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he use of diagnostic manuals in psychiatry is generally necessitated by the lack of tests that

would corroborate psychiatric diagnosis. Criticism towards the today prevailing DSM-ICD
diagnosis traditionally regards among others such problems as hyponarrativity, biologism,

“death of phenomenology”, and a questionably valid over-fragmentation of diagnosis. Lately,

and especially after the appearance of the 5th edition of DSM (2013), criticism focuses at such issues
as lack of validity, having failed to adopt a dimensional model, not adequately relying on genetics
and neurobiology, and impeding, rather than facilitating, research into the etiology of mental disor-
ders, the DSM becoming an “epistemic prison”. The former problems seem to derive from the fact that
the operationalist criteria are often uncritically adopted as the ultimate authority in diagnosis, instead
of being merely guides, as intended originally and explicitely; the latter problems have been made
more evident since the emergence of the American RDoC research initiative, which not only points
to an alternative, more valid classification of mental disorders, but also aspires to signal a move of
psychiatry towards precision medicine, having as its main dogma that mental disorders are disorders
of brain circuits, which are expressed as complex syndromes. In this paper, the historical and epis-
temological context of the emergence of DSM is examined; its achievement in terms of diagnostic
reliability as well as clinical utility is not negligible, especially taken into consideration the climate of
virtual diagnostic arbitrariness which characterized the (American) psychiatry before 1980, with obvi-
ous consequences for the authority of the specialty. Then, the potential of the new era of genetics,
neurobiology and analysis of the "big data" for generating a novel approach to psychiatric diagnosis
and classification is put into consideration, while it remains unknown in what way the findings of RDoC
could lead and be translated into a new classification system. Moreover, the particularity of the psy-
chiatric object, the clinical significance of the categorical approach to diagnosis, as well as the need
for a “irreducible psychological level of explanation” are discussed. In our view, today, the DSM-ICD
diagnosis lies between two different and potentially opposing demands and tendencies: on the one
hand, the demand for the individual, subjective and phenomenological particularity of the mentally
ill to be taken into consideration (a demand that sometimes underestimates the need for clinical com-
munication); on the other hand, the (largely future) vision for more and more analysis of biological
data in the name of a yet to be clarified personalized therapy (the very notion of diagnosis becoming
potentially redundant). Finally, considering the particularity of the psychiatric object, we conclude that
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the DSM-ICD approach, with its categorical diagnoses and its descriptive operational criteria, despite
its inherent imperfections and inadequacies, continues to have a place in psychiatry as an essential
bridge/interface between clinic and research data, as a common clinical language, and as an epistemic
hub; and that prerequisites for diagnostic validity should be sought both in the cells of RDoC and in
those theoretical approaches which examine human subjectivity as such, included phenomenology

and psychoanalysis.

Key words: Diagnosis, DSM, categorical, big data, phenomenology, subjectivity.

Psychiatry’s reliance on diagnostic manuals places
it in a unique position among medical specialties and
stems from the absence of useful diagnostic tests.!
DSM and chapter V of the ICD are the prevailing di-
agnostic classifications today and, despite individual
differences, share a common philosophy and charac-
ter.? Here, the focus will be on the former classifica-
tion, because its latest edition (DSM-5) is the most
recent, and is the one that has provoked the greatest
controversy. However, the discussion presented here
may also of interest in view of the oncoming 11th re-
vision of the ICD.

1. DSM-III and the need for communication

Common to all DSM editions is a categorical char-
acter of diagnosis: the various disorders are more or
less distinct clinical syndromes which can be em-
pirically described. However, it was the third edition
(1980) of the manual that revolutionized psychiatric
diagnosis both in America and internationally. DSM-
Il (@s well as its successors) differed from its prede-
cessors mainly in two ways: first, it was a-theoritical
as regards the etiology of the disorders (especially
avoiding the psychoanalytical etiological hypoth-
eses which informed much of DSM-I and Il) and, sec-
ond, diagnoses did not rely on general, albeit repre-
sentative, descriptions of clinical syndromes, but on
clear diagnostic criteria.?

