamics 
may be central  [15, 107] .

  ATE in Major Depression and Schizophrenia 
 The experienced pace of time can be anomalous in 

both MDD and schizophrenia, but there are several dif-
ferences between them (see  Table 5 ). The following are 
the main differential features.

  Absence of Duration versus Fragmentation 
 Schizophrenia patients experience time as disarticu-

lated  [32] . Time is fragmented and there is a breakdown 
in time Gestalt and an itemization of now-moments. The 
mere succession of conscious moments as such cannot 
establish the experience of continuity. The main feature 
of ATE in schizophrenia is disarticulation – a breakdown 
of the  synthesis  of past, present, and future. This includes 
4 subcategories: disruption of time flowing, déjà vu/vécu, 
premonitions about oneself, and premonitions about the 
external world. ATE may be related to the manifold of 
other schizophrenic subjective abnormal experiences and 
symptoms, including anomalies of phenomenal con-
sciousness (e.g., disintegration of the appearance of exter-
nal objects and itemization of external world experience), 
selfhood (e.g., disruption of the implicit sense of being a 
unified, bounded and incarnated entity), and sociality 

 Table 5.  ATE in MDD and schizophrenia: differential features

ATE in schizophrenia ATE in major depression

Disorder of synthesis: Disorder of conation:
Disarticulation of the associative connections bridging past, 
present, and future; time is fragmented and it prevails an 
anticipation of what is about to happen

Inhibition of experience of becoming that orientates one’s awareness 
in the direction of the future; the flow of time and the correlated 
bodily functions come to a standstill; it prevails a repetition of the past

Typical sentences: Typical sentences:
“World like a series of photographs” “Time is hopeless”
“The time passes at jerky” “I keep marching about to know I’m alive”
“Something is going on, as if some drama unfolding” “Future gloomy, invaded by the past”
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(e.g., breakdown of one’s sense of being naturally im-
mersed in a meaningful flow of social interactions with 
others)  [17, 32] .

  As we have shown in this paper, in MDD there is not, 
as in schizophrenia, a disarticulation of the unified, op-
erative synthesis of past, present, and future. This can be 
summed up in the following hypothesis, based on the 
present and in our previous study  [32] : from the perspec-
tive of temporality, MDD involves a disorder of conation, 
whereas schizophrenia involves a disorder of synthesis. 
The characterizing feature in MDD is timelessness, that 
is, time comes to a standstill. Time lacks duration, not ar-
ticulation. One defining feature of temporality in MDD 
is the slowing or blocking of the dynamic of temporal 
flux. This reflects loss of conation or  time élan  rather than 
loss of synthesis or  time articulation . The consequence of 
this is a diminished contact between oneself and the world 
 [10, 28, 38, 41, 108, 109] .

  Repetition versus Revelation 
 Another typical phenomenon reported by schizo-

phrenic patients is that they are on the verge of a revela-
tion. The world is on the verge of ending, a new world is 
coming, one’s own life is on the point of undergoing a 
radical change. Time in schizophrenia (especially in acute 
states) is “a state of suspense,” “pregnant now,” “being is 
hanging,” “something imminent,” “something … I didn’t 
know what … was going to happen … between inspira-
tion and expiration”  [32, 77, 110] . Time is dominated by 
the “about-to-happen.”

  Unlike schizophrenia, in MDD time is dominated by 
the “already-happened” and by painful retrospection. Fu-
ture is experienced as the static and deterministic repeti-
tion of the past. Cognitions in major depressives is struc-
tured as the validation of a belief that the person already 
has about herself and of a judgment about herself that is 
already implicit in her value system  [111] . This is a typical 
feature of delusions of guilt in psychotic depressives that 
display the corroboration of a pre-existing identity rather 
than the disclosure of a new one  [80] . Tellenbach  [9]  
speaks of the original coherence of guilt in existence.

  Accompanying Feelings 
 In general terms, in MDD the slowing down of the flow 

of time is accompanied by feelings of despair related to an 
atmosphere of decay and death  [7, 8, 55] . In patients with 
schizophrenia time can be perceived indifferently as ac-
celerated, slowed down, or in both these ways at the same 
time. The accompanying feeling is characterized by as-
tonishment and perplexity  [77] .

