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Cenesthopathy, a subclinical symptom of schizophrenia, often appears years before full-blown psychosis. The paper outlines 
the role of normative cenesthesia and its disruptions in self-regulation processes, the differentiation of mental representations, 
and identity, all structured within the model of the bodily self. Although bizarre bodily sensations are present in various 
psychiatric and somatic illnesses, the analysis of the narratives makes it possible to distinguish schizophrenia-specific 
characteristics of cenesthopathy, such as difficulty verbalising sensations and identifying their causes, their uncanny and 
enigmatic nature, problems coping with these sensations, and their catastrophic interpretation. Empirical evidence confirms 
the association of cenesthopathy with disturbances in subsystems of the bodily self, including the interpretation and 
regulation of bodily states, body representations, and identity. Thus, the presence of cenesthopathic sensations in 
schizophrenia disrupts the differentiation of stable representations of bodily states and characteristics, resulting in the 
disintegration of identity. This disintegration is associated with a state of disorientation, anxiety, and a sense of detachment 
from one’s own body. The conceptualisation of cenesthopathy in schizophrenia in relation to disembodiment and disruptions 
of the bodily self leads to the following practical conclusions: 1) interview-based assessment of cenesthopathy is useful for 
diagnosing the prodrome of schizophrenia; 2) caution is advised regarding techniques that enhance bodily awareness;  
3) enhancing self-representations and identity processes in therapy helps mitigate the alienation caused by cenesthetic 
sensations; and 4) self-diagnoses, whose function is to attribute meaning to bodily sensations, should not be dismissed, even 
if they appear surprising to the clinician.
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Cenestopatia, subkliniczny objaw schizofrenii, pojawia się wiele lat przed wystąpieniem pełnoobjawowej psychozy. W pracy 
przedstawiono udział normatywnej cenestezji i jej zakłóceń w procesach autoregulacji, wyodrębnianiu reprezentacji 
psychicznych oraz tożsamości, które uporządkowano w ramach modelu Ja cielesnego. Chociaż dziwne doznania z ciała są 
obecne w różnych chorobach psychicznych i somatycznych, to analiza narracji pozwala wyodrębnić swoiste dla schizofrenii 
cechy cenestopatii, czyli trudność werbalizacji samych doznań, ich niesamowity i tajemniczy charakter, kłopot w określeniu 
ich przyczyn, trudność w radzeniu sobie z tymi doznaniami i ich katastroficzna interpretacja. Dowody empiryczne 
potwierdziły związek cenestopatii z zaburzeniami w takich podsystemach Ja cielesnego, jak interpretacja i regulacja stanów 
ciała, reprezentacje ciała i tożsamość. Wyniki te pokazują, że obecność doznań cenestopatycznych w schizofrenii zakłóca 
wyodrębnienie stabilnych reprezentacji stanów ciała i jego charakterystyk, a efektem tych trudności jest rozpad tożsamości, 
związany ze stanem dezorientacji, niepokoju i obcości własnego ciała. Konceptualizacja cenestopatii w odniesieniu do 
zaburzeń ucieleśnienia Ja i zakłóceń w Ja cielesnym doprowadziła do sformułowania następujących wniosków praktycznych: 
1) ocena cenestopatii na podstawie wywiadu jest użyteczna dla diagnozy prodromu schizofrenii; 2) wskazana jest ostrożność 
w stosowaniu technik zwiększających świadomość ciała; 3) użyteczne w terapii jest wzmocnienie reprezentacji Ja i procesów 
tożsamościowych, które powinny minimalizować obcość doznań cenestetycznych; 4) nie należy kwestionować autodiagnoz, 
których funkcją jest nadanie znaczenia wrażeniom z ciała, nawet jeśli są one zaskakujące dla klinicysty.
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INTRODUCTION

