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What we call today negative symptoms are thought to descend from the very deficits that the earliest scholars of 
schizophrenia (such as Kraepelin and Bleuler) considered to be the key, fundamental symptoms of the disorder. In the 
latter half of the 20th century, delusions and hallucinations received greater prominence, which eventually changed 
both the concept of schizophrenia and its diagnostic criteria by placing positive symptoms at the forefront. The fi rst 
decade of the 21st century witnessed a resurgence of interest in negative symptoms of schizophrenia. Persistent and 
clinically signifi cant negative symptoms were declared an unmet therapeutic need in a large proportion of cases by 
several schizophrenia experts, who, with the support of the NIMH, held a consensus development conference in 2005 to 
discuss negative symptoms and how to proceed in this area. The Consensus Statement read that improved recognition 
and awareness of negative symptoms are the fi rst step to improving function in patients with negative symptoms of 
schizophrenia. According to the principles of Values-Based Practice that also means improving recognition and 
awareness of the diverse values involved in the conceptualization and practical assessment of negative symptoms. By 
analyzing selected conceptual papers on negative symptoms, instruments developed for the assessment of this area of 
psychopathology, and clinical vignettes, we intend to point out some values-related issues in the diagnosis of negative 
symptoms as well as to make the case that these symptoms may be a particularly complex aspect of schizophrenia, vis-
à-vis understanding the role played by values.
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INTRODUCTION
What we call today negative symptoms are 

thought to descend from the deficits that the ear-
liest scholars of schizophrenia considered to be 
the fundamental symptoms of the disorder. Ac-
cording to Kraepelin (1899/1990) who was the 
fi rst to describe - under the name of dementia 
praecox - what we know now by schizophrenia, 
in dementia praecox:

“we observe a weakening of those emotional activi-
ties which permanently form the mainsprings of voli-
tion [...]. Mental activity and instinct for occupation 
become mute. The result of this highly morbid process 
is emotional dullness, failure of mental activities, loss 
of mastery over volition, of endeavor, and ability for 
independent action” (p. 74)

Bleuler (1911/1950), who coined the term 
schizophrenia, attempted to describe what he 
thought to be pathognomonic symptoms of the 
“group of schizophrenias”. In his opinion the 

fundamental symptoms of schizophrenia syn-
drome were: loss in the continuity of associa-
tions, loss of affective responsiveness, loss of 
attention, loss of volition, ambivalence and au-
tism. Hallucinations, delusions, catatonic symp-
toms were considered to be unspecifi c accessory 
symptoms that could even be absent. Those latter 
manifestations are nowadays collectively called 
“positive symptoms”.

The origins of the terms “positive symptoms” 
and “negative symptoms” can be traced back 
to various sources, but one of the earliest and 
most acknowledged was John Hughlings Jack-
son (1881-1887/1931) who proposed the terms 
within a model of brain function organized in 
hierarchical evolutionary layers, referring to 
neurological as well as to mental disorders. In 
Jackson’s model some symptoms represented 
loss of function resulting by brain injury (nega-

Dialogues in Philosophy, Mental and Neuro Sciences



DIAL PHIL MENT NEURO SCI 2010; 3(2): 35-41

Dantas & Banzato

tive symptoms) while others, such as hallucina-
tions and delusions, represented an exaggeration 
of normal function and might represent release 
phenomena (positive symptoms) - an over-func-
tioning of a primitive substrate that is for some 
reason no longer monitored by higher cortical 
functions. Although most investigators do not 
necessarily embrace the specifi c pathological 
mechanism proposed by Jackson, the categori-
zation of schizophrenia symptoms as “positive” 
or “negative” has been largely adopted as a de-
scriptive one.

Bleuler’s view, emphasizing manifestations 
that we would mostly call negative symptoms as 
central to schizophrenia, prevailed for decades. 
However in the 1960s and 1970s the emphasis 
on core symptoms shifted away from his view 
and delusions and hallucinations were given 
greater prominence which eventually changed 
both the concept of schizophrenia and its diag-
nostic criteria.