  Conclusions 

 Our research is based on a large collection of patients’ 
narratives about anomalous time experiences. Its main 
limitation is that the question about the presence of ATE 
in the general population remains unanswered. This 
question points to the limitations of this approach: the 
problem is not only that false negatives could be present 
but also that the “positives” may not be distinct from the 
untested.

  With all of this in place, our results confirmed previous 
hypotheses based on theoretical speculations and idio-
graphic studies about the relevance and the distinctive 
features of ATE in MDD. ATE in MDD are characterized 
by 3 main features. The first, “vital retardation,” includes 
feelings of stagnation of bodily functions and of decay/
implosion of bodily parts or organs. This is expressive of 
the deterioration of the body-time relationship. The sec-
ond, “slackening of the flow of time,” includes feelings of 
slowing down and of blocking of the flow of time. The 
third, “time dominated by the past,” includes the experi-
ence of the present and the future as “crucified” by one’s 
past deeds.

  All are supposedly the phenomenal manifestations of 
the pre-phenomenal disturbance of temporality called
 conation , that is, the basic energetic momentum of men-
tal life that gives the sense of aliveness and spontaneity  
 and orientates one’s life in the direction of the future.

  We suggested that this “temporal” approach may have 
direct clinical implications. It may supplement tradition-
al approaches (focused on cognitive, affective, or senso-
rimotor symptoms and dysfunction) and base noso-
graphic distinctions between affective disorders and 
schizophrenia on basic temporal disturbances. In this 
vein, contrasting ATE in MDD with ATE in schizophre-
nia, we argued that they may reflect different disorders of 
temporality. For instance, the “temporal” approach may 
help distinguish between psychotic symptoms in MDD 
and those in schizophrenia, respectively characterized by 
loss of conation or  time élan  (MDD) and of synthesis or 
 time articulation  (schizophrenia). Our “temporal” ap-
proach may also help focus on qualitative differences be-
tween different forms of depression  [112] , for instance, 
between milder forms of negative mood like “normal” 
sadness and “true” depression. Future studies should use 
ATE as a potentially clinically significant index for distin-
guishing different forms of depression and testing the ex-
istence of qualitative rather than quantitative differences 
between them. Furthermore, although our data do not 
allow us to draw inferences based on correlations between 
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ATE and depressive symptoms, the combined analyses of 
characteristic ATE in MDD and of the most prominent 
depressive symptoms (including PMR, depressed mood, 
and depressive delusions) led us to argue that the same 
disorders of temporal structure that we found in ATE are 

also present in symptoms which do not have time as their 
manifest theme. Last but not least, this approach may 
pave the way to the investigation of those neuronal mech-
anisms that underlie the basic temporal disturbances 
across a variety of mental distress and disorders.
 

 References 

  1 Alcaro A, Panksepp J, Witczak J, Hayes DJ, 
Northoff G: Is subcortical-cortical midline ac-
tivity in depression mediated by glutamate 
and GABA? A cross-species translational ap-
proach. Neurosci Biobehav Rev 2010;   34:   592–
605. 

  2 Mayberg HS: Targeted electrode-based mod-
ulation of neural circuits for depression. J Clin 
Invest 2009;   119:   717–725. 

  3 Price JL, Drevets WC: Neurocircuitry of 
mood disorders. Neuropsychopharmacology 
2010;   35:   192–216. 

  4 Watt DF, Panksepp J: Depression: an evolu-
tionarily conserved mechanism to terminate 
separation-distress? A review of aminergic, 
peptidergic, and neural network perspectives. 
Neuropsychoanalysis 2009;   11:   5–104. 

  5 Stanghellini G, Rossi R: Pheno-phenotypes: A 
holistic approach to the psychopathology of 
schizophrenia. Curr Opin Psychiatr 2014;   27:  
 236–241. 

  6 Binswanger L: Melancholie und Manie. Phä-
nomenologische Studien. Pfullingen, Gün-
ther Neske, 1960. 

  7 von Gebsattel V: Zeitbezogenes Zwangsden-
ken in der Melancholie. Nervenarzt 1928;   1:  
 275–287. 

