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Foreword

Robert Coles

As I read this book I kept thinking of one of the “psychotic” pa-
tients I met when a resident in psychiatry at the Massachusetts
General Hospital in Boston. She was, by her own telling, sad and
worried and fearful. She was also plagued by “ghosts,” as she
called them. The more I talked with her, the more I was con-
vinced that she was “delusional,” that she was having “hallucina-
tions,” both auditory and visual. I concluded that she was “schizo-
phrenic,” and prepared to fill out a “pink paper”—that name we
young psychiatrists-in-training used for the commitment form
then in common use throughout the Commonwealth of Massa-
chusetts. I became brisk, efficient, determined; I was working in
the emergency room of the hospital, after all, and there were oth-
ers to see—"alcoholics,” men and women with various psycho-
logical difficulties (anxieties, fears), whom I would evaluate, and
usually refer to the outpatient service. But this woman was really
“sick,” I concluded, and she needed to be hospitalized as soon as
possible. Why? I knew the answer, of course: she was
“delusional”—and on and on. I was, then, in a circle of sorts—the
likes of which I fear I did not understand and was trained not to
question. Yet the woman challenged me, and to this day, I can re-
member her unnerving question: “Why are you in such a hurry to
lock me up?” Her voice had a wry, detached tone. I think I would
have found the question easier to answer had she been more ex-
cited, truculent, or fearful. As I prepared, nevertheless, to answer
her and to mobilize my self-important psychological pieties, she
did an end-run around me. She spoke again and offered a calm,
shrewd interpretation: “I'm sure you'll feel better when the ambu-
lance comes to take me away. I'm glad I can help you this way!”

I was jolted by that second sentence, especially by the
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xxii PREFACE

the backwardness of the institution, but also its discriminating
function in the social game, a function usually covered by the al-
ibi of treatment, protection, and rehabilitation.

The knowledge of this deep tie, between a rationality
that marginalizes and excludes whatever does not resemble it and
a segregated misery, has allowed the nucleus of the problem to be
touched, avoiding the simple recourse to new therapeutic tech-
niques that, in a phase of theoretical and institutional renewal,
would have continued to confirm the role of the sick person, the
illness, the psychiatrist, the institution, and in this way preserve
the function of the social game.

The uniqueness of the Italian situation consists of having
forced this submerged core to rise as an essentially political dis-
course. This is what has yielded the bond between technicians
and politicians that brought about the reform law.

The reform has thus been possible in Italy to the extent
that the struggle of the technicians, who called into question
their own power and role and the traditional referents, could
move beyond the alignments and alliances of the parties, causing
all of the political forces at play to be measured against the
weight of practical experiences that had already produced a
change in the institutional reality, but also in the scientific ideol-
ogy. By breaking with the asylum and its logic, and by rehabili-
tating the inpatients, the fragility of a scientific judgment that
had confirmed the incurability of illness had been demonstrated
in practice. And the use made of this judgment to mask social
problems to which responses other than treatment and therapy
can be given was covered, as were the role of psychiatry and the
psychiatrist in this operation.

The conflict engendered by the Law 180 thus goes
deeper than simply changing the organization of a branch of medi-
cine, because it begins from the revelation that psychiatric prob-
lems are not of a strictly medical nature. It is against this conflict
that we must measure ourselves in Italy today, at a time when
there is an attempt to force every source of social conflict into the
stream of technical responses most adaptable to covering them
up. The ex-patient “tramp” who wanders the streets, unemployed
and homeless, stirs our pity, but it is easier to be affected by that as-
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14 INTRODUCTION: THE UTOPIA OF REALITY

in the hospital. To be able to work—at Gorizia this could mean to
work in the kitchen, to maintain the grounds and buildings, to
cane chairs, or to farm—gave patients a reason to leave the ward;
it ended the general stagnation and the emptiness of life where
temporality and all contact with the external world had stopped.
Eventually, instituting fair standards of wage labor for employed
hospital patients also exposed the sham of the earlier “ergo-
therapy,” (work therapy), through which unpaid labor, upon
which the institution had come to depend, had been extracted
from hospital inmates. As paid wages replaced token cigarettes
(which, generally, only male patients had received), work in the
hospital came more to resemble the social reality of labor in the
outside world, and patient could feel that they had more in com-
mon with ordinary working people. By 1967, over half of
Gorizia’s patients were working, three times as many as when
Basaglia had arrived. But employment of patients also opened up
new contradictions, such as the imbalances between equal com-
pensation and differing competencies amidst the reality of budget
cuts. Many of the discussions between patients and staff on these
issues undoubtedly influenced the later development of coopera-
tives as a nonexploitative form of work in hospitals in Trieste and
elsewhere.

The second transformation at Gorizia was the meetings,
and in particular the daily assemblea, a gathering of patients and
staff with a rotating chairman elected from among the patients.
This was a spontaneous event to which anyone—patient, visitor,
townsperson—could come and go but which no one was required
to attend. No formal distinctions separated nurses, doctors, and pa-
tients, and the topics for discussion came from the floor, centering
on patients’ needs, which they began to express, both collectively
and as individuals. The assemblee are not to be confused with the
general meetings that were part of the British and American thera-
peutic community models. The Italian assemblea was a stage for
confrontation, for expression by people who had been silent for
years, if not confined to bed or back wards. In contrast to the
American or British situations, on which a whole literature was
making its way to Italy, the assemblea avoided psychodynamic in-
terpretations or primary attention to the therapeutic process; the
meetings were not run or directed by staff. In fact, these assemblee



INTRODUCTION: THE UTOPIA OF REALITY 15

were disorganized, uncontrolled, and open to anger, passion, and
unreason. They were anything other than safe places for the con-
trolled venting of interpersonal or intrapsychic problems. A co-
worker of Basaglia described the meetings as follows: “The first
assemblee were chaotic. They suffocated in a passionate struggle
for power, the bitterness and hostility breaking through in both
verbal and physical attacks. Certain administrators would scorn
this event where everybody had a right to speak their mind,
where the first stammering phrases of the most repressed and re-
gressed patients were encouraged, where even delirious speech
was accepted without stigmatization.”?

For some patients the assemblee represented the first pub-
lic occasion at which their angry complaints were recognized for
what they were—Ilegitimate demands that human needs be met—
rather than essentially meaningless symptoms of psychiatric dis-
ease. The recognition was both gradual and collective. For exam-
ple, the meetings were initially disrupted by a patient who refused
to enter the room, but who insisted on shouting through the win-
dow. What was first dismissed as the annoying interruptions of a
disoriented patient gradually came to be viewed differently by the
group. The patient was not shouting through the window because
he was crazy. Rather, the man was protesting. He, too, had found
a way to use the assemblea to take power through speech, and his
protest was henceforth recognized as a legitimate demonstration,
an exercise of his rights.>®

What began to emerge at the assemblee was a collectiviza-
tion of responsibility for the consequences of behavior. Individual
problems were analyzed and translated into institutional terms.
The dialectical method of negation is perhaps best exemplified in
the way problems were solved in the assemblee. One woman pa-
tient at Gorizia used the assemblea as a vehicle to express her de-
mand for electroshock treatments. Finally, the current president
of the meeting, also a patient, asked, “Why do you feel guilty?
Why do you want to be punished?” In the heated discussion that
followed, participants interpreted the woman’s guilt in institu-
tional rather than psychoanalytic terms. That is, all the patients
had, at one time or another, sought an explanation for their con-
finement. Since they had been locked up, they must have broken
the law, and, perhaps, their punishment was deserved. This per-
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verse institutional logic, now finally brought out and uncovered
for the sham that it was, provoked a crisis as the patients’ long sup-
pressed anger for their unjust commitment was allowed expres-
sion. The hospital as prison had to be negated.

There was a gradual evolution of the assemblea from a
place to vent personal problems toward it as a place for translating
personal situations into collective and political ones. It was at the
assemblea that most of the decisions regarding deinstitution-
alization were made, including the timing of individual discharges,
community and work placements, and the role of family members.
The decisions were not made by a panel of experts using psychiatric
criteria. Rather they were made collectively, largely on the basis of
common sense and lay criteria.

Withouta doubt, the most poignant expression of empow-
erment, collectivization of responsibility, and anti-institutional
practice that emerged at an assemblea took place in 1968, when
Basaglia was indicted for manslaughter after a patient who had
been released into the community murdered his wife. According
to Italian law in effect at the time, the asylum director was respon-
sible for the actions of patients committed to the mental hospital.
When officials attempted to close down the asylum and transfer
out patients until-a new director could be found, students and
other community activists arrived and stayed at the hospital to
keep it open. For fifteen days there was no mention of “the inci-
dent” at the assemblea, until finally one patient exploded, “Why
can’t we talk about this terrible thing? How can we keep silent
when &e [Basaglia] has to pay dearly for something for which we
are all responsible?”’

During the anguished discussion that followed, it
emerged that everyone felt guilty for what the “bad” patient had
done. To both hospital workers and patients the incident repre-
sented the frontline, symbolizing everything they had worked for.
If there had been an error in judgment, it should be acknowl-
edged, but the responsibility for the error should be shared. The in-
cident provoked a moment of crisis, but also a moment of break-
through in the anti-institutional struggle. People wanted to stay
together, to experience the trauma at one another’s side; and so
some staff and volunteers began living in the hospital. As a result,
for the first time real efforts were made to reach the most re-
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18 INTRODUCTION: THE UTOPIA OF REALITY

tions and piercing through the false consciousness of psychiatric
ideologies. The challenge to power was expressed symbolically:
patients and staff gave up their traditional uniforms, and with
them, their traditional roles, as they relentlessly examined the
source and nature of their professional power, the way it was dele-
gated, and in the name of what objectives it was maintained.

Gorizia went far beyond the techniques it had borrowed.
Therapeutic communities, as Anglo-Saxon sociological studies of
the sixties were revealing, never questioned the underlying struc-
ture of power relations.”” At Gorizia, authority, power, and status
were constantly rendered explicit, if not always challenged. In its
own therapeutic community the contradictions within the hospi-
tal were linked to larger social ones. Basaglia and his co-workers
gave priority to an analysis of the global (political and economic)
nature of mental problems in place of the traditional micro-
analyses of intrapsychic and interpersonal psychodynamics.
Knowledge emerged in small fragments that were appropriated
by many people in such a way as to bridge the gap between sub-
ject and object. Such was the case when, in later years and under
the influence of the women’s movement, female nurses and pa-
tients could finally identify with each other and recognize com-
mon problems.

The open door policy construed by this series of
changes—the use of psychotropic medication and an end to vio-
lent restraints, the elimination of ergotherapy and the emergence
of the assemblea as a central body—Iled to further paradoxes. In
fact, in an early piece, Basaglia had written, quite ambitiously
that the open door “is the holy terror of our legislators. The de-
struction of the bars affects patients profoundly and gives them
feelings of living someplace where they can gradually regain
their relationship with others.”>® But reality moderated such
easy optimism. Basaglia discovered that the open door merely re-
minded the patients of their confinement, and of their rejection
by the world outside. Instead of taking the cue to freedom and
autonomy offered by the open door, the newly liberated patients
at Gorizia remained passive and imprisoned by an internalized
image of the asylum. Basaglia wrote: “They sit quietly by and
they wait for someone to tell them what to do next, to decide for
them because they no longer know how to appeal to their own
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efforts, their own responsibilities, their own freedom. As long as
they accept liberty as a gift from the doctor they remain submis-
sively dominated.”’’

And so the open door policy produced another paradox:
fewer escapes, less aggressive acting out, and more of the great
quagmire of patient gratitude to the benevolent doctor/father. The
only immediate solution to prevent this newly emerging therapeu-
tic community from deteriorating into a “cheerful haven for grate-
ful slaves” was for Basaglia to engage his patients in a relationship
of reciprocal tension, to challenge their mortified humanity, using
as leverage each inmate’s potential aggressivity. Basaglia encour-
aged even his most regressed patients. to participate actively and
aggressively in what he later referred to as the “destruction” of the
hospital: first, to destroy, with their own hands, the noxious barri-
ers that had confined and excluded them: doors, bars, window
gratings. An entire hospital wall was dismantled in a collective ex-
pression of what Basaglia later referred to as “institutional rage.”
On another occasion patients and nurses destroyed outmoded fur-
nishings and equipment that were ugly, archaic, or symbolic of
punishment.

Once the doors were opened, Gorizia moved to a second
stage: the critique of the therapeutic community and the turning
toward the outside. As new services sprung up—a mental health
center for after-care, a school, a day hospital-—more opportunities
arose for the collective assumption of responsibility. For example,
if an alcoholic, now free to leave the hospital, went off on a drink-
ing binge, his failure was discussed as a shared failure. It became a
crisis for the whole ward, not just for the individual, and a collec-
tive explanation was sought. The freedom to make choices, includ-
ing the right to come and go, created a paradox. It left open the
possibility of disruption, of crisis (such as suicides) which had pre-
viously been suppressed under the hospital-as-total institution re-
gime. For example, patients might address what was to be done
about a ruckus caused by an alcoholic who returned from town
with a bottle of spirits in his jacket. The patient’s action might pro-
voke a collective decision to force another choice. Either the dis-
ruptive patient would have to leave or he would have to act more
responsibly and with probity.*?

By 1968 the Gorizia experience had become known
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all over Europe. At this time, the team made a conscious deci-
sion to multiply the anti-institutional experiences in other re-
gions of Italy—to effect a “molecular revolution.” Basaglia left
in 1969, along with some other doctors from the Gorizia team.
Still more left in 1972 when the experiment was suppressed by
the local administration. But it was the difficulties the hospital
faced as it became a more open institution, rendering its social
control functions dysfunctional, that pushed Basaglia further
into working with forces beyond the hospital.

