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The notions of at-risk and subthreshold conditions are increasingly discussed in psychiatry to 
describe mild, brief, or otherwise atypical syndromes that fail to meet the criteria for clinical 
relevance. However, the concept of vulnerability is still underexplored in philosophy of psychiatry. 
This article discusses psychiatric vulnerability to clarify some conceptual issues about the various 
factors contributing to vulnerability, the notions of risk and protection, and the idea that there are 
multiple ways of crossing the threshold to clinical relevance. My goal is to lay the groundwork for a 
finer-grained discussion on psychiatric vulnerability that reflects the complex nature of mental 
conditions and illustrates the kind of thinking needed in clinical practice. 

 

1.  Introduction 
The notion of vulnerability is intuitively connected to the idea of being exposed, weakened, 
or otherwise in need of help or protection. Everyday uses of the word vulnerability convey 
this idea in different ways: some people are considered vulnerable because of their 
physiological status (for example, the elderly), or because of psychological characteristics 
(for example, low self-confidence). Several aspects of vulnerability have been explored by 
researchers in medical ethics and feminist philosophy. In these works, vulnerability has 
been mostly characterized in terms of increased susceptibility to harm, weakness, 
dependency, or powerlessness (Boldt 2019; Bluhm 2012). Relatedly, vulnerable people—or 
groups—are described in terms of structural or epistemic injustice, as those exhibiting a 
greater likelihood of being denied adequate satisfaction of legitimate claims concerning, 
for example, physical integrity, autonomy, freedom, and so on (Clark and Preto 2018; 
Tavaglione et al. 2015). Erinn Gilson (2011) offers a different account that emphasizes the 
ambivalent nature of vulnerability. Despite the fact that being vulnerable implies negative 
consequences (such as diminished autonomy or agency), it also constitutes a necessary 
condition for openness—as the ability to be positively or negatively affected by the world 
and others. In this sense, vulnerability may be seen as an integral part of being human, 
and as a potential driver for positive change.  

Within medical practice, the notion of vulnerability has a different connotation and a 
more specific use, which is the main focus of this article. Vulnerability in medical settings 

Abstract 

Original Research 



On the Brink of Disaster: Vulnerability to Mental Disorders  |  2 
 

Philosophy of Medicine | DOI 10.5195/pom.2021.10 | Volume 2 | Issue 2 | pp.1–21 

is usually connected to the idea of relative risk; that is, to the fact that some individuals or 
groups are more likely to encounter harm than others. 1  A reliable and effective 
identification of such individuals is important in medicine for reasons ranging from the 
allocation of resources, prevention, and intervention on the factors thought to increase or 
diminish risk. A more precise characterization of vulnerable individuals and groups may 
help clinicians in the diagnostic process and in clinical case formulations, resulting in a 
more individualized approach to prevention and treatment (Van Os 2013). However, the 
notion of vulnerability as relative risk also poses methodological and theoretical 
challenges. From a methodological perspective, it is unclear how such a greater likelihood 
of being exposed to harm may be effectively measured, or how clinicians may reliably 
identify groups or individuals that would count as vulnerable (Travaglia and Robertson 
2013). Theoretically speaking, the connection between vulnerability and relative risk may 
be interpreted in different ways, depending on the view of possibility that is adopted 
(more on this below). 

In the following section I take a closer look at the conceptual issues surrounding 
vulnerability (section 2.1), and then I briefly distinguish between different contributing 
factors that determine an individual’s overall degree of vulnerability (section 2.2). In 
sections 3 and 4 I focus on the key notions of risk and protection, respectively, and show 
how they apply to some exemplar cases. Specifically, I substantiate the idea that there are 
multiple paths from vulnerability to pathology; that is, multiple ways of crossing the 
threshold to clinical relevance. 
 

2.  Vulnerability in Psychiatry 

2.1 Conceptual Issues 
Vulnerability is connected to possibility by virtue of being a modal property that concerns 
what would or could happen. As fragility may be seen as the propensity to break, 
vulnerability may be seen as the propensity to be exposed to harm. If we embrace a broad 
notion of possibility—that is, what may statistically occur—vulnerability may be simply 
characterized in terms of the increased likelihood that a given individual or group would 
encounter harm. Notably, this notion remains agnostic with respect to the connection 
between the individual’s (or group’s) features and the harm encountered. For instance, 
one may claim that people living in urban settings are more likely to develop 
schizophrenia without thereby committing to the idea that urban living is causally—or 
otherwise—connected with the development of this condition. However, if we adopt a 
more restrictive view of possibility—such as the one defended by Barbara Vetter (2014)—
vulnerability could be described in terms of sets of dispositions that impinge on relevant 
properties or features displayed by individuals or groups. In this reading, vulnerability 
should be seen as susceptibility to harm, as the idea that subjects can encounter harm due 
to particular relevant properties or features (Travaglia and Robertson 2013). So, in the 
example of schizophrenia above, this more restrictive view of vulnerability would urge us 
to take into account relevant—and preferably causal—connections between urban living 
and the development of schizophrenic symptoms.  

 
1 This notion of relative risk is broader than the one used in epidemiological and cohort studies, which is 
commonly referred to as risk ratio. In those contexts, the notion is normally used to measure the difference 
between exposure and outcome in different groups—for example, to compare the risk of an adverse outcome 
when receiving medical treatment versus no treatment (or placebo).  



