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I don’t know what madness is. It can be everything and nothing. It is 
a human condition. Madness is present in each of us as is reason. The 
problem is that society, to be able to call itself civil, should accept 
reason as well as madness. . . . When someone who is mad enters the 
asylum, he stops being mad and is transformed into a sick person. 
The problem is how to undo the knot, how to overcome institutional 
madness, and to recognize madness where it originates, that is, in life 
itself. 

Franc0 Basaglia (1984) 

Every point in the exercise of power is at the same time a site where 
knowledge is formed. And conversely every established piece of 
knowledge permits and assures the exercise of power. . . . [T]here is 
no opposition between what is done and what is said. 

Michel Foucault (1979a) 

Foucault gave us a new slant on the period of turbulent change punctuated by 
the French uprisings of 1789 and, almost 100 years later, the foundation of the 
third French republic. During that century, when Europe experienced revolu- 
tions and communes, the collapse of monarchies and the birth of nation-states, 
a far more subtle transformation was taking shape. Foucault describes it as a shift 
from proscriptive, negative forms of power to prescriptive, normalizing ones, 
from a hierarchical judicial grid to a polycentric, technical one (Foucault, 1979b). 

Suddenly in a few decades, the mad, the criminal and the deviant were no 
longer governed by judicial statutes. In the 19th century landscape depicted in 
works such as Foucault’s Discipline and Punish (1977), Donzelot’s The Policing 
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of Families (1979) and Caste13 L’Ordre Psychiatrique (1976), a series of new 
experts appeared. Their task was to focus on the individual, to separate normal 
from abnormal, to sort out good citizenship from the lack of it. The physician, 
the psychiatrist and the teacher, and as the 20th century drew closer, the social 
worker, the psychologist and the probation officer were the new professionals 
deployed for modifying society, and in particular the “malleable mass” of aso- 
cial and unproductive individuals. Their legitimacy as experts would flow from 
the new types of knowledge (saviors) and the specific techniques for mastering 
the individuals that were evolving. 

Psychiatry emerged during this period as both a “science” and a political 
technology. It had transformed the diversified and polymorphic ways in which 
madness was experienced into a disease, silencing and confining it behind asy- 
lum walls. But psychiatry also took on a positive public policy role, as part of 
what has been described as the “nineteenth century strategy of transcribing 
problems of collective order, social, political and economic, into problems of 
morality,” thus neutralizing as a social danger those individuals who could not 
be assimilated into society (Gordon, in press). It is this dual role of healer and 
as political personage that the psychiatrist has continued to play in modern 
Western societies. 

During the last two decades, Western psychiatry again underwent dramatic 
changes. First, a new configuration of institutions and technologies for manag- 
ing madness crystallized in Western Europe and North America, in a phase now 
labelled deinstitutionalization. Second, the legitimacy of psychiatry was called 
into question, its expertise challenged and its political side unveiled. Criticisms 
were voiced within the profession (antipsychiatrists and radical psychiatrists) 
and came from social scientists, lay persons and patients on the outside. Al- 
though these two tendencies intersected, they were produced at different 
rhythms. 

In one country, deinstitutionalization and the critique of psychiatric expertise 
coincided. The “truth” of madness and of the particular forms of deviancy that 
psychiatry manages were, as a consequence, challenged. This profound modifi- 
cation took place within the discipline itself, not at its wings. And, while it was 
embodied in a social movement, it was also elaborated in the writings and 
practice of a remarkable Italian psychiatrist, Franc0 Basaglia (1924-1980). It is 
to his reversal of the psychiatric role and to the different meaning he gave to the 
subject-matter of psychiatric expertise-deviance, dangerousness, violence and 
madness-that this paper is addressed. 

Origins and Aftermath of Deinstitutionalization in the United States 

Of all the psychiatric reform movements of the 20th century, none has 
created more turbulence than the attempt to close down the public asylum 
system and return its inmates to the outside world. Yet far from being a coher- 
ent, unified policy, deinstitutionalization in the United States was the point of 
convergence of many tendencies, among them a conservative fiscal policy, a 
liberal civil rights issue and a bipartisan humanitarian reform. 

Widely circulated exposes and studies from the 1950s on, provided fuel for a 
reform movement. In the early 196Os, researchers including Goffman, (1961), 
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Stanton and Schwartz (1954), Caudill (1958) and Greenblatt (1955), described 
the custodial function and dehumanizing nature of the psychiatric hospital. 
Labelling theory, by positing mental illness as a secondary product of social 
relationships, gave a scientific rationale for prevention and treatment in “nor- 
mal” society, where the process of exclusion begins, rather than in the asylum 
which is the end-point of the spiral. The compelling attacks that antipsychia- 
trists like Laing (1959, 1963), Cooper (1967) and, in a different vein, Szasz 
(1961), launched against conventional psychiatry, especially its asylums, reso- 
nated with the libertarian, antiauthoritarian ethos of the sixties and early seven- 
ties. 