The emphasis on more conspicuous psychotic 
symptoms arose from an interest in improving 
diagnostic precision and reliability. In Nancy An-
dreasen’s (1997) words, fl orid psychotic symp-
toms, such as delusions and hallucinations “are 
essentially “all or none” phenomena, which are 
relatively easy to recognize and defi ne” (p.107), 
whereas, “Bleulerian symptoms were diffi cult to 
defi ne and rate reliably. They are often continu-
ous with normality, while positive symptoms are 
clearly abnormal” (p. 108).

The infl uence of the ideas of Kurt Schneider 
among English-speaking psychiatrists was criti-
cal to such a shift (Andreasen, 1997). Schneider, 
as did Bleuler, attempted to identify symptoms 
that were fundamental to schizophrenia. Karl 
Jaspers’ work (1959/1997) who believed that the 
essence of psychosis was the experience of phe-
nomena that a “normal” person could not readily 
relate to, had great infl uence on Schneider. In his 
opinion (Schneider, 1946/1959) key components 
of schizophrenia were the loss of the boundar-
ies between self and non-self and the loss of the 
sense of personal autonomy. Thus, he considered 
symptoms such as thought insertion and delu-
sions of being controlled by outside forces as 
“fi rst-rank” symptoms which should then play a 
prominent diagnostic role.

Nevertheless, the end of the 20th century wit-
nessed a resurgence of interest in negative symp-
toms of schizophrenia. A landmark of that resur-
gence was the paper by Strauss and colleagues 
(1974): “An approach to the diagnosis and un-
derstanding of schizophrenia, part III. Specu-
lations on the processes that underlie schizo-
phrenic symptoms and signs”. In this paper, the 
authors suggested that schizophrenic symptoms 
could be grouped in three relevant dimensions: 
a) positive symptoms including disorders of 
content of thought and perception and certain 
behaviors (e.g. catatonic motor disorders); b) 
negative symptoms including blunting of af-
fect, apathy, and certain kinds of formal thought 
disorder, such as blocking; and c) disorders of 
relating including poor relationships and social 
avoidance.

The work by Strauss and co-workers led to a 
growing interest in the positive/negative distinc-
tion in schizophrenia. However, in Andreasen 
and Olsen’s words (1982):

“Exploration of the distinction has proceeded slowly 
and fi tfully [so far] in spite of considerable interest in 
it, primarily because adequate methods of phenome-
nologic description and nosologic categorization have 
not been available” (p. 790)

Efforts to better delineate the features of 
negative symptoms were then undertaken. The 
“disorders of relating”, postulated by Strauss 
and colleagues, were eventually assimilated to 
“negative symptoms”, which have been most 
commonly, although not uncontroversially, con-
sidered to consist of blunted affect, poverty of 
speech, asociality, avolition and anhedonia. In 
order to improve diagnostic reliability and to 
quantify negative symptoms in spite of their neb-
ulous fringes with normal experiences, a number 
of scales for the standardized assessment of neg-
ative symptoms were developed. We will return 
to two of those assessment instruments later in 
this paper.

The positive/negative distinction was adopted 
by a number of investigators in an attempt to de-
fi ne a putative disease entity within the “group 
of schizophrenias” as Bleuler referred to it. 
Three major models emerged: type I and type II 
schizophrenia (Crow, 1980), negative and posi-
tive schizophrenia (Andreasen and Olsen, 1982), 
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and defi cit and nondefi cit forms of schizophre-
nia (Carpenter Jr. et al., 1988). Although the fi rst 
two models were praised as very promising in 
the 1980s and 1990s, they are nowadays less en-
thusiastically embraced even by their own ideal-
izers (Andreasen, 1997). However, the hypothe-
sis that defi cit schizophrenia - a putative subtype 
of schizophrenia characterized by the presence 
of prominent and persistent negative symptoms 
that are considered to be primary to the illness 
rather than due to such factors as antipsychotic 
akinesia, depressive anhedonia or paranoid so-
cial withdrawal - might represent a separate dis-
ease within schizophrenia syndrome remains an 
active program of research.

