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Editor’s Note: This fourth paper, parallel to the preceding paper’s combined clinical and research contributions to a developmental formulation of a complex depth psychological understanding of human mental functioning, describes the same combining of clinical and research contributions to the understanding of unconscious mental processes, and their neurophysiological substrates, in elucidating the full complexity of human mental functioning.


Shevrin, an empirical psychoanalytic researcher, draws upon the range of studies in cognitive psychology and in neurophysiology, his own and that of others, to show how they complexly interdigitate with (correlate with) psychoanalytic conceptualizations to build a multisided explanatory framework of the phenomena of mental and emotional illness, in his words, to explain comprehensively their ‘irrational,’ ‘peremptory,’ and ‘unbidden’ aspects. Like the previous chapter on the developmental perspective, this one, on the cognitive behavioral and the neurophysiological perspectives, provides conceptual underpinning to a full psychoanalytic understanding of human mental life.


 The effort to develop an atheoretical, purely descriptive nosology for mental health disorders has in recent years come under increasing criticism (Blatt & Levy, 1998; Shedler, 2002; Westen, 1997; Westin & Morrison, 2001). Several revisions have been undertaken to correct the serious difficulties identified by users of the system as well as critics. Another revision is now in progress. Many have pointed out that aspiring to create a diagnostic system qualifying as atheoretical is a scientific non-starter (Blatt & Levy, 1998). Mental health disorders confront the diagnostician with highly complex and ambiguous phenomena, ranging from fragmentary and often tendentious self-reports and flawed history to a multiplicity of behaviors occurring in the consulting room such as silence, tics, eye aversion, tears, angry explosions, demands, accusations, pleading, resignation, expressions of hopelessness, submission, and much more that human suffering elicits. From all of these the clinician must select, weigh, and determine the factors presumably constituting or causing the patient’s disorder. It is highly unlikely that the clinician presented daily with this kind of complexity would not draw upon some frame of reference or conceptualization to assist in selecting, weighing, and ultimately separating what is important from what is unimportant as determined by guiding principles, often not explicitly identified. 


Currently there are at least three major frames of reference that inform, to one extent or another, in one combination or another, the way clinicians evaluate their patients:  1) cognitive behavioral, 2) biological, 3) psychodynamic. Each of these approaches is based on assumptions that are usually implicit and are to a greater or lesser extent supported by independent evidence. As a result it is not difficult to note blatant conceptual inconsistencies among these three reference frames. For example, the cognitive behavioral approach assumes that depressive beliefs cause depressed mood from which it follows that if beliefs are changed, moods will change. On the other hand, the biological approach assumes that abnormal amounts of certain neurotransmitters cause depressed moods from which it follows that if the amounts of these neurotransmitters are normalized, depressed moods will lift. For the former it is of little interest what is happening to neurotransmitters; they play no role in the theory nor are they accessible to the cognitive method. For the latter, it makes no difference what the beliefs are; they play no role in the theory nor are they accessible to the biochemical method. Yet findings from quite a few studies point to the augmentation in treatment benefit if both depressive beliefs and neurotransmitter levels are simultaneously addressed (Ressler, et al., 2000). There are also recent neuroimaging studies appearing to show that each treatment modality affects different parts of the brain (Etkin, et al., 2005). These findings would seem to require some metatheory that would explain the relationship between beliefs and neurotransmitters, how they interact, or if they work as independent factors. The other possibility is that practitioners subscribe to no theory, implicit or explicit, but rely on what one could call the “kitchen sink” approach to diagnosis and treatment:  You throw in whatever seems to work either by some measure of clinical usefulness or reputation. Often this is the mark of clinicians at the end of their rope.


The psychodynamic frame of reference, although far from being an agreed upon set of interrelated concepts, is in agreement with the cognitive behavioral view in accepting that psychological factors such as beliefs can play a role, and in agreement with the biological view that significant brain processes are involved, but adds the important proviso that both beliefs and neurotransmitter levels are either secondary effects or concomitants of other causes, psychological in nature that are unconscious and thus unreportable by the patient. These considerations do not enter into cognitive behavioral or biochemical description. Yet in the respect that patients are unaware of neurotransmitter levels, there is a similarity to the neurotransmitter approach but for radically different reasons. Moreover, it is further assumed that the influence of unconscious factors is seldom direct and, in common sense terms, rational or reasonable. Interestingly, something similar can be said about neurotransmitter levels, whose effect is of a different order (psychological) from its cause (biochemical), posing intriguing questions about how mind and brain relate to one another. On the other hand, the relationship between depressive beliefs and depressive mood seems to be fairly direct and rational, once granting the validity of the beliefs. 

Although it would be generally agreed that beliefs can influence behavior, it is not so clear about the means through which this is accomplished. Ordinarily we think that a changed belief would work through changing a person’s motivation or attitude. If I learn that someone I believed was trustworthy turns out to be a scoundrel, my belief would change as a function of my disappointment, self-criticism for having been duped, and wariness in my further dealings with that person. There would not seem to be an automatic, unmediated impact of a changed belief, anymore than we continue to believe that the relationship between conditioned and unconditioned stimuli is automatic in the sense that the early behaviorists assumed. Rescorla, (1988) and others going back to Pavlov himself introduced such cognitive considerations as expectation and awareness of the relationship to account for some forms of conditioned learning. 

The same can be said about changing neurotransmitter levels. It is highly unlikely that a meaningful change in a neurotransmitter in one important part of the brain does not affect other parts of the brain that instantiate such processes as thought and motivation, strongly implying that these local effects are mediated by many other functions related to other parts of the brain (Friston, 2000). In short, whether we are talking about beliefs or neurotransmitters, an explanation of their presumed effects must entail a much more complex picture of mediating factors that includes considerations of memory, affect, and motivation, in particular as these concern the significant people and important events in patients’ lives. If we are to move from a descriptive to an explanatory basis for mental health nosology, then we must be prepared for a multi-factorial approach:  What psychological factors mediate between specific beliefs and mood, what neurophysiological factors mediate between specific neurotransmitter levels and mood, what unconscious factors mediate between conscious experience and behavior?
Once one views the psychodynamic approach in this context it is entirely possible for both the cognitive behavioral and biological approaches to be drawn upon in a psychodynamic approach to nosology insofar as the psychodynamic clinician must give beliefs their due, and keep in mind that powerful genetic factors may strongly predispose to one mental health disorder or another. Freud early on described the complementary series in which at one end neurosis was mainly determined by heredity and on the other end mainly by environment. Most disorders, falling on the continuum in between, result from an interaction of both factors. The major outcome of depression research conforms to this series, starting with Bowlby’s observations (Bowlby, 1986). Two main factors have been identified:  Frequency of familial depression assumed to be gene related and an experience of loss or failure, an adventitious environmental cause. The psychodynamic clinician, however, is forced to view these factors as contributory to the formation of unconscious desires, needs and interpersonal expectations that are causes not accounted for by the content of beliefs or the existence of hereditary factors alone. From a theoretical standpoint the psychodynamic approach stands or falls on the existence of such unconscious factors and the way they affect the nature of mental health disorders. At the same time the psychodynamic approach can lay claim to being more comprehensive that either of the other approaches, insofar as it incorporates the full panoply of psychological factors as well as brain processes. This comprehensiveness has been explicitly acknowledged by Kandel, a Nobel Laureate in physiology, who noted that psychoanalysis was the only comprehensive theory available to psychiatry (Kandel, 1999). 