A second but no less relevant evolution was the range of new technologies 
becoming available after World War II. Even before chlorpromazine was first 
marketed, brief treatment techniques, crisis intervention, counselling and psy- 
chotherapies were in the making. These not only broadened the knowledge-base 
that mental health professionals could draw on; they also made possible the 
treatment of chronic, as well as acute, patients in non-hospital settings. 

While the disenchantment with traditional psychiatry set the stage and the 
new technologies provided necessary tools, several other factors began converg- 
ing from the 1950s on, and resulted in deinstitutionalization. For one, the 
existing physical plant of the asylum system in the states-a legacy of the 19th 
century-was rapidly approaching the total decrepitude that made its replace- 
ment mandatory (Scull, 1984). Then, on the heels of the civil rights movement, 
lawyers and patient activists started to bring class action suits to advance their 
cause against institutional psychiatry. Among the landmark cases, Wyatt v. 
Stickney in 1972 forced the state of Alabama to upgrade its punitive and 
substandard mental hospitals according to specific standards while restricting 
physical restraints and assuring patients a right to treatment, not merely custo- 
dy. Other legal victories overturned commitment statutes; in their wake, states 
revised their statutes, making involuntary commitment less frequent. In the mid 
197Os, Kenneth Donaldson, a long-time hospitalized patient, won the right, 
before the U.S. Supreme Court, for non-dangerous patients to refuse in-hospi- 
tal treatment if they could survive on the outside. Regardless of the political 
climate in which these battles were fought, judicial decisions were usually im- 
plemented in such a way as to favor deinstitutionalization. Ironically, the reason 
was often the prohibitive cost of upholding standards of care in institutions. 

Deinstitutionalization also grew out of motivations to “federalize the dollar.” 
The Community Mental Health Centers Act of 1963 provided, for the first 
time, federal monies for psychiatric care. However, it is not clear that the 
establishment of the centers themselves had a direct effect on the census of 
public psychiatric hospitals (Brown, 1985). In fact, until recently, new “lighter” 
psychiatric populations and not chronic, ex-patients comprised most of their 
caseload (Castel, Caste1 & Lovell, 1982). 

Cost-sharing mechanisms and federal income maintenance programs applied 
to care of chronic patients in non-asylum settings. Medicaid, for example, paid 
for treatment in psychiatric wards of general hospitals and large nursing homes, 
but not in mental hospitals (except in the cases of the very young and the 
elderly). Supplemental Security income (SSI) excluded public facilities, but 
could be used in boarding homes and independent living situations. Medicare, 
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too, provided impetus for transferring patients out of psychiatric hospitals. All 
three types of grants supported a form of deinstitutionalization which Europe- 
ans call “Reagan-style,” in reference to his policy by which, as Governor of 
California, he promoted depopulating state hospitals as a cost-saving- not 
treatment-strategy. 

Despite this point of convergence, deinstitutionalization in the United States 
failed to achieve the goal that some of its advocates had in mind.-Insofar as the 
closure of state hospitals was rarely accompanied by the opening up of com- 
munities, and in the absence of a major redefinition of mental illness or of 
psychiatry as a social practice, deinstitutionalization in the United States tend- 
ed to reproduce in local settings the same exclusionary, institutional logic that 
was the very foundation of the public asylum system. 

Psychiatric patients were supposedly being returned to community life. But 
“community” covers a multiplicity of meanings, and for deinstitutionalization 
it was defined negatively, as any setting outside the hospital. One might actually 
see “asylum” and “community” as false opposites; “respectively, a closed space 
of repression and internment and an open space of liberty and solidarity that is, 
in some respects, both paradoxical and unreal” (Gordon, in press). In the 
American deinstitutionalization experience, communities could be exclu- 
sionary, rigid and prejudiced (Scheper-Hughes, 1981),’ and their solidarity was 
often turned against outsiders, including the expatients in their midst. 

What really occurred was an oscillation between confinement and abandon- 
ment, not confinement and “community,” if we define the latter as an accepting 
collectivity with whom expatients could develop ongoing relationships involving 
positive support and integration of some sort. Not only were many hospitals 
never closed down, but that particular option found in the asylum is still firmly 
entrenched in the American psychiatric system. At the same time, care-if not 
custodialism -was transferred in part from state-run hospitals to federally 
funded or privately financed community-based institutions. Nursing facilities 
now comprise the most common alternative placement for ex-mental patients, 
with about half their residents reported as having psychiatric disorders (NIMH, 
1980). Close to a million psychiatrically disabled persons now live in board and 
care, adult or nursing homes. The criminal justice system appears to have 
absorbed still more of a population that would in earlier years have faced 
hospital commitment. The 80% increase in the prison population during the 
past decade is paralleled by increasing reports of psychiatrically disturbed in- 
mates. 

For other former and potential psychiatric inpatients, “community” is a 
hostile and rejecting neighborhood, inner-city or peripheral, where the “new 
trade in lunacy” (Scull, 1981) is found in welfare hotels. And for still others, it is 
simply the streets, transportation depots, doorways and emergency shelters. 
The community, if any, to which these marginal individuals belong is one 
comprised of people like themselves, trying to “make it” around and outside the 
regulatory systems. 