Negative symptoms have also an impor-
tant place in a current research approach that 
is becoming prevalent: it emphasizes the in-
vestigation of discrete symptom complexes 
as compared with schizophrenic syndromes 
or subtypes, shifting away the focus from the 
pathophysiology of schizophrenia to the inves-
tigation of the pathophysiology of each specifi c 
symptom domain (Buchanan and Carpenter, 
1994). Negative symptoms and particularly defi -
cit symptoms are considered to be one of such 
domains. Those symptom complexes have been 
tested with a variety of neuroimaging and neu-
rophysiologic techniques, and in genetic studies 
they are hypothesized to represent independent 
phenotypes. There have also been expectations 
even that animal models could be developed for 
each of the domains (Buchanan and Carpenter, 
1994; Andreasen, 1997).

An uncritical ascription of the study of nega-
tive symptoms to such a research agenda has 
been sometimes pointed out and regarded as a 
reductionist approach (see, for example, Tarrier 
(2006)). We subscribe to that criticism, to the ex-
tent that such naturalistic approach neglects the 
complexity of a subject’s being-in-the-world as 
well as the diversity of driving forces within the 
life of each individual. Hereafter, we will point 
out one of the neglected aspects within a plain 
naturalistic approach, that is the key role played 
by values in the conceptualization of negative 
symptoms.

There are an ongoing debate and a growing 
body of literature on the inescapable role of val-

ue attribution, besides “scientifi c facts”, not only 
on mental health care but also on the process of 
psychiatric diagnosis, involving conceptualiza-
tion and assessment of symptoms and classifi -
cation of disorders (Sadler, 2004; Fulford et al., 
2006). One of the stands assumed in that debate 
is that scientifi c advances (in neuroscience, for 
example), far from reducing the prominence of 
values in psychiatry, increases the value-laden-
ness of the discipline by opening up a widened 
range of possible choices to which values are 
entailed (Fulford et al., 2006). We believe that 
bringing the debate on values to the consider-
ation of negative symptoms is a way of prevent-
ing reductionism in that fi eld.

In order to highlight some instances of values 
content in the concepts of negative symptoms 
we will analyze two of the scales for the stan-
dardized assessment of those symptoms. We be-
lieve such instruments can give us a glimpse on 
how those concepts of negative symptoms have 
been applied in practice. The scales were primar-
ily developed for use in research, but we assume 
that they eventually infl uenced assessment for 
clinical purposes as well.

Firstly, let us take a look on Andreasen’s 
Scale for the Assessment of Negative Symptoms 
(SANS) (Andreasen, 1989), a widely adopted in-
strument, fi rst released in the early 1980’s, which 
is considered to be the one with most extensive 
coverage of negative symptoms. The SANS con-
sists of 5 subscales: affective fl attening or blunt-
ing, alogia, avolition/apathy, anhedonia/asocial-
ity, and attentional impairment. Let us pick up 
the avolition/apathy subscale as an example. The 
general description of the subscale reads:

“This symptom complex encompasses the schizo-
phrenic subject’s diffi culties in experiencing interest 
or pleasure. It may express itself as a loss of interest in 
pleasurable activities, an inability to experience plea-
sure when participating in activities normally consid-
ered pleasurable, or a lack of involvement in social 
relationships of various kinds” (our italics)