  8 Straus E: Disorders of personal time in de-
pressive state. South Med J 1947;   40:   254–259. 

  9 Tellenbach H: Melancholy. History of the 
Problem, Endogeneity, Typology, Pathogen-
esis, Clinical Considerations. Pittsburgh, 
Duquesne University Press, 1980. 

 10 Fuchs T: Melancholia as a desynchronization: 
towards a psychopathology of interpersonal 
time. Psychopathology 2001;   34:   179–186. 

 11 Fuchs T: Temporality and psychopathology. 
Phenom Cogn Sci 2013;   1:   75–104. 

 12 Fuchs T: Psychopathology of depression and 
mania: symptoms, phenomena and syn-
dromes. J Psychopathol 2014;   20:   404–413. 

 13 Kimura B: Ecrits de psychopathologie phéno-
ménologique (translated by Bouderlique J). 
Paris, PUF, 1992. 

 14 Minkowski E: Le temps vécu. Paris, d’Arey, 
1933. 

 15 Northoff G: How do resting state changes in 
depression translate into psychopathological 
symptoms? From “spatiotemporal correspon-
dence” to “spatiotemporal psychopathology.” 
Curr Opin Psychiatry 2016;   29:   18–24. 

 16 Northoff G: Spatiotemporal Psychopatholo-
gy. II. How does a psychopathology of the 
brain’s resting state look like? Spatiotemporal 
approach and the history of psychopathology. 
J Affect Disord 2016;   15:   867–879. 

 17 Northoff G, Stanghellini G: How to link brain 
and experience? spatiotemporal psychopa-
thology of the lived body. Front Hum Neuro-
sci 2016;   28:   10–76. 

 18 Tatossian A: Phénoménologie de la dépres-
sion. Psychiatries 1975;   21:   77–85. 

 19 Tatossian A: Dépression, vécu dépressif et 
orientation thérapeutique; in Collectif (ed): 
La maladie depressive. Paris, Ciba, 1983. 

 20 Kupke C: Lived time and to live time: a critical 
comment on a paper by Martin Wyllie. Philos 
Psychiatr Psychol 2005;   12:   199–203. 

 21 Scheler M: Der Formalismus in der Ethik und 
die materiale Wertethik, gesammelte Werke, 
ed 2. Bern, Francke, 1966. 

 22 Husserl E: On the Phenomenology of the 
Consciousness of Internal Time. Translated 
by Brough JB (ed). Dordrecht, Kluwer, 1991. 

 23 Northoff G: Minding the Brain: A Guide to 
Philosophy and Neuroscience. Ney York, Pal-
grave Macmillan, 2014. 

 24 Thompson E: Mind in Life. Cambridge, Har-
vard University Press, 2007. 

 25 Kraus A: Role performance, identity structure 
and psychosis in melancholic and manic-de-
pressive patients; in Mundt CH (ed): Inter-
personal Factors in the Origin and Course of 
Affective Disorders. London, Gaskell, 1996, 
pp 31–47. 

 26 Svenaeus F: Do antidepressants affect the self? 
A phenomenological approach. Med Health 
Care Philos 2007;   10:   153–166. 

 27 Minkowski E: Findings in a case of schizo-
phrenic depression; in May R, Angel E, Ellen-
berger H (eds): Existence. A New Dimension 
in Psychiatry and Psychology. New York, Ba-
sic Books, 1958, pp 127–139. 

 28 Wyllie M: Lived time and psychopathology. 
Philos Psychiatr Psychol 2006;   12:   173–185. 

 29 Italian Association of Psychology (AIP): Co-
dice Etico della ricerca psicologica (ethical 
code for psychological research). Rome, AIP, 
1997. http://www.mopi.it/docs/cd/aipcode.
pdf (English version). 

 30 Italian Personal Data Protection Code – Leg-
islative Decree No. 196 of 30 June 2003. http://
www.privacy.it/privacycode-en.html (Eng-
lish version). 

 31 Protection of individuals and other subjects 
with regard to the processing of personal da-
ta – Italian Law 675/96. http://www.privacy.
it/legge675encoord.html (English version). 

 32 Stanghellini G, Ballerini M, Presenza S, Man-
cini M, Raballo A, Blasi S, Cutting J: Psycho-
pathology of lived time: abnormal time ex-
perience in persons with schizophrenia. 
Schizophr Bull 2015;   42:   45–55. 