The Diaspora:
Psychiatry as a Cultural Revolution

The antihierarchical and anti-authoritarian nature of the Gorizian
experiment corresponded to the new values being expressed in
the student and worker movements of 1968. The current of Euro-
pean Marxism, dominated by Sartre on the one hand, and the
critical theorists of the Frankfurt School on the other, focused the
center of the struggle on groups and institutions that mediate be-
tween the individual and the means of production, and ultimately
extended to the multiple domains of everyday life. The major
unions, also, were turning to issues such as conditions in the
schools and health care facilities, and they demanded a whole se-
ries of reforms, which would become central in the seventies.
Mario Tommasini, the director of health for Parma, and
others, had been aware of the terrible conditions in the institu-
tions in that northern Italian city and elsewhere, where neglected
children, juvenile delinquents, the unwanted elderly, and mental
patients had collected. In 1967, nurses had demonstrated against
the “instruments of torture” used in the provincial asylum by
marching through the streets in straitjackets, while the hospital it-
self, the former stables of Napoleon’s second wife, Marie-Louise,
was occupied in protest by medical students and Parma student ac-
tivists. Similar actions occurred in other Italian cities: in Turin stu-
dents demonstrated against the building of a new psychiatric hos-
pital. The patients themselves went on strike in the sheltered
workshops, demanding higher wages and better working and liv-
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INTRODUCTION: THE UTOPIA OF REALITY 23

to him that the way in which he and his fellow workers have ap-
proached the problems of those who are called crazy is perhaps
more useful than the methods of the psychiatrists. He adds that
the new relationships are not just one-sided, but reciprocal, and
that the presence of the former patients, their enjoyment of work,
and their conviviality has deeply changed something at the fac-
tory: “Until their arrival we had lacked a certain dimension of be-
ing human.”

A second crisis provoked by the reintegration of the men-
tal patient was most certainly to the families of the ex-inmates.
Whereas for the older, single patients alternative placements usu-
ally lifted the burden of responsibility from their families, younger
patients (especially the many decarcerated “troubled adoles-
cents”) were generally returned to their over-wrought parents,
who often lacked the resources and skills to cope with them. This
dilemma was, once again, captured in Fit to Be Un-Tied, where the
prematurely aged and worn mother of a young delinquent son,
Paolo (a boy full of rebellious wit, charm, and boundless energy),
tried to explain why her son had problems: “The problems were
ours; we were poor, no? I've always had bad luck.” The return of
her son from one of the institutions closed by Tommasini was in-
terpreted by the harried mother of eight other children as just one
more stroke of bad luck. For Tommasini, it highlighted the city’s
failure to support her through these difficulties.

Tommasini carried on these efforts after Basaglia’s depar-
ture from Parma in 1971, opening up 250 apartments, farm and
light industry cooperatives, and group homes; he began to in-
clude, under the umbrella of the excluded, young drug addicts
and unemployed persons. Once the focus of struggle had shifted
to the community, the asylum itself was left behind. However, af-
ter an initial emptying-out period, the process stagnated, pointing
to the pitfalls of working either inside or outside, rather than on
both fronts.

REGGIO EMILIA

In Reggio Emilia, a city near Parma, Giovanni Jervis, a
psychiatrist from the Gorizia team, went to work.>* Jervis began
from the opposite point of departure: the community. The hospi-
tal was to remain untouched; it would die a slow death because
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with us; signed Pinochet.” Sculptures created by Ugo Guarino
were put on display in a former back ward that gave mute but
terrifying testimony to the suffering of those patients once impris-
oned there. The sculptures were collages created out of the de-
bris left from the stage of destroying the hospital: bits of decay-
ing wood, paint peelings, broken furniture stained with blood,
sweat, urine, and feces.*®

Outside the hospital grounds, a group of actors and ex-
inmates formed a company that performed puppet shows and guer-
rilla theater in the streets and piazzas of the town. They enacted the
history of the hospital and its inmates, and they celebrated its de-
mise. In 1975 a group of artists worked with the inmates of Trieste
to build Marco Cavallo, a giant, blue, papier-mache horse on
wheels. Artists and ex-patients paraded Marco through the streets
and squares of the city, as a symbol (reminiscent of the Trojan
horse) of the freeing of the captive inmates hiding inside.

Marco Cavallo, “the large theatrical machine,” the horse
of the patients’ desires, became a unifying symbol; it was exhib-
ited in schools, fairs, and marketplaces, and it traveled outside It-
aly as well.*” The horse brought with it another side to the trans-
formation of Trieste. On the day of its triumphant entrance into
the city, the nurses went on strike, protesting the archaic condi-
tions they had to work in, the long hours, impossible shifts, and
the paltry salaries. They complained about the reality the patients
lived in, and the poverty that awaited them outside. They were
joined in the strike by all employees of the province.

The strike assumed an importance at Trieste that the col-
lective moments—assemblee, spontaneous meetings, and such
events—already had for the anti-institutional movement.*® Every
extra lire for entitlements, every new room for a community men-
tal health center, had to be fought for.

Eventually, Basaglia and his coworkers were able to
open six alternative community mental health centers in Trieste
by building a power base through sometimes shifting alliances
with the provincial administrator, political parties, and labor
unions. But when political constellations changed and became
less supportive, or when funds dried up, the Trieste mental health
workers went directly to the townspeople; they started to collabo-
rate with workers in other institutions, such as in the prison and
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46 INTRODUCTION: THE UTOPIA OF REALITY

native movements led by feminists, gays, minority, and neighbor-
hood groups challenged the absolute power of the medical and
psychiatric professions over their lives in the 1960s and 1970s.
But the major thrust of deinstitutionalization, with the exception
of the community control efforts around mental health centers, oc-
curred in the absense of any challenges to power, professional
and otherwise. Power issues in the United States were a reaction
after the fact, usually limited to one group’s self-interest. Mean-
while psychiatrists attempted to regain control over a deprofes-
sionalized system, and communities fought what they saw as an
invasion of ex-patients. In the Italian process, the actors took up
the reins and directed deinstitutionalization. In the United States,
no charismatic leaders stand out as having set the movement in
motion. The process simply eventuated in fragmented and piece-
meal fashion, without a centralized policy.

In both countries the outcome was the transfer of care.
But beneath surface realities the nature and quality of this care
differs. A corollary to recognizing how central power is to medi-
cine and psychiatry is the valuing of an individual’s autonomy.
The contrast between cooperatives and American sheltered
workshops illustrates this point. In Italy a turn-of-the century
law allows economic self-management by patients and other
marginal groups who come together in productive and meaning-
ful work—artisanry in areas where it is traditional, service
work in large cities. While a few such examples exist in the
United States, the sheltered workshop model predominates,
which, as ethnographic research has shown, perpetuates a de-
pendent, infantilized image of differentness.

Autonomy is allowed to emerge when entitlements,
housing, and other basic needs are seen as human rights. While
patients’ rights and other advocacy groups continue to fight for
this in the United States, the overriding tendency is to perpetuate
dependency on care-giving institutions and to divide individuals
into deserving and undeserving categories. The use of contracts,
resocialization programs, creative living programs, and other
therapeutic models that multiplied in community settings all too
often replicate the old moral treatment. The highly regimented
permanent placements in day hospital programs and adult resi-
dences, and the overdetermined life-style of patients who must de-
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rize, and shelve it. On the other hand, psychodynamic theories
that have attempted to find the meaning of symptoms through
investigations into the unconscious have also objectified the pa-
tient in a different way, not as a body but as a person. In similar
fashion, phenomenological thought, notwithstanding its desper-
ate search for human subjectivity, failed to rescue human beings
from their objectification; for human beings and their object-
ness are still considered as facts which cannot be changed, but
only understood.

These, then, are the scientific interpretations of the prob-
lem of mental illness. What actually happened to the mentally ill,
however, can only be understood from within our asylums,
where neither analyses of Oedipal complexes, nor theories about
our being-in-the-world have saved patients from the lethal passiv-
ity and alienation of their condition. If these “techniques” had
really been integrated into the hospital organization, if they had
been confronted and challenged by the mental patient’s reality,
they would have been forced to expand and penetrate every as-
pect of institutional life. This would have necessarily threatened
the coercive authoritarian structure and hierarchy on which the
psychiatric institution is based. But these approaches and their
subversive potentials are contained within a system of psycho-
pathology, where instead of questioning the fact that patients are
objectified, they continue to analyze the various forms of their
objectification. They are contained in a system which sees all its
own contradictions as inescapable facts. The only possibility [his-
torically] would have been to superimpose individual and group
therapy on biomedical and pharmacological treatments, but their
combined effect would have been negated by.the custodial envi-
ronment of traditional hospitals or the paternalistic nature of the
more humanistically-oriented hospitals. Since psychiatric institu-
tions are impervious to any intervention that goes beyond a custo-
dial approach, a real therapeutic relationship is only possible for
the noninstitutionalized mental patient. In their relationship with
the psychiatrist, voluntary community patients retain a margin of
reciprocity related to their contractual power. Yet even here the in-
tegrating and accommodating character of the therapeutic act is
obvious insofar as it restores the structure and roles that are are in
crisis but which have not been totally destroyed as in the asylum.
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The possibility of a therapeutic approach to mental ill-
ness is closely related to the larger social system, where each rela-
tionship is determined by economic laws. It is not medical ideol-
ogy which establishes any kind of [therapeutic] approach, but
rather the socioeconomic system. If we examine it closely, mental
illness means concretely different things, depending on the social
standing of the sick person. This does not mean to imply that men-
tal illness does not exist, but it points to an important fact about
mental patients in psychiatric institutions: the consequences of
mental illness change, according to the established treatment mo-
dality. These consequences, the level of institutionalization and
destruction of the patient in state asylums, are not the direct result
of the disease, but rather of the type of relationship the psychia-
trist and society establish with the patient. These include:

1. The Aristocratic relationship—in which the patient has a con-
tractual power to counter the doctor’s technical power. Here
the relationship is reciprocal only in terms of the roles—the
medical role, kept alive by the myth of technical power, and
the private patient’s social role, which constitutes his only
guarantee of control over the therapeutic act of which he is an
object. The free “client” patient imagines the doctor as a store-
house of techno-medical power while the doctor imagines the
patient as a source of economic power. Since this is an encoun-
ter between powers, more than between persons, the patient
does not necessarily passively succumb to the doctor’s power,
as long as he maintains a real economic value. But when that
value is diminished and his contractual power vanishes, he
then begins the true “career of the mental patient,” as a person
whose social position has neither influence nor value.

2. Social Security or Health Insurance Relationship—in which
there is a reduction in the psychiatrist’s technical power but an
increased in his arbitrary power. In such encounters the pa-
tient is not always aware of his rights or his actual position in
the relationship. Here, reciprocity only exists insofar as the pa-
tient can demonstrate considerable maturity and social, espe-
cially class, consciousness. The doctor, meanwhile, retains the
ability to determine the nature of the relationship, reserving
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for himself the possibility of calling forth his technical power
any time he feels his arbitrary power is challenged.

3. The Institutional Relationship—in which the doctor-patient re-
lationship is so imbalanced and the institutionalized patient is
in so vulnerable a position that the power of the psychiatrist is
virtually unassailable. The patient is left no choice except to
submit to institutional rules and arrangements. He has become
a citizen without rights, entrusted to the whims of the doctors
and nurses who may toy with him as they wish. In the institu-
tional context there is no reciprocity, nor is its absence in any
way concealed. It is in this encounter that we can see unveiled
and without hypocrisy what psychiatric “science,” as a projec-
tion of society, has in mind for the mental patient. The real
issue is not mental illness but rather powerlessness. In the com-
plete absence of any form of contractual power, the mental pa-
tient has no other way of resisting except through “abnormal”
behavior.

This outline for an analysis of different ways of approach-
ing and experiencing mental illness—and we can only know
which aspect it presents in a particular context—shows that the
problem is not the type, causes, and prognosis of illness itself, but
rather the kind of relationship that is established with the patient.
The illness as a morbid entity plays a secondary role, even though
it is the common denominator of the three situations described
above. Uniformly in the last case, and often in the second, the
stigma that becomes attached to the illness confirms the individu-
al’s loss of social value, already implicit in how the illness has
been experienced.

If, contrary to the appearances of our psychiatric hospi-
tals, the illness itself is not the determining element of the mental
patient’s condition, then we must examine the other factors
which play such an important role.

Patients in psychiatric hospitals represent one category
of patients whose stigma goes beyond the illness itself. These pa-
tients present as people without rights, subject to the institu-
tion’s power, at the mercy of society’s representatives, the doc-
tors, put at a distance and excluded. We have already seen that
the patient’s exclusion or expulsion from society is closely tied to
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the lack of contractual power, to their social and economic condi-
tion, and not to the illness itself. What is the technical, scientific,
clinical diagnosis on which the patient was admitted? Can we
speak of an objective clinical diagnosis, tied to concrete scientific
facts? Or isn’t the diagnosis simply a label which hides, under
the semblance of a specialist’s judgment, a more profound dis-
criminatory meaning? A wealthy individual with psychotic symp-
toms treated in a private clinic will be diagnosed differently than
a poor person with the same symptoms committed to a psychiat-
ric hospital. The first patient will not automatically be labelled a
mental patient “dangerous to himself and to others and a public
disgrace,” nor will his treatment strip him of a sense of his his-
tory or forcibly separate him from his own reality. Private treat-
ment need not interrupt the continuum of the patient’s exis-
tence, nor does it reduce or irreversibly destroy his social role.
Therefore once the crisis is over, he can be reintegrated into soci-
ety. The destructive, institutionalizing power present at all levels
of the asylum organization only affects those who have no
choice but the asylum.