The subscale consists of four items and a 
global rating of Anhedonia-Asociality:

a) Recreational Interests and Activities: “The subject 
may have few or no interests, activities, or hobbies”
b) Sexual Interest and Activity: “The subject may 
show a decrement in sexual interest and activity, as 
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judged by what would be normal for the subject’s age 
and marital status. Individuals who are married may 
manifest disinterest in sex or may engage in inter-
course only at the partner’s request. In extreme cases, 
the subject may not engage in any sex at all. Single 
subjects may go for long periods of time without 
sexual involvement and make no effort to satisfy this 
drive”
c) Ability to Feel Intimacy and Closeness: “The sub-
ject may display an inability to form close and inti-
mate relationships of a type appropriate for his age, 
sex, and family status. In the case of a younger person, 
this area should be rated in terms of relationships with 
the opposite sex and with parents and siblings. In the 
case of an older person who is married, the relation-
ship with spouse and with children should be evalu-
ated, while older unmarried individuals should be 
judged in terms of relationships with the opposite sex 
and any family members who live nearby”
d) Relationships with Friends and Peers: “Subjects 
may also be relatively restricted in their relationships 
with friends and peers of either sex. They may have 
few or no friends, make little or no effort to develop 
such relationships, and choose to spend all or most of 
their time alone” (our italics)

We can infer from those items that judgment 
on areas where human values varies largely and 
are far from consensual, even within a given 
culture, such as sexual interest and activity, is a 
requirement of negative symptoms assessment.

Let us take an excerpt of another scale, the 
Schedule for the Defi cit Syndrome (SDS: Kirk-
patrick et al., 1989) developed to assess the 
presence or absence of the defi cit syndrome in 
schizophrenia. The SDS incorporates sever-
ity ratings for 6 negative symptoms: restricted 
affect, diminished emotional range, poverty of 
speech, curbing of interests, diminished sense of 
purpose and diminished social drive. Although 
the schedule is not intended to be a measure of 
negative symptoms severity, the identifi cation of 
at least two out of six symptoms presenting se-
verity beyond a specifi c threshold is one of the 
criteria for the diagnosis of the defi cit syndrome 
of schizophrenia.

The SDS manual puts forward defi nitions of 
the symptoms to be assessed and directions on 
how that assessment should be done. For exam-
ple:

Diminished sense of purpose: under this item, one is 
attempting to rate: 1) the degree to which the patient 
posits goals for his/her life; 2) the extent to which the 
patient fails to initiate or sustain goal directed activity 

due to inadequate drive; and 3) the amount of time 
passed in aimless inactivity. Whether or not the goal is 
realistic is not relevant. The patient with a superfi cial 
commitment to a goal - i.e., who only pays lip service 
to a socially acceptable goal - should be considered to 
have a diminished sense of purpose. It may be impor-
tant to distinguish between activity for which the pa-
tient provides the impetus, and one for which another 
person (such as a family member) provides it

Here again the rater is prompted to judge and 
decide on widely variable and value-laden hu-
man activities, behaviors and inner experiences, 
in order to capture manifestations that are sup-
posedly out of the boundaries of an implicit 
norm or expected range of diversity.

It is not our point that researchers and scale 
developers are unaware of value attribution in 
the defi nition and assessment of negative symp-
toms. But, instead, that this issue has not been 
carefully and explicitly addressed. Illustrative of 
the overlooking of the role played by values in 
the conceptualization and assessment of nega-
tive symptoms is the absence of any reference 
to any question related to that issue amongst the 
questions addressed by schizophrenia experts 
gathered under the auspices of the NIMH on a 
consensus development conference on negative 
symptoms in 2005 (Kirkpatrick et al, 2006).

We argue on the relevance and need of open 
debate and further conceptual work on nega-
tive symptoms, especially as regarding values-
related issues. The cooperation between phi-
losophy and psychiatry that has been fl ourishing 
in the fi rst decade of the 21st century (Fulford 
and Stanghellini, 2008) would provide valuable 
framework and tools for that enterprise.