 33 Arbeitsgemeinschaft für Methodik und Do-
kumentation in der Psychiatrie: Das AMDP-
System: Manual zur Dokumentation psychia-
trischer Befunde. Göttingen, Hogrefe, 1995. 

 34 Stanghellini G, Ballerini M: Qualitative anal-
ysis. Its use in psychopathological research 
(editorial). Acta Psychiatr Scand 2008;   117:  
 161‒163. 

 35 Hill CE, Thompson BJE, Williams N: A guide 
to conducting consensual qualitative re-
search. Couns Psychol 1997;   25:   517–572. 

 36 Hill CE, Knox S, Thompson BJ, Williams EN, 
Hess SA, Ladany N: Consensual qualitative 
research: an update. Marquette Univ 2005;   52:  
 196–205. 

 37 Hill CE: Consensual Qualitative Research: A 
Practical Resource for Investigating Social Sci-
ence Phenomena. Washington, APA, 2011. 

 38 Broome MR: Suffering and eternal recurrence 
of the same: the neuroscience, psychopathol-
ogy, and philosophy of time. Philos Psychia-
try Psychol 2005;   12:   187–194. 

 39 Fernandez AV: Depression as existential feel-
ing or de-situatedness? Distinguishing struc-
ture from mode in psychopathology. Phe-
nomenol Cogn Sci 2014;13:   595–612. 

 40 von Gebsattel V: Prolegomena einer medi-
zinischen Anthropologie. Berlin, Springer, 
1954.  

 41 Ratcliffe M: Experiences of Depression. Ox-
ford, Oxford University Press, 2015. 

 42 Aho K: Depression and embodiment: phe-
nomenological reflections on motility, affec-
tivity, and transcendence. Med Health Care 
Philos 2013;   16:   751–759. 

 43 Fuchs T: Corporealized and disembodied 
minds: a phenomenological view of the body 
in melancholia and schizophrenia. Philos 
Psychiatry Psychol 2005;   12:   95–107. 

 44 Doerr-Zegers O, et al: Del análisis clínico-es-
tadístico del síndrome depresivo a una comp-
rensión del fenómeno de la depresividad en
su contexto patogénico. Rev Chil Neuro-
psiquiatr 1971;   10:   1739. 

D
ow

nl
oa

de
d 

by
: 

U
C

L 
   

   
   

   
   

   
   

   
   

   
   

   
   

   
   

   
   

14
4.

82
.1

08
.1

20
 -

 1
2/

19
/2

01
6 

8:
26

:1
3 

A
M



 Abnormal Time Experiences in Major 
Depression 

Psychopathology
DOI: 10.1159/000452892

15

 45 Doerr-Zegers O, Tellenbach H: Differential-
phänomenologie des depressiven Syndroms. 
Nervenarzt 1980;   51:   113–118. 

 46 Doerr-Zegers O: El cambio de la corporalidad 
y su importancia para la determinación de un 
síndrome depresivo fundamental o nuclear. 
Rev Psiquiatr Fac Med Barna 1993;   20:   202–
212. 

 47 Doerr-Zegers O, Stanghellini G: Phenome-
nology of corporeality. A paradigmatic case 
study in schizophrenia. Actas Esp Psiquiatr 
2015;   43:   1–7. 

 48 Schneider K: Pathopsychologie der Gefühle 
und Triebe. Leipzig, Georg Thieme, 1935. 

 49 Schneider K: Die Aufdeckung des Daseins 
durch die zyklothyme Depression. Nerven-
arzt 1950;   21:   193–197. 

 50 Doerr-Zegers O: Psiquiatria antropologica, 
ed 2. Santiago de Chile, Editorial Universita-
ria, 1995. 

 51 Parnas J: Introduction; in Kendler KS, Parnas 
J (eds): Philosophical Issues in Psychiatry. II. 
Nosology. Oxford/New York, Oxford Uni-
versity Press, 2012, pp 219–220. 

 52 Zutt J: Auf dem Wege zu einer anthropolo-
gischen Psychiatrie, gesammelte Aufsätze. 
Berlin/Goettingen/Heidelberg, Springer, 
1963. 