Therapeutic work with individuals diagnosed 
with  schizophrenia shows that the body is an 
area of alien experience for them. Perceiving dif-

ficult-to-name changes in the mirrored reflection, a loss 
of control over motor functions, and an invasion of the 
world that exceeds the boundaries of the body, all tes-
tify to a sense of “displacement” from one’s own body.  
The challenge of subjective “annexation”, known in phe-
nomenology as disembodiment (Fuchs, 2005), also in-
cludes cenesthopathy. This term relates to strange bodily 
sensations that are difficult for individuals experiencing 
them to explain (Stanghellini, 2009). Cenesthopathy in 
schizophrenia is important for three reasons. Firstly, the 
difficulty understanding the causes of these unusual sensa-
tions leads to suffering and confusion, or delusional inter-
pretations. Secondly, distressing sensations drive some pa-
tients to seek frequent medical consultations, occasionally 
leading to hospitalisation and even surgical procedures 
(Bräunig et al., 2000; Röhricht and Priebe, 2002). This may 
result in dissatisfaction with psychiatric treatment, as psy-
chiatrists often discourage patients from consulting spe-
cialists in other medical fields (Kato and Ishiguro, 1997). 
Thirdly, the presence of cenesthetic-hypochondriacal sen-
sations before the onset of psychosis predicts poor perfor-
mance during the first psychiatric hospitalisation, a lack of 
remission (Kato and Ishiguro, 1997), and difficulty adapt-
ing to social life (Kobayashi and Kato, 2004).
The aims of this paper are to: 1) provide an overview of the 
importance of cenesthesia for psychological performance 
and the bodily self; 2) describe methods for examining ce-
nesthopathy and outline its specificity in schizophrenia; 
3) discuss cenesthetic disturbances in the context of the 
clinical features of schizophrenia and abnormalities in the 
bodily self; and 4) propose therapeutic guidelines relevant 
in clinical work.

CENESTHESIA – DEFINITION  
AND ITS RELEVANCE  

TO PSYCHOLOGICAL PERFORMANCE

Cenesthetic sensations include sensations emanating from 
within the body, in contrast to sensations arising from the 
stimulation of exteroceptors. Van Ness Dearborn (1916) was 
the first researcher to present a classification of cenesthesia, 
encompassing the type of sensations (movement, tension, 
wetness, heat, weight, pressure, pain) and their anatomical 
sources. With reference to their associations with the body 
schema, the interpretation and regulation of emotions and 
bodily needs, psychological predispositions and representa-
tions, as well as the sense of identity, the significance of in-
teroception for psychological functioning has been studied.
Sensations associated with balance and proprioception, i.e. the 
perception of the position and movement of limbs, or joint and 
muscle tension, are the basis of the body schema involved in 

motor control (Proske and Gendevia, 2012). Research on ex-
perimentally induced vestibular and motor deprivation result-
ing in experiences of bodily disintegration (Zubek and Mac-
Neill, 1963) has shown that the body schema depends on the 
dynamic integration of sensations related to body movement 
and generates a prereflective sense of continuity of the body in 
space and an experience of coherence with it.
The perception and accurate interpretation of cenesthetic 
sensations forms the basis of the ability to identify bodi-
ly emotions and needs, such as hunger, fatigue, and illness.  
Assigning appropriate meaning to bodily sensations is an 
important component of cognitive and behavioural regu-
lation mechanisms that maintain the body’s homeostasis 
(Craig, 2002; Sakson-Obada, 2009).
Van Ness Dearborn (1916) established a bidirectional re-
lationship between cenesthesia and psychological predis-
positions. He demonstrated that internal bodily changes 
contribute to the formation of self-representations. These 
identity-relevant representations of the self, in turn, influ-
ence the perception of sensations originating within the 
body. Bodily changes during adolescence (genital sensa-
tions, body proportions), for instance, facilitate the develop-
ment of self-representations as female or male. The signifi-
cance of gender categories for identity also directs attention 
toward bodily sensations, with an individual’s attitude  
affecting their emotional interpretation.
Cenesthetic sensations are crucial for bodily identity 
(Sakson-Obada, 2020). Firstly, the continuous flow of sen-
sations through the body, typically unnoticed under opti-
mal conditions, forms the basis of the sense of life. Secondly, 
distinguishing internal from external sensations establishes 
a sense of boundaries (Fisher and Cleveland, 1958). Thirdly, 
integrating cenesthetic sensations into the body schema, re-
sponsible for motor coordination, underpins a sense of co-
herence with one’s body (Proske and Gendevia, 2012) and its 
spatial continuity as a harmonised entity. Fourthly, the sense 
of coherence with one’s body and its continuity over time de-
pends on the accurate interpretation and regulation of sensa-
tions (Sakson-Obada, 2020). Disruptions in this process are 
observed in phenomena such as possession, in which cenes-
thetic sensations are interpreted in unusual ways and attrib-
uted to external forces (Pietkiewicz et al., 2021).
A theoretical model that combines all these aspects, which 
have been described in a fragmented way in the literature, 
is the model of the bodily self by Sakson-Obada (Sakson-
Obada, 2020; Sakson-Obada et al., 2018). According to this 
approach, the bodily self includes three components: func-
tions, representations, and bodily identity (Fig. 1). Percep-
tion, encompassing both cenesthesia and the perception of 
environmental stimuli, is considered the primary function 
of the bodily self. It emerges first in ontogenetic develop-
ment, and its proper functioning influences more advanced 
processes, including the integration of stimuli into multi-
modal representations and the regulation of performance 
based on them. Cenesthetic disturbances, therefore, im-
pact the ability to integrate sensations into representations 
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such as the body schema, emotions, bodily needs, and psy-
chological representations of the self, where cenesthetic  
sensations play a significant role. Considering the recipro-
cal and dynamic relationship between functions and rep-
resentations also clarifies the reverse relationship, where 
the content and formal features (distinction, differenti-
ation, stability, consistency) of representations affect the 
perception of cenesthetic stimuli (Sakson-Obada, 2020).  
The mechanism of directing attention and verbal interpre-
tation of sensations plays a crucial role in distinguishing 
specific sensations from the multitude of changes in the 
body and in assigning meaning to them. There is also an 
assumption about both the direct and indirect influence of 
cenesthesia (through the functions of integration or reg-
ulation and self-representations) on the sense of bodily  
identity (Fig. 1).
Considering the importance of cenesthetic sensations for 
regulatory processes, the construction of self-representa-
tions, and identity, it is unsurprising that psychosis general-
ly begins during adolescence and early adulthood. This life 
stage involves intense changes in the body schema (Cignetti  
et al., 2013), normative disruptions in affect regulation, and 
a reconfiguration of self-image due to biological matura-
tion and new social roles (Erikson, 1980). The significant 
challenges at this stage may lead to impaired integration of 
experiences, including cenesthetic sensations, potentially  
resulting in a psychotic breakdown.