In order to show how our concerns are rele-
vant to clinical practice, let us introduce Mr. A 
to you:

Mr. A. is now 32 years old. He had his fi rst psychotic 
episode when he was 25. On that time he was married 
and had already two children. He worked as an ad-
ministrative employee on a beach hotel. Since he was 
19 he used to smoke marijuana on occasions (about 
twice a month). Before the psychotic episode he liked 
to party with his co-workers and had sometimes fl irted 
with hotel guests. Through some months he became 
increasingly paranoid and started hearing voices that 
talked with one another discussing about him. After 
much insistence of his wife, he accepted psychiat-
ric treatment and started taking antipsychotics. After 
some time he had no longer positive symptoms and 
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he returned to his work and previous life style, except 
for that he quitted marijuana. A couple of years later 
he stopped taking antipsychotics and abandoned treat-
ment. When he was 28 he had a new episode, during 
which, besides delusions and hallucinations, he pre-
sented bizarre and aggressive behavior. He was in-
voluntarily admitted to a psychiatric ward and he was 
prescribed a second generation antipsychotic. Even 
thought the diagnosis of a substance-induced psycho-
sis could not be ruled out at fi rst, the occurrence of 
a second full-blown psychotic episode after years of 
abstinence of marijuana, combined with a persistent 
change in patterns of sociability and functionality led 
to the diagnosis of schizophrenia (according to the 
DSM-IV). Once again positive symptoms remitted 
completely with antipsychotic treatment. But this time 
his wife left him. Mr. A. deeply regretted the end of 
his marriage. He moved to another city, to live alone 
in a studio next to his sister’s house. Now he works 
as a nocturnal security guard. He visits his children 
monthly and he talks a little to his sister, other than 
that he has no social relationships. He says he is more 
“moderate” nowadays and he doesn’t get “emotion-
ally involved” with things like he used to do before. 
He doesn’t mind being alone, actually he doesn’t feel 
like being with people. He had no sexual relationships 
in the last 4 years. In his account, he changed because 
he realized he had a wrong way of life before, one 
that leaded to the second psychotic episode, and most 
importantly, to the end of his marriage. He has been 
going to an evangelical church from time to time, and 
he believes living a more ascetic life will praise God, 
and will help preventing new psychotic episodes. He 
thinks his life is good this way.

If we think of negative symptom domains 
defi nitions and SANS’ anhedonia-asociality 
subscale we might consider that Mr. A has sig-
nifi cant asociality. However, he has a personal 
account for the changes he has undergone that 
makes them meaningful to him. He expresses 
his view that the changes that could possibly be 
considered a negative symptom of schizophrenia 
are, in fact, a life option that is in line with val-
ues he currently holds.

Imagine a future when NIMH’s hopes for the 
development of specifi c pharmacological treat-
ment for negative symptoms (Kirkpatrick et al., 
2006) were met and clinicians are provided with 
a drug for asociality. Should we treat Mr. A or 
should we not? Should we tell him that what he 
thinks as his option for an “ascetic life” is a mere 
rationalization of his impairment, which actually 
is a dysfunction of his brain, treatable by medi-
cation?

Some recent trends in health care promotion 
can help us deal with those questions: Values-
Based-Practice (VBP) (Fulford, 2004), health 
care aimed at recovery (Farkas, 2007), and 
WPA’s Psychiatry for the Person (Mezzich, 
2007). In different ways, all those approaches 
positively valorize fi rst person’s accounts for 
mental illness, the respect for the diversity of 
values that are at play on diagnostic process, 
treatment planning and service delivery, and the 
active engagement of the person in all aspects of 
promoting person’s own health and well-being.