Can we continue to delude ourselves that the patients in
psychiatric institutions include the mentally ill from all strata of so-
ciety? Can we believe that it is only the illness that reduces them
to so miserable an objectified state? Would it not be more fair to
argue that these patients are first of all the objects of a prior vio-
lence, the violence of our social system that pushes them out of
productive life, on to the margins of society, and finally all the
way to the hospital door? Are they not the refuse, the disruptive
elements, in a society unwilling to recognize its own contradic-
tions? Are they not simply people starting off from an adverse po-
sition who have already lost before they have begun? How can
we continue to justify our exclusion of these people, and our defi-
nition of all their actions and reactions only in terms of illness?

Diagnosis has already become a labelling process that
classifies the patient’s passivity as irreversible. But perhaps this
passivity is not only and always a sign of sickness. In considering
the patient’s passivity only in terms of his illness, psychiatry con-
firms the need to separate and exclude him without recognizing
that the diagnosis might be discriminatory. So the patient is ex-
cluded from the world of sane people, society is freed from the criti-
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cism he represents, and society’s concept of the norm is confirmed
and validated. Given these conditions, the relationship between
doctor and patient can only be objectified, since communication
between them occurs through the filter of a definition and label
which allows no possible appeal.

This approach presents us with a reality turned upside
down in which the problem is no longer illness itself, but rather
the relationship that is established with the illness. The doctor,
the patient, and the society by whom he is defined and judged
are all involved in this relationship. The objectification does not
lie in the patient’s objective condition, but in the relationship be-
tween the patient and the therapist, in the relationship between
patients and a society which delegates their care and protection
to doctors. The doctor needs objective definitions that permit
him to assert his own control, just as society needs to discard
some and reward others, in order to conceal and banish its own
contradictions. The rejection of the inhuman condition of mental
patients, the rejection of their objectification, is closely con-
nected to the current crisis of psychiatry and of the society that it
represents. Psychiatry, science, and society have defended them-
selves from the mental patient and from the problem of their
presence among us. When we psychiatrists exercised power over
those who have already been violated by their families and at
their work place, our defense inevitably turned into an infinite
crime, as we concealed the violence we used with the hypocriti-
cal mask of necessity and therapy.

What kind of relationship can we have with patients,
now that we have identified what Goffman defined as the “series
of career contingencies”' which lie outside the illness? Does not
the therapeutic relationship act as a new violence, as a political re-
lationship directed at integration, since the psychiatrist as a repre-
sentative of society has a mandate to cure patients by therapeutic
acts which only help them to adjust to being “objects of vio-
lence?” Does psychiatry convey to the patient that this is the only
choice she has?

If we passively accept our mandate, aren’t we psychia-
trists ourselves the objects of violence by a technical power which
determines how we will act? This is why our present work must
be a negation, an institutional and scientific reversal that leads to
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the rejection of the therapeutic act as the resolution of social con-
flicts. The first steps towards this reversal have been achieved by
proposing a set of institutional reforms that have been defined as
a therapeutic community, according to the British model.

The first experiences with the therapeutic community
model date back to 1942 in England. British pragmatism, free of
the very ideological thought of German-influenced countries,
moved away from the hardened view of the mental patient as in-
curable, and pointed to institutionalization itself as the primary
cause for the failure of psychiatric asylums to restore patients to
health. Main’s experiences, and later those of Maxwell Jones,
were the beginning of what was to become the new institutional
community psychiatry, based largely on sociological assumptions.

At the same time, in France, a large psychiatric move-
ment, led by Tosquelles, was beginning. An anti-Franco exile
since the Spanish Civil War, Tosquelles began his career as a
nurse at the Psychiatric Hospital in St. Albans, a small town in
France’s Massif Centrale. There he received his second medical de-
gree and eventually became the head of the Institute. Here, as
well, it was in a small hospital and not in a psychiatric research in-
stitute, that a new language and a new kind of psychiatric institu-
tion could arise, based on psychoanalytic premises.

These two efforts, which had different theoretical ori-
gins, showed in practical terms how effectively they could overturn
an ideology, which talked of mental illness as an abstract entity,
clearly separate from the patients and their experiences in psychiat-
ric institutions.

German-speaking countries, however, tied to a rigid Teu-
tonic ideology, are still trying to resolve the problem of psychiatric
asylums by erecting ever more perfect structures in which the cus-
todial mentality still dominates. We need only cite the example of
Giitersloh, Herman Simon’s hospital, now headed by Winkler, de-
voted solely to technically perfecting Simon’s ideology of ergo-
therapy. Social psychiatry has come into fashion in Germany as
well, but there it does not encompass an understanding that psy-
chiatric asylums have failed or that they violate and objectify pa-
tients. The German interest in social psychiatry is superficial and
ephemeral, based on the perceived necessity to keep German psy-
chiatry abreast intellectually. One unfortunate consequence is the
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construction of new institutions of social psychiatry, such as the
one that will be built at Magonza, the new Brasilia of German psy-
chiatry, under Haefner’s leadership.

In Italy as well, where mainstream psychiatry has been
influenced by German thought, institutions have changed very
slowly, lagging years behind England and France. Although there
were precedents to refer to both with the French experience of
community mental health” and the British therapeutic communi-
ties under discussion, we also felt the urgent need for contribu-
tions that would be relevant to our own social and cultural real-
ity, and not just adaptations of other models. Because of this, we
chose the community therapy model only as a general reference
point to help us begin negating the reality of the asylum. Inevita-
bly, this was proceeded by the negation of any formal classifica-
tion of mental illness, since the categories were considered ideo-
logical in terms of the patient’s real condition. The English model
provided a good starting reference point until the asylum changed
and our work was necessarily transformed.

Later on, the definition of our institution [at Gorizia] as
a therapeutic community was confusing, since it might be misun-
derstood as a model for the resolution of the negation. If the thera-
peutic community model is absorbed and incorporated into the sys-
tem, it loses its oppositional function. When we trace the steps in
our transformation of the institution, what emerges is the need to
continually question and to change the course of action, as each ef-
fortbecomes part of the system and is negated or destroyed.

Our therapeutic community arose as the denial of a situa-
tion that was proposed as a fact rather than a product. Our first con-
tact with the asylum immediately showed us what forces were
really at play. The patient, rather than perceived as a sick person,
was the object of an institutional violence that acted on all levels,
because any opposition was defined as a symptom of the illness.
The degradation, objectification, and annihilation of the patient
does not derive from the illness, but is produced by the institution’s
destructiveness in its attempts to protect the sane from madness.
But even if we strip the patient of the superstructural and institu-
tional overlay, he is still the object of society’s violence. 'In addition
to being a mental patient, he is a man without economic, social, or
contractual power'—a simple negative presence, reduced to being
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nonproblematic, noncontradictory, in order to mask the contradic-
tions of our society.

In this situation, how can we treat illness as a fact? How
can we recognize and locate illness, except as an unknown, that
we can not yet define? Can we ignore the distance that separates
us from the patient, and blame it on the sickness itself? Mustn’t
we first remove all the layers of objectification, and find what lies
beneath?

If the first step in this subversive activity is an emotional
one—the refusal to see the patient as a nonperson, the second
must be a realization of the political nature of this activity. Every
approach to the patient continues to fluctuate between a passive
acceptance or a rejection of the violence on which our social and
political system is based. The therapeutic act is a political one, ori-
ented to integration. It tries to resolve an ongoing crisis by turning
the negation that provoked the crisis into an acceptance.

This is how our process of liberation began, emerging
from a violent and highly repressive reality, and attempting to
overthrow the institution. Going back over the gradual stages in
this process, we will present excerpts’, in chronological order,
from our conceptualizations of the work we were engaged in. Per-
haps it will then be easier to understand our work, and our refusal
to set up a model for resolving conflicts, that might only have res-
cued the institution.

August 1964:
In 1925, a manifesto signed by a group of French artists calling them-
selves “the surrealist revolution” was sent to the directors of mental
asylums. It ended by saying: “Tomorrow, when the time comes to
visit your patients and you try to communicate with them without a
lexicon, remember that you have only one advantage over them:
force.”

Forty years later, the situation has barely changed; most Eu-
ropean countries are still ruled by the old laws that hover uncertainly
between welfare and safety, pity, and fear. Coercive limits, bureau-
cracy and authoritarianism still rule mental patients’ lives—those
same patients for whom Pinel had vociferously demanded the right of
freedom. . . . Apparently psychiatrists have just rediscovered that the
first step in curing the patient is for them to restore the freedom they
had stripped away. In the closed asylum, where the mental patient
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had been isolated for centuries, the need for a system of administra-
tion for the complex hospital organization meant that doctors were
only required to guard, protect, and curb the excesses that mental ill-
ness could produce. The value of the system overrode the value of
those it was supposed to cure. But today, psychiatrists realize that at-
tempts to “open” the asylum produce a gradual change in the pa-
tient’s presentation of self, his relationship to his illness and to the
world, and a change in his perspective, which had been restricted and
diminished by both the illness and the long hospitalization.

From the moment the patient enters the asylum, he enters a
new emotional vacuum. . . . He enters a place orginally intended to
cure him and render him harmless, but which now seems created to
completely destroy his individuality and to objectify him. . . . When the
first steps are taken, however, to transform the asylum, the patient . . .
no longer appears resigned and submissive to our will, intimidated by
the force and authority of his keepers. . . . He now appears as a sick per-
son who, although once objectified by his illness, now refuses to be fur-
ther reduced and objectified by the doctor’s gaze, that tries to keep him
at adistance. The random aggressivity which would occasionally break
through patient apathy and indifference in the past was an expression
of the illness and even more of the institutionalization. In many pa-
tients this was now replaced by a new aggressivity born of the dawning
recognition that they had been unjustly stripped of their humanity and
their freedom. It is at this point that the patient, with an anger that tran-
scends his own illness, discovers his right to live a truly human life. . . .
Once the asylum's alienating aspects are gradually destroyed, it is then
necessary to prevent the institution from deteriorating into a cheerful
haven for grateful slaves by using the only possible leverage that we psy-
chiatrists have at our disposal in order to have an authentic relationship
with our patients: the individual’s aggressivity. This can be the basis for
a relationship of reciprocal tension which alone is capable of breaking
the bonds of paternalism and authority which up until now have main-
tained their institutionalization.

March 1965: A
Our hospital is extremely institutionalized in all its aspects: patients,
doctors, and nurses. . . . Therefore we have tried to provoke a situa-

tion in which all three groups can break out of their rigid roles, creat-
ing tensions and countertensions involving us all. This has meant tak-
ing a risk—which was the only way to put patients and doctors, and
patients and staff on the same level, united in a common cause. The
new structure we would create had to be based on this tension, and if
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it slackened, everything would have reverted to the old levels of insti-
tutionalization. The new organization of the asylum had to emerge
from the bottom up, instead of from the top down. Rather than pre-
senting a plan as a fait accompli that the community was asked to sup-
port, the patient community itself would create a structure born of its
needs and necessities./ Likewise: the organization of this structure
would not be based on rules imposed from above, but would itself be-
come a therapeutic act. . . / But illness is almost always tied to social
and environmental factors, and tied to the degree of opposition to a so-
ciety that ignores human beings and their needs.)The solution to ill-
ness must therefore also be social and economic, so that those who for
whatever reasons have not succeeded, who could not stand up to the
pressure, can be re-integrated into society)Any attempt to address the
problem of mental illness which does not include basic structural
changes will prove meaningless. Any real solutions must deal with
what happens to mental patients when they are released, their diffi-
culty in finding work, the social environment which rejects them, and
all the circumstances that force them back into the psychiatric hospi-
tal. Reforming current psychiatric laws means not just new systems
and rules that establish a new institution, but confronting the basic so-
cial problem linked to that reform.

June 1965:

If we examine what social forces were able to annihilate so totally the
mental patient, we realize that only one is capable of such damage: au-
thority. An institution based exclusively on authority, whose primary
goal is efficiency and order, has to choose between the patient’s free-
dom, with its potential for resistance, and the smooth running of the
asylum. Efficiency has invariably been chosen and the patient has al-
ways been sacrificed in its name. . . . Now that drugs and their effects
have made it obvious to psychiatrists that they are not dealing with a
sickness but with vulnerable people, they should no longer consider
the mental patient as a threat to society. Nonetheless, this society will
always defend itself against whatever frightens it and will always im-
pose its restrictions and limits through the institutions designed to
treat mental patients. Psychiatrists should not participate any longer
in the destruction of their patients, who have been transformed into
objects, reduced to things by an institution which communicates with
itself instead of reaching out to the patients. . . .

For their rehabilitation, the patients vegetating in our asy-
lums need a new nurturing and welcoming environment. But more
importantly, they need a reawakened feeling of resistance to the
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rebellion exploded as students began rejecting their future as
“functionaries of consent.” Between 1960 and 1970 the worker’s
movement had resisted Tambroni’s neo-Fascist attempts, leading
to the struggles in autumn, 1969 [the “Hot Autumn”].” Techni-
cians began to reject the authority and power inherent in their
knowledge while students refused to acquire that power. Despite
the ambiguities typical of bourgeois movements, the technicians
did not act merely as intellectuals who possess “knowledge” and
guide the masses; they recognized that their role in the social sys-
tem was to manipulate consent through the ideologies that they
create and enforce. What was at stake was the relationship be-
tween the technician, science, and the application of science
which objectifies the masses.