The Irrational, the Peremptory, and the Unbidden


Relevant to the psychodynamic approach are several characteristics of the behavior of all psychiatric patients that have seldom been noted outside the psychoanalytic literature and yet decisively distinguish these disorders from what we would consider to be normal or healthy behavior. A consideration of these characteristics leads into a more thorough examination of the psychodynamic approach and what it specifically has to offer other approaches, both diagnostically and as a mode of treatment. Thereafter, we are in a position to address the psychological and neuroscience evidence supporting the existence of the assumed unconscious factors and the way in which they operate to cause mental disorder. Let us start with a spider phobia as an instance of a mental health disorder. The description to be offered can be applied to any symptom or for that matter to any personality disorder. First, the symptom is irrational by common sense standards. The extent of the fear and the resultant avoidant behavior is inconsistent with the actual danger posed by spiders. Phobic patients are usually painfully embarrassed by this realization. Second, despite this realization the fear is obligatory, not under conscious control, and peremptory in the important sense that its dictates must be obeyed—the  spider must be avoided, or great anxiety is experienced. Thirdly, the appearance of the symptom is not the result of a conscious, voluntary decision to avoid spiders, but appears unbidden and unwanted.

To generalize from phobias to any mental health disorder, it can be said that such disorders are distinguishable from more or less normal behavior because they are irrational, peremptory, and unbidden. This applies to personality disorders as well as Axis I-type symptoms like phobias, if we view personality disorders as the outcome of gradual changes occurring over relatively long stretches of time in which what is irrational, peremptory, and unbidden become “second nature,” or the customary way the person deals with the world that psychodynamic clinicians refer to as “ego syntonic.”  The borderline patient alternates between outrageous demands and suicidal threats; both are irrational and peremptory, as the patient  attempts to either ignore their origin or to rationalize them, when in fact these actions are intrinsically unbidden and not under conscious control.

There is, however, one important and instructive exception—dreams. We know that everyone dreams nightly whether the dreams are remembered or not. They are considered to be a normal phenomenon despite their notorious irrationality, their peremptory appearance several times a night, and are entirely unbidden insofar as we cannot ordinarily control the when and how of their appearance. It is also instructive to note that dreaming can result in extremely pathological behavior when the normal inhibition of motor expression is absent. Individuals have attacked bedmates and others as they irrationally, peremptorily, and beyond waking control have enacted their dreams (Schenck & Mahowald, 2002). One can say that what saves dreams from being considered a mental disorder is the normal presence of motor inhibition, a factor of central importance that is an instance of a much larger category of inhibitory behaviors to be described later. 

But insofar as dreams share the three features with mental health symptoms (being irrational, peremptory, and unbidden), and furthermore, are a normal occurrence, we see that there is a level of mental organization undoubtedly instantiated in the brain that is present in all of us all of the time, and can eventuate in overt behavioral disturbance when this level of psychophysiological organization is released from inhibition. One can also strike a comparison with physical diseases. Harmful bacteria and viruses are continuously present in our bodies, but are kept from producing overt symptoms by the strength of our immunological system and its capacity to generate antibodies that serve the same purpose as motor inhibition in dreams, to keep otherwise harmful processes in check. 

 In short, this brief excursion into dreaming serves to illustrate the two important presuppositions of psychodynamic theory:  1) the critical role of unconscious psychological factors, 2) the irrational, peremptory, and unbidden manner in which they can affect consciousness and action. The first factor is more specifically referred to as the dynamic unconscious, to differentiate it from the cognitive unconscious, which deals with relatively rational ideas generally under conscious control and retrieved voluntarily. In psychodynamic theory, the cognitive unconscious is referred to as the preconscious. The second factor Freud called the primary process. It operates on the basis of different hypothesized principles of thought, feeling, and action. To those who practice on the basis of these two presuppositions, they appear to be both necessary and useful. However, they are not in and of themselves coercive to those who believe otherwise, as many do who adhere to cognitive behavioral or biological frames of references. To be coercive each presupposition must be supported by evidence independent of its use in the clinical situation. 

Once psychopathology is viewed in the manner just described, another implication emerges. Psychopathology is best conceived not in terms of hard and fast categories (e.g., depression, anxiety, etc), but as a continuum in which the diagnosis would incorporate degrees of the irrational, peremptory, and unbidden. On one extreme we would identify psychotic symptoms of hallucination and delusion; on the other, mental health diagnoses would merge into transient and reversible experiences of depression, anxiety, or obsessions that never become fully irrational, peremptory, or unbidden. It is well established, for example, that anxiety states can be remarkably acute, but quickly pass. It is well known clinically that symptoms wax and wane for no apparent reason. The particular content of the disorder, whether it was comprised of depressive moods, anxiety states, obsessions or compulsive preoccupations, hallucinations and delusions, would be ascertained mainly from the content of self-report and observable behavior and would continue to comprise the descriptive dimension of a mental health disorder. But the extent of the pathological nature of the condition described would depend on the extent to which it is irrational, peremptory, and unbidden. These qualities would point to the causative presence of powerful unconscious dynamic forces that have to some significant extent escaped inhibitory control and are affecting thought, feeling, and action in grossly irrational ways. Such patterns can be acute and appear as symptoms, or can settle into life-long character patterns that are then identified as personality disorders. The position taken here is that it is not necessarily the content of the disorder that renders it pathological, but its behavioral and experiential form. In delusions and hallucinations, for example, the very same content may meet the three criteria or not with significantly different outcomes. An instructive illustration occurs in the biographical film, A Beautiful Mind, in which the paranoid hero after drug treatment still experiences his delusions and hallucinations but no longer feels impelled to act on them. They have lost their peremptory character and thus they can be contained and ignored. A qualitative improvement in inhibition has occurred, almost as if a dream, previously pathologically enacted, is now safely inhibited from motor expression. How this change occurs and what role the drug, at that time Thorazine, played in this change could well be a focus of research, rather than largely being ignored once the psychotic symptoms are no longer worrisome.