METHOD OF EXAMINATION  
AND SPECIFICITY OF CENESTHOPATHIC 

SENSATIONS IN SCHIZOPHRENIA

The term “cenesthopathy” was coined by Dupré and Ca-
mus (1907) to describe disturbances of sensation observed 
in a variety of psychiatric disorders. In their original defini-
tion, cenesthopathy was understood as the presence of ab-
normal and distressing sensations emanating from within 

the body (Dupré and Camus, 1907), although, according to 
de Clérambault (1987), they may also involve experiencing 
ecstatic pleasure. The classification of cenesthopathic sen-
sations is inconsistent, the main division being whether the 
disturbances are limited to isolated bodily sensations (Par-
nas et al., 2005; Raballo and Maggini, 2005; Sakson-Obada, 
2020) or whether they involve more complex states, such 
as somatopsychic depersonalisation or psychomotor im-
pairment (Gross et al., 1987; Röhricht and Priebie, 2002) 
(Tab. 1).
In the study of cenesthopathy, a semi-structured interview 
is most commonly employed. The key focus is not so much 
the respondent’s acknowledgement of the presence of an ab-
normal sensation but rather the presentation of its personal  
understanding. Accordingly, participants are asked to de-
scribe the sensation in their own words (Gross et al., 1987; 
Parnas et al., 2005), which is sometimes followed by ques-
tions regarding an explanation for its presence, an evalu-
ation of the level of distress, and a description of the cop-
ing strategy (Sakson-Obada, 2020). Analysing an extended 
narrative enables differentiation between normative sensa-
tion and cenesthopathy in the diagnosis. Healthy subjects 
tend to confirm experiencing unusual bodily sensations 
(e.g. pain, body stiffness). Their understandable explana-
tions, consistent with common discourse, however, have 
a calming effect on the subject, and therefore, the sensation 
is not classified as cenesthopathy (Tab. 2). In contrast, indi-
viduals diagnosed with schizophrenia not only struggle to 
explain their sensations, or offer notably unusual explana-
tions (e.g. attributing an abrasion to “freezing blood”), but 
also often fail to take action to alleviate their typically un-
pleasant presence. This lack of accurate interpretation may 
lead to feelings of helplessness, confusion, and heightened 
anxiety (Sakson-Obada, 2020) (Tab. 2).
An alternative method for assessing cenesthopathy is the 
sensation-awareness procedure. This involves analys-
ing subjects’ statements about cenesthopathic sensations 