‘This was true in the South Boston community where one of us conducted an ethnographic study of 

discharged patients. 
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How has deinstitutionalization in the United States affected the expertise of 
psychiatrists, particularly in public psychiatry? Perhaps the most important 
influence came from anti-psychiatry, the patients’ rights movement and civil 
libertarians. Early on, both the radical critiques and sociological studies (con- 
cerning the effects of custodialism, and psychiatrists’ lack of commitment to 
the best interests of patients) served as a sort of counter-expertise in the lawsuits 
mentioned earlier. A further challenge came from alternative ways of perceiving 
and treating what professionals saw as mental health problems. Neighborhood 
groups, for example, fought to wrest control of community mental health 
centers from the hands of professionals. Feminists, gays and ethnic groups 
developed new modalities which often incorporated different cultural under- 
standings of the roots of their problems, if not an awareness of their relation- 
ship to broader political and social issues. Expatient groups constantly chal- 
lenged the more repressive aspects of psychiatry, such as electroshock, 
psychosurgery and involuntary commitment; they also ran self-managed cen- 
ters. In the end, the patients’ rights movement and legal actions introduced 
much-needed changes in public psychiatry (Brown, 1985, chap. 9). But while 
the legitimacy of psychiatric expertise may have wavered, it came out strong and 
intact. And while the parallel circuit of services and alternative therapies had a 
slight democratizing effect on psychiatric practice, the overall impact on public 
psychiatry was weak (Castel, Caste1 & Lovell, 1982). 

Psychiatric expertise was also affected by the emergence of new categories of 
deviancy, which it was unprepared to confront. Its knowledge base was too 
narrow to include the problems presented by many individuals who, in an era of 
deinstitutionalization, can no longer gain admission to public hospitals or 
refuse that option outright. With the homeless individuals who are considered 
to be mentally ill, for example, psychiatry has developed a labile relationship, 
sometimes defining them as the actual victims of deinstitutionalization’s after- 
math, at other times abdicating all responsibility in the face of their neediness. 
The basic issues of poverty-lack of housing, food, and income- blur the lines 
between psychiatry and welfare. 

Other marginal groups present as much of an enigma for psychiatric knowl- 
edge, if we can judge by the recent literature (Bachrach, 1982). Individuals may 
weave in and out of the network of psychiatric services largely because of 
economic necessity. As the poverty once found in the asylum is now reflected in 
the streets, two options are possible: fending for oneself or interacting with a 
regulatory system. This is illustrated in the new deviant category, the so-called 
young adult chronics who, being largely unemployable, have only one depend- 
able source of subsistence (S.S.I.) tied to a stigmatizing and chronic diagnosis. 
In the bustling, impersonal marketplace of American streets, they “traffic” in 
illicit symptoms, trading their illness for a semblance of economic security 
available through welfare for the totally and permanently disabled (Estroff, 
1981). And they become ensnarled in a regulatory system, albeit one not at- 
tached to closed institutions. 

For other homeless persons who suffer trauma, disorientation or psychosis, 
psychiatry’s major organized responses have been emergency services and medi- 
cation that obscure the social aspects of problems by treating victims solely as 
mentally ill. It is mainly nonprofessional and advocacy groups that have ad- 
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dressed the issue of material needs. As the 1984 American Psychiatric Associa- 
tion’s report on the homeless mentally ill revealed (Lamb, 1984), psychiatrists 
continue to exert the power of their public policy role by using medical and 
psychiatric labels to distinguish the mentally ill as warranting public charity 
that other marginal persons living in public spaces do not merit. It is, as Estroff 
has remarked, “the difference between being merely disgraced (and disgraceful) 
and being disgraced but deserving” (Estroff, 1985). 

In the aftermath of deinstitutionalization, then, as public psychiatry draws 
closer to systems of welfare, there are no clear boundaries around psychiatric 
expertise. Psychiatry’s competence as a “science” of deviance has been chal- 
lenged by new populations -young adult chronics, homeless and other margin- 
als - for whom it had no treatment, other than through turning their social and 
material problems into psychiatric ones. In fact, psychiatry has either “psychia- 
trized” this poverty or ignored it. 

Had the asylum been replaced by community (in the negative sense of the 
term, i.e., all that is not asylum), we might concede a third effect of deinstitu- 
tionalization; namely, that psychiatrists had lost their functions of custody and 
segregation. In fact, social control theorists have argued that the asylum has 
outlived its usefulness to the state and that it represents an archaic institution of 
social control, inappropriate to the needs of an advanced capitalist society such 
as the United States in the late 20th century (Scull, 1984). Yet the public psychi- 
atric hospital is as persistent as ever, despite the decrease in inpatient popula- 
tions and, in some states, admission rates (Brown, 1985). Psychiatrists as a 
profession may not be particularly committed to the task of managing huge 
state “monasteries of the mad” (Scull, 1984), yet they continue to run state 
hospitals. Furthermore, many of the “softer,” street-level techniques that sup- 
posedly substituted for the “harder,” more repressive treatment of the asylum, 
have coexisted with institutional psychiatry for over half a century. Finally, 
American psychiatry’s relationship to the state has never been as clear-cut and 
direct as in Europe; in fact, as a profession, American psychiatry has always 
been a largely private enterprise, with the asylum under local, not federal, 
control (Castel, Caste1 & Lovell, 1982). 