However, the requirements of treatment in these respects are quite different from the requirements of diagnosis. In treatment we are concerned not only with the degree to which the content is irrational, peremptory, and unbidden, but with the highly specific life experiences that have contributed to making it so. From a psychodynamic standpoint, to modify the formal properties of the disorder identified in the diagnosis, the specific sources in the dynamic unconscious must be identified and reenacted in the transference relationship with the clinician. It is mainly through the transference enactment that the irrational, peremptory, and unbidden nature of the psychopathology can be fully experienced, and the step taken to make it less so. As with the hero in A Beautiful Mind, the patient may continue to feel tendencies to act as before, and be aware of these proclivities, but now the need to act is under control and much  unhappiness can be avoided. At the same time, the illustration from A Beautiful Mind suggests that similar effects can be achieved through medication, thus opening up a useful avenue of clinical and basic research, only possible if one conceives of mental disorder in the manner described.
Finally, this brings us to a closer consideration of the role of inhibition, taken in its most generic sense, as some process or act keeping something from happening that would otherwise happen. Perhaps the most basic and primitive instance of a successful inhibition is what ordinarily happens in rapid eye movement sleep when dreaming is in progress. We do not act out our dreams because of a built in motor inhibition. Psychodynamic theory posits that degrees and types of inhibition are central to our understanding of how the mind works. It should also be mentioned that a fundamental principle of neural functioning is the presence of inhibition as the necessary counterpart of excitation. The nervous system could not function without inhibitory as well as excitatory processes. What makes mental health symptoms so troublesome is the failure of inhibition at some level that accounts for the peremptory nature of the disorder. The compulsive cannot not wash his hands. And since it doesn’t matter if the hands are absolutely clean, since very likely they have just been washed, the act is irrational. And finally the act is forced upon the compulsive who would prefer not to do it, thus unbidden. 

The role of inhibition, amply evidenced throughout the nervous system, is a major and essential factor in psychodynamic theory, where it is referred to as a defense. Defenses serve to moderate the influences of those psychological processes that would result in irrational, peremptory, and unbidden actions, that is, the appearance of mental and emotional symptoms, or the slower influence of the same factors that would result in gradual and persistent character changes. The point that needs emphasis is that psychological defenses are essentially in the same category as neural inhibitions and the motor block (another instance of neural inhibition) active in rapid eye movement sleep. Defenses are thus biologically as well as psychologically based. A relevant instance might be drawn from a recently published study by Shevrin, Ghannam, and Libet (2002) dealing with repression based on Libet’s discovery that it takes an average of 500 msec of neural recruitment before a stimulus enters consciousness (Libet, et al.,1967). The actual range among the individuals tested was 200 to 750msec. It was hypothesized that this spread would be positively correlated with the tendency to repress as determined by a battery of psychological tests, including a reasonably objective paper and pencil test (Caine & Hawkins, 1963). The hypothesis was supported. The result was interpreted to mean that the neurophysiological tendency to take longer to become conscious of a stimulus was a necessary condition for developing repression as a defense. Moreover, during that time interval between stimulus registration and awareness, much could happen to the still unconscious processing of the stimulus. This effect is related in turn to the growing literature based on subliminal stimulus exposures, in which the stimulus remains unconscious yet has determinable effects on consciousness and action unbeknownst to the person (Bernat, et al., 2001a; Shevrin, 1973, 1990, 2000, 2001; Shevrin & Fritzler, 1968; Shevrin, et al., 1971; Snodgrass, et al., 2004; Snodgrass & Shevrin, in press). 

The picture that emerges can best be summarized as follows. In order to develop the foundation for a comprehensive conceptual frame of reference for mental health nosology, it is essential to integrate the cognitive behavioral emphasis on beliefs and other cognitive factors, the biological emphasis on neurophysiological factors such as neurotransmitters as well as recent evidence of interactive neuronal systems, within a psychodynamic frame of reference, emphasizing the importance of unconscious processes that can produce the hallmark indicators of mental and emotional disturbance—the irrational, peremptory, and unbidden—unless  defended against or inhibited. Although this integration is certainly conceptually possible, it is clearly essential that evidence needs to be adduced to support the two key assumptions:  1) the existence of unconscious processes, and in particular dynamic unconscious processes, and 2) the irrational, peremptory, and unbidden way that these processes work unless successfully defended against. It is relevant in this regard that two cognitive behaviorists, Power and Brewer (1991), have attempted a comparable conceptual integration from a cognitive behaviorist perspective, arguing mainly on clinical grounds that the notions of an unconscious and defenses must be incorporated into cognitive behavioral treatment. Power and Brewer, however, lean toward a cognitive preconscious, non-dynamic view of unconscious factors, and do not appear to include the different way in which dynamic unconscious processes affect consciousness and behavior. But they have taken an important step in accommodating into their cognitive behavioral approach concepts also amenable to a psychodynamic view. The time may be ripe for the kind of integration here advocated if a sound theoretical framework for mental health diagnosis is to be devised. But what is the current evidential base for the two assumptions stressed as central in the account thus far developed?

The Current Status of Cognitive and Neuroscience Evidence for Unconscious Mental Processes and the Nature of Their Influence on Consciousness and Behavior

A good place to start in our consideration of the cognitive and neuroscience evidence is with dreaming, which we have offered as a paradoxically normal condition that appears to have the characteristics of overt mental disorder, kept from becoming so by successful inhibition. The reader is referred to a recent publication in which the rich psychological, neurophysiological, and neuroanatomical literature on dreams is presented by its key contributors (Pace-Schott, et al., 2003). For my present purposes I only draw upon the well established neurophysiological differences between rapid eye movement (REM) and non-rapid eye movement (NREM) sleep. Awakenings from these two quite different psychophysiological states result in a significantly greater incidence of dream reports in REM than NREM sleep, and generally speaking with more bizarre dream reports in REM than in NREM sleep. In studies of these differences no attention has been given to the role that unconscious processes might be playing in accounting for the differences. It occurred to Shevrin and Fisher, both pioneering investigators of subliminal perception and memory to be dealt with more extensively later, that it would be instructive to combine subliminal stimuli presented in the pre-sleep waking state with the effects that these stimuli might have on REM and NREM sleep (Shevrin & Fisher, 1967). The subliminal stimulus could serve as a tracer or tag revealing the nature of the unconscious processes involved in the two different states of sleep. In this way something might be learned about the differential bizarreness obtained in the REM state, a consideration with theoretical implications beyond dreaming itself. 