Valentina Petrolini  |  3 
 

Philosophy of Medicine | DOI 10.5195/pom.2021.10 | Volume 2 | Issue 2 | pp.1–21 

This distinction is important because it allows us to weed out potentially spurious 
correlations between vulnerability and risk. Indeed, there may be situations in which 
someone exhibits a de facto higher relative risk due to factors that turn out to be not 
causally connected with the relevant condition. For instance, we may discover that the 
connection between urban living and schizophrenia was actually dependent on yet another 
factor (for example, social isolation) which exhibits a causal relation with the development 
of the condition. In this case, the initial correlation would still be included in the broader 
definition of vulnerability as relative risk, but it would not be particularly informative for 
clinical purposes. Although it would initially help clinicians to isolate a subgroup of 
individuals at higher risk of developing schizophrenia (those living in an urban setting), it 
would fail to pick out the clinically relevant subgroup—people who suffer from social 
isolation.  

By contrast, the more restrictive view of possibility gets us closer—at least ideally—to 
the notion of vulnerability that I want to explore in this article. In this view, an individual 
or group can be said to be more vulnerable to a given condition if they exhibit a number of 
(dispositional) features that are causally connected with the development or exacerbation 
of clinically relevant symptoms.2 In this sense, a mere increase in relative risk may be 
insufficient for an individual or group to qualify as more vulnerable. In fact, many 
instances of increased risk are not going to be relevant with respect to the potential 
development of a given condition. As a consequence, psychiatric vulnerability should be 
seen as a specific subset of increased relative risk, one including factors or features that 
are causally connected with the relevant condition.3  

Yet, identifying individuals or groups at higher risk of developing mental conditions is 
far from straightforward. For instance, in the study of psychosis, several labels have been 
introduced to refer to subjects at high risk of developing clinically relevant conditions, 
such as “at risk mental state” (ARMS), “ultra high risk” (UHR), and “clinical high risk” 
(CHR) (Fusar-Poli et al. 2016). These high-risk states are usually characterized in terms of 
attenuated psychotic symptoms—for example, brief, limited, or intermittent psychotic 
episodes—or through the identification of subtle cognitive, emotional, or perceptual 
disturbances (Fusar-Poli et al. 2013). Despite their success in identifying segments of at-
risk populations (McGorry et al. 2006; Broome et al. 2005), ARMS and related constructs 
appear to lack specificity when it comes to predicting the transition from vulnerability to 
pathology. An important issue concerns the rate of “false positives,” individuals who are 
identified as being at risk but then fail to develop a psychotic disorder in the following two 
to three years (Ajnakina, David, and Murray 2019). To sidestep this issue, some 
researchers have proposed to design prevention programs by taking into account more 
general risk factors associated with mental health (for example, childhood abuse, 
migration, cannabis use, and so on—see Murray, David, and Ajnakina 2021; Modinos et al. 

 
2 This also implies that vulnerability is gradable, and that people or groups may be more or less vulnerable 
depending on a host of factors. Drawing on Vetter’s example on irascibility, we may say that A is more 
vulnerable than B if A can be harmed more easily and in a wider variety of circumstances (Vetter 2014, 142).  
3  Given the complexity surrounding etiological factors for mental conditions, this view of vulnerability 
currently works more as a regulative ideal. However, establishing a causal taxonomy for mental conditions as 
significant departures from normal functioning is a crucial enterprise for psychiatry as a branch of medicine 
(Murphy 2006). Even if our causal knowledge is far from complete, we can start by discriminating among 
potentially relevant factors that may give us helpful indications on how to circumscribe vulnerable individuals 
or groups. The focus on causal connections should not obscure the fact that some correlations are clinically 
useful even in the absence of causal underpinnings. For instance, in somatic medicine we may understand that 
a disease is spread through the exchange of bodily fluids, and thus design public health interventions 
accordingly, even before we can reliably identify the specific viral agent.  
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2014). A preliminary distinction that should be drawn is thus the one between ARMS and 
related notions, on the one hand, and subthreshold extended phenotypes, on the other 
(Van Os 2013). While the former refer to individuals who seek clinical help at mental 
health services, the latter refer to members of the general population who do not seek help 
despite exhibiting elements of vulnerability. These people are also at times characterized 
as fragile (Kottow 2003) as they exhibit a more generalized and symptom-unspecific 
exposure to risk than people detected by ARMS or similar programs.  

This further suggests that the possibility of drawing a boundary between vulnerable 
and disordered conditions hinges on a more fundamental distinction between health and 
pathology. This conceptual challenge has accompanied psychiatry for decades, especially 
following the critiques raised in the 1960s about the risk of pathologizing “problems of 
living” (Szasz 1960; Foucault 1961). What makes a mental condition serious enough to 
warrant clinical intervention? Is it possible to distinguish between disorder and normal 
suffering? Diagnostic manuals acknowledge the complexity surrounding these questions 
and tend to characterize disorders pragmatically, for instance as “clinically recognizable 
set(s) of symptoms or behavior associated in most cases with distress and with 
interference with personal functions” (World Health Organization 1992, ICD-10; see also 
Powell and Scarffe 2019 and Kingma 2017 for a review of philosophical debates on the 
notion of disorder).  

In this article I adopt a similarly pragmatic approach. In this view, the question of 
what counts as disordered may be connected—although not fully reduced—to the issue of 
what counts as clinically relevant. This notion encompasses the range of conditions that 
people “bring to the clinic” and refers to the way in which severity, distress, and harm are 
expressed and observed in the clinical encounter (Bolton 2008). From the clinician’s 
perspective, pathology is primarily assessed on the basis of holistic considerations about 
the individual’s relevant goals, contextual circumstances, and the existence of a perceived 
problem, followed by a search for its causes according to the current diagnostic and 
medical guidelines (Nordenfelt 2007). A healthy—or not clinically relevant—situation is 
therefore one in which an individual does not seek psychological help, and nor do the 
people surrounding her believe she would benefit from treatment. By contrast, a 
pathological—or clinically relevant—situation is one in which an individual perceives a 
problem in a broad sense, including bodily or psychological pain, the impossibility of 
doing what they would normally do, and other forms of suffering (Fulford 1989). This 
implies that the diagnostic boundaries between health and pathology are often determined 
on a case-by-case basis by taking into account indicators of severity concerning the 
number, intensity, pervasiveness, and duration of symptoms, as well as the degree of 
functional impairment (Maj 2011). In such a framework, someone qualifies as vulnerable 
if they are on the verge of crossing the threshold to a clinically relevant condition—that is, 
of seeking or needing clinical help.4  