It is clear that the intellectuals and technicians of a bour-
geois society exist to protect the interests and the survival of the
dominant group and its values. It is not so clear how intellectuals
and technicians continue, in their work, to produce new ideolo-
gies that maintain the same function of manipulation and control.
Members of the subordinate class, even the most politicized one,
cannot automatically perceive science and ideology as controlling
and manipulating their lives; they see them as absolute values
that they accept as beyond their comprehension or because they
are too manipulated to understand. The technician’s task, then, is
to facilitate an understanding of how ideology manages to make
the subordinate class accept measures that seem to meet its needs,
but which in reality is destructive. Perhaps that is politically more
effective for us than pretending to be workers, which we are not,
or borrowing their motivations for struggle, when our profession
often involves us as invisible accomplices. Rejecting one’s role
and authority means using one’s role and authority dialectically,
through a critique of the science and ideologies that as technicians
we will no longer protect. This practical and theoretical critique of
science as an ideology, or tool for manipulating consent, involves
knowledge of the direct relationship between the dominant
group, the functionary (both the intellectual or the theoretician
who produce the ideology and the technician who translates it
into practice), and the dominant group’s use for the ideology.

The processes by which the dominant group delegates
authority and uses scientific ideology are not clear and obvious.
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For example, people manipulated and controlled by a branch of
science like medicine have difficulty identifying either diagnosis
or treatment as forms of manipulation or control, if not destruc-
tion. At most, they might consider them insufficient responses to
their needs, but even those needs themselves are manipulated
and dependent on the possible responses they might be given. The
patient in a psychiatric hospital is traditionally thought to be mad
if he does not see his confinement as a response to his ailment. In
reality, given the current condition of almost all our mental asy-
lums, only he is in his right mind. In order to identify and analyze
how this manipulation takes place, the critique of science must be
accompanied by political activity which enables the subordinate
class to take possession of this knowledge and ultimately reject
their manipulation.

On this battlefield, the bourgeois technicians can no
longer delegate or mediate; they are on the same level as the con-
sumers of the service they offer, with whom they must meet those
needs not usually recognized by psychiatry and medicine. Be-
cause of their training and class, technicians only know those
needs that are constituted by and dependent on ideology.

Unless technicians and consumers work together and ex-
press their needs jointly, the responses of the former will not di-
verge very much from the culture they have assimilated. Locked
into an ideology, the technicians translate their actions into repres-
sive measures towards those they should be serving. But the
health services that are provided objectify patients and consum-
ers, robbing them of their history. The technicians then “histori-
cize” them, allowing what was the object of their analysis to
emerge as subjects; in the process they enter into a new history,
different from that of the class from which they come. They place
themselves outside of the logic of supply and demand whereby
the demand is always subordinated to the kind of supply most
conveniently available. They shatter the economic logic whereby
every response to a need means an organization that lives and
prospers on an expansion of the very needs it should be satisfying.
Thus, in seeking to liberate others from oppression, technicians
can free themselves from an alienated state, from an oppression of
which they are both the objects and the subjects.

Bourgeois technicians live in an alienated state which
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you now, it is not a defeat for either you or us. It is another stage in
our struggle that we must continue to wage, even if separately. The
new doctors replacing us will perhaps not immediately understand
what we have meant to each other, what it means to share in the cre-
ation of one’s own liberation, and what we wanted to do and were
prevented from doing. Now it is up to you to prove that the Hospital
will not be able to change, because you will determine its course. The
roles have already been reversed. You will have to show the new doc-
tors the needs to which they must adapt. You will have to take care of
their anxiety and soothe it, because their task will be even more difficult
than yours, because you already know what your needs are. You will
have to make them understand our years of work and show them how
those deprived of responsibilities can learn to become responsible.

As we leave you then, we are sad but calm, because we
know that what we have done together is yours, and no one can de-
stroy it. We are certain that all of you, patients and nurses, are capable
of continuing the battle, knowing that we will be somewhere else, but
struggling for the same thing.'®

[The final resignation letter was posted by Franco
Basaglia to the President of the Provincial Administration of
Gorizia on November 20, 1972]:

Dear Mr. President:
I write to you in your capacity as President of the nominating commit-
tee of the Psychiatric Hospital at Gorizia and as President of the Provin-
cial Administration, to tell you that I have decided to resign as a mem-
ber of the committee. . . .

The Provincial Administration is finally free to end the experi-
ence that, as you yourself have stated several times, had begun to
transform psychiatric services in Italy. Evidently it also caused too
many tensions and controversies, bringing to national attention a
problem that some would have preferred to cover up with ambigu-
ities. Yet you know very well that if the issue of psychiatric treatment
is now familiar to the public, it is because of Gorizia and the way the
significance of Gorizia was publicized.

Now that its game is finally clear, the Provincial Administra-
tion can no longer claim that it is ready to continue the so-called
“Basaglia line.” Its last chance to show that intention, in practice,
would have been to understand that the treatment staff, in its resigna-
tion, wanted a firm commitment [to community services and the con-
tinuation of the hospital’s transformation] from the agencies responsi-
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ble for the future of the institution, in light of the changing of the
guard that the Provincial Administration clearly desired. That commit-
ment was bureaucratically avoided, and this clears up any misunder-
standing about the Provincial Administration, which can no longer
hide behind the “Basaglia Line,” supporting it officially but obstruct-
ing it in practice. This has been an important moment whose events
have made us understand that the situation at the hospital tests the
morality of the medical profession and the government administra-
tion. It is not coincidental that the last measures taken by the Provin-
cial Administration were supported by the Italian Social Movement, '
and by the most reactionary and conservative forces. At the same
time, doctors have begun to end the corporativism that up to now has
kept the profession iron-tight. An internal split is now visible and is
based on a fundamental technical and political choice: the use of sci-
ence as a tool of liberation or oppression. The way that the Provincial
Administration wanted to escape from the impasse, in which both the
hospital and its patients were placed, demonstrates once and for all
what they have chosen for the future. I therefore do not intend to sup-
port a decision that excludes those who have struggled to transform
not only the Gorizia asylum, but all Italian asylums, and to change
both the general attitude towards mental patients and the definition of
mental illness as irreversible and disgraceful.

For all that ties us to the patients at Gorizia, and for our long
and difficult experience together, I can only hope that the Provincial Ad-
ministration, even with a more docile and less “rebellious” medical
team, will immediately be forced to confront patients’ needs and that
this will push them to remedy an otherwise untenable situation.

In order not to disrupt patients’ lives, we won’t meddle any-
more, either with arguments or attacks on the Psychiatric Hospital,
and we hope that no patient will have to pay for the irresponsible, re-
vengeful action of its administrators.*°

The doctors resigning from the Hospital at Gorizia re-
fused to set up a model of hospital management which would
have inevitably turned into the traditional asylum administration,
allowing the technician to resume his old role as the manipulator
and functionary of consent. The therapeutic value of the first criti-
cal stage was inherent in the transformation of an institution, in
which all aspects were called into question, including the relation-
ship of the institution to the social structure. This new approach
became acceptable [to the Provincial Administration] but only if it
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Jean-Paul Sartre in the winter of 1972. Some of that discussion
follows:

FraNCO BasaGLia: The bourgeois technician, appointed to administer
various professional fields, can be considered an intellectual in
Gramsci’s sense in that he both receives and produces ideas that main-
tain the institution where he works, and consequently maintains the
survival of his own class and the social system.

In the light of the movements of technicians in recent years
to reject the social authority of their role, how do you view the prob-
lem of the intellectual and the professional technician in terms of insti-
tutional practice? I pose the question both for institutions in general
and psychiatric institutions in particular, where we work.

SARTRE: I am not well informed about psychiatry. I have followed your
work and I'm in complete agreement with what you’ve said. How-
ever, I can talk about what I think of intellectuals in general. In my
view, the intellectual is not simply a technician. For example, an
American scholar who studies the atomic bomb is not an intellectual,
but what I would call a “technician of practical knowledge.” He be-
comes an intellectual when he begins to question the significance of
the atomic bomb and ends up opposing the work he does; that is,
when he realizes his own contradiction, which is to use his general
universal skills for the particular goals of a specific group. He is then in
total contradiction with himself because his skills serve the goals of a
bourgeoisie that uses him for their own gain.

This is what I would call the old intellectual, typical of the pe-
riod from 1930 to 1960. This individual had two faults. In the first
place, he believed he had to reinstate the general or universal dimen-
sion whenever it was clearly being used for particular ends. Thus he
had to get closer to the masses, who represent the true universal, and
to their needs and necessities. At the same time, he was still an intellec-
tual and was still satisfied to represent this “unhappy consciousness,”
this relationship between the universal and the particular that allowed
him to be a sort of leader. He-could continue to be the kind of intellec-
tual who signed petitions, organized debates, and participated in cer-
tain political activities. All things considered, he was a leader. He
didn’t believe he had an innate gift for being one, but he considered
his power to derive from his knowledge, and from the contradiction
within himself. The second fault was that intellectuals constituted an
especially self-enclosed group, because they were technicians un-
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happy with the work they did. They even managed to think that revo-
lution was the dictatorship of the intellectuals.

In France, after 1968, it seemed clear to most young people
that the intellectual was completely contradictory. On the one hand,
he advocated actions with universal ends, yet at the same time the
state and the privileged class asked him to play a particular role. The
intellectual suffered from this contradiction but his suffering became
noble, because he felt that his contradiction allowed him to reveal that
the allegedly universal actions of governments or classes really had
particular ends.

It was obvious to these young people that if the intellectual’s
contradiction had been a true, total one he would have had to abolish
himself as an intellectual. He would have had to refuse to maintain
this unnecessary contradiction so as to see the significance of classes as
institutions created by civil society and the political system. Only by
uniting with the masses can you discover their real goals. It isn't
enough to criticize the ruling class. You must enter into the real and
constant struggle that the masses wage against that class.

After ‘68, the intellectual who was conscious of his own con-
tradictions no longer had to embody a tormented consciousness hover-
ing over the masses. He did, however, have to abolish himself as an in-
tellectual. He could be a technician, an engineer or a doctor, but to be
able to unite with the masses he had to cease being an intellectual. He
would become one amongst many—someone with his own profes-
sion who analyzes problems from the perspective of “universal
needs,” the needs of the masses. Today’s intellectuals want to abolish
themselves as such and don’t perceive themselves in the same way.
They understand that the fight must be simultaneously universal and
particular. That is the fundamental change occurring in our country.
Many young people, educated to become technicians of practical
knowledge, have given it up and some have gone into the factories, les
etablis, as we say in France. These intellectuals are now workers who
are also doing political work at the same time. The skills they acquired
in their studies can always be used, but they don’t place those skills be-
yond the reach of the masses. Perhaps they are more skilled at writing
something requested by other workers, but in their work together
they are all equal.

A difficult problem arises because obviously society doesn’t
accept these people who automatically belong to the other side and
who oppose all institutions as pursuing particular ends. These young
people are outlaws, since they challenge all the institutions created by
a society that uses the universal as a means to satisfy particular needs.
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Originally, the intellectual was a product of bourgeois institu-
tions, but when he finally forceably grasps his own contradictions,
there is only one solution—the leap into illegality to challenge and re-
ject the society that has shaped him. This presupposes that he fights
for a society in which intellectuals no longer exist, in which everyone
will be a technician of both practical and manual knowledge, as in
China, where everyone works with the peasants, in addition to their
own work. I believe that this is the desire of intellectuals who want to
return to the masses.

It goes without saying that all of this makes the intellectual
challenge what society does to people who are on the margins of soci-
ety, and this includes those who are usually called crazy. What hap-
pens to those whom society rejects? They are put into prison, some for
longer than others. The society that we want to create is one in which
no one will be marginal. In reality, people on the margins of society
are like intellectuals. They are people who, given present reality, react
in a solitary fashion and are called crazy. The reality is that they have
been placed in a solitary situation, and in their isolated way they are
challenging the entire society and challenging reason itself.

Our problem is not so much the psychiatric institution which
creates crazy people. It is knowing how to help people who are iso-
lated and fighting in muddled, uncertain, and complicated ways to
struggle in a more clearcut way. Is this possible? It’s very difficult. We
know that psychiatry is exactly the opposite of what it should be in or-
der to help these people. The very idea of recovery seems absurd to
me. To be cured in this society means to adjust people to goals that
they reject; it means teaching them not to fight, and it means adapting
them to society. This has been one of the great faults of psychoanaly-
sis. The goal of psychoanalysis has been to take an individual who is
more or less on the periphery of society, and make him conform. If he
becomes a nice executive, or something else, then he’s cured. But actu-
ally he’s not cured at all—he has been slaughtered. It’s important to
understand his opposition, what he was trying to say.

When we negate the intellectual, we also consider it funda-
mental to abolish psychiatric institutions because they are based on
completely incorrect principles. They never approach people as indi-
viduals in their own right. They see people schematically—this one is
healthy, this one’s sick—and this has no meaning for us. Meanwhile,
we are struggling against all kinds of prisons. Our Information Group
on Prisons is a group of intellectuals working on changes in prison
administration, with a view to largely abolishing them in the fu-
ture.?? In France there are also what we call “antipsychiatrists,” who
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try to approach individuals in their individuality, which constitutes a
kind of universality. They try to give them a more social form for
their opposition, without changing them as individuals. Those who
criticize the antipsychiatrists think this is individualism, but it’s really
a kind of universalism.

Basagria: The bourgeois technician automatically accepts the way the
institution is administered, as if it were not possible to question it or as
if he didn’t also define the institution. According to you, what are the
technician’s theoretical and practical problems when dealing with real-
ity, given that our reality is a completely ideological one?