 53 Pfeiffer WM: Die Symptomatik der Depres-
sion in transkultureller Sicht; in Hippius H, 
Selbach H (eds): Das depressive Syndrom. 
Munich, Urban & Scwarzenberg 1969, pp 
151–167. 

 54 Pfeiffer WM: Transkulturelle Psychiatrie. 
Ergebnisse und Problem. Stuttgart, Thieme, 
1971. 

 55 Doerr-Zegers O: Análisis fenomenológico de 
la depresividad en la melancolía y en la epilep-
sia. Actas Luso Esp Neurol Psiquiatr Cienc 
Afines 1979;   5:   292–304. 

 56 Berner P, Gabriel E, Katschnig H, Kieffer W, 
Koehler K, Lenz G: Diagnostic Criteria for 
Functional Psychoses, ed 2. London, Cam-
bridge University Press, 1992. 

 57 Cassano GB, Benvenuti A, Miniati M, Calugi 
S, Mula M, Maggi L, Rucci P, Fagiolini A, Per-
ris F, Frank E: The factor structure of lifetime 
depressive spectrum in patients with unipolar 
depression. J Affect Disord 2009;   115:   87–99. 

 58 Akiskal HS, Bourgeois ML: Re-evaluating the 
prevalence of and diagnostic composition 
within the broad clinical spectrum of bipolar 
disorders. J Affect Disord 2000;   59:   5–30. 

 59 Calugi S, Cassano GB, Litta A, Rucci P, Ben-
venuti A, Miniati M, Lattanzi L, Mantua V, 
Lombardi V, Fagiolini A, Frank E: Does psy-
chomotor retardation define a clinically rele-
vant phenotype of unipolar depression? J Af-
fect Disord 2011;   129:   296–300. 

 60 Goodwin FK, Jamison KR: Manic-Depressive 
Illness. New York, Oxford University Press, 
1990. 

 61 Chen J, Yang L, Ma W, Xingqu Wu, Yan Z, 
Dunhong W, Guangxiong L, Zihe D, Zhen H, 
Ting J: Ego-rotation and object-rotation in 
major depressive disorder. Psychiatry Res 
2013;   209:   32–39. 

 62 Cornell DG, Suarez R, Berent S: Psychomotor 
retardation in melancholic and nonmelan-
cholic depression: cognitive and motor com-
ponents. J Abnorm Psychol 1984;   93:   150–157. 

 63 Hoffstaedter F, Sarlon J, Grefkes C, Eickhoff 
SB: Internally vs. externally triggered move-
ments in patients with major depression. Be-
hav Brain Res 2012;   228:   125–132. 

 64 Meyer JH, McNeely HE, Sagrati S, Boovari-
wala A, Martin K, Verhoeff NP, Wilson AA, 
Houle S: Elevated putamen D 2  receptor bind-
ing potential in major depression with motor 
retardation: an [ 11 C]raclopride positron 
emission tomography study. Am J Psychiatry 
2006;   163:   1594–1602. 

 65 Videbech P, Ravnkilde B, Pedersen THP, 
Hartvig H, Egander A, Clemmensen K, Ras-
mussen NA, Andersen F, Gjedde A, Rosen-
berg R: The Danish PET/depression project: 
clinical symptoms and cerebral blood flow. A 
regions-of-interest analysis. Acta Psychiatr 
Scand 2002;   106:   35–44. 

 66 Walther S, Hofle O, Federspiel A, Müller TJ: 
Neural correlates of disbalanced motor con-
trol in major depression. J Affect Disord 2012;  
 136:   124–133. 

 67 Slaby J, Paskaleva A, Stephan A: Enactive 
emotion and impaired agency in depression. 
J Conscious Stud 2013;   20:   33–55. 

 68 Ratcliffe M: Depression, guilt, and emotional 
depth. Inquiry 2010;   53:   602–626. 

 69 Bleuler E, Bleuler M: Lehrbuch der Psychiat-
rie, ed 10. Heidelberg, Springer, 1966. 

 70 Berrios GE: Melancholia and depression dur-
ing the 19th century: a conceptual history. Br 
J Psychiatry 1988;   153:   298–304. 

 71 Schulte, W: Nicht-traurig-sein-können im 
Kern melancholischen Erlebens. Nervenarzt 
1961;32:23–4. 

 72 Fernandez AV: Reconsidering the affective 
dimension of depression and mania: towards 
a phenomenological dissolution of the para-
dox of mixed states. J Psychopathol 2014;   20:  
 414–422. 