American deinstitutionalization, then, neither modified psychiatry’s func- 
tion as an “agent of the state” nor threatened professional power. Instead, it 
expanded the range of possibilities for professional and psychiatric power over 
deviant individuals. Foucault, in Discipline and Punish, speaks of a “carceral 
archipelago,” with regulation and surveillance taking place at multiple points. 
We might borrow the term “circuit of control” (Basaglia, 1980), bringing to 
mind the continuity between nursing home, boarding home, non-residential 
treatment facilities to which patients can now be committed. To these can be 
added the network of community mental health, social welfare programs, and 
ad hoc services with their varying degrees of control over clients. More recently 
the circuit has expanded to encompass shelters and the streets. Deinstitutionali- 
zation signifies, here, the shift from confinement in a single place to circulation 
between multiple portals of entry; in popular terminology, the revolving door. 

In this scenario, the source of psychiatric power-psychiatric expertise or its 
specific knowledge-stands unchanged. At this juncture the major challenge 
arises from the dire straits of homelessness and/or poverty among those who, 
in another era, would have filled public asylums. Before them, psychiatry is 
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stymied: either it admits defeat and resorts to the certitudes or reinstitutionali- 
zation, or it opens itself up to a renegotiation of its territory. In the latter case, 
madness can only be interpreted as a problem of poverty, exclusion and 
marginality, rather than the other way around. But how psychiatry interprets it, 
will in turn affect the way it uses its power and public policy mandate. 

Deinstitutionalization and the Anti-Institutional Movement in Italy 

During approximately the same period that mental patients were being moved 
out of the back wards of American hospitals, a very different approach was 
attempted in Italy by a small group of psychiatrists and other mental health 
workers, led by Franc0 Basaglia. The anti-institutional movement he started, 
which was eventually reflected in the formal organization Democratic Psychia- 
try, altered the face of Italian psychiatry, calling into question its basic premises 
and turning it inside out-from asylum to community and from instrument of 
social control to self-critical practice. Basaglia and his co-workers throughout 
Italy were able to recognize and confront, rather than bury and obscure, many 
of the same paradoxes that plagued public psychiatry and deinstitutionalization 
in the United States. 

The Italians were able to do this because the anti-institutional movement 
evolved as a radical critique of psychiatry within the field itself. Their social and 
political ideology was both specific to itself and grounded in a broader social 
and political movement. It was informed from the start by a critical conscious- 
ness almost totally lacking in the very pragmatic and often disconnected Ameri- 
can approaches. By interpreting madness as an expression of unmet needs -and 
not simply ignoring or “psychiatrizing” poverty - Democratic Psychiatry was 
also able to avoid “Reagan-stfle” deinstitutionalization. 

The anti-institutional experiment in Italy can be traced back to 1961, when 
Basaglia, then an existential psychiatrist with a traditional research back- 
ground, was appointed director of a 600-bed public asylum at Gorizia, in Italy’s 
Northwest. At that time, there were over 100,000 patients in almost 100 public 
mental hospitals (manicomi) throughout Italy. Compared to the trends under- 
way in other Western European countries and the United States, Italian psychi- 
atry was “anachronistic,” in part because of the cultural setback of the Fascist 
period which had halted importation of more modern ideas from other coun- 
tries. Psychoanalysis and community psychiatry, for example, were still basical- 
ly unknown at the beginning of the 1960s. And although organicist models 
dominated, advances in biological psychiatry, such as psychotropic medication, 
were slow to penetrate Italy’s public mental hospitals. 

The process that Basaglia set in motion at Gorizia and carried out for almost 
20 years can be divided, very schematically, into two moments: (1) the refusal to 
see the sick person as a non-person and the attempt to restore his or her 
humanity; and (2) the awareness of the therapeutic act as a political one and the 
attempt to change psychiatry by transforming its relationships to power. In the 
course of his work, Basaglia was influenced by several philosophical and politi- 
cal approaches. 

During the initial period at Gorizia, though, his humanistic approach 
stemmed from an emotive reaction. Having come from 14 years in an academic 
setting, he was shocked by the contrast between the “madness” he found in the 
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asylum and the reified case histories in textbooks and of private patients un- 
touched by institutional experiences. But he also made the analogy with other 
institutions. As a medical student in the Italian Resistance, Basaglia had been 
imprisoned under the German occupation. This formative experience provided 
the elements for an evocative equation of asylum, prison and concentration 
camp. Thus his subsequent transformation of the asylum at Gorizia shared 
intellectual roots, stemming from the Second World War, with reformers in the 
United States (Deutsch, 1969) and with the St. Alban group in France, who 
eventually developed institutional psychotherapy, a major reform in French 
psychiatry.2 

Phenomenology had also given him a more holistic view of the individual to 
counter the detachment and objectification of the psychiatric perspective. But 
Basaglia’s attempts to humanize Gorizia demonstrated the limitations of his 
earlier, existential phenomenological approach. Not only did phenomenology, 
like psychoanalysis, lack the potential to change the lives of large numbers of 
confined people, but its concept of subjectivity bore little relation to the daily 
reality experienced by inmates. Through years of institutionalization, they came 
to identify themselves with the asylum itself, which determined the responses to 
their every need. Institutional regulations would, in Basaglia’s words, become 
inscribed on the very body of the inmate-the body became institution. 