If DSM-I was a response to post-war statistical
needs, DSM-IIl was born of the need for diagnostic
reliability, that is the need for a common diagnostic
language, which would be understood and used by
everyone, in clinical practice, in medical education,
in research and in epidemiology; in short, it was
born of the need for communication. At the same
time, DSM-IIl had the explicit goal to conform to the
principles of evidence-based medicine, which at the

time was still a movement in its first steps. It should
be reminded that, according to its explicit goals, the
evidence-based medical model “de-emphasizes in-
tuition, unsystematic clinical experience, and patho-
physiologic rationale as sufficient grounds for clini-
cal decision making and stresses the examination of
evidence from clinical research”.*

During the 1970s American psychiatry was un-
dergoing a serious “crisis of legitimization”, which
is reflected in the rise of the anti-psychiatric move-
ment.” Studies conducted at that time showed that
American psychiatrists not only tended to diagnose
schizophrenia more easily than their British col-
leagues,® but that they could also not distinguish
diagnostically pseudo-patients from schizophrenic
patients.” The unreliability of American psychiatry
is generally attributed to the complete domination
of post-war psychiatry by (the American version of)
psychoanalysis, as well as Adolf Mayer’s biopsycho-
social model, which resulted to a limited interest in
accurate diagnosis and nosology among psychia-
trists.®? It should be noted that nothing of the kind
ever took place in European psychiatry.

The new diagnostic manual would eventually ap-
pear in 1980, and its emphasis would be on descrip-
tion, the givens of observation and reliability. At the
same time, and under the influence of the neopositiv-
ist philosophy of science, it would render psychiatric
diagnosis operationalist.'®'" DSM-IIl succeeded com-
pletely in restoring the authority of psychiatry as a
medical specialty. Similarly, it achieved the goal of reli-
ability, of a common language and of communication
between clinicians. During the last 37 years, DSM has
been an invaluably useful tool: its diagnostic catego-
ries facilitate diagnosis, clinical decisions, research on
the treatment of mental disorders, medical training,
epidemiology, as well as the evaluation of such mat-
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ters as treatment efficacy, clinical course, remission,
relapse and prognosis of mental disorders.'* At the
same time, DSM has received extensive criticism, the
most salient points of which | will try to summarize.

2. Death of phenomenology, hyponarrativity
and clinical prototypes

The intention of the architects of DSM-III (and the
following editions) was to create a set of diagnos-
tic criteria which would be merely “guides” to clini-
cal diagnosis, which in any case is based on “clinical
judgement” and requires “clinical training and expe-
rience”.>'>'* Nevertheless, what actually happened,
in the words of Nancy Andreasen, a distinguished
member of the DSM-III task force, is that, after 1980,
DSM *“was universally and uncritically accepted as
the ultimate authority in psychopathology and diag-
nosis”® and its descriptions ended up being used, not
as abstractions, but as descriptions complete and
sufficient in themselves. This resulted, among other
things, in what Andreasen diagnosed as “the death
of phenomenology” in America: research in psycho-
pathology “is a dying (or dead) enterprise”, medical
students are taught a poor version of the clinical pic-
ture, and psychiatric history taking is limited to a dry
checking of symptoms and signs.®

Besides that, many commentators accuse DSM
of what they call “hyponarrativity”. The term was
coined in 2006 by psychiatrist John Z. Sadler, and
means that, for the manual, signs and symptoms of
a mental disorder can be assessed empirically and in-
dependently of the subjective experience of the pa-
tient, of the circumstances of his life, and of the per-
sonal meaning the patient ascribes to them as well
as to his symptoms.”® With the publication of DSM-5
in 2013, the discussion about hyponarrativity was ex-
acerbated, as the manual’s new edition was accused
(exaggeratedly, in my opinion) that, by removing the
bereavement exclusion from the diagnosis of major
depression, it virtually abolishes the fundamental
distinction between mourning and depression.'*™®