A further conceptual clarification is in order. The focus on vulnerability and 
subthreshold conditions intuitively goes hand in hand with a dimensional view of 

 
4 I acknowledge that such an approach presents several limitations: for instance, it may raise issues of 
epistemic authority and injustice (Drożdżowicz 2021; Tate 2019) and it assumes a degree of cross-cultural 
agreement that is far from being established within psychiatric practice (Lewis-Fernández and Kirmayer 
2019). Generally speaking, it runs the risk of enforcing a coercive use of psychiatry in fixing the boundaries 
around normality and pathology (see Bolton 2008, ch. 5 for a review). However, this rough-and-ready 
definition allows us to see mental disorders as a form of suffering that may find partial solutions through 
clinical intervention. In this sense, this approach may still be used as a starting point to unpick the notion of 
vulnerability starting from existing practices.  
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psychopathology, in which mental disorders are seen as continuous with extended 
phenotypes (Van Os et al. 2009). Yet, a pragmatic approach—such as the one outlined 
above—implies the need to determine whether and when a threshold to clinical relevance 
has been crossed. In other words, the very idea of vulnerability indicates an increased 
likelihood to develop or be affected by a particular condition, thereby making it necessary 
to draw a boundary between clinically relevant and nonclinically relevant states. In this 
sense, a fully dimensional approach fails to meet a crucial requirement, as it risks making 
the distinction between health and pathology entirely conventional.  

In what follows I outline a threshold approach, in which the shifting point from 
vulnerability to clinical relevance hinges on a variety of considerations. By introducing the 
idea of contributing factors, I stress the fact that the transition from vulnerability to 
pathology involves the clustering of different elements (psychological, environmental, and 
so on). By discussing different paths, I focus on the idea that the transition to pathology 
often hinges on an increase in intensity, frequency, or duration of particular symptoms, or 
on the decrease of protective resources. Although the accumulation of these potentially 
problematic factors is quantitative in nature, crossing the threshold to pathology marks 
the entrance into a meaningfully different state. From a clinical perspective, vulnerable 
and pathological cases warrant different interventions, require different degrees of 
concern and monitoring, and determine differential access to treatment. The threshold 
view I outline here thus contributes to partially relaxing the tension between dimensional 
and categorical approaches (see Serpico 2020 for a similar proposal). It does so by 
acknowledging that the focus on quantitative differences offers a conceptually finer-
grained view, while maintaining that qualitative distinctions are clinically and practically 
important.  
 

2.2 Unpacking Vulnerability: Contributing Factors and Paths 
In this subsection I distinguish between factors contributing to vulnerability and paths 
from vulnerability to clinically relevant states. The distinction is particularly important 
because it allows us to pry apart two aspects of risk that often interact with each other. On 
the one hand, each individual (or group) occupies a certain position along the continuum 
between clinical and nonclinical. On the other hand, different factors or forces affect 
whether and how an individual (or group) along such a continuum is going to develop a 
clinically relevant manifestation (Johns and Van Os 2001). My proposal here is 
methodological: more than introducing new heuristic tools to be picked up by clinicians, I 
unpack and illustrate the kind of thinking that is needed to assess vulnerability in a 
psychiatric setting. This is particularly complex, given that most conditions tend to be 
heterogeneous in their presentation, and are usually regarded as multifactorial in their 
causation (Allsop et al. 2019).  

Contributing factors are those affecting an individual’s (or group’s) degree of relative 
risk: in other words, these factors determine what makes an individual more susceptible to 
harm than others. Following the distinction outlined above between different views of 
possibility, it is important to start by isolating such features or potential determinants and 
then proceed by dissecting the ones that are relevant—that is, causally connected with the 
condition at hand. A first step consists in acknowledging that pathogenic factors may be 
psychological (for example, personality traits) or environmental in nature (for example, 
traumatic events). We may thus think about contributing factors as features that a person 
has (for example, neuroticism) or as experiences that she has undergone (for example, 
childhood abuse) that place her at higher risk in comparison with another individual who 
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lacks the relevant features or did not undergo sufficiently similar experiences. Such a 
distinction has been historically captured by Sigmund Freud’s notions of dispositions and 
experiences: the former are pathogenic determinants “which a person brings along with 
him into his life,” while the latter are “those which life brings to him” (1913, 317). In what 
follows I refer to dispositions as individual factors and to experiences as environmental 
factors.  

Researchers working within the stress-vulnerability model of psychopathology (Ormel 
and Neeleman 2001; Zubin and Spring 1977) have already stressed that different 
contributing factors interact with mediating variables and give rise to clinically relevant 
manifestations. For example, someone who exhibits a tendency toward rumination and 
has experienced childhood abuse would be more likely to cross a clinically relevant 
threshold if confronted with further negative events in their life. Crucially, different 
factors are bound to interact with one another and bring about a complex constellation of 
vulnerability profiles. People may be differently equipped to deal with environmental 
stressors because of individual differences, such as personality traits (for example, 
neuroticism) or affective makeup (for example, a tendency toward anxiety or rumination) 
(Van den Bergh et al. 2020; Nolen-Hoeksema, Wisco, and Lyubomirsky 2008). Equally, 
environmental circumstances may increase one’s exposure to stressors and therefore 
affect individual-level factors, to the point that some events—for example, unemployment 
or childbirth—have come to be known as “turning points” because of their impact on 
mental health (Turner and Lloyd 1999).  