Phenomenology as a treatment modality eventually gave way to an anti- 
institutional practice based on sociological and political analyses. Nevertheless, 
the philosophy continued to exert a profound influence on Basaglia. It enabled 
him to question medical knowledge and expertise as an ideology. For example, 
from the philosopher Husserl he borrowed the major concept of “bracketing:” 
the suspension of judgments about what is given in the first encounter. In his 
work, Basaglia “bracketed” mental illness as an illness, temporarily suspending 
diagnostic labels and slowly uncovering the aspects of behavior that had been 
produced by poverty, stigma and segregation. 

An awareness of how central social factors were to the form mental illness 
took was also influenced by Marxism. Basaglia saw psychiatry as providing an 
ideology, through its nosology, treatment and roles, designed to cover over the 
institutionalized violence directed against the mostly lower-class persons who 
populated the back wards of Italian public mental hospitals. One had to see 
through psychiatric knowledge, as he wrote many years later: 

Once the medical pretenses are gone we can see the misery and the 
poverty that are the true nature of the asylum. The specificity of 
madness is also gone. The deception is obvious. It is one thing to say 
that an institution locks up fifty sick people. It is quite another to say 
that fifty poor people have been locked up because there is no other 
solution to their problems. (Basaglia, 1982) 

*Led by Spanish civil war veteran, Francois Tosquelles, and a group of psychiatrists who had been active in 
the French Resistance, the institutional psychotherapy movement interpreted institutional dynamics in psy- 
choanalytical terms, but also incorporated social factors in its analysis. 



DANGEROUSNESS, DEVIANCY AND MADNESS 369 

Questioning psychiatric knowledge as an ideology, though, left the trouble- 
some problem of defining madness. In his writings,j Basaglia deconstructed 
madness as a medical concept, yet never followed with a description of it in 
positive terms. For him, human existence could not be described, contained and 
rendered meaningful by simple divisions between ill and healthy, insane and 
sane. In his writings, as in his practice, he tried to demonstrate that what we 
exclude is what we reject in ourselves. In other words, madness is part of us. 
Basaglia recognized the suffering in madness, but for those who were impris- 
oned by material conditions, it is the “suffering of survival,” the suffering of 
unmet needs. 

Later on, Basaglia and his wife, Franca Ongaro Basaglia, came to see the 
entire institutional apparatus of psychiatry-its structures, ideologies and 
roles-as constructed in order to deal with the “double:” that second, other 
illness created by exclusion and segregative control. They suggested that it was 
virtually impossible to distinguish between the damage produced by the disease 
and the damage produced by institutional responses (marginality and institu- 
tionalization) to that disease. The Basaglias approached some basic thinking in 
medical anthropology in their insistence that symptomatology - the expression 
of disease-was constructed according to the way a society sought to treat it. 

Democratic Psychiatry in Franc0 Basaglia’s Practice 

At Gorizia, Basaglia focused on the manicomio as a microsocial space that 
reproduced perversion in human relations and created an illness specific to 
itself. (British and American researchers had named this phenomenon “institu- 
tionalism” or “institutional psychosis”.) The manicomio, he wrote while at 
Gorizia, 

is an enormous shell filled with bodies that cannot experience them- 
selves and who sit there waiting for someone to seize them and make 
them live as they see fit -that is, as schizophrenics, manic-depres- 
sives, hysterics, finally transformed into things. . . . The silence 
which thus sets in, within the asylum, becomes both typical of it and 
the guarantee that from it no other messages will reach the outside 
world. (Basaglia, 1981b, p. 251) 

The immediate environment at Gorizia was so inhumane that, at first, Basag- 
lia sought only to eliminate the more violent psychiatric practices of physical 
restraint, seclusion and electroconvulsive therapy. He introduced chemotherapy 
to substitute for physical restraint, but in doing so uncovered the paradox that 
psychotropic drugs adversely affected the anxieties of both doctor and patient. 
They could calm the doctor’s anxieties about his or her ability to relate to the 
patient as a human being. On the other hand the drugs increase the patient’s 
level of awareness of a hopeless situation. Drugs were therefore used at Gorizia, 

‘Basaglia’s writings have been collected in two volumes running over 1000 pages (see Basaglia. 1981a. 
1982a). Selected writings have been translated and edited in English (see Scheper-Hughes & Lovell, in press). 
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but were accompanied by consciousness-raising about their purpose, not ad- 
ministered automatically. 
As a second step Basaglia turned to a discovery that British psychiatrist 

Maxwell Jones had made in 1952. The therapeutic community, in which every 
aspect of a patient’s life and relationships was given a therapeutic purpose, 
supposedly overcame institutionalism. The T.C. model incorporated a policy of 
opening the doors of the hospital, which is what Basaglia proceeded to do at 
Gorizia. 