SARTRE: The technician is surrounded by an ideology that contradicts it-
self. For example, a practicing psychiatrist has direct contact with
those marginal people that society calls crazy. He’s surrounded not
only by ideology, but by an institution, both of which create defini-
tions of madness. The practicing technician who sees and treats people
has nothing to do with the technician who is a theoretician. For the
practicing technician, until he learns to reject this kind of institution,
he will have to enforce it. As a doctor in a psychiatric hospital, he will
be told that what must be done, must be done—those are the rules. It
is a question of both institution and ideology, since ideology is noth-
ing more than the institution carried to another level.

Since he is a practitioner, he finds himself in conflict with the
ideas of the dominant class, but these ideas are also present in the op-
positional classes. They, too, are used to thinking that a crazy person is
truly crazy, because the dominant class has passed on its ideology to
them.

Similar difficulties are encountered in the prisons. There is
the ideology of punishment, and then there’s the reality that prison-
ers’ sentences are different than the real punishment they suffer. Is-
sues about the right to punish them or the form it should take aren’t
even posed. If a man is condemned to four years in prison, to the
judge this means four years of isolation in a room with food and noth-
ing else. In reality, it means sending him into a hell, because there are
people who fear him, who beat and torture him. It means a constant
temptation to commit suicide—have you noticed that there are one or
two suicides a day in [French] prisons? You could never imagine that
a judge sentencing a guilty man to four years was condemning him to
four years of being beaten, tortured, and perhaps driven to suicide.
There’s a profound contradiction here. On the one hand there are
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those with power; on the other, those who exercise power, like the
prison warden and the guards. They ally themselves with the techni-
cians and this leads to the suicides, the uprisings, and the torture.

Once again, it’s clear that practical reality differs from ideo-
logical reality. An ideology emerges from practice, and that is what we
must clarify. All of us, not just intellectuals, have to clarify this.

BasacgLia: That's the problem. We have to create a practical alternative
in these institutions that meets the needs of those using them and not
those creating them. Working with the patients, prisoners, and all
those oppressed by the dominant class, we have to create a realistic
way of meeting needs that reverses the use of science as a method of
class oppression.

SARTRE: [ think that in the bourgeois world, science is also ideology. It
contains universal aspects, but it contains particular propositions that
are presented as universal ones. We find these erroneous propositions
especially at the point where theoretical science turns into technical
and practical science. In certain specific fields like psychiatry, it is up
to the masses to demand a different conception of science. The human
sciences are bourgeois sciences; they can manage even to justify the
massacre of Indians.

In Les Temps Modernes we published several issues on anthro-
pology.” Ethnologists maintain that since we are tied to imperialism,
we look upon Indians as savages. If we didn’t use soldiers against
them, they wouldn’t obey us. So what should be done? We discussed
this issue at length.

There is a very precise point where science and imperialism
become intertwined. We need to analyze how much bourgeois ideol-
ogy there is in science in terms of practical concepts. I believe that
psychoanalysis is completely bourgeois. It can’t spread to the masses
because it would be meaningless to them. Group therapy is practiced
but it is sheer madness even from a Freudian perspective. I remem-
ber the case of a 27-year-old friend who was part of a leftist move-
ment. He had many problems, he had lived alone, he had taken
LSD, so he went to a psychoanalyst, who wasn't able to understand
the impulses and the experiences of a young militant. He maintained
that this young man had a certain influence on his comrades because
he wanted to play the role of their father. That’s absurd. It was some-
thing quite different. Psychoanalysts don’t realize what happened to
the young people who were involved in the struggles of '68.
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BAsaGLIA: Faced with the task of transforming both institutions (i.e.,
schools, hospitals, prisons, etc.) and the ideologies underlying them,
the technician has two alternatives. There can be an ideological radi-
cal change which just sets up a new model of administration, or a real
radical change with utopian elements that anticipates a reversal in the
direction of science and bourgeois technology. The danger of the sec-
ond alternative is falling into another ideology, since we are still walk-
ing on the minefield of bourgeois ideological reality.

SARTRE: That would mean proposing changes that aren‘t yet feasible. I
understand your position but I don't totally agree. It seems to me
that if we examine the masses’ inherent negation of these institu-
tions, and we try to reinforce it, there won't be any need to proceed
by means of a utopia. We latch onto science and institutions without
defining what will follow. What we want is not offered, and what
we want is never exactly what we get. Do you understand what I
mean? I don't disagree with you so much; it’s just that I don't like
utopias. You negate what exists, you negate it both globally and indi-
vidually and then you try to destroy it. I believe that is the path to
take to accomplish something.

BASAGLIA: In our reality, for us to create a science along with the people
who will use it is already utopian, even if I understand that my way of
using the term isn’t philosophically correct. I don’t mean detaching
myself from reality, but trying to answer people’s real needs, the needs
that science claims it is dedicated to fulfilling. To achieve this in our re-
ality becomes “utopian.”

SARTRE: Many people would agree with this, but for me the word uto-
pia is too charged with nonbeing, with the imaginary. On the other
hand, utopias arise from the system, as a negation of its institutions. I
think that positive issues like this will necessarily emerge from the in-
stitutional destruction that we want, because we aren’t talking about
totally negating or rejecting the present system, but gradually strug-
gling against it.

In our practice we will find elements that can soon become
new ideological signs. We don’t know whether we can do away with
all ideologies. When the general ideology is no longer science, can
there be a valid ideology? This poses the problem of philosophy,
which I don’t want to raise right now. The issue for me is whether
there can be a universal ideology, a good philosophy, that differs
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It’s not even necessary that they be doctors—they can be medical stu-
dents or anyone else. There’s nothing to object to in all of this, if you
state that you’re not giving medical treatment. If matters were to be
carried to extremes, an unusual legal case might emerge that might re-
solve many interesting issues.

We’ve had to contact municipal agencies, speak with the po-
lice, and handle any interrogations by Parliament and the Ministry of
Health. No legal action was taken against us. No member of our com-
munity was a patient of mine. When one of the American doctors
who had come to work with us in London requested a license from
the General Medical Council, he had to explain what he planned to
do. He explained what we were doing—no medication, no prescrip-
tions, no form of treatment. He explained this to the BMC [British
Medical Center] and they responded that for what we were doing, no
medical license was required. You can work with the Philadelphia As-
sociation in London without having a medical degree,* because they
are not engaged in medical work. Students at Bristol who were fed up
with psychiatry as they saw it practiced, bought a house and went to
live there with patients, as in a commune. Similarly, in America, there
are mental health communities where the staff consists of anthropolo-
gists, sociologists, psychologists, and many medical students, who run
everything themselves. It isn’t the easiest thing in the world to live
with people who are disturbed, who suffer a great deal. Being able to
endure their agony is a difficult thing. I couldn’t do something like
that right now, but there are people willing to do it. I would have been
able to do it ten or twenty years ago.

BasaGLiA: There’s also the anguish that you have to face every day in
the institutions and perhaps that’s why it’s hard to work “inside.” This
is the difficult problem we come up against: why put up with this in-
creasingly oppressive anguish?

LAING: I think that as you get older and have done this kind of work for
a certain number of years, you become like an aging boxer; after a
while, you have to retire and devote yourself to coaching. The people
who are best suited for this kind of work now will already be too old
in a few years. It's like athletes; the best years are your youth when
you can cope with making a great effort. When you get older, you've

*The Philadelphia Association was a charitable trust organized by Laing with his associates
‘including Cooper and Esterson. In 1965 the Association leased Kingsley Hall, Laing’s radi-
cal therapeutic community in the East End of London.—Ed.
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had enough so the oldest can turn to training the youngest. The young
can do this kind of work—they have the vitality and the endurance.
They can cope with not sleeping for nights on end, being completely
exhausted and then sleeping it off. It’s very demanding work and both
physically and emotionally strenuous. It’s all right for someone
twenty to thirty years old, before having a family or after their chil-
dren are grown, but not while they have small children.

BasAcLIA: The issue of training is the focus of our work within institu-
tions, but the picture in Italy is still very confused. In the field of psy-
chiatry, university training still avoids any real contradictions. The pa-
tient being treated in a university hospital must offer some special
pedagogic, scientific interest in terms of the professor’s notion of peda-
gogy and science. It is a somewhat artificial reality. The young stu-
dents know nothing about real patients in asylums, where “true psy-
chiatry” is practiced. They need a practical training that puts them in
direct contact with the psychiatric field, but instead they are required
to take academic courses. The educational authorities once again man-
age to destroy a great deal of potential.

At Gorizia, we tried to explain the function of psychiatric ide-
ology as it masks social contradictions, and to point out the political
nature of definitions of the norm that are increasingly being estab-
lished outside of psychiatry, and which psychiatry merely validates. A
problem we found is that many young people coming from the stu-
dent movement often make the typical error of focusing on the politi-
cal aspect of their work and abandoning the patient, who is still the
central problem of the psychiatric hospital. They tend to direct their po-
litical interest toward the nurses, believing this is a more political
choice. In practice, they experience their relationship with the patient
in an ideological and humanitarian light, and their relationship with
the nurses as political, because the nurses belong to the working class
and represent a further step in the fight against the institution.

What was originally a movement aimed at understanding
how an ideology develops and is maintained in a specific situation,
in order to enlarge our practical understanding of how ideologies
function in our social system, is presently in danger of becoming part
of the general political ideology, incapable of affecting the specific in-
stitution. This would mean returning from the specific to the general,
regressing to the stage of institutional politics that we had before we
learned the political meaning of our specific technical interventions.

This is the situation in terms of training in Italy, and I imag-
ine in other countries as well. The phenomenon is occurring in vari-
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ous fields, not just in psychiatry, as students encounter the reality of
their professional roles. This is why it is worth trying to understand so
that we don’t continue to make apparent changes without really mak-
ing any progress.

LAING: And what do Franco and his group do? What do they tell young
people who come to them? Do they just give them a political interpre-
tation of the situation in Italy, that they can get elsewhere? If young
people want to collaborate with the nurses, then they are forced to
take an interest in the patients and have less fear of them than the
nurses have. Anything else is just an excuse not to deal with the pa-
tients. Their task is to provide an example for the nurses through their
way of dealing with the patients.

BAsAGLIA: That’s what happened at Gorizia, but now the politicized
young people are afraid of falling into the trap of making Gorizia, and
what it represents, into an ideology.

LAING: Someone has to overcome this fear, this flight from the pain of
others that reminds us of our own unhappiness, our own limits and
desperation. Someone has to manage to stay with someone whom
they realize they absolutely cannot help, without experiencing a sense
of failure. This negative capacity is fundamental and important for our
analysis. To face uncertainty and doubt when it comes, and to be to-
tally disoriented by it, constitutes a falsely positive ideological posi-
tion. It is a defensive escape from exercising that negative capacity I
spoke of before, and it is completely nondialectical. The young psychia-
trist who possesses a new language, internalized as ideology, develops
a kind of agitation syndrome. His sense of guilt and personal fear
means he can be dishonest with himself, often resulting in the adop-
tion of an air of purity and superiority simply because he belongs to
the New Left or the post New Left, and that he isn’t a fascist. In prac-
tice, however, he may not be better or worse than some idealistic bour-
geois psychotherapist who makes his patients pay for their sessions,
but perhaps does a serious job.

I think the best solution is that experienced psychiatrists who
haven’t chosen one of these false solutions teach young students by
their example, and not with words or seminars. . . .

BasacLia: That is what we’re trying to do and if we succeed, the institu-
tion should be therapeutic at all levels, even for the therapists. This is
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fect on his students. Both his students and staff have asked that I come
speak to them. Since he doesn’t want me to meet his students, he
would be happy if I were to meet with older staff members privately,
as if we were beginning some sort of negotiation.

There’s a kind of grumbling, especially among older psychia-
trists, who feel that the earth is giving way beneath them. I don't
know how significant this is. I have the impression that the same
thing is happening in America. I don’t think many young medical stu-
dents believe in the psychiatric texts the way we had believed in them
twenty-five years ago. They still have to finish college; they still have
to acquire the jargon, but many are deeply dissatisfied. Many realize
that everything is heavily institutionalized. They know where the
money comes from, how jobs and careers are controlled, and that all
of this offers them very limited and circumscribed futures. There is a
genuine change of consciousness within the psychiatric profession. It
is something very subtle, and in certain fields it is stronger than in oth-
ers, but even when weak it is still there.

BAsAGLIA: What are your current plans?

LAING: I am trying to find money for the Philadelphia Association. Real
estate values in London are increasing rapidly, so it seems a good time
to buy a house and have a permanent place, without always worrying
about not being able to pay the rent or having to move from house to
house.* We already have a secretary, a library, and a place to hold
seminars. We want to have room for all our activities and funds for
scholarships. In short, we need all the things that money can provide,
and it’s good to have the money to buy them. We could use a place in
the country with easy access to the city, not that there are any specific
advantages to the country-side. I hope that a similar place will be
opened soon in New York, which will have close ties to us and I hope
we’ll soon establish a kind of central headquarters for training thera-
pists. As I tried to say the other evening, we want to relate physical,
emotional, psychological, and social factors to the mental sciences; in
other words, a type of training that doesn’t fragment these things as is
now done, and that doesn’t compensate with words for an empty prac-
tice. I know of no training center for therapists that works on the

*The Association ran a total of seven therapeutic group households in London. In 1977, the
Association took over an estate in Somerset in order to found a farming, craft, and study cen-
ter with both “disturbed” and undisturbed people living collectively. —ED.
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body, and on sensations and emotions, as well as with so-called psy-
chotherapy, with dyads, triads, family systems, networks, etc. We
want a therapy that combines theory and practice and includes all
fields, without devoting itself to the exclusive study of any single one.
It can be done, not only by theoretical seminars and study groups, but
by working with families and living in the community. I hope we suc-
ceed in creating this center. It would be a training center where people
from all over the world could come, and it doesn’t matter whether it is
located in the United States or England.