It is also crucial to acknowledge that stress exposure is not uniformly distributed 
across groups, and that people of different genders, ethnicity, and socioeconomic status 
are differently affected by stressful life events (Turner and Avison 2003). While some 
forms of vulnerability overwhelmingly affect individuals, populations may also be seen as 
vulnerable due to differential exposure to stressors. For instance, people who belong to 
visible minorities are more likely to be discriminated against in their everyday life than 
people who belong to the ethnic majority. Similarly, recent mothers may be more prone to 
developing depressive symptoms due to their heightened exposure to social pressures, and 
cognitive and emotional loads. In these cases, higher exposure to environmental stressors 
significantly affects mental health. While migrant groups have been repeatedly found to be 
at higher risk of developing psychosis (Misra et al. 2021; Fearon, Kirkbride, and Morgan 
2006; Veling et al. 2008), postpartum depression has also been linked to social factors 
such as employment status and degree of family support (Fairbrother and Woody 2008). 
Members of socially disadvantaged groups who also exhibit individual-level aspects of 
vulnerability are thus more likely to develop clinically relevant manifestations.5  

Paths from vulnerability to pathology may be characterized as different ways of 
crossing the clinically relevant threshold. Given an existing degree of vulnerability, 
determined by complex interaction among the factors outlined above, a person or group 
may cross the threshold to clinical relevance in multiple ways. For instance, someone may 
exhibit mild or attenuated symptoms and then experience a sudden increase in severity. 
This would be the case of a person experiencing auditory verbal hallucinations (AVHs) 

 
5 Exploring the route from vulnerability to pathology in the case of populations is beyond the scope of this 
article, especially considering that the interaction between individual and environmental factors is unlikely to 
be linear and merely additive. Several issues would be interesting to explore, such as the action exercised by 
repeated experiences of exclusion and discrimination (Cantor-Graee and Selten 2005; Bourque, Van der Ven, 
and Malla 2011; Berg et al. 2011), the reasons why specific conditions are more prevalent in some groups than 
in others—for example, schizophrenia for migrants (Jones and Fernyhough 2007), or depression for women 
(Kessler 2003)—and which factors may act as protective at the group level (Kirkbride et al. 2007). 
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more frequently and intensely, thus crossing the threshold from ARMS to clinical 
psychosis. I characterize these situations as ones in which the threshold to pathology is 
crossed by overflow. However, someone may also experience a sudden or progressive 
weakening of protective resources. This would be the case of a person who struggles with 
depressive symptoms while finding social and emotional support in a significant other. If 
this source of protection disappears—for example, if the other person dies or moves 
away—the transition to clinical relevance becomes more likely. In these situations, I talk 
about crossing the threshold by collapse.  

As I clarify in the next section, the distinction between different paths hinges on the 
key notions of risk and protection. Psychologists working within the appraisal paradigm 
(Lazarus 1991; Lazarus and Folkman 1984) have characterized vulnerability in terms of 
resources mobilized in response to challenges. In this view, stress-inducing factors are 
those responsible for increasing vulnerability while stress-reducing factors usually 
contribute to diminishing it. Drawing on this idea, I characterize risk and protection as 
indicators that clinicians observe to assess how close an individual is to crossing a 
clinically relevant threshold. In this sense, indicators of risk and protection would work 
similarly to red flags or green lights. Taking them into account allows clinicians to home in 
on aspects of the person’s situation that increase or decrease vulnerability, with the goals 
of making case formulation more individualized, monitoring the patient’s trajectory more 
effectively, and intervening in the relevant factors whenever possible. In sections 3 and 4 I 
illustrate how contributing factors and paths interact in complex ways through a 
discussion of some significant cases. In section 3 I take a closer look at risk indicators 
(that is, increase in severity), while in section 4 I focus on the notion of decreasing 
protection (that is, weakening of defenses). 
 

3.  From Vulnerability to Clinical Relevance: Overflow 
When discussing the notion of clinical relevance, Janet B. Williams and Robert L. Spitzer 
(1982) talk about a group of conditions that can be considered “pathological,” but the 
clinical manifestations are so mild that clinical attention is not indicated. In these cases an 
individual may be seen as vulnerable because they exhibit an attenuated version of a 
clinically relevant condition. For example, someone may be experiencing sadness, loss of 
motivation, or black-and-white thinking, without thereby crossing the diagnostic 
threshold for clinical depression. In these cases, the transition to clinical relevance occurs 
when some indicators of risk increase to a problematic degree, and we witness an increase 
in severity along relevant dimensions such as duration, frequency, urgency, or intensity. 
This implies that some phenomena are experienced and classified as unproblematic when 
they present themselves at a sufficiently low degree of frequency, intensity, and so on, 
whereas a quantitative increase in severity marks the difference between vulnerable and 
clinically relevant conditions.  

A few examples may be helpful. As mentioned earlier, a person who is very sad and a 
clinically depressed patient may report qualitatively similar experiences. Sadness often 
includes a significant loss of pleasure or motivation in everyday activities and may be 
accompanied by physiological symptoms such as a change in appetite or sleep patterns. 
Both sad and depressed individuals show little interest in activities that others (or their 
former selves) regard as pleasurable; they both suffer from low mood and fatigue in 
carrying out everyday tasks, and so on (Horwitz and Wakefield 2007). However, intense 
sadness can be seen as a normal and even adaptive response to life stressors—for example, 
the loss of a valued job, divorce, or loss of status. The issue of reliably distinguishing 
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between depression and normal sadness is notoriously thorny, to the point that past 
editions of the Diagnostic and Statistical Manual of Mental Disorders (DSM) included a 
number of exclusion clauses to circumvent this issue.6 Notably, there are cases in which 
the two conditions appear remarkably similar: they may both persist over long periods of 
time; they may both exhibit high intensity and absorb a great part of the person’s physical 
and mental resources, and so on.  