 A special subliminal stimulus had previously been devised that made it possible to track different levels of linguistic processing that were related to what Freud as early as his monograph On Aphasia had identified as critical to our understanding of how unconscious processes operate on language (Freud, 1891). I refer to the semantic and phonemic levels. The special stimulus was a picture of a pen pointed at knee making up the rebus representation of the word “penny.”  Quite easily and reliably three levels could be traced in various responses after the “penny” rebus had been flashed subliminally:  The usual semantic level related to the words “pen” and “knee,” the clang level in which the “pen” and “knee” sounds could be traced in words like “pennant” or “neither,” and finally the rebus word itself “penny” and its associates like “nickel,” “dime,” etc. Shevrin and Fisher (1967) hypothesized that the clang and rebus levels would be more prominent following REM awakenings, and the semantic level more prominent after NREM awakenings. Associations based on concrete phonemic connections should produce seemingly irrational consequences. For example, if one associated to the picture of the knee a memory in which one had had two equally bad choices, one would be hard pressed to see a rational, semantic connection to the knee unless one knew that an intermediate associate was “neither,” a clang associate of knee. Similarly Shevrin and Fisher (1967) predicted that if more bizarre, irrational levels of unconscious processing were involved in REM sleep, the clang and rebus levels would emerge following REM awakenings. The results supported both hypotheses:  More clang and rebus associates after REM and more semantic, rational associates after NREM. The same subliminal stimulus had qualitatively different effects depending on responses obtained in two different psychophysiological states. The results also implied that two different levels of unconscious processing were operative, one rational and the other seemingly irrational. The former might be considered closer to the cognitive preconscious and the latter to the dynamic unconscious. From a psychiatric standpoint, it should be noted that the non-semantic, phonemic use of language is overtly present in manic states and in schizophrenic thought disorder. We would add that it is also found in normally occurring REM states where this use of language enters into the unconscious contribution to the bizarre and irrational nature of the dream experience. The evidence from this study strongly supports the view that unconscious processes, once inhibitions (defenses) weaken, cause conscious experience and actions to become irrational. The bizarre content of REM dreams is saved from becoming gross overt psychopathology by being inhibited at a motor level. 
In this regard it is intriguing to cite observations reported by Schenck and Mahowald (2002) of patients suffering from RBD (Rapid Eye Movement Behavior Disorder) a condition in which neurodegenerative disease has damaged the neurological basis for muscle atonia. Often these patients are older men described by their spouses as mild-mannered and seldom given to overt expressions of anger. But with the onset of REM sleep they begin to pummel their wives violently. Remarkably, their dream reports are of protecting their wives from an assault. It is as if the loss of inhibition provided by the muscle atonia allows the inhibited (defended against) anger to erupt, while the dream simultaneously turns the enacted anger into its opposite, quite irrationally given the actual circumstances, yet in keeping with the patients’ waking personality. Parenthetically, it might also be observed that this evidence supports Freud’s position that disguise and defense are operative in the construction of the dreams themselves, an important instance of the role of inhibitions and defenses in dream formation. 
The evidence from the Shevrin and Fisher study supports the two assumptions described previously—that unconscious processes exist and that they are characterized by qualitatively different forms of thought, taken in the broadest sense.

The Shevrin and Fisher study was published in 1967, some ten years after the first subliminal dream studies were published by Fisher (1956, 1957; Shevrin (Ed.), 2003a). These first publications began what has since become a veritable avalanche of subliminal investigations in such diverse fields as perception, memory, social attitudes, prejudice and neuroscience investigations of unconscious fear and implicit memory (see Greenwald & Banaji, 1995; Snodgrass, et al., 2004; Snodgrass & Shevrin, in press). This widespread interest in investigating unconscious processes is perhaps one of the most remarkable developments in psychology currently under way. It is tantamount to a paradigm shift away from the previous behaviorist view according to which mental processes as such, whether conscious or unconscious, had no scientific standing. The behaviorist position has almost completely been replaced with a cognitive science view that is fully concerned with mental processes and their unconscious as well conscious character, at least as concerns perception and memory. 
Of more than historic interest is the fact that the empirical investigation of unconscious processes was introduced to contemporary psychology by a number of psychoanalytic investigators beginning in the fifties of the last century at a time when academic psychology had not yet freed itself from its behaviorist manacles. Over the subsequent half century the basic findings of these psychodynamic researchers, that perception as well as memory formation could occur without consciousness, have been amply replicated and validated by countless cognitive experiments. Although important debates continue concerning the nature of unconscious processes, there is now widespread acceptance within psychology, and in neuroscience, that unconscious processes exist and play an important role in the workings of the mind and brain. This significant development is of great importance to any theory of mental health nosology. It means that the beliefs studied by cognitive behaviorists and the neurotransmitter levels studied by biological psychiatrists, insofar as they must rely on perceptions and memories reported by their patients (e.g., in the form of accounts of moods and their changes), must now take into consideration that these perceptions and memories are influenced by unconscious processes, meaning that irrational connections and defensive requirements may modify the content and the reliability of these accounts. At the same time, these effects might provide significant signposts to the diagnostician as to what is happening unconsciously.

Any theory that would be a useful basis for a mental and emotional diagnostic system 

must at the very least draw upon the latest developments in the sciences contributing to the understanding of the basic processes involved in mental and emotional disorders. This is plainly the case for the biological frame of reference. Psychiatrists draw upon not only the most recent clinical trials, but also upon bench research on neurotransmitters and the nature of their chemical and neurophysiological properties. Only in this way can a secure theoretical foundation be assured while also opening the door to further advances based on new findings. Yet it is notable that advances in cognitive psychology and cognitive neuroscience have not as readily been drawn upon in a similar manner. There is no call for incorporating findings on unconscious perception and implicit memory into mental health nosology. These advances, however, relate closely to the psychodynamic frame of reference and begin to provide the evidential basis for its relevance to this nosology. 


Aside from unconscious aspects of perception and memory, the net has been cast much wider in the search for the effects of unconscious processes. There is, for example, evidence for unconscious affect that directly impinges on the understanding of depressive and manic moods, their origin and persistence (Bernat, et al., 2001b; Berridge & Winkeilman, 2003). Unconscious influences have also been identified by social psychologists in the study of attitudes and prejudice (Greenwald & Banaji, 1995). All of these investigations, however, do not directly deal with the dynamic unconscious, or those unconscious processes that exist in some state of inhibition that we have identified as critical to our understanding of mental and emotional disorders. 