 73 Plutchik R: Emotion: A Psychoevolutionary 
Synthesis. New York, Harper & Row, 1980. 

 74 Sheets-Johnstone M: The Primacy of Move-
ment. Amsterdam, John Benjamins, 1999. 

 75 Sheets-Johnstone M: Phenomenology and 
agency: methodological and theoretical issues 
in Strawson’s “the self.” J Conscious Stud 
1999;   6:   48–69. 

 76 Rosfort R, Stanghellini G: The person in be-
tween moods and affects. Philos Psychiatr 
Psychol 2009;   13:   251–266. 

 77 Stanghellini G, Rosfort R: Emotions and Per-
sonhood: Exploring Fragility – Making Sense 
of Vulnerability. Oxford, Oxford University 
Press, 2013. 

 78 Gallagher S: How the Body Shapes the Mind. 
New York, Oxford University Press, 2005. 

 79 Schneider K: Klinische Psychopathologie. 
Stuttgart, Georg Thieme, 1967. 

 80 Stanghellini G, Raballo A: Differential typol-
ogy of delusions in major depression and 
schizophrenia. A critique to the unitary con-
cept of “psychosis.” J Affect Disord 2015;   15:  
 171–171. 

 81 Parnas J, Møller P, Kircher T, Thalbitzer J, 
Jansson L, Handest P, Zahavi D: EASE: ex-
amination of anomalous self-experience. Psy-
chopathology 2005;   38:   236–258. 

 82 Teixeira S, Machado S, Paes F, Velasques B, 
Silva JG, Sanfim AL, Minc D, Anghinah R, 
Menegaldo LL, Salama M, Cagy M, Nardi AE, 
Pöppel E, Bao Y, Szelag E, Ribeiro P, Arias-
Carrión O: Time perception distortion in 
neuropsychiatric and neurological disorders. 
CNS Neurol Disord Drug Targets 2013;   12:  
 567–582. 

 83 Thönes S, Oberfeld D: Time perception in de-
pression: a meta-analysis. J Affect Disord 
2015;   175:   359–372. 

 84 Gibbon J, Church RM, Meckn WH: Scalar 
timing in memory. Ann NY Acad Sci 1984;  
 423:   52–77. 

 85 Allman MJ, Meck WH: Pathophysiological 
distortions in time perception and timed per-
formance. Brain 2012;   135:   656–677. 

 86 Oberfeld D, Thönes S, Palayoor BJ, Hecht H: 
Depression does not affect time perception 
and time-to-contact estimation. Front Psy-
chol 2014;   5:   810. 

 87 Bech P: Depression: influence on time esti-
mation and time experience. Acta Psychiatr 
Scand 1975;   51:   42–50. 

 88 Münzel K, Gendner G, Steinberg R, Raith L: 
Time estimation of depressive patients: the 
influence of interval content. Eur Arch Psy-
chiatry Clin Neurosci 1988;   237:   171–178. 

 89 Wyrick RA, Wyrick LC: Time experience 
during depression. Arch Gen Psychiatry 
1977;   34:   1441–1443. 

 90 Blewett AE: Abnormal subjective time experi-
ence in depression. Br J Psychiatry 1992;   161:  
 195–200. 

 91 Bschor T, Ising M, Bauer M, Lewitzka U,
Skerstupeit M, Muller-Oerlinghausen B: 
Time experience and time judgment in major 
depression, mania and healthy subjects. A 
controlled study of 93 subjects. Acta Psychiatr 
Scand 2004;   109:   222–229. 

 92 Mundt C, Richter P, van Hees H, Stumpf T: 
Zeiterleben und Zeitschätzung depressiver 
Patienten. Nervenarzt 1998;   69:   38–45. 

 93 Kitamura T, Kumar R: Time estimation and 
time production in depressive patients. Acta 
Psychiatr Scand 1983;   68:   15–21. 

 94 Kornbrot DE, Msetfi RM, Grimwood MJ: 
Time perception and depressive realism: 
judgment type, psychophysical functions and 
bias. PLoS One 2013;   8:e71585. 