Functions

Cenesthesia  
(aspect of perception)

Integration  
(interpretation) of stimuli

Regulation: knowledge of the causes  
and ways of dealing with bodily states

Representations

· Sensations
· Body schema
· Emotions and physical needs
· Physical fitness
· Maternity (pregnancy and lactation)

Bodily identity

· Sense of life
· Sense of boundaries
· Sense of coherence with the body
· Sense of continuity of the body in time and space

Fig. 1. The bodily self model



Olga Sakson-Obada

DOI: 10.15557/PiPK.2026.0007

58

© PSYCHIATR PSYCHOL KLIN 2026, 26 (1), 55–61

Cenesthopathy according  
to Gross et al. (1987)

Cenesthopathy according 
to Parnas et al. (2005) Patients’ statements

Unusual sensations of numbness and stiffness Brain hardens (Watanabe et al., 2003); squatting stiffness in the lower back (Sakson-Obada, 2020)

Unusual sensations of pain
Flickering sensation on one side of the face leading to pain around eye and the sensation of her eye 
being “sucked in” (Röhricht et al., 2010); gushing torment in body (left shoulder to waist) (Staghellini 
et al., 2012)

Migrating sensations Lump coming out of his neck or growing into his throat (Röhricht et al., 2010); amorphous cool mass 
runs through body, a warm one splits out (Watanabe et al., 2003)

Electric sensations Electric shock-like sensations in the lower part of the body (Röhricht et al., 2010)

Thermal sensations (heat or coldness) Sensation of heat from the base of the spine spreading through her body (Röhricht et al., 2010);  
heat comes out with two fingers (Sakson-Obada, 2020)

Sensations of extension, diminution, shrinking, enlargement  
or constriction

Left flank is stretched or hanging down loosened (Watanabe et al., 2003); strong overwhelm,  
as if someone had run over me with a roller (Sakson-Obada, 2020)

Sensations of abnormal heaviness, lightness or emptiness,  
of falling or sinking, levitation or elevation

A state of weightlessness; a weight in my belly, something seems to be measuring me; my legs seem  
to be floating by themselves: a kind of lightness, not lightness but something strange I feel  
(Sakson-Obada, 2020)

Vestibular sensations Spinning, strange dizziness, sense of movement in surroundings (Sakson-Obada, 2020)

Dysesthetic crises Complete destruction, such annihilation that I scatter and disappear somewhere (Sakson-Obada, 2020)

Somatopsychic depersonalisation 
(the body or parts of the body are 
strangely altered, isolated,  
or separated from each other)

Other categories: bodily 
disintegration,  
mirror-related phenomena, 
somatic depersonalisation,  
psychophysical split

Head and trunk are separated, snapping off at neck (Watanabe et al., 2003); mouth was where hair 
should be; arms disjointed from body reaching out there (Staghellini et al., 2012); sometimes I looked 
in the mirror older and sometimes younger (Röhricht et al., 2010)

Motor paresis Other category: diminished 
vitality

One side of her gone dead (Röhricht et al., 2010); parts of one’s body are felt as devoid of life  
and/or substituted by some kind of mechanism (Staghellini et al., 2012)

Sensations of movement Other category: motor 
disturbances

The whole body “swinging” while lying in bed, although no movement is detectable  
(Röhricht et al., 2010)

Unclassified cenesthesia Left side of his head disappeared (Röhricht et al., 2010); such a reflex in the body; illumination  
in the head; I feel a feeling, which feels all my feelings (Sakson-Obada, 2020)

Tab. 1. Classification of cenesthopathy according to Gross et al. (1987) and Parnas et al. (2005)

Type of sensation Statement

Control group – normative sensation

Sensations of lightness Yes, it happened. It was pleasant, light just, the whole body was light. And how did you explain such an experience to yourself? I knew where  
I was at, how things were going. It was completely normal.

Sensations of numbness 
and stiffness

Sometimes my hands go numb if I sleep badly or if I have been in an uncomfortable position for any length of time. At night it sometimes 
happens that you wake up and your hand is so numb. How do you explain this to yourself? It happens to everyone. You have to massage it  
and it goes away. Is it somehow disturbing? No, not at all.