Initially Basaglia and his colleagues considered the “open door” as a unifying 
symbol of freedom. But they soon discovered that an unlocked door merely 
reminded patients of their confinement, of their rejection by the world outside. 
Instead of taking the cue to freedom and autonomy, the patients, Basaglia 
wrote, “sit quietly by and 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 
efforts, their own freedom” (Basaglia, 1981b, p. 251). 

The open door policy produced another paradox: fewer escapes, less “acting 
out,” and continued subservience and gratitude to the paternalistic but benevo- 
lent authority figure of the doctor. For Basaglia, the only solution remaining 
was to engage his patients in a relationship of reciprocal tensions, to challenge 
their “mortified humanity.” Back ward patients were therefore encouraged to 
participate actively and aggressively in what Basaglia called the “destruction of 
the hospital:” dismantling the physical barriers (bars, doors, windows) that had 
so long confined and excluded them, challenging the rules and regulations that 
molded them. In this process of “destroying” the asylum, other measures were 
introduced. 

A major way of opening up the wards, for example, involved creating paid 
labor in the hospital. The ability to work gave patients a reason to leave their 
beds and their wards; it stirred the general stagnation and emptiness of a life in 
which all temporality and all contact with the outside world had stopped. 
Instituting fair standards of wage labor exposed the sham of “work therapy” 
(ergotherapy) whereby unpaid labor was extracted from hospital inmates in the 
name of “treatment.” 

Another aspect of this transformation was the organized instances of en- 
counter: the ward meetings, and in particular the daily assemblee, a general 
gathering of patients and staff with a rotating chair, elected from among in- 
mates. This was a spontaneous event to which one could come and go; there 
was no requirement to attend. The topics for discussion were not preplanned, 
but came from the floor, centering on needs the patients were beginning to 
express, both collectively and as individuals. 

The meetings and assemblee- at one point as many as 50 a week were held at 
Gorizia- best characterize how Basaglia’s therapeutic community differed from 
British and American versions. First, unlike the general meetings that are part 
of the Anglo-Saxon models, the Italian assemblee avoided psychodynamic in- 
terpretation and focus on the therapeutic process. Neither were they run or 
directed by staff. In fact, the assemblee was often disorganized, uncontrolled, 
and open to anger, passion and unreason. It was anything other than a safe 
place for the controlled venting of interpersonal and intrapsychic problems. It 
also allowed patients to publicly voice angry complaints, which for the first 
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time were recognized as legitimate demands rather than suppressed as meaning- 
less symptoms of disease. 

Secondly, the assemblee became a forum where problems, including the tre- 
mendous anxieties provided by new freedoms like the open door, could be 
discussed and experienced collectively. In the traditional therapeutic communi- 
ty, such problems were expressed and acted upon verbally. In the Italian model, 
they provoked concrete changes in the patients’ lives. In this sense, a truly 
democratic psychiatry was growing, paradoxically seeded by the authority of 
the doctor (Carrino, 1984), yet allowing the reality to be transformed by the 
very people who voiced the problems linked to their powerlessness. This demo- 
cratizing process expresses very well what Basaglia might have defined as “ther- 
apeutic .” 

Finally, in the assemblee as in other aspects of hospital life, the power that 
staff held over patients was never masked. In fact Basaglia’s theoretical origi- 
nality lay in extending the analysis to include both the asylum (provided by 
Goffman) and the therapeutic community (originated by Jones), by showing 
how the power relations within reproduced the structure outside. 

Humanizing the hospital through a community-in-the-asylum, in fact a po- 
liticized one, produced a new paradox. With the open door and a reappro- 
priated sense of self, patients could leave the hospital. Yet once outside, their 
powerlessness -economic and social, or contractual-became even more ap- 
parent. Not only did patients need to form new social identities, they also 
needed a minimum contractual power with which to relate in a world that had 
excluded them. 

Thus the next major step for Basaglia and his co-workers entailed reaching 
out and weaving ties with groups on the outside. By 1970, when the anti- 
institutional movement was spreading to hospitals throughout Italy, Basaglia’s 
team and its offshoots were forming political alliances with labor unions, pro- 
gressive political parties and neighborhood organizations. More importantly, 
they sought through the media open debates, town meetings and other means, 
the support of ordinary citizens-those for whom the manicomio represented 
protection against the threat of chaos, dangerousness, and the disorder believed 
to be contained within its walls. In 1973, the anti-institutional movement 
coalesced in a formal organization of mental health workers, Democratic Psy- 
chiatry. They would push for non-medicalized psychiatric reforms that eventu- 
ally culminated in a national law, which will be discussed below. 

The dismantling of the psychiatric hospital of Trieste, where Basaglia became 
director in 1971, best exemplifies the building of “community,” in terms of a 
shared sense of solidarity with patients, outside the hospital. This effort was 
political and cultural, evolving in tandem with the destruction of the hospital 
inside. 