 95 Tysk L: Time perception and affective disor-
ders. Percept Mot Skills 1984;   58:   455–464. 

 96 Owen GS, Freyenhagen F, Hotopf M, Martin 
W: Temporal inabilities and decision-making 
capacity in depression. Phenom Cogn Sci 
2015;14:163–182.

97 Ratcliffe M: Varieties of temporal experience 
in depression. J Med Philos 2012;   37:   114–138. 

D
ow

nl
oa

de
d 

by
: 

U
C

L 
   

   
   

   
   

   
   

   
   

   
   

   
   

   
   

   
   

14
4.

82
.1

08
.1

20
 -

 1
2/

19
/2

01
6 

8:
26

:1
3 

A
M



 Stanghellini/Ballerini/Presenza/Mancini/
Northoff/Cutting

 

Psychopathology
DOI: 10.1159/000452892

16

  98 Gil S, Droit-Volet S: Time perception, de-
pression and sadness. Behav Processes 2009;  
 80:   169–176. 

  99 Gallagher S: Consciousness of time and the 
time of consciousness; in Banks WP (eds): 
Encyclopedia of Consciousness. London, 
Academic Press, 2009, pp 193–203. 

 100 Gallagher S: Time, emotion, and depression. 
Emot Rev 2012;   4:   127–132. 

 101 Lloyd D: Neural correlates of temporality: 
default mode variability and temporal 
awareness. Conscious Cogn 2012;   21:   695–
703. 

 102 Vogeley K, Kupke C: Disturbances of time 
consciousness from a phenomenological 
and a neuroscientific perspective. Schizophr 
Bull 2007;   33:   157–165. 

 103 Northoff G: Is schizophrenia a spatiotem-
poral disorder of the brain’s resting state? 
World Psychiatry 2015;   14:   34–35. 

 104 Kaiser RH, Andrews-Hanna JR, Wager TD, 
Pizzagalli DA: Large-scale network dysfunc-
tion in major depressive disorder. A meta-
analysis of resting-state functional connec-
tivity. JAMA Psychiatry 2015;   72:   603–611. 

 105 Straus E: Psychologie der menschlichen 
Welt, gesammelte Schriften. Berlin/Göttin-
gen/Heidelberg, Springer, 1960. 

 106 Kraepelin E: Psychiatrie, ed 8. Leipzig, Barth, 
1908. 

 107 Northoff G: Spatiotemporal psychopathol-
ogy. I. No rest for the brain’s resting state 
activity in depression? Spatiotemporal psy-
chopathology of depressive symptoms. J Af-
fect Disord 2015;   15:   190–854. 

 108 Sass LA, Pienkos E: Varieties of self-experi-
ence: a comparative phenomenology of mel-
ancholia, mania and schizophrenia. Part I.
J Consciousness Stud 2013;   20:   103–130. 

 109 Sass LA, Pienkos E: Space, time, and atmo-
sphere. A comparative phenomenology of 
melancholia, mania, and schizophrenia, Part 
II. J Consciousness Stud 2013;   20:   131–152. 

 110 Mancini M, Presenza S, Di Bernardo L, Lar-
do PP, Totaro S, Trisolini F, Vetrugno L, 
Stanghellini G: The life-world of persons 
with schizophrenia. A panoramic view. J Psy-
chopathol 2014;   20:   423–434. 

 111 Kraus A: Schizoaffective psychoses from a 
phenomenological-anthropological point of 
view. Psychiatr Clin (Basel) 1983;   16:   265–
274. 

 112 Maj M: When does depression become a 
mental disorder?; in Kendler KS, Parnas J 
(eds): Philosophical Issues in Psychiatry. II. 
Nosology. Oxford/New York, Oxford Uni-
versity Press, 2012, pp 221–228. 

 113 Heidegger M: Being and Time (translated by 
Macquarrie J). Oxford, Blackwell, 1927. 

 114 Merleau-Ponty M: Phénoménologie de la 
perception. Paris, Éditions Gallimard, 1945. 

  

D
ow

nl
oa

de
d 

by
: 

U
C

L 
   

   
   

   
   

   
   

   
   

   
   

   
   

   
   

   
   

14
4.

82
.1

08
.1

20
 -

 1
2/

19
/2

01
6 

8:
26

:1
3 

A
M