Laing, sometimes incorrectly associated with Cooper’s
antipsychiatry,” suggested the creation of an asylum which
would meet the need for protection and shelter for those who are
different, a place where they could express themselves without
limitations and where others could learn to live with them. Just as
Laing hopes that we persist in our struggles within institutions,
we hope that his asylum manages not to become an institution. It
is inevitably part of the social and economic logic of psychiatric in-
stitutions, even if not bureaucratically defined by them. Although
Laing’s approach probes more deeply than ours into the subjec-
tive dimensions, it does not have the same incisiveness about the
political and social reality in which subjects become objectified.
Nonetheless, we have to learn to see the experiences of others not
as antagonistic, but as complementary, so that we can avoid the
logic of divisiveness and not be isolated, each in our own little
fields like traditional intellectuals who defend their own ideas and
their own trifling inventions.

Science and the Criminalization of Need

In recent years, two kinds of war have increasingly taken shape: a
worldwide imperialist one alongside anti-imperialist movements;
and the constant everyday one with no promise of armistice—the
war of peace, with its own instruments of torture and its own
crimes. War inures us to accepting its disorder, violence, and cru-
elty as the criterion for a peaceful existence.

Hospitals, prisons, asylums, factories, and schools are
the places where these peace crimes are carried out in the name of
order and in the defense of mankind. The people who are sup-
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along with the criminals who express a deliberate, intentional
evil. Madness and criminality have together represented a part of
human beings that have had to be controlled, hidden, and elimi-
nated, until science has sanctioned their strict separation, accord-
ing to their different characteristics.

According to Enlightenment rationality, the prison was
to be the punitive institution for all those who deliberately dis-
obeyed the rules embodied in the laws protecting property and
defining proper public behavior, structures of authority, power,
and the degree of exploitation. The spiritually sick, disordered
person, the crazy person who didn’t live according to dominant
rationality, or the eccentric who lived according to the rules cre-
ated by his or her reason or madness, began to be defined as
“sick.” An institution was needed where the boundaries be-
tween reason and madness would be clearly defined and where
those infringing on public order could be relegated and labeled
as outrageous and dangerous.

Once prisons and asylums were separated, they contin-
ued to maintain the same function of protecting and defending
the norm, and abnormality became the norm only where it was
hemmed in by walls which defined its difference and its distance.

Science has therefore separated crime from madness, giv-
ing each a new dignity. For madness it is the dignity of being trans-
lated into an abstraction and defined in terms of illness; for crime
it is the dignity of becoming the subject of research by criminolo-
gists and scientists, who have continued to find the biological fac-
tors responsible for abnormal behavior, including the discovery of
the extra Y-chromosome. Notwithstanding the formal separation
into two abstract entities, each with its own institution, in reality
the function of each institution remains unchanged. Despite ab-
stract recognition of their new dignity, neither the criminal, who
must atone for the offense done to society, nor the madman, who
must pay for his maladjusted and rude behavior, have ever been
considered human beings.

The institutions created for both their reeducation and re-
demption, and for their treatment and rehabilitation have not
changed as they continue their separate development along paral-
lel lines. Legal reformers on the one hand, phrenologists and spe-
cialists on the other, have at times established new regulations,
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categories, theories, and subdivisions, yet the relationship be-
tween civil society and those it excludes always remains the same.
None of them have changed the nature of that exclusion that is
based on violence, humiliation, and the total destruction of institu-
tionalized individuals. This demonstrates that the actual goals of
these rehabilitating and curing institutions are the suppression of
those who should be cured and reeducated.

An analysis of the various institutions for deviants, at dif-
ferent levels of industrial, technological, and economic develop-
ment, might explain their unchanging function of controlling and
eliminating their populations.

In countries where the economic and social situation
does not demand a kind of divided institutional super-structure,
deviance is still subjected to undifferentiated, open violence with-
out coverups. Science has not yet been asked to justify theoreti-
cally a kind of discrimination between deviants. It has not yet
been asked to perform its colonizing job of dividing up abnormal
behavior. This division, useful at a later stage of development, is
not yet known, and violence or the threat of violence is still
enough to guarantee public order. When a division based on sci-
entific principles does exist, it is an imported institution that
does not correspond at all to the local reality. For example, in a
city like Rio de Janeiro, there is an attempt to import a Yankee-
style psychiatric institution because in an area that is industrializ-
ing, a different kind of control is needed. In general, however, in
Brazil, especially the Brazilian Northeast, open violence and un-
differentiated imprisonment remain the only means of control.
There is no need to mystify repressive measures towards devi-
ants by a scientific approach that divides up deviant behavior. A
clear example of this is the Kleinian psychoanalytic organization
in Porto Alegre [Brazil], which only helps the psychoanalysts
who run it, while the unmet needs and suffering of many people
are controlled by an overt, [militarist] violence that has no need
to hide itself behind sophisticated scientific masks.

In this perspective, the horror of torture in South Ameri-
can countries and elsewhere takes on an organized form, turning
into an institution. Torture is the super-structure that really corre-
sponds to the structural level of these countries. Torture as an insti-
tution is the only method that politicians (that is, the military)
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know for controlling a situation so potentially explosive that only
the constant threat of violence maintains stability. For a people
that have no hope of changing their unbearable conditions, or
who have hope but have not turned that into a concrete struggle,
‘the threat of being thrown into prison, or into an asylum as the
punishment for deviant behavior has no effect. For example,
those who are starving or homeless can actually see imprison-
ment as a way to survive. In such a context, torture becomes the
only effective means of elimination, the only real threat of destruc-
tion, and therefore the only social control that corresponds to a
more “primitive” level of [capitalist] development.

Economic structures and institutional organizations cor-
respond at every level of development; it is not coincidental that
asylums develop with the beginning of the Industrial Revolution.
Like all kinds of public welfare, they take on their broadest institu-
tional form when what is productive must be separated from
what is unproductive. With the birth of the industrial age, the rela-
tionship is no longer between people and society, but between
people and production, which creates a new criterion of discrimi-
nation for anything—deviance, abnormality, illness—that might
stand in the way of productive rhythms.

At the level of technological development typical of
Western countries, the organization of control is no longer clear.
It is both masked and legitimized by different scientific ideologies.
For the asylum there is the medical ideology that justifies the insti-
tutional violence and isolation by defining the disease as incur-
able. The prisoners pay for the offense they committed against so-
ciety. The patients pay for an offense they did not commit, and the
price they pay is so disproportionate to the guilt, that they experi-
ence a double alienation because of their total incomprehension
and the total incomprehensibility of their situation. The ideology
of punishment underlying the prisons, and the medical ideology
of incurable disease, which is the basis of the asylum, have no
bearing on the problems of criminality or of illness. Their function
is simply to repress and control deviant behavior. Ideology con-
ceals the repression by justifying and legitimizing it, but legiti-
mized violence is still violence.

If the rehabilitation goals of both institutions were genu-
ine, one would find rehabilitated patients and prisoners reinte-
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grated into society. This rarely happens because entering one of
these institutions marks the beginning of a career with familiar
patterns and outcome.’' The formal similarity between these insti-
tutions seems to be only a negative one. While new interpreta-
tions tend to justify both criminality and mental illness in terms of
psychosocial dynamics, the institution is still based on the concept
of atonement for guilt through punishment.

The madmen that Pinel separated from criminals in
chains are still symbolically and really in chains. Both categories
are in separate institutions, based on the same destructive princi-
ples, and they are both defined by the same value judgment that
sees them as dangerously different. For both, the reality and the
violence remain the same. It does not matter whether the torture
is sophisticated or not, whether the chains are real or symbolic, as
in more technically developed countries. The goal is always to pro-
tect the dominant group by destroying whatever interferes with
social order. The logic of subordination and repression is the same
whenever it tries to create submissive, noncritical people who to-
tally identify with the laws. At the same time, separating and iso-
lating human contradictions like illness or crime means treating
people affected by them as if they were permanently branded.

The paradoxical effect of this stigma is that precisely
those people who have exhibited a tendency to behave strangely
are asked in institutions to lead an exemplary, perfect life. Who-
ever is stigmatized is recognizable and can be immediately singled
out; generally they are weaker, more vulnerable, and their situa-
tion is unstable. They have no economic, social, or cultural power
with which to fight the cruel campaign that calls for them to be-
have perfectly. The inmate or patient embodies a contradiction
which must be covered over. Because it constitutes a threat to pub-
lic order, the contradiction must be immediately defined, classi-
fied, and neutralized and must not call into question the absolute
rules that ensure this order.

Criminality -and mental illness are human contradic-
tions. They can also be natural [i.e., biological] facts but most of-
ten they are socially and historically produced. Yet the afflicted
continue to suffer the consequences as if it were a matter of indi-
vidual guilt. It is always the people without cultural or economic
power, those playing no positive social role who have no private
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tential suffering. However, those who are imprisoned by material
conditions “do not know existential suffering but only the suffer-
ing of survival.”'°

The negative definition of madness also creates dangers
present today as consequences of questioning all types of knowl-
edge after the social and intellectual upheaval of 1968. Basaglia’s
way of working and seeing madness was never codified; it was
really a form of tacit knowledge, continuously evolving and
changing. Today, even in Italy, there is a desperate return to tech-
niques, therapies, medical models, in part because they fill a void
for which a new body of knowledge was never defined. Nor did
the results of the anti-institutional experiences find their way into
the university and medical curricula.'’ Yet the refusal, exempli-
fied in this essay, to define madness, can still spur us to consider
what it might be under different conditions.
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The community psychiatry experiences born during
these years were founded on the conviction that it is sufficient to
broaden the treatment of the individual to include the context in
which he or she lives, to rectify at the same time the conflicts of a
psychological nature as well as the social conflicts that produce
them. Psychiatry found itself acquiring a new centrality. No
longer was it limited to managing the world of invalidation and in-
ternment that it continued to treat; it now had to enter the social
realm to control disturbances directly where they are manifested,
singling out all the elements of which they are composed, includ-
ing the social conflicts that can determine them. The services
shaped by new legislation in the various countries (after the Brit-
ish Mental Health Act there was the 1960 politique de secteur in
France, and the 1963 Community Mental Health Centers Act in
the United States) continue to place a value on the medical aspect
of psychiatry. Through its absorption of the new social sciences,
medicine expanded the possibility for such interventions and inno-
vations as catchment areas, preventive policies, mental health cen-
ters, brief hospitalization, and psychiatric wards in general hospi-
tals. But simultaneously new technicians were introduced at an
enormous rate: psychologists, social workers, sociologists, and
counselors. Such an organization rotated around psychiatrists
who, with the multidisiplinary nature of their interventions,
could now face the simultaneous presence of the most diverse
types of disturbances that the old psychiatry had flattened in the
concept of soma.

The separation of body and economic order represented
in the separation between asylum and community is resolved by
diffusing, through this army of new workers, the technician’s or
the doctor’s culture, definition, and treatment of the illness in the
community. With the former inmate forced into the community
and potential psychiatric commitment now prevented, a new
form of control is facilitated; it no longer allows internment to be
played out through judicial sanction, but rather encompasses ever
vaster numbers of people to be helped. The new sphere to be con-
trolled is no longer segregated, even if the old form of segregation
continues to exist and to guarantee the efficiency of new appara-
tuses. But the person who guarantees good functioning from the
welfare apparatus to medical-psychiatric treatment to commit-
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ment is always the psychiatrist. Community participation, in this
phase emphasized as direct action and control over the techni-
cian, is instead constantly mediated and organized through the in-
stitutional filters and medical culture. In this way it is possible to
guarantee that the subjective expression of the demand—of the
need, of suffering, of the disturbance, hence of the contradiction
between individual and organization—is directed through pre-
established channels that are not antagonistic to the general equi-
librium. This means guaranteeing that the demand is always for a
therapeutic treatment that in turn has the task of attenuating con-
flict and organizing it in medical terms. Moreover, what is assured
through the creation of these new services is the amount of hu-
man labor-power they can absorb (and that can be identified auto-
matically in the newly developed roles), such that the control ex-
erted over the individual consumer, and through the identifica-
tion of the worker in his or her own role, affects the entire context
of production that supports it. The medical model continues to
prevail over the global characteristics of the intervention. The ne-
cessity of treatment is never questioned, given that it is limited to
extending the range of solutions with which it can discriminate be-
tween different levels of dangerousness and upon which it bases
the quality of treatment.

Although formally they differ from one another, the ref-
erence models adopted by every piece of legislation in this phase
move within this scheme: the restoration of the invalidated body
(or the prevention of its possible invalidation) to the economic or-
der. This is a necessary condition if the struggle between organiza-
tion and invalidation is to vanish within an equilibrium that this
time will translate segregated invalidation into a semi-invalida-
tion, assisted by social services. This process is by now generalized
in most of the Western countries where invalidation and welfare
tend to cover every nonorganized form of dissent. But it is pres-
ent—even if articulated differently—in the Soviet Union as well,
where the identification between State and institutions allows the
use of illness as a form of mediation that justifies an analogous
form of control.