Evidence for the Dynamic Unconscious

As I turn to reviewing the psychological and neuroscientific evidence for the dynamic unconscious, it is important to keep clearly in mind the purpose for this review. It is to demonstrate that, 1) there is such evidence, and 2) the evidence cannot be ignored if we are to have a sound theoretical basis for mental health diagnosis. Perhaps the best way to approach the difficult methodological issues involved in the investigation of the dynamic unconscious is to draw upon the model proposed by Fisher, important parts of which have independently been incorporated into contemporary cognitive views of the unconscious (Fisher, 1956, 1957). Fisher’s model starts with the assumption, based largely on subliminal research, that every stimulus initially registers preconsciously, a position that is also taken by most cognitive psychologists. Once registered, the subliminal stimulus can go in three different directions: 1) immediately become conscious, the path for most but not all supraliminal stimuli, 2) remain in the preconscious until attention is directed to it, or 3) be drawn into the dynamic unconscious where it is subject to repression (inhibition) and becomes part of, or influences, conscious processes or actions in not necessarily rational ways. Fisher referred to these influences as “indirect” to distinguish them from the “direct” path followed by most supraliminal stimuli. In point of fact, these “indirect” influences would be considered by cognitive psychologists to be forms of “implicit” memory by which they would mean that these influences are not identified by the person as “explicitly” deriving from the memory left by the subliminal stimulus. 
How and why a memory left by the unconscious perception of a subliminal stimulus is not consciously identified as such poses some interesting questions that do not concern us, except for one consideration. The “indirect” or “implicit” character of the influence on consciousness may reflect the irrational associations by which these influences act upon consciousness and are thus more difficult to relate to its source. Fisher’s research on using conscious images as ways to detect the effects of subliminal stimuli has shown that the kind of irrational associations found in the Shevrin and Fisher dream study also are evident in these images, suggesting that dream-like thinking can take place in the awake state. These findings were further supported by a number of studies by Shevrin and colleagues showing that clang and rebus effects appear in free associations collected after the penny and other rebuses had been presented subliminally in the fully awake state (Shevrin, 1973). Again it must be noted that, as in dreams, the images and free associations while revealing irrational associations do not rise to the level of mental symptoms because they are successfully defended against enactment or persistence. Yet it should be noted further that the psychodynamic clinician may learn a good deal of what might be going on unconsciously from these markers. In place of the experimental subliminal stimulus the clinician would take note, for example, of how the patient responds to the clinician’s queries and challenges.


The Fisher (1956,1957), Shevrin and Fisher (1967), and Shevrin (1973) studies tell us something about the way subliminal stimuli are processed unconsciously and how they influence consciousness, but in and of themselves they do not distinguish independently between the preconscious and the dynamic unconscious. Shevrin, et al. (1992, 1996) have conducted a study in which for the first time an effort was made to integrate three different methods essential to investigating the dynamic unconscious in a clinically-relevant and objective way: 1) psychodynamically based, unstructured, diagnostic interviews and projective tests, 2) subliminal and supraliminal stimulus presentations, 3) brain responses in the form of event-related potentials. From a methodological standpoint, it was intended that each method would provide its own particular strength, while countering the limitations of the other two methods. Thus the highly subjective, inferential, clinical method would be moderated by the more objective, subliminal and brain response methods, while contributing the full richness of psychological content that only the psychodynamic clinical method can provide. At the same time the psychological subliminal method would be counterbalanced by the totally non-psychological event-related potential method, as well as providing markers for the underlying brain processes. Results would emerge from a convergence of these methods. For a complete description of the methodology the reader is referred to two publications (Shevrin, et al. 1992; Shevrin, et al., 1996). For present purposes, only the results are presented and enough of the method to make the results understandable. 

Subjects were eleven patients meeting DSM-IV criteria for social phobia. The main dependent variable in the study was words selected from interview and test transcripts by the clinicians on the basis of a consensually arrived at psychodynamic formulation, mainly stressing the nature of the presumed unconscious conflict, and its relationship to the social phobia. The primary findings were that the words selected to capture the unconscious conflict were better classified as belonging together by the brain waves when presented subliminally than when presented supraliminally. Words related to the conscious symptom experience did not show this relationship. Moreover, the same paper and pencil test of repression (Caine and Hawkins, 1963) that had been used in the previously mentioned study on delay to consciousness (Shevrin, et al., 2002) correlated significantly with the difference in correct brain wave classification of the unconscious conflict words, subliminally and supraliminally. Subjects more repressive on the test showed a greater difference in favor of better classification subliminally than supraliminally. This was further supported by the finding that when subjects were asked at the end of the study to place all the words in the experiment in as many different categories as they wished, the unconscious conflict words were placed in significantly more categories than the symptom-related words, even though their brain responses had correctly classified the unconscious conflict words as belonging together subliminally.


The main value of the study is to demonstrate that the complex judgments and inferences of psychodynamically-oriented clinicians performing their diagnostic task, based on unstructured interviews and projective tests, can be convergently validated by experimental psychological methods and brain responses. This complements the work of Westen & Shedler (1999), who have shown that such clinical judgments can also be made reliably, as well as correlating with predictable behavioral differences. Beyond that, our results provide independent evidence for the existence of a dynamic as well as cognitive unconscious instantiated in the brain that must be taken into account if we are to understand the nature of mental and emotional disorders.


In another study dealing with spider phobics, we have been able to demonstrate operationally the existence of defense-based inhibition operating entirely unconsciously (Shevrin, et al., 2004). In that study we employed a standard method of threshold determination referred to as signal detection. Pictures of spiders were flashed at 1 msec, our standard subliminal speed, to ten spider phobics and six snake phobics. In addition to the spiders, an equal number of blank cards were interspersed. Subjects were asked simply to say whether they saw something or nothing and to give an approximately equal number of each response. From these responses a measure of stimulus detectability is derived (d’) that indicates the degree to which the stimulus, in this case the spider, is detected. Overall for both groups d’ was not significantly different from zero, indicating that the stimulus was unconscious or at the objective detection threshold. When, however, detectability was correlated with the same measure of repression used in the other studies mentioned, we found a highly negative correlation but only for the spider phobics. In fact, for those spider phobics high in repression their spider detectability was below zero, or chance, indicating that they were responding to the spider stimulus subliminally, but reacted by inhibiting this response. The evidence favors the interpretation, consistent with Fisher’s model, that the spider, flashed subliminally at 1 msec, registered preconsciously, but because of its phobic status interacted with the dynamic unconscious and, for those subjects who favored repression as a defense, resulted in an inhibition of detection. The same results were obtained for another personality measure also related to repression, the Marlowe-Crowne inventory (Crowne & Marlowe, 1964). 

In this same study, electrophysiological evidence for inhibition was obtained in event-related potentials. At the P200 amplitude component (occurring 200 msec post-stimulus) the greater the difference in favor of the control stimulus over the spider stimulus, the more repressive the spider-phobic subject, strongly suggesting that the spider stimulus was subject to inhibition. Two more recent studies demonstrate that anxiety influences subliminal but not supraliminal processing of the same stimuli (Etkin, et al., 2004; Villa, et al., in press). The Etkin, et al. study is of further interest because fearful stimuli were used in an fMRI design.