Similarly, the experience of hearing voices—AVH—has been found to be surprisingly 
frequent in the general population (Johns et al. 2014), despite being one of the hallmarks 
of schizophrenia. Over the past few decades, several studies have reported the existence of 
hallucinatory experiences—both visual and verbal—in samples of healthy college students 
(see Johns and Van Os 2001 for a review). For instance, 71% of the subjects interviewed by 
Thomas B. Posey and Mary E. Losch (1983) reported some experience of at least brief, 
occasional hallucinated voices during periods of wakefulness (n = 375 college students). 
Other studies highlight the relative frequency of hallucinatory experiences in healthy 
individuals: for instance, Terry R. Barrett and Jane B. Etheridge (1992) found that 
between 30 and 40% of their sample (n = 586 college students) reported AVH 
experiences, and almost half of these indicated a monthly occurrence. Notably, the 
phenomenology reported by clinical and nonclinical groups appears to be quite similar in 
terms of features such as localization (that is, internal or external), loudness, number of 
voices, and personification—that is, attribution of the voice to a real person or entity 
(Johns et al. 2014).  

Another interesting example concerns autistic spectrum conditions (ASCs). In their 
comprehensive review, Ed Sucksmith, Ilona Roth, and Rosa Anna Hoekstra (2011) discuss 
a number of studies investigating the so-called broader autism phenotype (BAP). BAP may 
be characterized as a collection of subthreshold traits frequently found in the relatives of 
people diagnosed with autism, and especially in younger siblings (Merin et al. 2007). 
These milder manifestations of the condition usually consist of a wide range of features, 
such as delayed language development (Constantino et al. 2006) and social difficulties—
for example, atypical gaze shift and reduced initiation of joint attention (Presmanes et al. 
2007). Although a number of studies report mixed results, especially in the domain of 
executive functions, theory of mind, and repetitive behavior, there is reason to believe that 
younger siblings of autistic children might constitute a vulnerable group (Cassel et al. 
2007). BAP can thus be conceptualized as a set of continuous and quantitative traits, with 
some subgroups exhibiting a higher degree of risk.7  

In these cases, and other similar ones, we may describe the transition from vulnerable 
to clinically relevant manifestations in terms of increase of severity along some relevant 
dimensions. Vulnerable manifestations represent attenuated versions of the clinically 
relevant conditions, in which a clinician would witness a similar clinical presentation at a 
lower degree of severity. What are some of the relevant dimensions at play in such a 

 
6 For instance, up to the DSM-IV the definition of “Major Depression” acknowledged that people who recently 
experienced the loss of a loved one were to be exempted from diagnosis even upon meeting all the criteria (the 
so-called Bereavement Clause, then removed from the DSM-5)—see Zachar, First, and Kendler (2017) for 
discussion.  
7 It is worth noting that the use of notions such as “vulnerable” or “at risk” when it comes to autism spectrum 
conditions is potentially problematic, given that autism is generally understood as a neurodevelopmental 
condition (something one is born with). What is usually meant in the literature on BAP is that family members 
may exhibit subthreshold traits that are not severe enough to warrant diagnosis, but might require increased 
clinical attention, as well as some form of intervention (for example, accommodations in educational settings). 
Sucksmith, Roth and Hoekstra (2011, 261) also suggest that some BAP individuals may be diagnosed with 
autism later in life and thus exhibit a different, arguably less severe, developmental trajectory.  
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transition? An important one is undoubtedly duration, which indicates how long a 
symptom, thought, or feeling extends over time. In terms of the sadness/depression 
examples above, having the blues for a couple of days differs from experiencing a 
comparable degree of sadness for months in a row. Another relevant dimension is 
frequency, indicating the number of times a symptom or experience presents itself to 
consciousness. For example, hearing voices a few times a month differs from having the 
same experience hundreds of times a day. In fact, some of the core differences between 
clinical and nonclinical voice hearers lie in the frequency and duration of AVH experiences 
(Johns et al. 2014).  

Elements such as intensity and urgency also play a key role: while the former may be 
characterized in terms of strength or depth, the latter indicates how soon a problem needs 
to be dealt with, a thought or feeling acted upon, and so on. The notion of intensity is 
notoriously hard to pin down: a psychological manifestation may be regarded as intense 
by virtue of its strength, measured by the number of resources the subject has to mobilize 
in order to cope with it (Lazarus and Folkman 1984). In this sense, for instance, a thought 
qualifies as intense if dealing with it requires an exertion of effort that leaves a person 
unable to carry out any other task. This can be clearly seen in the role played by routines 
and rituals in conditions such as autism or obsessive-compulsive disorder (OCD), where 
intensity might be so strong as to significantly interfere with daily life and functioning. 
Yet, a psychological phenomenon may qualify as intense also by virtue of its depth—for 
example, by causing someone to radically revise her view on things. In this sense, a 
delusional idea may be intense because it transforms a person’s relationship with the 
environment and gives rise to new interpretations of events and situations. Finally, scope 
should also be monitored closely because it concerns the number aspects of a situation 
that the individual regards as relevant. For example, it might be easier to control AVH 
symptoms when they are restricted to a specific domain (for example, one’s job 
performance) and it might become progressively harder as they apply to more objects, 
people, or events. In the case of sadness and depression, it also makes sense to think that 
in most cases these two experiences would differ in terms of depth and scope. While 
depression casts a gloomy light on the person’s overall existence, sadness tends to be more 
localized, and connected with a specific trauma or negative life event.  