The foray into the city outside was prepared from within (Lovell, 1985). 
Wards at Trieste were reorganized according to catchment areas in the city. The 
same staff that treated patients in the hospital was responsible for following 
them in the city, “psychiatric” tasks were not separated from “welfare” work. 
The community mental health centers themselves were established in accord- 
ance with this hospital geography. This structure avoided the split seen so often 
in the United States and France between the “heavy” client load of chronic 
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patients confined to the hospital or to special services and the easier-to-treat 
“light” clients in community mental health centers. 

Blurring the lines between psychiatry and welfare by treating material needs 
created when a patient is discharged opened a new problem, one all too familiar 
in public psychiatry: some patients, being too frail or elderly or too thoroughly 
institutionalized, simply could not find a niche in the city. Discharging these 
patients would have been tantamount to abandonment. Instead, some of the 
emptied wards at Trieste were converted to permanent apartments. More impor- 
tantly, the expatients gained a form of contractual power through the status of 
ospite, or guest. Critics who have seen this as semantic play - “word magic” that 
masks the fact that these patients are still in the hospital (Jones & Poletti, 
1985) -miss the essential point. As ospite, their full civil rights were restored, 
they were free to come and go as they pleased, with lodging, meals and a 
subsistence allowance (for those not working in patient cooperatives) provided 
for them. Neither chemotherapy nor psychotherapy was mandatory. This was a 
demedicalized solution to the problems created by the interface of disease and 
economic necessity. 

Furthermore, the creation of the guest status was part of a whole series of 
changes around the organizational and disciplinary pillars of the therapeutic 
universe that opened itself outward. As the wards were unlocked and replaced 
with autonomous housing, the director of staff encouraged the flow of traffic 
through the doors to go both ways: inmates into the city, townspeople into the 
asylum. The latter were lured inside with film festivals on the hospital grounds, 
plays of travelling repertory companies, and performances by musicians, ac- 
tors, artists. Comfortably interspersed among the patients, visiting townspeo- 
ple could begin to recognize in the distress and suffering of former inmates 
some of the very same problems and difficulties that plagued their own lives 
(Lovell, 1985). 

Art and animation played an important role in changing the culture of mad- 
ness, or the ways in which outsiders viewed (or ignored) the hospital and its 
residents. Basaglia and his co-workers had a particular affinity for the Italian 
artists’ community, seeing in the social commentary of the surrealists and post- 
impressionists another way of sensitizing the outside world to the violence of 
segregative control. At Trieste artists were invited to participate in the anti- 
institutional movement. Some even moved into vacated wards and buildings, set 
up workshops and, with ospiti and patients, painted colorful and outrageous 
murals and psycho-political graffiti (Lovell, 1985). In 1975 a group of 
artists working inside the hospital built what became a unifying cultural 
symbol of the Italian anti-institutional movement, Marco Cavallo, a giant blue 
papier-mache horse on wheels. Artists and ex-patients marched through the 
streets of Trieste. Appropriated by the alternative psychiatry movement 
throughout Europe, the symbol of the Blue Horse came to represent not so 
much a desire for tolerance towards illness, as a stimulus to confronting it 
without expulsion and confinement to a special place. 

By the mid-1970s, however, the encounter with the life of the city produced 
another paradox. New social problems emerged as the poverty of the asylum 
joined the poverty in the neighborhoods-chronic unemployment, housing 
shortages, loneliness and continuing isolation. New responses had to be created 
and emergency assistance obtained. Basaglia and his staff constantly pressured 
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the provincial government for higher entitlements for ex-patients. Eventually 
they were able to open six alternative community mental health centers in the 
city through alliances with Trieste’s provincial administrators, political parties 
and labor unions, and by collaborating with institutions such as the prison and 
the general hospital. 

By 1977 the hospital at Trieste was closed down, its interior having been 
transformed into a new social space. The buildings themselves incorporated the 
parameters of community life: a beauty shop, dormitories for college students, 
a local “pirate” radio station, and a cooperatively run day-care center for chil- 
dren occupied the vacated buildings and grounds at different points in time. 
Municipal street numbers were assigned to the buildings, including those where 
ospiti resided, almost in defiance of the geographical boundaries of normality 
(Lovell, 1985). 

The “Basaglian” experience stimulated similar transformations in other cities 
(Love11 & Scheper-Hughes, in press; Ramon, 1983). For several years, the more 
progressive hospitals and mental health centers in cities like Arezzo, Ferrara, 
Naples, Reggio Emilia and Perugia were the laboratory where a new anti- 
institutional psychiatry was practiced and an alternative knowledge-base elab- 
orated and passed on. 

In 1978 the Italian Parliament passed a mental health reform law based on 
many of the principles that had guided Basaglia and his followers at a microso- 
cial level. Nowhere else had a movement critical of psychiatry achieved the 
success and political clout to influence such radically different concepts of 
madness, deviancy and dangerousness in the spirit of a national law. But before 
turning to this legislation, a closer examination of those concepts is appropri- 
ate. 