Finally, a further criticism is that the DSM poly-
thetic diagnostic criteria differ greatly from the way
a clinician actually thinks when making a diagnosis:
in reality, diagnosis as a mental process consists not
in checking symptoms in a list, but in comparing be-
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tween the particular case which is being examined
and clinical prototypes, that is representative ex-
emplars in the sense of Gestalt, which are invariably
formed and acquired mentally and enriched contin-
ually with growing experience.'”? In this sense, and
-I would say- fortunately, the way we diagnose in
practice is never so “hyponarrative” as the DSM oper-
ationalism would have us believe. Nevertheless, the
“loss of subjectivity and interpersonal context” of
the patient (with which Castiglioni & Laudisa charge
DSM) is not only a, so to speak, side-effect of opera-
tionalist diagnosis, but bears upon the philosophy
evidence-based itself, to the extent that it considers
the patient’s subjectivity as “a disturbance factor to
be eliminated in order to purify scientific analysis of

mental disorders”.'®

3. Reliability and validity.
Categorical and dimensional diagnosis

It has been said that the major weakness of DSM
is its lack of validity.?’ To begin with, we ought to
acknowledge that many DSM categories do display
some construct validity.? It is nevertheless a fact
that, as Allen Frances, architect of the DSM-IV, has re-
marked, “the DSM is necessarily more about forging
a common language than finding a truth” (quoted in
Haslam 2013).%

No-one denies that diagnostic reliability is of
paramount importance, at least to clinical practice.
Reliability does not guarantee validity; nevertheless,
reliability is a pre-condition for validity.>* Moreover,
as Jeffrey Bedrick points out, “any diagnostic system
has to abstract away the particular experiences of
patients and form idealizations if its goal is to de-
velop a shared framework for understanding and
treating the individuals encountering the same con-
dition”.”? Any diagnostic system thus aims to form a
common conception of psychopathology, to func-
tion as a common means of communication and, be
accepted by clinicians and researchers of varying
theoretical orientations.? These goals are probably
more likely to be achieved with diagnostic criteria
which are clear and operationalist.? Finally, categori-
cal diagnoses may be uncertain in terms of validity,
but still be clinically useful.'?
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Despite all that, it is still a fact that the clearly de-
scriptive and atheoretical approach of DSM had a
number of side-effects: splitting of diagnosis, ques-
tionable grouping of disorders, proliferation of diag-
nostic categories, emergence of diagnoses of doubt-
ful validity,®* inflation of the vexing problem of
comorbidity.? Even more importantly, it was proved
that the consensual neo-Kraepelinian descriptions of
syndromes not only failed to serve as an adequate
basis for etiological research, but to a great extent
they also became an unintended “epistemic prison”
for clinical and translational researchers.?

Relevant to this subject is the trade-off between
categorical and dimensional diagnosis. Although to-
day most psychiatrists would generally agree on the
usefulness of a dimensional model, there is much
less agreement on exactly which dimensions should
be used in diagnosis.?® DSM-5 (much like DSM-IV),
while acknowledging the (theoretical) necessity of
a dimensional diagnosis, eventually retained its cat-
egorical character, since the proposal of alternative
dimensional definitions was eventually considered
to be “immature scientifically”,'* even in the domain

of personality disorders.?

4. The RDoC as an alternative
research paradigm

As a consequence of the above developments,
the American NIMH prioritizes research which is
not based on DSM diagnostic criteria. This rationale
that justifies this policy is that “diagnostic categories
based on clinical consensus fail to align with find-
ings emerging from clinical neuroscience and genet-
ics”?” Holding as a fundamental tenet that “mental
illnesses are brain disorders expressed as complex
cognitive, emotional, and social behavioral syn-
dromes”,® the NIMH has since 2010 adopted the
Research Domain Criteria (RDoC) initiative as its re-
search framework. At present, “RDoC is not a diag-
nostic system, it's merely a framework for organiz-
ing research”;? its explicit goal is, however, “to ulti-
mately provide a framework for classification based
on empirical data from genetics and neuroscience”.?’
According to its initiators, the primary focus for RDoC
is on neural circuitry, with levels of analysis progress-
ing in one of two directions: upwards from measures
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of circuitry function to clinically relevant variation,
or downwards to the genetic and molecular/cellular
factors that ultimately influence such function.?’