A brief discussion of these dimensions illustrates how in some cases the transition 
from vulnerability to pathology happens by overflow—through an increase in severity. To 
sum up: in a clinically relevant manifestation, we expect the relevant symptoms or 
experiences to last longer (duration), to be triggered more easily (frequency), to take up 
more time and resources to the point of interfering with everyday functioning (intensity), 
and to be more pervasive or all encompassing (urgency and scope). A vulnerable 
individual would score lower along most—if not all—of these dimensions, thereby 
exhibiting an attenuated form of a clinically relevant condition.  

A final metaphor may be helpful to grasp this point at a more intuitive level. A vessel 
struggles to stay above water during a storm, while fighting against a number of dangers 
that may cause the water level inside the ship to increase. For the crew, it is crucial to 
assess how long the storm will last (duration), how likely it is for other storms to occur 
(frequency), and how strong this event will be in comparison to others (intensity). It is 
also important to assess how soon the storm will start damaging the ship’s vital 
components (urgency), and how much effort and how many resources will be needed to 
repair it after the threat has ended (scope). Crucially, the breaking point will be reached 
when one or more of these factors cause the water level to increase to the point of 
overflow.  
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Yet, sticking to the metaphor, the level of threat posed by the storm also importantly 
depends on the overall conditions of the vessel. If the lifeboats were lost during the last 
expedition, even a mild storm may qualify as dangerous. Conversely, the ship may have 
been recently repaired and prove more resistant in the face of adversities. This tells us 
that—besides indicators of risk—a thorough assessment of the vessel’s condition has to 
include indicators of protection. In the next section I expand on this notion, and on the 
key role it plays in assessing vulnerability and clinical relevance. 
 

4.  From Vulnerability to Clinical Relevance: Collapse 
In some cases an individual may be seen as vulnerable because she is experiencing a 
harmful psychological condition which—despite its severity—fails to qualify as clinically 
relevant due to the presence of one or more protective resources. For example, a person 
may suffer from a number of obsessions while still failing to count as pathological because 
she is able to detach herself from intrusive thoughts through humor. In these cases the 
transition to pathology may occur whenever the relevant protective resources become 
insufficient or weaken significantly. For instance, the person who is usually able to 
reframe her symptoms through humor might go through a particularly difficult time 
during which she lacks the energy to do so. If this happens, her obsessions may spiral out 
of control and significantly impair her functioning without increasing in severity (without 
becoming more frequent, intense, and so on). This path from vulnerability to clinical 
relevance involves a weakening of protection along relevant dimensions, such as control, 
humor, discharge, and physical or mental strength. In these cases the threshold to a 
clinically relevant condition is crossed because the person gradually or suddenly loses 
resources that were playing a key counterbalancing role in coping with a harmful 
situation. Without these protections in place, the person is thus more likely to exhibit a 
clinically relevant condition.  

Some examples may be helpful to illustrate the point. Think about someone who 
scores high on the neuroticism scale, a collection of traits usually described as the 
tendency to experience anxiety, moodiness, worry, or frustration (Goldberg 1990). 
Paradigmatic examples are the so-called Woody Allen cases—people who take neuroticism 
as a defining feature of their personality (Killmister 2015). Woody Allen cases are 
interesting for our purposes because some of them exhibit quite a severe profile in terms 
of the risk indicators discussed in section 3. Take Allan, the protagonist of Allen’s movie 
Play It Again Sam (1972): among many other idiosyncrasies, Allan has an obsession with 
Humphrey Bogart, who vividly shows up in verbal and visual hallucinatory experiences to 
coach him on how to deal with romantic matters. Despite the seemingly similar profile, we 
may draw some significant distinctions between Allan and a person who is clinically 
obsessed or psychotic. As mentioned earlier, some individuals—neurotic ones in 
particular—exhibit a striking tendency toward sarcasm and self-irony that may act as a 
buffer against developing clinically relevant manifestations. In other words, being able to 
recruit humor to laugh about their own idiosyncrasies and obsessions may provide them 
with the resources to exercise control, as well as to promote detachment from stressful 
situations.  

Another interesting case concerns the group of phenomena known as post-
bereavement hallucinatory experiences (PBHEs). Although their nature remains elusive, 
these phenomena are usually taken to encompass a range of disturbances of perception 
and thought processes, such as hallucinations, pseudo-hallucinations, illusions, and felt 
presences (Castelnovo et al. 2015). PBHEs are often experienced by family members or 
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close friends during—but also, significantly, after—the mourning period. In a pioneering 
study on the psychology of grief, Colin Murray Parkes (1972) distinguishes between the 
phenomenon of felt presence and full-blown hallucinations: the former experience is 
characterized by feeling the presence of the dead person without directly perceiving him or 
her (for example, “I still feel that he is around”), while the latter includes a strong 
perceptual component (for example, “I hear him and see him”). In the first quantitative 
study conducted on PBHEs, W. Dewi Rees (1971, 61–62) interviewed a group of Welsh 
widows who describe these experiences as being particularly frequent (from “variable 
times throughout the day” to “being continually hallucinated”) and long lasting (spanning 
the first five to ten years of widowhood). In terms of risk indicators, it might be difficult to 
distinguish PBHEs from full-blown hallucinatory experiences. In fact, PBHEs may score 
even higher on the duration and frequency dimensions, considering that the process of 
bereavement tends to last several years as opposed to psychotic episodes that often resolve 
in a few days or weeks. While the degree of intensity is probably very high in both 
situations, there is one crucial difference: patients affected by hallucinations tend to feel 
persecuted or haunted by these experiences, whereas a great majority of the subjects 
interviewed by Rees present PBHEs in a positive light (1971, 40). Such a difference in 
valence indicates that people experiencing PBHEs probably benefit from the action of 
several protective resources. For instance, some reports indicate that these individuals are 
able to maintain a certain degree of control over the situation, by telling themselves that 
they are just imagining it—“I hear him and see him although I know it’s only imagination” 
(Parkes 1972, 61–62)—or by being able to regard these experiences as private and as 
something that can be integrated in their everyday life without disrupting it (Parkes 1972, 
41). In this sense, PBHEs might work as coping strategies themselves, as they help to fulfill 
a frustrated desire (for example, to see the loved one again) and function as ways of 
processing stressful experiences (for example, by talking them through with the deceased 
spouse).  