However, as emphasized by principle one of 
VBP, fact and value are woven together in diag-
nostic decisions and the proposal of a defi cit syn-
drome of schizophrenia has its own good share 
of facts. It arose from clinical observations and 
from the contact with patients whose persistent 
lack of liveliness and interest in other people and 
in world strikes clinicians as impressive. Patients 
presenting the defi cit syndrome - 15% of fi rst-
episode and 25-30% of chronic schizophrenics, 
if the prevalence estimate is right (Kirkpatrick et 
al., 2001) – represent a knot to the person-cen-
tered approaches afore mentioned. By support-
ing the involvement and active participation of 
the person in protecting oneself from illness and 
promoting and maintaining health and recovery, 
VBP, recovery movement and psychiatry for the 
person, are somehow assuming that patients (or 
users) are willing to get involved and to have 
a say in health promoting process. That might 
prove true for most patients, but doesn’t seem to 
be the case for defi cit schizophrenics. What to 
do when will itself is disordered? As Kraepelin 
(1899/1990) put it, in these patients:

“[the] essence of personality is thereby destroyed, the 
best and most precious part of its being, as Griesinger 
once expressed it, torn from her. With the annihilation 
of personal will, the possibility of further development 
is lost, which is dependent wholly on the activity of 
volition” (p.74)

While in the case of Mr. A, taking into ac-
count the patient’s values may infl uence the very 
recognition of negative symptoms, making their 
ascertainment somewhat controversial, there are 
clinical situations, in a full-blown defi cit syn-
drome, for instance, where what is of essence is 
precisely whether and how patients’ values can 
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determine the direction of treatment and reha-
bilitation.

Let us introduce Mr. D to you: 
Mr. D. is 40 years old. He had his fi rst psychotic epi-
sode when he was 20, by that time he was reliably 
diagnosed as schizophrenic (according to DSM-IV). 
From 20 to 28 years old, he had some psychiatric hos-
pitalizations. While taking antipsychotic medication 
he presented complete remission of positive symp-
toms, but in the last 15 years he did almost nothing 
but sat around watching the days go by. He lives with 
his elderly parents and his income is a social security 
pension. His mother had a stroke and has severe motor 
impairments. His father takes care of the household. If 
the old man insists a lot, Mr. D. would wash a single 
dish, but no more than that. He wakes up about nine 
in the morning and spends the morning waiting for the 
lunch sat on the sofa or laid in his bed, but if for any rea-
son his father doesn’t prepare the meal, Mr. D. won’t 
care, he simply won’t eat. He doesn’t watch television 
or listen to the radio. He smokes all day long. Mr. D. is 
treated in a multidisciplinary community based mental 
health care setting aimed at psychosocial rehabilita-
tion. He accepts to take antipsychotic medication, but 
his father has to supervise him because he would not 
take his medicine by himself. Every two weeks, Mr. 
D. goes to the mental health service to participate in a 
therapeutic group. His participation consists of staying 
silently in the room. He refuses every single invitation 
to engage in any other activity and he doesn’t propose 
another instead. Even his refusal is quite passive. He 
would say: “Uh… I guess not” or “Oh… I don’t like 
it”. When asked what he would like to do, he would 
say with a smile: “Nothing, I guess. Let it be”

What about to do with Mr. D? How could we 
possibly include him in his own process of health 
promoting? Should we just leave him alone? 
How could us help him achieve recovery, under-
stood as “the deep personal process of changing 
one’s attitudes, feelings, perceptions, beliefs, 
roles, and goals in life”, developing “new mean-
ing and purpose in one’s life, beyond the impact 
of mental illness” (Farkas, 2007)?

That is the double challenge negative symp-
toms poses to us: on the one hand, to be actively 
watchful of normalizing and naturalizing ten-
dencies and keep an openness and respect for the 
diversity, and on the other, to rethink the limits of 
cherished concepts, such as self-determination 
and empowerment, and of person-centeredness 
in health care.

Endnote: This paper was fi rst presented (oral presenta-
tion) in a condensed form at the 13th International Con-
ference of the International Network for Philosophy and 
Psychiatry, Manchester, United Kingdom, June, 2010. 
This work was funded by FAPESP, grant no. 08/09488-8.
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