Within this panorama, the case of Italy, where the prob-
lem exploded many years later than in other countries, deserves
special mention. With respect to other European legislation, the
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[talian law (Law 180) approved in May 1978 and subsequently
incorporated into the health reform law, stated very explicitly
the need for halting construction of further psychiatric hospitals
and for organizing the elimination of existing ones. The formula
that justified involuntary commitment—"dangerous to oneself
and to others and of public scandal”—was replaced by a norma-
tive one that, while still allowing the entire responsibility for de-
termining social dangerousness to fall on the doctor, introduced,
even if in a confused manner, a new element. The judgment of
severity [of the illness] remained, reinforced in cases where the
patient refused involuntary commitment; but authorized treat-
ment is compulsory only when alternative solutions to commit-
ment are deemed impossible. The misinterpretation and exploita-
tion that can derive from this subjective interpretation of a single
case (who has the responsibility for determining that other solu-
tions are nonexistent?) can put brakes on the new legislation,
leading to a generic reconversion of psychiatric services into gen-
eral medicine, as has happened in other countries. The fact that
in Italy, asylums to back up the new services are not allowed to
exist gives the services themselves different meaning and func-
tion. The new law is not limited to breaking the absoluteness of
the scientific definition of mental illness, thus suggesting its rela-
tivity to other factors, but rather tends to question (and hence
raise consciousness through the contradictions that are thereby
opened up) the function of the asylum as a cover for the opera-
tion perpetuated by the system of production that has been able
to exclude, through laws and sciences most adapted to this exclu-
sion, whatever hampered its functioning.

Madness and Need

Reason includes and excludes madness, determining the sectors,
modes, and times when it can speak up, hence neutralizing it. In
this way, a certain legitimacy is assumed whereby madness
speaks in an authorized language, whether or not it is understand-
able according to the canons of the écoute. But can there exist a
rule for expressing needs and desires? Or is not the very existence
of the rule an imposition and a form of violence that can only pro-
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duce a violent means of manifesting these needs and desires?
Where does human subjectivity lie within this rule, if mandatory
modes, times and places exist for its expression? What are the con-
sequences of this insistence on lending a voice? What happens
when those who speak up and express their needs in their own
language rather than in one distorted by the words of others are
not heard?

The problem of madness is always the relationship be-
tween the individual and the organization. It is a problem of the
space—physical and psychological—that the individual finds
within the group. In a formal sense, the rationality upon which
our culture is founded emphasizes the individual and his or her
freedom, as does the society and organization of labor which pro-
duce them. In fact, rationality is structured on the expropriation
of the individual, and the reduction of the expropriated mass to a
serialized ensemble of individuals. Similarly, although it has recog-
nized unreason as part of human nature, this rationality limits it-
self to absorbing it. In this way, unreason is diverted and directed
to sectors created to keep it under its tutelage. This is what caused
Nietszche to say: “That is the task of the Enlightenment: to make
princes and statesmen unmistakably aware that everything they
do is sheer falsehood.”’

But before reason had separated out unreason, how was
madness expressed? Can we not presume that just as with the his-
torical evolution of the phenomenon, madness emerged from and
was nourished by an undifferentiated world of unmet needs, and
that it is the nonresponse to these needs that translated into the
importance from which is derived what we call madness? Before
madness had been individuated from bourgeois rationality as ill-
ness, its voice was confused with indigency, and deliquency—an
indistinct totality of needs which were responded to by shattering
the globality of the demand, essentially represented by misery.

The same process could also repeat itself in every individ-
ual history. People are born with a nature against which they
must struggle, appropriating themselves and also producing a cul-
ture that will tend towards altering their nature. Defined by the
world of needs and desires that come from the body, and by a sub-
jectivity that wishes to be expressed, they find themselves encoun-
tering other bodies and subjectivities that must be organized. The
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response to these needs is entrusted to the organization that repre-
sents the group and that must allow it to live and its members to
coexist. If the organization represents the whole group, individual
space for one’s own needs and their satisfaction will be limited by
the needs of others. The problem of limits is a human problem,
one that is summed up in the relationship of the person to the na-
ture that must be tamed and exploited. But if the organization pro-
tects the interests of one group (a class) at the expense of another,
if the survival of this group is based on the domination of the
other, if the logic of the exploitation of nature is based on the ex-
ploitation of people, there is no human limit. For everything is in-
volved in the inhumanity of organization—an inhumanity from
which not even the protected class will be saved, because to per-
petuate itself this organizational logic can only produce inhuman
values.

Misery has many faces: that of hunger and indigency,
and that of the total impoverishment of human existence. Bour-
geois rationality has preserved the former in the pockets necessary
for maintaining the equilibrium of the economic logic upon
which it is founded; but it has produced the latter from within it-
self. It is in this generalized world of economic and psychological
misery that needs are expressed in a confused and undifferenti-
ated way. These include needs that arise from the urgency of life,
from a body that does not accept mutilation and mortification,
from a subjectivity that does not wish to be repressed and raped,
and that finds the space it has been conceded too narrow. Rules,
prohibitions, taboos, and repression; divisions of class, race, color,
sex, and role; expression, tyranny, humiliation, organized and
permanent violence—these are what constitute the world of the
norm. No rule defends human existence, but every rule is made
for its domination and manipulation. The dominated cannot iden-
tify with this norm because it is made to destroy them; but neither
can those who belong to the dominating group, for they risk dull-
ing and destroying their humanity.

From this indistinct panorama of needs (the concrete
misery of the lower classes and the pauperization of the individu-
als from the protected class), some voices can be raised, crying out
the anguish, furor, anger about the split and the fragmentation or
weeping for their own impotence. It is then they will be given a
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voice, to silence them with the definition of an illness that will al-
ways be treated, so that it does not reveal from whence it comes.

But there is a moment when all of this is expressed in
the form of demands that await responses, when everything could
be simple or almost so, because human hope still cements and
unites the globality of the demand. But it is this demand that re-
mains unanswered and is broken up into as many rivulets as
there are technical responses already prepared by the rationality
of power. The misery of the oppressed classes, and the
pauperization and belittlement of those who are subordinated to
an economic logic that determines every one of their needs and de-
sires, comprise the mute demand that bourgeois rationality pro-
hibits them from formulating, imposing upon these needs the lan-
guage of illness that makes them become other than what they
are. And if this demand can not be expressed in organized, final-
ized forms of struggle, it can flow into forms of irrational, uncon-
trollable behavior, and expressions of the uncontainable aspect of
suffering and the impossibility of finding different ways of commu-
nicating it. But when the label of illness is superimposed upon
these, their voices are altered, their concrete reality replaced by
the symbol.

When all of this has happened, someone will still take
the trouble to reconstruct symbolically the knots of suffering, to re-
discover the moment of rupture. Or someone—perhaps coarser,
to conform to the coarseness of the client—will simply say it has
to do with a “paranoid delusion” or “depressive episode” and will
lock him in an asylum. When all has happened, it is difficult to re-
construct the parts of that unanswered need, to piece together
those demands so as to reformulate them. The hope that could ce-
ment them will have disappeared because it was frustrated for too
long. First the person is killed or prevented from living. Then sci-
ence—psychiatry and the social sciences—become concerned, la-
mentably, with the reactions of impotence and despair, or of the
apathy, refusal, and a-sociability that follow, until the person dies
by asphyxiation. It is to that world of needs that responses must
be made, passing through also the fragrnentauon of the social sci-
ences that have contributed to disguising the game prévénnng
the understanding of where problems are born.

There are always false prophets. But in the case of psy-
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chiatry it is the prophecy itself that is false. With the schema of
definitions and classification of behaviors, with its repressive vio-
lence, with the misunderstanding of suffering, it prevents any real
understanding of its relationship to reality and of the possibility of
expression that people find or do not find in it. Continuing to ac-
cept psychiatry and the definition of mental illness means accept-
ing the dehumanized world in which we live as the only human
world, natural, unmodifiable, which people face unarmed. If it is
like this, we will continue to relieve symptoms, make diagnoses,
administer treatments and cures, and invent new therapeutic tech-
niques. But all the while we will remain aware that the problem is
elsewhere. Because ““not existence but knowledge is without
hope, for in the pictoral or mathematical symbols it appropriates
and perpetuates existence as a schema.”"°












Introduction

Anne M. Lovell

No alternative psychiatry groups have ever achieved the
level of success that the Italian anti-institutional movement
reached in the 1970s. Not only were exclusion, marginality, and
psychiatric repression brought to national attention, the move-
ment succeeded in passing a law that actually transformed the judi-
cial definitions of mental illness, dangerousness, and internment.

But implementing the reforms of the Law 180 required
the movement to shed many vestiges of post-'68 radicalism, the
“Jacobinism” Basaglia was accused of and which he addresses in
the second selection. Democratic psychiatry had always encom-
passed a heterogeneity of stances. But with the Law 180 enacted,
the alternative psychiatry movement shifted away from an often
conflictual relationship with parties, administrators, and bureau-
cracies, to one of participation in carrying out new policies and re-
forms. Such a change in strategy could be dangerous, threatening
to substitute for a radical context a planned program controlled by
administrative hierarchies. It could also dampen the spirit of the
movement, minimizing the gains of the past fifteen years, distort-
ing the meaning of its values and model experiences, as befalls
many grass-roots movements. This awareness of the double-
edged nature of the Law 180 runs like an undercurrent through
the two selections in this section.

“Problems of Law and Psychiatry” provides a historical
and comparative framework for the law. Picking up from the ear-
lier piece, “Madness/Delirium”, Basaglia elaborates upon psychi-
atry’s gradual incorporation of judicial sanctions for controlling
part of what is disruptive, dangerous to the social equilibrium, and
unproductive. By the turn of this century, European legislation
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Article 2
Compulsory Health Survey and Treatment for Mental Disorder

The measures mentioned in paragraph 2 of Article 1, can be
taken against those persons suffering from mental disorder.

In the cases mentioned in the previous paragraph, the proposal
for compulsory health treatment can envisage hospitalization care only
if mental disturbances are such as to require urgent therapeutic interven-
tion, if these interventions are not accepted by the patient, and if there
are not the conditions and the circumstances for taking immediate and
timely health care measures outside the hospital.

The measure implementing compulsory health treatment in
hospitalization conditions must be preceded by the ratification of the
proposal mentioned in the last paragraph of Articlé 1, made by a public
health service physician, and must be justified in accordance with the
previous paragraph.

Article 3
Procedure Relative to Compulsory Health Survey and Treatment
in Hospitalization Conditions for Mental Disorder

The measure, mentioned in Article 2, by which the Mayor im-
poses compulsory health treatment in hospitalization conditions, supple-
mented with the justified proposal of a physician—as mentioned in the
last paragraph of Article 1—and with the confirmation—as mentioned
in the last paragraph of Article 2—must be notified by a communal Mes-
senger within 48 hours from the admission into the health center, to the
tutelary judge of the same district of the communal administration.

The tutelary judge within the following 48 hours, after having
made inquiries and ordered the necessary controls, issues a justified
decree for the confirmation or nonconfirmation of the measure, and
communicates it to the Mayor. In case of nonconfirmation, the Mayor
orders the cessation of the compulsory health treatment in hospitaliza-
tion conditions.

If the measure mentioned in the first paragraph of this article, is
taken by the Mayor of a communal administration different from the pa-
tient’s place of residence, the Mayor of the patient’s domicile must be in-
formed. If the measure mentioned in the first paragraph of this article is
taken against aliens or stateless persons, the Prefect must inform the
Home Office and the competent Consulates.

Should compulsory health treatment exceed 7 days or should it
be further prolonged, the physician responsible for the mental health ser-
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vice, as mentioned in Article 6, must in due time send a justified pro-
posal indicating the further assumable duration of the treatment itself to
the Mayor who has ordered the hospitalization of the patient; and the
Mayor must inform the tutelary judge, with the formalities and for the
accomplishments mentioned in paragraph 1 and 2 of this Article.

The physician mentioned in the previous paragraph is obliged
to inform the Mayor (either the patient is discharged or remains in the
hospital) of the cessation of the conditions which require compulsory
health treatment; moreover he is obliged to communicate the eventual
impossibility to carry on the treatment itself. The Mayor within 48 hours
from the receipt of the communication of the physician, must inform the
tutelary judge.

If necessary, the tutelary judge takes the required urgent mea-
sures to preserve and administer the patient’s properties.

Omission of the communications mentioned in paragraph 1, 4
and 5 of this article causes the cessation of all effects of the measure, and
is considered and “omission of office deeds crime,” unless there is suffi-
cient evidence for a more serious crime

Article 4
Publication and Modification of Compulsory Health Treatment
Measure

Anyone can make a request to the Mayor for the revocation or
modification of the measure enforcing or prolonging compulsory health
treatment.

The Mayor decides within 10 days on the request of revocation
or modification. Revocation or modification measures are put into force
with the same procedure as for modified or revoked measures.

Article 5
Jurisdictional Protection

Anyone who undergoes the compulsory health treatment and
anyone who has interest in it, can appeal against the measure ratified by
the tutelary judge, to the Court of his jurisdiction.

Within 30 days, beginning from the expiry of the period of time
as mentioned in the second paragraph of Article 3, the Mayor can appeal
against the nonratification of the measure enforcing the compulsory
health treatment.

In the trial held in a court of law, the parties can stand without
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beds—with the purpose of guaranteeing the continuity of the health ser-
vice for the protection of mental health, are linked to the other mental
health service centers of the territory, as far as staff and functions are con-
cerned, in a departmental organization.

The autonomous regional and provincial administrations of
Trento and Bolzano single out the private medical establishments which
have the compulsory requirements necessary for voluntary and compul-
sory health treatments in the hospital context.

As to health service needs, the provincial administrations can
draw up conventions with the establishments mentioned in the previous
paragraph in accordance with the following Article 7.

Article 7
Transference to Regional Administrations of the Functions
Relative to Mental Hospital Services

Beginning from the coming into force of this law, the adminis-
trative functions—until now carried out by provincial administrations—
concerning mental health service in hospitalization conditions, are trans-
ferred to both ordinary and special statute regional administrations, for
the territories under their jurisdiction. The autonomous provincial ad-
ministrations of Trento and Bolzano maintain their present competence.