It is more than obvious that RDoC, over which
there is considerable enthusiasm, focus on biology
and observable behavior to a degree unthinkable
for DSM, which has been traditionally accused of
biologism, behaviorism or even a “decisive denial of
the psychic reality” of the patient.?> The vision of the
architects of RDoC is clearly that, in the near future,
psychiatry will not treat clinical syndromes, but char-
acteristics or traits of individual patients identified
through data mining across genomic, physiologic,
imaging, and clinical levels;* a vision which most
probably relegates to limbo the, very real in the view
of many psychiatrists, need for an “irreducible psy-
chological level of explanation”.>° Of course, no-one
knows today in which way the RDoC findings will be
able to lead and translate into a new classification
system. Despite and beyond this uncertainty, RDoC
seems to mark or to promise a shift of psychiatry to-

wards the socalled “precision medicine”.?

5. Precision psychiatry and the potential
bypass of diagnosis

There is a partial overlap between the terms “pre-
cision medicine”, “personalized medicine” and “sys-
tems medicine”, all of which fall under the umbrella
of what is called “big data approach”. All these ap-
proaches generally try to identify statistical geno-
type-phenotype associations using large datasets
and drawing on omics-based technologies, such as
proteomics and metabolomics. They focus on the
use of information technologies in medicine without
depending on a detailed understanding of biologi-
cal mechanisms.?'3? This approach has been consid-
ered to be analogous to Amazon'’s recommendation
engine, which utilizes a huge database of past pur-
chasing behavior to predict which items individuals
might want to purchase in the future.”’

It seems that this approach, being a top-down
modelling, considers the human body more or
less as a “black box”, the knowledge of the inter-
nal workings of which is rendered abundant vis-a-
vis the information derived by big data analysis.*'
Such a neglect of the mechanical science of Galileo
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and Harvey is a development of considerable im-
portance not only for medicine but also for the
philosophy of science in general. We may be head-
ing towards a totally different conception or even a
complete bypass of what we traditionally call “diag-
nosis”.333* Of course, the vision of precision medi-
cine largely remains a future one. In oncology, how-
ever, clinical decisions already rely, at least partly,
on computer algorithms.*

6. DSM as an essential bridge/hub
between opposing approaches

As | see it, the landscape concerning psychiatric di-
agnosis today is roughly the following:

On the one hand, there is the requirement for a
diagnosis which takes into consideration as much
as possible the individual, subjective and phenom-
enological particularity of the mentally ill; some-
times, this requirement is expressed in a way which
seems to underestimate the need for a common
diagnostic language and communication between
clinicians. On the other hand, there is the require-
ment for an approach of mental disorders which
would increasingly rely on computational analysis
of huge amounts of biological (genetic, neurosci-
entific) data; no doubt a future vision, the relation
of which to diagnosis, clinical practice and clinical
meaning®® remains to be determined. Between
these different and possibly contradictory exigen-
cies and tendencies, DSM, with its categorical di-
agnoses and descriptive operationalistic criteria,
despite its innate imperfections and inadequacies,
seems to be a necessary bridge and, at the same
time, the only means to define “clearly and dis-
tinctly” (to recall an old philosophical requirement)
the ground and the object of psychiatry as a clinical
medical specialty (figure 1).

Psychiatry as a medical specialty has its own, very
particular, phenomenologically defined object®” and,
as a result, occupies an intermediate, albeit dominant,
position between a psychoanalysis sensitive to the
slightest subjective vibrations and a soulless analy-

More narrativity!
(phenomenology, psychoanalysis)

f:[l> DSM-ICD diagnostic categories
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sis of neuroscientific data. Psychiatry draws valuable
information both from theory and research; in order,
however, for psychiatry to accomplish its very special
clinical mission, psychiatric diagnosis must necessarily
be made also in the way that is the most natural to hu-
man perception and cognition: namely, the categori-
cal. The mistake of the past is that DSM was used to a
great extent as the sole diagnostic truth. Maybe now
that its authority, as well as categorical diagnosis as
such, are greatly disputed, it is the right moment to re-
define its role. DSM (in its present and future editions,
and similarly ICD), far from being a law, a doctrine, or a
“bible” of diagnosis, can and ought to be:

- A bridge or interface between clinic and research,
as well as psychiatric and psychoanalytical clinical
practice

- A common diagnostic language, which will not
preclude the special use of other languages/clas-
sifications™®

— An epistemic hub,?* which will mediate between dif-
ferent theoretical approaches of mental disorders
(see also Adan-Manes & Ramos-Gorostiza 2014).3°

No-one seriously doubts the need for clinical com-
munication, and many believe that “a dichotomy be-
tween science and practice is false”*° and that the
notion of “utility” is not distinct from that of “pre-
dictive validity”, but overlaps with it.*' The scientific
requirement for diagnostic validity is nevertheless a
strong one. Mario Maj puts it elegantly:

Neurobiological mechanisms are likely to be in-
volved in most or all mental disorders, but the level
at which the psychopathological identity of these
disorders emerges may be higher than that of the
brain machinery, and the elucidation of the higher-
order (e.g., psychological, cultural) processes which
intervene may be crucial.*!