Related to these studies of phobics is research by Bradley et al., (1996) on depression. These investigators found an interesting dissociation between conscious and unconscious sensitivity to depression-related words depending on whether or not overt symptoms of depression were present. People who gave evidence on a self-report questionnaire that they might be subject to depression showed sensitivity to depression-related words only when they were presented subliminally. Overtly depressed people, however, showed both supraliminal and subliminal sensitivity to depression-related words. One might surmise that at some point the overtly depressed people were like the first group marked by only unconscious reactivity to depressive stimuli that remained non-symptomatic until some environmental trigger such as a loss or failure undermined defenses and sent them into an overt depression. Our study on social phobics strongly suggests that what produced inhibition in spider phobics given to repression was related to some defended against conflict that remained unconscious until inhibitory defenses were weakened. A major depressive reaction bears all the hallmarks of a mental disorder previously identified—the depth of despair often bordering on suicide is irrational in the context of the individual’s actual life circumstances, it cannot be controlled or contained and is thus peremptory, and it often appears to occur seemingly out of nowhere (“I woke up one morning and everything had turned black.”).


Before proceeding to consider evidence for qualitatively different processing going on unconsciously, I briefly summarize the key results favoring the existence of unconscious processes and strongly arguing for the inclusion of the notion of an unconscious in any theory of mental disorder nosology:

· Since the 1950’s and with accelerating tempo, many experiments have established the existence of unconscious processes in perception, memory, and affect.

· Other studies have demonstrated that unconscious processes play an important role in dream formation, and in social and simple phobias.

· There is also evidence that defenses are active in the processing of subliminal stimuli of unconscious conflictual significance.

· Brain processes have been found to provide markers for the presence of unconscious processes and more specifically for unconscious conflict.

Overall the evidence argues for the presence and importance of unconscious 

processes in general and for their relevance to psychopathology. Any diagnostic system to be useful and valid would need to take into account the existence of unconscious processes and the existence of defensive, inhibitory processes. What is not as yet clear is the way in which these influences operate to produce the irrational, peremptory, and unbidden nature of mental and emotional disorders.
A Psychodynamic View of What Causes the Irrational, Peremptory, 
and Unbidden Nature of Mental Symptoms

Although it is relatively easy to identify behavior as irrational, peremptory and unbidden, it becomes a matter for psychodynamic theory supported by collateral evidence to account convincingly for these characteristics as caused by underlying unconscious processes and failures in inhibition or defense. It should be noted that neither the cognitive/behavioral nor biological frames of reference offer any explanation of these three omnipresent characteristics, although recent neuroimaging studies have begun tentatively to identify certain regions of the frontal cortex as the locus of inhibition, a finding consistent with the psychodynamic frame of reference (Blair, 2001, Damasio, et al., 1990, Malloy, et al., 1993, Soloff, et al., 2003). With these considerations in mind, I examine each of the three characteristics in turn.

The Irrational


Ordinarily the irrational is defined by reference to the rational; it is simply the absence of the rational. In the currently prevalent philosophical view the irrational is defined as what is not rational by reason of error or inadequate knowledge. Yet this view does not take into consideration the possibility that there could be some substantive reason why the person might be behaving irrationally. In the case of a spider phobia, we might wonder if the person at one time, usually in childhood, had been very frightened by a spider, and that this fright had persisted. Or a more sophisticated explanation might draw on evolutionary theory and posit that, at one time in the prehistory of homo sapiens, fear of spiders was adaptive and that this has persisted as an atavistic instinctive response like a psychological appendix that can become inflamed but serves no useful function. 

Another approach consistent with psychoanalytic theory and in keeping with some recent cognitive views, is to posit that the irrational is not simply the consequence of error or inadequate knowledge, but follows its own rules. In fact, a number of cognitive theorists have argued in favor of a dual process theory of cognition according to which irrational thought has its own underlying principles (Stanovich & West, 2000). An outstanding advocate of this position and a recent Nobel Prize winner in economics, Kahneman (2003), has shown that people do not behave simply as rational decision makers in pursuing their economic well being, nor is their behavior fully accounted for by errors and inadequate knowledge. 

 Brakel and Shevrin (2003) have pointed out that the first dual process theorist was Freud. As early as his monograph On Aphasia  (Freud, 1891), he sought to explain aphasic and other language disorders as based on two different aspects of language—words used as referents for objects or concepts (word meaning) and words used as concrete entities based on their sound, appearance, or vocalization (word presentation). Over time, and with increasing clinical experience with neurotic and psychotic patients, he broadened the application of this dual process theory of language so that it entered into his explanation of hysterical conversions, obsessional preoccupations, slips of the tongue, manic and schizophrenic thought disorder, and dreams. What began as a purely linguistic distinction, he eventually broadened into two general principles of mental functioning: the primary and secondary process—in contemporary cognitive terms, a true dual process theory. The dual nature of language use constituted a special but important instance of the more general phenomenon. The Shevrin and Fisher (1957) dream study, as already described, exploited the linguistic dimension of this dual process theory, demonstrating that word presentations, in this instance the sound of the word (i.e., ‘ny’), were mainly active in rapid eye movement sleep and contributed to the bizarre (irrational) character of dreaming in that state, while word meanings (i.e., “knee”) were mainly active in non-rapid eye movement sleep and contributed to the relative rational character of dreaming in that state. Furthermore, these effects were entirely unconscious. These transformations of language were part of what Freud called the dream work, or the unconscious processes giving rise to the dream, rather than the dream content itself. This point merits further careful consideration because it bears on an important aspect of psychiatric diagnosis—the  reliability of self-reports. It is entirely possible for the word “penny” to appear in a dream by way of a secondary process (i.e., related to considerations of money), or in a primary process way (i.e., related to “pen” and “knee” when combined to form the rebus word “penny”). The manifest content alone does not betray its origins. Similarly the belief that “someone is following me” may in fact be true (secondary process), or a delusion (primary process). The differential diagnosis is based on just those characteristics I have been emphasizing—the irrational, peremptory, and unbidden. The delusion does not yield to reason. The main point to underscore with respect to the irrational is that the content is produced by a different and unconscious mental process in which the rational has already been compromised. In the dream study, word meanings have been supplanted by word presentations in producing rapid eye movement dreams. It is this difference in the underlying process that produces the overt irrationality and why the irrational is an indicator of psychopathology. It is not the content in and of itself. At the same time it should be kept in mind that the dream itself is not a form of psychopathology, although it could become so when inhibition fails. By the same token, dreams tell us that the potential for psychopathology is present in all of us.