In the cases discussed above, as well as in similar others, we may describe the 
transition from vulnerable to clinically relevant manifestations in terms of weakening of 
protection along relevant dimensions. Vulnerable individuals would thus exhibit profiles 
very similar to clinically relevant ones in terms of risk indicators (duration frequency, 
intensity, and so on), with protective resources playing a counterbalancing role. What do 
these protective resources look like? One key resource would surely be a person’s ability to 
control a challenging situation by employing successful coping strategies. For example, 
one may attempt to avoid situations that would trigger obsessive thoughts, or direct 
attention elsewhere to change one’s perspective on the issue—for example, by framing 
PBHEs as imaginative rather than perceptual experiences.8 Another important resource 
would be the amount of strength that an individual has at their disposal to handle the 
relevant challenges. Notably, the notion of strength consists of physical resources—such as 
getting enough sleep or food—as well as psychological ones, such as the ability to focus, 
solve problems, and regulate affect. Generally speaking, a sufficient degree of physical and 
psychical strength protects the subject from feeling overwhelmed by external or internal 
demands. In this sense, it is unsurprising that phenomena such as psychotic outbreaks 
often occur during particularly stressful times (for example, being appointed for a 
prestigious but demanding job, or going up for tenure—see Schreber 1903 and Saks 2007 

 
8 Here I draw again on appraisal theories of emotion to characterize control as the ability to employ one or 
more coping strategies to deal with stressors. See Gross (2002) for a more comprehensive classification of 
such strategies. 
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for first-person accounts). Similarly, depressive episodes are usually characterized by a 
state of energy depletion where carrying out small, everyday tasks becomes impossible 
(see Plath 1963 and Styron 1991 for some relevant examples). Various forms of discharge 
may also act as protective resources because they allow individuals to release mental or 
emotional tension—for example, by talking to a friend, or writing in one’s diary—as well as 
physical tension (for example, through physical activity, or crying). Although the idea that 
discharge may act in a protective way is quite old—see the notion of Entladung in Freud 
(1905), it has been more recently corroborated by evidence on the value of movement for 
mental health (see Craft and Perna 2004 on clinical depression), as well as on the 
effectiveness of talk therapy (Shedler 2010).  

Finally, humor deserves a special place among protective resources because of its 
potential to act as a powerful tool to keep distressing thoughts and emotions at bay. This 
may be accomplished in a variety of ways. At times humor helps to promote detachment 
from dreadful or anxiety-inducing events—for example, through pre-surgery or pre-exam 
jokes (see Hardy 2020)—or achieves some form of release by voicing thoughts that are 
repressed or unacceptable (for example, politically incorrect jokes). In other 
circumstances—as mentioned earlier in the case of neuroticism—humor engenders a 
paradoxical effect. For example, someone who magnifies a negative personality trait or 
systematically draws attention to it through self-irony or self-deprecation ends up 
appearing more in control with respect to their situation. Exercising irony on one’s own 
character flaws indicates some degree of self-reflection and ability to put things in 
perspective: Woody Allen’s characters, for instance, appear painfully aware of the gap 
between them and others (for example, “Why can’t I develop that attitude? Why is it 
always so complicated? Why didn’t I see it coming?”). Assessing such a degree of control 
and self-reflection afforded by humor is particularly important when it comes to 
identifying clinically relevant situations. While neurotic individuals appear to actively 
engage—and even negotiate—with their symptoms (by joking about them, or even 
flaunting them as personality-defining features), clinically obsessed patients often lack 
such possibilities and end up adopting a passive attitude toward their thoughts and 
actions (by treating them as orders to be obeyed, or as inescapable failures). 

Another metaphor might help us to grasp this alternative path from vulnerability to 
clinical relevance. Think about a fortress whose inhabitants attempt to defend themselves 
from a siege. As the attack unfolds, there are a number of countermeasures that the 
citizens can take to protect themselves. First, it is important to understand the enemy’s 
strategy and to make decisions about how to better react (control). Assuming that the 
threat cannot be ignored, the inhabitants have to establish what can be done about it: 
some protective measures would involve rendering the fortress more resistant against the 
attack, while others would focus on preserving human and material resources for the 
longest possible time. For example, soldiers may arrange a watch system to ensure that 
everyone gets a minimum amount of sleep, or they may regulate the distribution of food 
and water (strength). In order to release the stress caused by the threatening situation, the 
inhabitants might also engage in activities directed towards the release of tension—telling 
jokes about the siege or getting drunk. If the situation became serious enough, the 
defenders would become progressively weaker and have fewer resources at their disposal. 
Some of the protective measures would then cease to be effective (joking about the siege is 
no longer fun), and others become plainly unavailable (for example, if the city runs out of 
wine). On the brink of disaster, the inhabitants may decide to keep fighting despite lacking 
the resources to sustain the attack any longer, thereby causing the fortress to collapse. 
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Notably—in contrast to the vessel metaphor—the breaking point here is reached when the 
defenses put in place wear out; that is, through a weakening of protection. 
 