Hospital health service—regulated under Articles 12 and 13 of
the Decree N. 264 of July 8, 1974, afterwards modified and trans-
formed in Law N. 386 of August 17, 1974—includes hospitalization for
mental disorders. The present regulations concerning the competence
of the expenditures are in force until December 31, 1978.

Beginning from the coming into force of this law, the regional
administrations exercise the functions which they accomplish for the
other hospitals, for mental hospitals as well.

Until the date of coming into force of the National Health Ser-
vice Reform, and at any rate not further than January 1, 1979, the pro-
vincial administrations continue to perform the administrative func-
tions relative to the management of the mental hospitals, and any
other function relative to mental health and hygiene centers.

The autonomous regional and provincial administrations of
Trento and Bolzano plan and coordinate the organization of mental
health and hygiene centers with the other health service facilities of the
territory, and carry out the gradual removal of the mental hospitals and
the different utilization of the existing facilities. These initiatives cannot
involve higher expenses in the provincial administration budgets.



INTRODUCTION 297

At any rate it is forbidden to build new mental hospitals, to use
the existing ones as specialized mental departments of general hospitals,
to create mental departments or units in general hospitals, and to use for
this purpose neurological or neuropsychiatric departments or units.

The prohibitions—mentioned in Article 6 of the Decree N. 946
of December 29, 1977, afterwards modified and transformed in Law N.
43 of February 27, 1978—are applied to mental hospitals which depend
upon provincial administrations or other public bodies, or upon public
welfare and charity institutions.

Personnel of public mental hospitals and mental health service
centers outside the hospital are employable in mental diagnosis and care
centers of general hospitals as mentioned in Article 6.

The relationships between provincial administrations, hospital
administrations, and other health care and in-patient facilities are regu-
lated by appropriate conventions, in compliance with a standard
scheme, which must be approved, within 30 days from the coming into
force of this law, by means of a Decree of the Ministry of Health agreed
by the regional administrations and the Italian provincial administration
association and after having heard, as far as personnel problems are con-
cerned, the most representative trade unions.

The standard scheme of Convention shall also regulate the staff
and functions liaisons, mentioned in paragraph 4 of Article 6, the finan-
cial relations between provincial administration and in-patients facilities
and the employment, also by command, of the personnel mentioned in
paragraph 8 of this article.

From January 1, 1979, during the negotiations for the renewal
of the labour agreement, between the agreement, regulations will be set
out for the gradual equalization between the salary and economic regula-
tions of the personnel of public mental hospitals and mental health and
hygiene service centers and the salary and economic regulations of the
corresponding categories of the personnel of general hospitals.

Article 8
Patients Already Admitted in Mental Hospitals

The rules of this law are also applied to patients already admit-
ted in mental hospitals at the time of the coming into force of this law.
The head physician responsible for the unit, within 90 days
from the coming into force of this law (with single justified reports), com-
municates the names of the patients who, in his opinion need to con-
tinue the compulsory health treatment in the same in-patient facility,
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and indicates the assumable duration of the treatment itself to the Mayor
of the respective places of residence. The head physician responsible for
the unit is also bound to accomplish the duties mentioned in paragraph
5 of Article 3.

The mayor applies the measure of compulsory health treat-
ment in hospitalization conditions in accordance with the regulations
mentioned in the last paragraph of Article 2 and notifies it to the tutelary
judge with the formalities and for the accomplishments mentioned in Ar-
ticle 3.

Omission of the communications mentioned in the previous
paragraphs causes the cessation of all effects of the measure and is consid-
ered an “omission of office deeds crime,” unless there is sufficient evi-
dence for a more serious crime.

Taking into account paragraph 5 of Article 7 and in temporary
derogation from what is established in paragraph 2 of Article 6, only
those who had been admitted before the coming into force of this law
and that need mental health treatment in hospitalization conditions can
be admitted in the present mental hospitals, provided that they request
it.



8. Critical Psychiatry
After the Law 180

When this collection of writings was published,' we
questioned its timeliness. Indeed, it refers to a precise period, be-
tween the years 1977 and 1978, during which specific themes
were recurring in the debate among the psychiatric practitioners.
These concerned both the types of service organization concen-
trated primarily in the hospital or community, and the theoreti-
cal and practical weight of exemplary experiences that attested
to a generalizable model of the “new” psychiatry. Today, with
the implementation of the Mental Health Law 180 and the estab-
lishment of the National Health Service, the situation of Italian
psychiatry and the issues seem radically changed. . . .

After the law had been in force for a year, the number of
inpatients in psychiatric hospitals was reduced considerably, and
the cases of compulsory treatment were greatly contained. A cer-
tain debate still persists regarding the quality and characteristics of
the new intermediate care and [general] hospital structures that
are still lacking. In the midst of many criticisms and with a deliber-
ate emphasis on the dangers that this law brings, we are witness-
ing the first steps towards the diffusion of a new way of practicing
psychiatry that differs from the recent past and goes far beyond
the prototype of a few experiences. Yet we are not quite certain—
and it is too early to know—what these necessary changes entail.

We need only reread the Mental Health Law to be con-
vinced that what appears, in the eyes of many, to be a risky adven-
ture, full of threats, merely inserts into the medical norm a civil

Translated by Anne M. Lovell.
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and constitutional principle that should have been implicit, but
was not: the recognition that all men and women, whether
healthy or sick, have rights. The originality of this law lies, basi-
cally, 1) in the disappearance of the judicial concept of “danger-
ousness,” from which was deduced the need for custody of the
mentally ill, and hence for violating and repressing them; 2) in
the opposition, following from the above, to the creation of new,
segregative structures; 3) in the reversal of the traditional psychiat-
ric view; for the first time, psychiatry must be prepared to con-
front those who suffer from psychic disturbances without protect-
ing itself behind the screen of dangerousness and custody. In fact,
where hospitalization is to be used, it is no longer the sick person
who determines the type of intervention in terms of the serious-
ness and dangerousness of his or her illness, but rather the social
organization, according to its capacity for responding or not to the
needs and rights of the citizen, in sickness and in health.

The law can be easily attacked, on the one hand, by the
most backward segments of this country as being risky and guar-
anteeing little in the way of protection for either the sick or the
healthy. Yet at the same time it is a target of facile attacks by those
who consider these changes and their underlying assumptions to
be merely normative interventions, rationalizations committed to
reinforcing the very institutions they were meant to negate. But if
these changes are situated within the framework of the theoreti-
cal and practical tensions that have provoked significant struggles
against the mechanisms of oppression and marginalization in the
last few years, they cannot help but carry the content of these
struggles to the forefront. To create a crisis, as is the actual case,
in a service that, being psychiatric, is rigidly custodial, means call-
ing into question one of our society’s most significant safety
valves. For this means breaking the certainty of the clear separa-
tion between health and illness, normal and abnormal, on
which the social order itself is founded. If there has been a crisis,
it was provoked by the clearly expressed will to negate the insti-
tutions of repression and violence, rather than to rebuild them.
It is the asylum, negated in practice, destroyed, dismantled, and
the rigidity of its scientific certainty and its punitive rules over-
turned, that has fractured its own internal logic. It avoids the am-
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biguities inherent when cultural models capable of filling up the
void created by this crisis are simply recycled.

In Italy, then, a law that prohibits the construction of
new hospitals and provides for the gradual elimination of those
still in use was generated by this break, at a practical level, with
the logic of perpetuating a marginal class that is implied in the
very existence of the asylum. As it prevents the recent crisis from
becoming absorbed by a new theory or ideology that would leave
the reality unaltered while interpreting it differently, this opera-
tion is the inverse of that already achieved in other countries.
There the problem was seemingly confronted by expanding ser-
vices for controlling deviance into the community without
effecting any change in the asylum'’s logic or reality. Indeed, the
persistance of social marginalization, justified by the alibi of ill-
ness and treatment, can only reproduce and reaffirm the same
logic in the community and the new services, at the same time re-
inforcing the asylum and its logic. The new Mental Health Law
has produced a struggle to vindicate the existence of a subjectiv-
ity, visible in a vigorously positivistic terrain, revealing that what
exists is other than unmodifiable “nature.” The reality and the
project of our life is what we make of it, just as what exists now
was previously “produced.”

Even if it is the fruit of a struggle, a law can only be the
result of the rationalization of a revolt; but it can also succeed in
diffusing the message of a practice, rendering it a collective legacy.
Even if the fruit of a struggle, a law can provoke a levelling of the
heights reached by exemplary experiences; but it can also diffuse
and homogenize a discourse, creating the common bases for sub-
sequent action. For this law allows for what has been desired
more than once: the possibility of transferring the contents of a
struggle from the hands of a few into those of an ever larger num-
ber of people, even if this means the slow abandonment of exem-
plary experiences as the practical reference point.

In this sense it has tended to modify, or at least to lessen,
the heroism, romanticism, and perhaps rhetoric with which all of
us—in our Jacobinism—were and are somewhat stricken. It has
forced us to confront one another more carefully than was the
case in the last few years, when our style also stemmed from our
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practical rage against the institution. This law, then, has in some
ways forced alternative psychiatric practitioners to change their
awareness of themselves and their work. And now it is as if a loss
of the “faith” that had sustained us all these years, up through the
advent of the law, now threatens us. Yet the character of the new,
emerging secularization is still undefined.

Today all of us find ourselves starting from this law,
caught between some things finished and others not yet defined.
The people who were part of this movement have caught a
glimpse of this situation; they express a concern with filling up
this void, emptied of identity and lacking any of the historical di-
mension of our work.

Traditional psychiatry offered the worker a precise iden-
tity only as the guarantor of social control. Similarly, the process
of overcoming the asylum offered the possibility of identifying
with the refusal of such control. But once the latter has been ac-
complished, sanctioned by the law to which we are now an-
chored, we reduce the possibility that allows the liberating quality
of a role identified with the struggle against the asylum to coexist
with the often asserted need for overcoming the normalizing func-
tion implicit in every psychiatric practitioner’s work.

The psychiatrist continues to be concerned with individ-
ual suffering that, however, remains instilled with a precise defi-
nition of what is the norm. The limits of the norm shift, expand-
ing and contracting according to the necessity for and change in
social values; but in the dominant logic what must be main-
tained is always the clear definition of the limit. The way in
which suffering is expressed continues to be rigid and enclosed
within the classic parameters of mental illness. For there are still
the cultural conceptions according to which one determines who
suffers from psychic disturbances, who is on the edge, at the
point of exceeding the norm’s limit, beyond which lie punish-
ment and sanction.

Once the logic of the asylum—sanction of the abnormal
world—has been broken, psychiatric practitioners find them-
selves disarmed before a sick person who still moves according to
the ald parameters of illness and who hides and defends him or
herself behind them. Identification with the institution is no
longer possible because the asylum has revealed its function as de-
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fender of the healthy with respect to the ill. An identification with
psychiatry is no longer possible because it has revealed itself to be
the instrument that permits this defense of the healthy world
through the creation of a sick place. Nor is it any longer possible
to identify with the role of those who struggle against the asylum,
because there now exists a law that has decreed its death. But nev-
ertheless psychiatrists continue to be concerned with a suffering
which they must confront without tools, without defenses. They
must grasp the world of needs from which suffering emerges, re-
storing it to the history from which it was banished in the very mo-
ment it was defined as an illness.

It is this lack of identity that constitutes the implicit chal-
lenge to what could be a different way of practicing psychiatry.
For it is in this ideological and institutional vacuum, outside the
parameters and instruments that until now have prevented us
from approaching psychic disturbances, that we will now be
forced to act.

Filling up this void, crowning this moment of suspen-
sion, of perplexity, of uncertainty with other exchangeable ideolo-
gies, can prevent us from embarking on an understanding outside
of the cultural schemes that imprison us. It would be easy to pour
into this empty space the already proven theories of interpretation
that rationalize our uncertainties. Italy, always culturally “back-
wards” when compared to other countries, is now ready to wel-
come psychoanalysis, behaviorism, therapies, etc. This readiness
is evidenced by the recent demands and requirements for the ideo-
logical and scientific reassurance that those theories bring. Yet
elsewhere they have left intact both the process of social
marginalization and the logic of the asylum that justifies it. But
the focal point that the new Italian law tends to fracture, without
halting the crisis engendered by these new theories, is the logic of
perpetuating a marginal class. And this permits us to see directly
which unmet needs and concrete frustrations feed psychic distur-
bances, what real impotence causes illness to explode, once we
have decided to avoid seeing that which we wish to cover with
metaphors. This does not mean affirming that psychic suffering
originates only out of material misery (which certainly has its ef-
fect on both the origin of the disturbance and the types of re-
sponses it receives), but rather that a social misery exists which
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prevents us from expressing our own needs and forces us to find
anomalous and tortuous paths that pass through the mediations
of illness, because we are prevented from expressing it in an imme-
diate way.

The need for a new science and a new theory is part of
what gets incorrectly defined as an “ideological void” and which,
in reality, is the felicitous moment when we might begin to face
problems in a different way. The happy moment when, disarmed
as we are, deprived of tools so that we cannot use them as an ex-
plicit defense in the face of anguish and suffering, we are forced to
relate to this anguish and this suffering without automatically ob-
jectifying them with the schema of sickness, and without having
at our disposal a new interpretative code that would require the
ancient distance between those who understand and those who
are ignorant, those who suffer and those who help. It is only in
this indirect encounter, without the mediation of sickness and its
interpretation, that the subjectivity of those who suffer from psy-
chic disturbances can emerge. This subjectivity can only surface in
a relationship that, having finally detached itself from the objecti-
fying categories of positivist psychiatry (of which the asylum is its
most complete expression), succeeds by refusing to enclose abnor-
mal experience in further objectification, and by maintaining it in-
stead in a close relationship of individual to social history.
















