Control group – cenesthopathic sensation

Sensations of numbness 
and stiffness

Yes, I used to get numbness in half of my head and tongue and that it would then spread throughout my body, in such a wave. I suspect it was 
the result of a very strong stress tension, because it was at a time when my mother was seriously ill and that was the first time something like 
that appeared to me. And like I started to associate it with stressful situations. And indeed, this symptom would then appear in such stressful 
situations. That’s what was happening. Did it bother you? Yes, it bothered me, because it’s not normal for me, although I’ll be honest, I didn’t do 
anything to address it somehow. I was aware that it was a stressful situation for me, and that’s how I associated it. Also, it was when my father 
called the emergency room that they said it could be a result of stressful situations and if it didn’t go away, then tests would have to be done, 
but it passed.

Clinical group – cenesthopathic sensation

Sensations of numbness 
and stiffness

I felt something like that in my legs. It happened to me sometimes, not in the whole body, maybe in the abraded hands for example.  
For example, I would wake up and my hand, like I couldn’t feel it and I had to this one, in my hands mainly. I’ve also had numbness in my leg,  
like ants, like that, like ants at numbness, I’ve had to move, move, move, so I’ve somehow got blood stagnant or something. Did it bother you? 
It bothered me a bit. I’m saying, what is this numbness, is it not…, is it numbing me, is it some kind of heart attack coming on or something. 
Some, some, I don’t know, if it’s… if I move my hands like that there, it’ll get my circulation going, you know, something… I was afraid, I had 
these fears, about my heart, for example. That something was wrong with it. Now I don’t have it anymore, you know, but, but… I had to go 
and have my heart echoed so that I could… you know, an opportunity came up and I had to go and have my heart echoed for 120 zloty,  
but just to be sure that I didn’t have this.

Thermal sensations
I have sensations of such a cold, such a frightening just, such a draught. For example, a big draught when I open the door to the stairwell,  
and then, even though I had the windows closed, it felt like a draught as if it was going to pull me somewhere. Down into that basement  
or somewhere, because I live high up in the block of flats.

Tab. 2. Examples of respondents’ statements: normative sensation and cenesthopathy (Sakson-Obada, 2020)
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while focusing on specific body parts (Sakson-Obada, 
2020). Unlike the interview technique, this procedure of-
fers no detailed insights into the structure of cenesthopathy 
but captures disturbances in cenesthesia during the actu-
al experiment. Its application reveals that heightened body 
awareness is relaxing for healthy individuals but leads to se-
vere identity disruptions in one in five patients with schizo-
phrenia in remission (Sakson-Obada, 2020).
Although cenesthopathy is most often approached as 
a symptom of schizophrenia (Murawiec, 2013), disturbances  
of this form of perception are also present in other condi-
tions, such as dysmorphic disorders (Jenkins and Röhricht, 
2007), post-traumatic disorders (Sakson-Obada, 2006;  
Pietkiewicz et al., 2021), and neurological diseases such as 
multiple sclerosis (Takahashi et al., 2013). Cenesthopathy is 
therefor cross-diagnostic: while studies confirm the possi-
bility to differentiate between individuals with schizophre-
nia and a control group (Sakson-Obada, 2020), when com-
paring patients with schizophrenia with those hospitalised 
for other mental disorders, significant differences in this 
domain may go unidentified (Parnas et al., 2005; Raballo 
and Maggini, 2005). This limited possibility to distinguish 
cenesthopathy in the clinical population may result from 
the absence of specific criteria for psychotic cenesthopathy, 
which should be associated with the core lack of embodi-
ment in schizophrenia. Narratives in schizophrenia display 
several distinctive features:
a) �adifficulty verbalising cenesthopathic sensations, expressed 

in an idiosyncratic, elaborate, and inconclusive manner, 
with neologisms and speech interruptions;

b) �difficulty attributing causes to these sensations (sensa-
tions are sine materia) (Stanghellini et al., 2012), making 
their presence bizarre to the individual;

c) �descriptions indicating passive phenomena, ranging from 
discrete enigmatic sensations to beliefs in external influ-
ences on the body;

d) �proximity of catastrophic thoughts accompanying other-
wise normative sensations (e.g. fears of limb amputation, 
impending terminal illness, or disintegration of the body 
in situations of limb stiffness) (cf. Huber, 1971; Sakson-
Obada, 2020).