5.  Clarifications and Concluding Remarks 
In this article I set out to make the notion of psychiatric vulnerability more precise by 
distinguishing different ways of being at risk of developing a clinically relevant condition. 
On the one hand, a person may be more vulnerable than others due to different 
contributing factors. A fine-grained assessment of such factors may contribute to 
determining the position that an individual (or group) occupies along the continuum 
between clinical and nonclinical. In this sense, someone with a tendency toward 
rumination and a traumatic past may be classified as being more vulnerable to developing 
clinical depression compared with someone who does not exhibit these features. On the 
other hand, individuals (or groups) placed along this continuum may develop a clinically 
relevant manifestation through different paths. In sections 3 and 4 I explore two of them, 
showing that—given an existing degree of vulnerability—the threshold to clinical relevance 
can be crossed through an increase in severity (overflow) or through a decrease in 
protection (collapse). 

One important clarification is in order. The distinctions I propose should be regarded 
as helpful ways to illustrate how we should think about vulnerability in psychiatric 
practice. However, given the complexity discussed in this article, these distinctions should 
not be applied too rigidly when it comes to assessing individual cases. For instance, 
overflow and collapse should be interpreted as situations in which the threshold to 
pathology is crossed mostly via an increase in severity or via a weakening in protection. 
Individual cases are obviously going to be more complex, as often both aspects play an 
important role and deeply influence each other. An increase in severity may render some 
of the protective resources ineffective or unavailable. For instance, if an obsessive thought 
increases in frequency, intensity, and urgency, exercising control over it becomes more 
difficult and detachment strategies (such as humor) may prove impossible to implement. 
By contrast, vulnerable situations where severity increases may be mitigated by the 
recruitment of protective resources: a person on the verge of clinical depression may adopt 
a number of coping strategies, including self-reassuring beliefs, cognitive changes, or self-
irony. On the other hand, a weakening of protection may contribute to an increase in 
severity. For instance, a recovering alcoholic who does not manage to avoid her circle of 
drinking friends would probably end up thinking about the next drink more frequently 
and experiencing the thought as more urgent.  

The interaction between risk and protection may therefore prove quite hard to 
disentangle, with contextual contingencies playing a key role in individual cases. Freud 
expresses a similar idea of vulnerability through the metaphor of a sliding scale, where 
multiple factors converge to constitute the etiology of an individual patient: “Generally the 
two factors [constitutional and accidental] work together and only at either end of the 
series can we speak of a simple motivation” (1939, 119).  

The interaction between contributing factors and paths, as well as between risk and 
protection, is bound to be extremely complex. Although distinguishing different aspects of 
psychiatric vulnerability enhances conceptual clarity, it is often unfeasible to neatly 
identify contributing factors and paths in a clinical setting. Arguably, in most situations 
the transition to clinical relevance would therefore occur via a complex interplay between 
risk, protection, and the intersection between individual and environmental vulnerability. 
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Having a clearer idea of the individual’s current degree of vulnerability, and of the 
possible ways in which they could cross the threshold to a clinically relevant condition, 
may support clinicians in the diagnostic and therapeutic process. For instance, 
psychiatrists may employ these distinctions to determine where a patient lies along the 
course of an illness (McGorry et al. 2010), or to better understand subthreshold conditions 
and prodromal phases of disorders (Fusar-Poli et al. 2016). Yet, such a focus on 
vulnerability should always be complemented by an awareness of the possibility of “false 
positives,” especially in situations where this might lead to unnecessary and potentially 
invasive treatment. This point is particularly important in screening programs for 
psychosis, where only a minority of individuals included in prodromal services have been 
found to actually transition to a clinically relevant condition (Ajnakina et al. 2017) for 
reasons that are still poorly understood (Riecher-Rössler and Studerus 2017). As Derek 
Bolton (2008) rightfully emphasizes, it is crucial to balance the need to treat distress or 
disability with the potential drawbacks that might follow a referral to mental health 
services and a subsequent diagnosis (such as stigma and financial costs). 

Given the scarce philosophical literature on vulnerability in psychiatry, several 
important issues remain that cannot be addressed satisfactorily in this article. Key among 
them, as already mentioned, is the role of environmental factors—in particular social 
elements (experiences of discrimination, defeat, and so on)—in determining individual 
and population degrees of vulnerability. Indeed, it is particularly important to 
acknowledge that the notions of risk and protection are not limited to individual-level 
strategies and may be environmental or structural in nature. For instance, someone may 
be struggling with severe depressive symptoms while finding social and emotional support 
in a significant other, whereas someone else may be more exposed to negative life 
experiences due to their gender, ethnic background, socioeconomic status, and so on. I 
plan on exploring these aspects in a future project devoted to the impact of social adversity 
on psychiatric vulnerability. An ideal starting point would be the body of research on 
group-level exclusion and discrimination (Cantor-Graae and Selten 2005; Bourque, Van 
der Ven, and Malla 2011; Berg et al. 2011), and the epidemiological data on group 
prevalence for some psychiatric conditions—such as schizophrenia for migrants (Jones 
and Fernyhough 2007) and depression for women (Kessler 2003).  

A related issue concerns the notion of resilience and its connection to adversity. While 
this article illustrates different ways in which people may develop clinically relevant 
conditions, an equally important challenge for psychiatry would be to investigate the 
factors that make people resistant to mental disorders even when confronted with 
considerable pressure and adversity. This issue was repeatedly raised by Freud (1924, 
1926), who observed that people who share a similar psychological makeup and go 
through similar life experiences might end up developing very different 
psychopathological trajectories. Again, the connection between resilience and adversity is 
bound to be particularly complex. While there is evidence that exposure to environmental 
stressors may contribute to the development of forms of protective resistance (Rutter 
1985; Bandura 1997), others have emphasized that such a repeated exposure may 
engender a sensitization effect, which produces progressively greater responses over time 
(Collip, Myin-Germeys, and Van Os 2008). “Why are some people not falling ill?” (Freud 
1924, 152; emphasis added) might therefore represent an intriguing question to explore in 
future work on psychiatric vulnerability. 
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