But there is still another consideration of prime importance. What role does the unconscious play in primary and secondary process mentation?  It has been our contention that the unconscious plays a key role. It is in what the patient cannot report that the pathological causes reside. Another question also requires a response. If the primary and secondary process are general principles of mental life as Freud contended, then their operation should not be restricted to language. Parenthetically, this is also the position of most cognitive dual process theorists. Yet language pathology is not the only form mental symptoms assume, although they are clearly prominent in obsessive, manic, and schizophrenic disorders. 

Brakel,(2004) and Brakel, et al. (2000, 2002, in press) have addressed the role of the unconscious, and the generality of the primary and secondary process in a series of studies using geometric figures, rather than relying on the mediation of language as in the rebus studies. The theoretical basis for generalizing beyond language can, however, be illustrated from the rebus studies. One can look at the word presentation as a feature unrelated to word meaning; it is of a different order. The phoneme “ny” has no bearing on the meaning of “knee.”  A very different word presentation can carry the same meaning as, for example, “genou” in French. Word meaning depends on a relationship of reference that can arbitrarily be assigned to any combination of sounds. On the other hand, features are concrete and perceptual in nature and do not depend on a relationship of reference. This is at the core of the qualitative difference between the primary and secondary process. 

In three studies dealing with different implications drawn from Freud’s theory of primary and secondary process, Brakel, et al. (2000, 2002, in press) asked subjects to make a similarity judgment between a master figure and two choices. One choice is based on seeing a similarity of relationships among the features even though the individual features are different from the master figure. The other choice is based on seeing a similarity of individual features even though the relationship among the features is entirely different from the master figure. In effect, the relational judgment is comparable to word meaning insofar as relationships are involved that are not dependent on particular features. The feature-based judgment is comparable to the word presentation insofar as it is entirely based on individual features and not the relationships among them. This distinction between feature and relationship has also been investigated in the cognitive literature on similarity judgments where they are referred to as attributional (based on features or attributes) and relational (based on relationships) similarity judgments (Medin & Heit, 1999). 

We derived three hypotheses from Freud’s dual process theory that attributional similarity judgments should be more frequent, 1) in very young children (Brakel, et al. 2000), 2) when performed subliminally (Brakel, et al, 2002), 3) when people are under stress or anxious (Brakel, et al. in press). All three hypotheses were supported. Taken together the verbal rebus studies and the non-verbal attributional/relational studies demonstrate that the primary process is a general principle of mental organization. The alternative to the rational is not the irrational resulting from error and inadequate information, but another form of thought that Brakel has suggested should be called arational (Brakel, 2002). It follows from this conclusion that the irrational character of mental and emotional disorder is intrinsic to the disorder and has underlying unconscious mental causes. In a mental or emotional disorder something happens to the way in which the world and the self are perceived, remembered, thought about, felt, and acted upon that have their origins in arational unconscious processes.

The Peremptory


There is nothing in this account of the irrational that would explain the peremptory character of mental disorders, why the pathological act cannot be controlled but must be performed. We can begin our inquiry with some recent neuroscience findings that resonate with other aspects of the psychodynamic frame of reference than those we have thus far identified. These findings have their origin in the discovery that there is a place in the brain which, when activated by electrical stimulation or certain drugs, causes the affected animal, usually a rat, to keep on wanting that activation to continue. When the animal is in control of delivering the activation, it does so without pause until it can no longer perform the act. The apparent need to perform the act is peremptory. The rat could not not do it. At first it was thought that this was a pleasure center associated with some need state—hunger, thirst, or sex. But when the rat was made hungry, it not only responded to food in this state of activation, but it would respond to water or a mate indiscriminately. Parenthetically, one could observe that it was not behaving rationally because it was not thirsty or sexually aroused, but hungry. It was also observed that when this part of the brain was activated, the rat would immediately engage in exploratory behavior. Furthermore, when this region of the brain was ablated the result was an inert, inactive animal which would not seek food when hungry, or water when thirsty, or a mate when sexually aroused. But if the means of satisfaction were placed right before it so that it needn’t engage in any activity, it would avidly satisfy its needs. 


Clearly this particular part of the brain had more to do with motivation and action than it did with pleasure or specific need gratification. A leading affective neuroscientist, Panksepp, has identified this part of the brain as what he called a SEEKING system (Panksepp, 1998). Another neuroscientist, Berridge, has called it an unconscious “wanting” system that is behaviorally and neuroanatomically separate from “liking” (Berridge, 1996). Intriguingly “wanting” need not result in obtaining what one “likes.’  Pleasure and desire are anatomically and functionally distinguishable.

 
This brain system is activated by dopamine (DA), a neurotransmitter found in various parts of the brain. Of particular relevance to our subject is its presence in the ventral tegmental area (VTA) that innervates the nucleus accumbens septi (NAS), usually referred to as the meso-accumbens DA system. It is this NAS DA system that is involved in SEEKING and in “wanting.”  Perhaps the most impressive demonstrations of how this system works has been reported by Berridge (1996) with rats. Rats were conditioned beforehand to press a lever to obtain a sugar pellet; the conditioned stimulus was either a light or a buzzer. In the next phase of the experiment, only the conditioned cue, the light or sound, is presented for 30 seconds to see how hard the rat now works to receive its reward. The rat in this phase of the experiment does not receive any reward. The normal expectation is that the rat gradually reduces its lever pressing once it learns that the light or buzzer is no longer followed by a reward. But if the NAS DA circuits are directly activated by injected amphetamine, the rat’s behavior changes dramatically. It shows very little tendency to diminish its lever pressing in the absence of reward, but every time the conditioned stimulus appears, the animal goes into a frenzy of lever pushing that ceases immediately once the conditioned stimulus disappears. As Berridge points out, this is irrational behavior. No reward is forthcoming, yet the rat treats the conditioned stimulus each time it appears as if it is. In Panksepp’s view this is delusional (Panksepp, 1999).


Berridge demonstrates that the NAS DA activated rat has not lost its liking for sugar. Sugar placed in its mouth elicits the appropriate facial and behavioral response. When the DA circuits are not activated, it acts normally, diminishing its lever pressing in the absence of reward. Berridge calls this irrational behavior, ‘wanting’ in single quotes to distinguish it from rational wanting. He also allows for the possibility that ‘wanting’ can be activated unconsciously and cites subliminal research in this regard (Berridge & Winkielman, 2003). According to Berridge what happens as a result of the NAS DA activation is a sensitization of these NAS DA circuits so that the conditioned cue acquires intense incentive salience. An incentive is a call to action, and is thus similar to Panksepp’s emphasis on “energized expectation” or anticipatory action as a key element in the SEEKING system. Note that the NAS DA activated rat doesn’t simply sit by and wait for the sugar reward to appear. It energetically goes after the light on the lever as if it were the sugar pellet. 