In the control group, isolated cenesthopathic sensations 
were also noted in interviews. These were often linked to 
experiences of trauma or emerged in response to unusu-
al situations, such as attending an energy-therapy session. 
Unlike in schizophrenic subjects, these sensations in the 
control group were not primarily a result of fundamen-
tal body alienation (disembodiment), but rather stemmed 
from questioning key aspects of identity (trauma) or nor-
mative psychological processes (suggestion and placebo  
effect during bioenergy therapy). These differed from 
schizophrenia narratives in that they were anecdotal, and 
lacked the atmosphere of intense enigmatism and cata-
strophic fantasies about body disintegration, or passive phe-
nomena associated with a fundamental strangeness of sen-
sations imposed against one’s will (cf. Bürgy, 2011).

ASSOCIATIONS BETWEEN CENESTHOPATHY 
AND CLINICAL FEATURES  

OF SCHIZOPHRENIA AND DISTURBANCES  
IN BODILY SELF

Cenesthopathy in schizophrenia is explored in the con-
text of basic symptoms and specific forms of schizophre-
nia, where cenesthetic disturbances contribute to the over-
all clinical picture. The concept of basic symptoms aligns 
with research on the schizophrenia prodrome, which in-
volves early subclinical signs observed long before a psy-
chotic breakdown (Gross and Huber, 2010; Parnas et al., 
2005). Cenesthopathy is highly prevalent in the early stag-
es of schizophrenia (50–70%) (Stanghellini et al., 2012), 
emerging several years before full-blown schizophre-
nia (Bräunig et al., 2000). Initially rooted in normal bodi-
ly sensations, cenesthopathic sensations in schizophrenia 
may progress to hallucinations with delusional interpreta-
tions as the disorder advances (Röhricht and Priebe, 2002).  
At this later stage, the primary strangeness of cenesthopath-
ic sensations transforms into so-called external strangeness, 
where unwanted arousal is attributed to external agents.  
In clinical practice, they are often regarded as a symptom 
of paranoid schizophrenia (Rejender et al., 2009; Röchricht 
and Priebie, 2002).
Gerd Huber was the first to distinguish cenesthopath-
ic schizophrenia from paranoid, catatonic, and hebephre-
nic forms (Röchricht and Priebie, 2002). He highlighted 
the prominence of unusual bodily sensations in the clini-
cal picture of the disease, along with affective, vegetative, 
and motor disturbances, and episodic manifestations of ax-
ial symptoms of schizophrenia (Murawiec, 2013; Wicho
wicz and Cubała, 2010). Somatoform schizophrenia, distin-
guished by Maurycy Bornsztajn, emphasised strange bodily 
sensations accompanied by hypochondriacal complaints 
with a depressive tone. Bornsztajn’s patients described loss 
of self-awareness, disappearance of specific body parts,  
organ delocalisation, and a sense of emptiness (Wichowicz 
and Cubała, 2010). Depending on diagnostic criteria (ce-
nesthopathy as a leading symptom vs. a component of dis-
turbed body-experience syndrome), prevalence estimates 
range from 6% (Bräunig et al., 2000) to 23% (Röhricht and 
Priebe, 2002).
The association of cenesthopathy with symptoms of schizo-
phrenia depends on the stage of the illness and clinical pre-
sentation. Dominance of cenesthesia-hypochondriac com-
plaints is associated with negative symptoms (Huber, 1971). 
By contrast, an association of cenesthopathy with positive 
symptoms has been observed in the remission phase of the 
disease (Sakson-Obada, 2020).
Within the concept of the bodily self, disturbances in sen-
sation processing in schizophrenia impair the interpreta-
tion and regulation of bodily states and the integration of 
body and self-representations. Current research has not 
only established that schizophrenia is associated with dis-
ruptions in functional aspects of the bodily self (sensation 
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perception, interpretation, and regulation) and in gen-
der and appearance representations, but also confirmed 
the association between cenesthopathy and these aspects 
(Sakson-Obada, 2020). Furthermore, the sensation-aware-
ness procedure has revealed that individuals diagnosed with 
schizophrenia register a similar number of sensations as 
controls, but these sensations more frequently meet the cri-
teria for cenesthopathy. Schizophrenia is therefore linked to 
the presence of isolated sensations that cannot be interpret-
ed in terms of emotions or physical states, consistent with 
findings on alexithymia in this disorder (Docherty et al., 
1994; van ‘t Wout et al., 2007). The absence of a comfort-
ing and commonly understood interpretation of sensations 
in emotional and physical terms impedes their regulation, 
leading to increased confusion in response to their inex-
plicable and distressing presence. The association between 
cenesthopathy and negative evaluations of appearance and 
gendered body attributes in schizophrenia confirms a mu-
tually reinforcing relationship between qualitative distor-
tions of sensation and representations of the (bodily) self. 
Incomprehensible sensations essentially hinder the forma-
tion of stable and positively valued self-representations, 
while unstable and negatively valued self-representations 
fail to integrate effectively with bodily sensations. Accord-
ing to the bodily self model, difficulty interpreting bodi-
ly sensations leads to distortions of identity. This relation-
ship is strongly supported by three types of data. Firstly,  
cenesthopathy is associated with questionnaire-assessed 
disturbances of bodily identity. Secondly, statements about 
cenesthopathic sensations in interviews are often extended  
to include claims indicating fundamental disturbances 
of bodily identity. Thirdly, in one in five individuals with 
schizophrenia, a focus on bodily sensations resulted in dis-
ruptions of identity, including changes in the perceived 
size of body parts, experiences of body disintegration, and 
a sense of detachment (Sakson-Obada, 2020).