Given the particularity of the psychiatric object,
the presuppositions for diagnostic validity should no
doubt be sought for in the cells of RDoC, but also in
those theoretical approaches that examine human
subjectivity as such, including phenomenology and
psychoanalysis.

-

More information!
(big data, genetics, neuro-science)

Figure 1. DSM-ICD as a bridge between opposing exigencies.
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H kata DSM-ICD dwayvwon wg avaykaia yégpupa
peralu acbevoug kau “big data”
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50 WTE, Yuyiatpiké Noookoueio Attikiic, ABriva

Wuxlatpikn 2018, 29:249-256

H xpnon dlayvwotikwv gyxelptdiwv otnv Yuxlatpikn emPBANETAL amd TNV EANEIPN €EETACEWY
mou va empBepaiwvouv tTnv Yuxlatpikn didyvwon. H Stayvwon katd DSM-ICD, mou eival onuepa
N EMKPATEOTEPN, €XEL SEXTEI ONUAVTIKN KPITIKK, N omoia mapadooiakd agopd o€ {NTAPATA OTTWG,
pETAEL AAAWY, N UTTOAPNYNUATIKOTNTA, O BlOAOYIOUOC, 0 «BAvaTog TN Patvopevoloyiag» Kal n
AUPIBOANC EYKLUPOTNTAC UTTEPKATATUNON TNG Sldyvwonc. TeAeuTaia, Kal 18iwg HETA TNV 5n ékdo-
on tou DSM (2013), n KpITIkA autr €0Tialel Kupiwg og {nTrApata 6mwe n EAAeYPn eykupdTnTaG,
N UN-uloBétnon €vog SlaocTtaclakol PoVTENOU, OTO yeyovog 0TI To DSM Sev Baciletal emapKwE
0TN YEVETIKNA Kal TN veupoBloloyia, kal oto o1t mapeumodilel paAlov, mapd Mpodyel, TNV €PeEu-
va Mavw oTnV altioloyia Twv PuxIkwy mabAoEwY, amoTEAWVTAG Hia «ETMOTNUIKA QUAAKA». ATTO
Ta mapamavw {NTAPATA, Ta eV poldlouv va amoppEouv amo To YeEYovog 0TI Ta OTTEPACIOVANOTI-
KA (operationalist) SlayvwoTikd KpltApla cuxvd uloBeTolvTal KATA TPOTIOV AKPITO WG amdAuTn
auBevtia otn Siayvwon, avti va amoteAolv amiwg odnyol¢, cUUPWVA PE TN pNnTr TTPdBeon Twv
Snuloupywv Toug Ta b€ éxouv avadelxOel I1ATEPWES PETA TNV EUPAVION TOU APEPIKAVIKOU EPEV-
vnTikoL poypdupatoc RDoC, To omoio oyt povo Seixvel Tpog TNV KateuBuvon piag eVAANAKTIKAG,
TIEPIOCOTEPO £YKUPNG, TAEIVOUNONE TWV YPUXIKWV Statapayxwy, aAAd emiong @ihodoei va onudvel
TN METATOMION TNG YUXIATPIKAG TTPOG TNV Agydpevn 1aTpIKh akpiPeiag, éxovtag wg Baoiko Soy-
pa OTL ol YUXIKEG SlaTapayég ival Slatapayxég eYKEQANKWY KUKAwHATWY, ol omoieg ekppdlovtal
w¢ ouvBeTa cuvdpopa. Xe autd To ApBpo, e€eTdleTal KATAPXAG TO IOTOPIKO KAl EMOTNHONOYIKO
mAaiolo NG epeAaviong Tou DSM™ ta emTevypatd Tou, oov agopd otn SlayvwoTikh alomoTia