 The amphetamine activated animal’s behavior had become peremptory, uncontrollable, and one could add as indeed Berridge observed, irrational. Berridge and Robinson (1995) have also developed a theory to explain addiction by positing that addiction is a pathology of ‘wanting’ and not of pleasure seeking as often maintained. In fact, they adduce evidence that drug ‘wanting’ can occur in addictive people in the absence of any experienced ‘liking.’  Panksepp takes the relationship between activated DA circuits and irrational behavior much further, suggesting that schizophrenic thought disorder may be the outcome of pathologically intense NAS DA circuit activation. As evidence he points out that most anti-psychotic medication reduces NAS DA activity. He also cites evidence that the usual expected REM dream rebound effect after REM dream deprivation can be moderated by NAS DA circuit activation between sleep periods, suggesting that the build up of an unexpended intense anticipatory impetus. For him the key defining aspect of the SEEKING system is to an extent dissipated by intervening activation of the SEEKING system. 

We thus have an animal model for peremptory and irrational behavior as well as human models for addiction and schizophrenia that are also instantiated in the brain. The relationship of these neuroscience models to a psychodynamic frame of reference are not difficult to identify. Berridge’s ‘wanting’ and Panksepp’s intense anticipatory state parallel the psychodynamic concepts of drives and wishes (see Shevrin, 2003b). Furthermore these drives or wishes under certain circumstances can become peremptory and result in arational influences on action. Just as rats keep on pressing the lever in the absence of actual reward, compulsives keeps on washing their hands despite the absence of any payoff. We do know that if compulsives or phobics are kept from responding with their pathological actions that they become intensely uncomfortable. It might be interesting to see what would happen to the NAS DA activated rat if it were kept from performing its peremptory lever pressing. We might predict that it would become extremely stressed. 

What we learn from Berridge and Panksepp is that a motivational pressure of some kind is involved in activation of the NAS DA. Panksepp reported that when this system is ablated the animal becomes inert, still having needs but with no urgency to act to gratify them. Underlying the peremptory aspect of psychopathological behavior are powerful motivations that cannot be directly discerned because they influence these behaviors in arational ways, working unconsciously, much as Berridge’s unconscious ‘wanting.’  If we now take a closer look at the NAS DA activated rat, we can see that it continues to respond to a feature (one isolated part) of the conditioning relationship rather to the relationship between the conditioned and unconditioned stimulus. It continues to act almost as if the light or buzzer is the reward because it is unable any longer to keep the conditioning relationship in mind. Its behavior is dominated by features rather than by relationships and is thus primary process and arational. Our psychodynamic model generalizes what Berridge has applied to drug addicts and Panksepp to schizophrenics to all forms of psychopathology. The differences reside in the particular content of the disorder, not in the underlying principles, much as the germ theory of disease is based on the principle that microorganisms cause disease, while any specific disease is caused by a particular microorganism. 

The Unbidden

The arational has to do with the unconscious causal nexus involved in creating a mental disorder. The peremptory has to do with the absolute necessity to enact or express the disorder because of a powerful motivational impetus. The unbidden, on the other hand, has to do with the involuntary nature of the disorder as seen from the vantage point of the patient’s conscious wishes or desires. There is thus a conflict between what the patient consciously wishes to do and what these powerful arationally expressed motivations insist the patient do. The conflict is between two sets of motivations, one conscious, the other unconscious, the one rational, the other arational. However, it is the unconscious impetus that is considerably less controllable and more powerful than the conscious motivation. More accurately from a psychodynamic standpoint, some compromise eventuates between drive strength and defenses such that complete enactment is avoided along with its consequences. From this standpoint the symptom itself may be such a compromise keeping the person from committing less desirable actions. On the basis of the revealing research of Panksepp and Berridge it would seem that unconscious ‘wanting’ has an insistence and persistence that cannot readily yield to conscious, rational control. Hyperactivation of the NAS DA system, that we might suppose is involved in all mental disorders and in particular in schizophrenia, renders unconscious ‘wanting’ both unbidden and undeniable. 

Within the psychodynamic frame of reference the counterpart of hyperactivation of the NAS DA system is an intensification of drive strength and a comparable weakening of defenses. As I have spelled out elsewhere there is a striking parallel between both Panksepp’s SEEKING system and Berridge’s unconscious ‘wanting’ and Freud’s concept of drives (Shevrin, 2003b). Panksepp identifies four dimensions of the SEEKING system: 1) regulatory imbalances, 2) the object through which regulatory balance is restored, 3) consummatory behavior, and 4) actual seeking activity accompanied by indications of energizing expectation. Although the terms of Freud’s definition of drive differ, their referents are similar:  1) somatic source (regulatory imbalance), 2) object (same), 3) aim (consummatory behavior), and 4) motor action (seeking activity). It is the fourth dimension that defines the uniqueness of the SEEKING system for Panksepp and the unique nature of the drive for Freud. It is the impetus toward action, the motor factor or galvanizing expectancy, that makes the demand on the mind for work, as Freud put it in Instincts and Their Vicissitudes (1915), and motivates seeking as the means through which to meet the organism’s vital needs. In health these four dimensions of drive, or SEEKING, or ‘wanting,’ work harmoniously together; in mental disturbance they become irrational (arational), peremptory, and unbidden causing actions that defeat the person’s efforts to achieve satisfaction.  
Summary and Conclusions

It is clear that efforts over the last fifty years to develop a purely descriptive nosology of mental illness have encountered increasing difficulty that has necessitated several unsuccessful revisions with yet another revision currently in progress. Lurking behind this descriptive effort are three conceptual frames of reference: cognitive behavioral, biological, and psychodynamic. In some respects these frames of reference are incompatible; in other ways they are complementary. There is a need for a comprehensive conceptual frame of reference. The psychodynamic frame of reference is offered as the only approach capable of the comprehensiveness needed to incorporate the cognitive/behavioral and biological frames of reference. This approach would require that the nosology of mental illness shift from a category and content base, resulting in non-explanatory descriptions, to a process and formal property base, making possible an explanatory account. 

Three formal properties are offered as together defining a mental disorder and providing the springboard for an explanatory account: the irrational, peremptory, and unbidden. It is further argued that the mental processes characterized by these properties are always present, but are kept in some state of inhibition so that they do not give rise to symptomatic enactments. Dreams are offered as a normal instance that, but for motor inhibition, would result in overt disturbed enactments. This explanation is likened to the microorganism theory of disease in which disease is explained as the result of microorganisms, usually present in the body, at some point overcoming the body’s natural defenses and causing illness. 

It is shown how each of these properties is related to underlying causative unconscious processes characterized by a fundamentally different form of mentation. Cognitive experimental and neuroscience evidence is cited supporting this theoretical account of mental disorders.
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