CONCLUSIONS RELEVANT TO DIAGNOSIS 
AND PSYCHOTHERAPY

The research findings lead to the following clinically rele-
vant conclusions:
1.	 Schizophrenia is associated more with strange and enig-

matic sensations than with inner emptiness. Patients 
rarely mention these sensations spontaneously during 
the initial contact with a clinician, but they do so when 
directly asked.

2.	 The narratives of individuals diagnosed with schizophre-
nia display specific features, which is useful for diagnos-
ing psychosis, especially its prodromal phase. These 
narratives attest to the fundamental strangeness of sen-
sations and may be characterised as a wandering dis-
course, encompassing difficulty articulating these expe-
riences, an atmosphere of mystery and uncanniness, and 
problems pinpointing causes, which together generate 
subjective helplessness.

3.	 In 20% of individuals in the remission phase of schizo-
phrenia, focusing on bodily sensations causes distur-
bances in identity. Therefore, caution should be exercised 
when using techniques that increase body awareness.

4.	 Isolated cenesthopathic experiences are linked to diffi-
culties interpreting experiences in the common language 
of a given culture (emotions and physical needs). This 
difficulty disrupts the integration of self-representations, 
resulting in identity breakdown and a sense of confusion 
and social isolation.

5.	 Reducing disorientation in bodily experience should be 
one of the goals of schizophrenia therapy. Exploring so-
lutions that enable the so-called “taming” of the body 
may be beneficial, as patients, when encouraged to ex-
periment, often effectively counteract body-related dis-
orientation. Focusing on stroking a cat and feeling its 
purring, for instance, helped one patient alleviate dis-
turbing dizziness that she was unable to otherwise ex-
plain. Strengthening identification processes, in line with 
the psychoanalytic approach, is also helpful in stabilis-
ing representations crucial for identity and coordinat-
ing psychological processes (Otero and Bremond, 2014; 
Sakson-Obada, 2020). Consolidating identity through 
a dominant self-representation helps interpret experi-
ences in relation to core self-recognition, thereby coun-
tering disorientation. It is unadvisable to question a pa-
tient’s self-diagnosis, as their function is to interpret 
experiences, even if they appear problematic to others. 
Psychoanalytic work (cf. Stevens, 2016) shows that many 
patients adhere to their own interpretations, explaining 
cenesthetic disturbances through somatic illnesses such 
as fibromyalgia or magnesium deficiency. These expla-
nations, by framing the subject as somatically ill, attri-
bute meaning to enigmatic bodily experiences, form so-
cial bonds (online forums, appointments with doctors), 
and offer guidance. Recognising these solutions as pro-
tective factors against full-blown psychosis maintains the 
constitutive otherness of the body within the boundar-
ies of the self (Stevens, 2016). For the above-mentioned 
recommendations to be effective, it is crucial to estab-
lish positive transference from the patient to the therapy.  
When working with psychotic individuals, positive 
transference is supported by a humble, sympathetic ap-
proach and by refraining from imposing interpretations 
of cenesthetic sensations based on an internalised dis-
course about norms and illness. While providing the pa-
tient with an understanding of cenesthetic sensations 
in culturally common terms, especially for anxiety re-
duction, is acceptable, it is essential to differentiate be-
tween an attitude of certainty and exclusivity about the 
truth and an orientation that recognises the equivalence 
of different ways of understanding the world and one’s 
own person.
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