(reliability) kat Tnv kKAvIkn xpnopotnta (utility), Sev ump&av apeAnTtéq, 16iwg eav AdBoupe umdyn
TO KAipa tNn¢ olovei SlayvwoTikAg aubatpeoiag mou xapaktriplle TNV mpo tou 1980 (auEPIKAVIKN)
YUXIATPIKN, HE TIG OTIOIEG EUVONTEG CUVETIEIEC YIA TO KUPOC TNG EIGIKOTNTAC. TN CUVEXELA TiBeTal
unté oulATNon N SuvaTdTNTA TNG VEAG EMTOXNG TNG YEVETIKAG, TNG VeupoBloloyiag Kal TnG avaAuong
Twv «peyalwv dedopévwv» (big data) va odnyroel o€ pia véa mpooéyylon TN Yuxlatpikig ola-
yvwong kal Taivopnong, EVw TTapapEVEL TTPOC TO TTAPOV AyVWOTO WE TTOloV TPOTIO TA EVPNHUATA
Tou RDoC Ba pmopéoouv va odnyrnoouv Kal va PETAPPAOTOUV OE €va VEO TAEIVOUNTIKO cUOTNUA.
EmmAéov, yivetal avagopd otnv 181a1tepdTNTa TOU YPUXIATPIKOU AVTIKEIMEVOU, OTNV KAWVIKA Onpa-
oia Tou KaTNyopIkoU XapaKThpa TN Stdyvwong, KaBwg Kal 6TV avaykn yla éva «pun avaywytuo
Yuxoloyikéd eminedo e€fiynong». Katd tnv dmoyn pag, n dtayvwon katd DSM-ICD Bpioketal on-
pePA HETAEY SVO SLOPOPETIKWV KAl EVOEXOUEVWE AVTIOETWY AMAITACEWY Kal TACEWV: APEVOC TNG
amaitnong va Aappdvetal um’ OYn n ATOUIKN, UTTOKEIUEVIKE KAl @alvoueVoAoyIKn 18laitepdTnTa
TOoU YUXIKA aoBevr (amaitnon mou eVioTe UTTOTIUA TNV AVAYKN YA KALVIKE ETTIKOIVWVIA): AQETEPOU,
TOU (gv TOANOIC MEANOVTIKOU) OPAUATOC YA TTEPLOCOTEPN avAAuon HeyaAUTEpwY Bdoswv Bloloyi-
KWV §eSopévwy 0To dvopa piag adleukpiviotng akdpa eatopikevong Tng Bepamneiag (e Tnv idla
Vv évvola Tng didyvwong va kabiotatal evdexouévwe mieovalovoa). TéAog, dedopévng Tne 1dtal-
TEPOTNTAG TOU YUXIATPIKOU AVTIKEIUEVOU, KATAAAYOUUE OTO Cupmépacpa OTlL n TPOCEyYIon TwWV
DSM-ICD, pe TIC KATNyopIKEG S1ayVWOELG KAl TA TTEPLYPAPIKA OTTEPACIOVAACTIKA KPITHPLA, TTapd
TIG YYEVEIC aTENELEG Kal avemdpKeleg, eEakoAouBel va €xel Béon oTnv YuxlaTpikh wg avaykaia yé-
eupa/diempdvela (interface) petald KAIVIKAG KAl peLVNTIKWV S£50UEVWV, WG KOV KAIVIKH YAWO-
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00, Kal WG EMOTNUIKOC KOUPBOG Kal 6Tl ol mpoUnmoBéaelg S1ayvwoTIKAG eyKupoTnTag Ba mpémel va
avalntnBouv t0co ota keAld Tou RDoC, 660 Kal 0TI¢ BewpnTIKECG TPOOEYYioelg TTou e€eTAlouv TNV
AvOPWTIVN UTTOKEIPEVIKOTNTA WG TETOLA, CUUTTEPIAAMBAVOUEVNG TNG PAIVOEVONOYIaG Kal TNG Yu-

xavdaiuong.

Négerg evpeTnpiou: Aldlyvwon, DSM, katnyoptkog, big data, UTTOKEIUEVIKOTNTA, GAIVOUEVOAOYIA.
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