Law and Psychiatric Expertise: Deviancy, Dangerousness and Violence 

It should by now be clear that Italian deinstitutionalization as practiced by 
Basaglia and his followers differed dramatically from the American phenome- 
non of the same name. The Italians saw madness and deviancy in a way more 
akin, but not equivalent to certain antipsychiatric theories that never success- 
fully penetrated official American psychiatry. Basaglia’s reflections on the core 
matter of psychiatric expertise -dangerousness, violence, deviancy and mad- 
ness-can be found in the essays and analyses concerning his day-to-day work 
and observations. The radical content of this knowledge could only give rise to. 
(and arise from) an alternative way of exercising psychiatric power. 

Since the 19th century the judicial sanction for the psychiatrist’s public policy 
role has been grounded in the legal provisions concerning dangerousness. If 
psychiatrists are to treat mental illness, they also contribute to maintaining 
social order and protecting civil society from those individuals deemed to be 
disturbed and dangerous. In Italy, this role was spelled out in the alienist law of 
1904. Provisions for involuntary commitment on the basis of public scandal 
and dangerousness remained on the books until 1968, and provided the umbrel- 
la category from which all other diagnoses were derived. Implementation of 
these provisions depended upon the psychiatrist’s expertise in determining 
whether an individual might be violent and therefore should be hospitalized for 
what he or she might do. 
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In the course of his work, Basaglia developed an original interpretation of 
dangerousness and violence. Goffman’s 1961 study of St. Elizabeth’s hospital 
in Washington, D.C. had concluded that patients in psychiatric hospitals, far 
from being products of their illnesses, were created by the destructive and 
dehumanizing environment to which they were confined. In this situation, 
Basaglia saw a double violence-that of the totalizing institution that circum- 
scribed, penetrated and controlled every aspect of the patient’s being, and that 
of the patient who, stripped of all autonomy, reacted to this situation. 

Once hospitalized for presumed dangerousness, patients found themselves in 
a coercive situation in which everything was foreseen and controlled as a func- 
tion of what might happen. Having been totally objectified and divested of 
responsibility, they could experience autonomy only in the “forbidden act.” 
Thus, Basaglia reasoned, the logic of the asylum reproduced the very behavior 
it was supposedly mobilized at every turn to prevent. From the patient’s per- 
spective, what implicit message is conveyed by locked doors, barred windows, 
and physical restraints, if not the taunting dare to escape? Within a totally 
regulated life deprived of any choices, all that remains is the act of transgres- 
sion. 

Like certain American lawyers and researchers in the 197Os, Basaglia ques- 
tioned the ability of psychiatrists to predict dangerousness, the very rationale of 
psychiatric expertise. This doubt took him one step further. The real source of 
patient violence and aggressivity was not illness, from which society must be 
protected, but rather the institutional relations of exclusion and control. Yet 
psychiatrists identify the motivations behind “acting out” or the potential dan- 
gerousness- the assault, the escape, the suicide attempt -in the nature of the 
illness itself. And if the supposedly irrational act is incomprehensible, then the 
psychiatrist is freed of all responsibility. For if the individual in question is 
“sick,” then there can be no real cause-only abnormal, incontrollable and 
poorly understood aspects of the illness. 

As we have seen, the “open door” policy and the therapeutic community, at 
first glance, appear as antidotes to institutionalized violence. The liberalized 
institution, however, inevitably leads to the outside world, a potentially more 
volatile situation. Here patients face a social reality that continues to exclude, 
reject and despise them. After all, Basaglia pointed out, the original violence, 
as an expression of power (and powerlessness) in dominant-subordinate rela- 
tionships, originates in society, in family life and the educational system and 
exploitative work, not in the asylum. Yet without a social role other than that of 
a perhaps rehabilitated ex-patient, the deinstitutionalized remain caught in a 
cycle of further institutionalized, or predetermined responses, that perpetuate 
the same violence the institution was meant to negate by its more liberal ap- 
preach. 

The image of the patient as dangerous, disgraceful and in need of custody 
and confinement, which follows him or her out of the asylum, is a culturally 
constructed one. Yet, Basaglia wrote, “the mental patient is always dangerous, 
as all of us can be, when we are treated as different, that is as objects of 
someone else’s provocation and prejudice” (Basaglia, 1982b, p. 1 I). Hence the 
patient’s violence is often a legitimate reaction of powerlessness in the face of a 
power that leaves no alternative. 

In the outside world, the patient becomes marginalized-joins one of the 
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multiple categories of deviancy, each of which has its own expert. Here Basaglia 
saw the psychiatrist’s mandate as managing deviance in “normal” settings, like 
schools, families, and the city spaces themselves. This mandate parallels that 
extended to a whole range of new technicians-social workers, psychologists, 
community workers, etc. But as long as the asylum exists to house the over- 
prediction of dangerousness, people will identify it with the “madness” that is 
now among them. 

Basaglia’s view that violence and dangerousness are secondary to the actual 
psychic suffering and the conditions surrounding it-usually material and af- 
fective deficits-placed psychiatrists in a dilemma. They could operate at this 
secondary level, which Basaglia saw as ideological, it having been superimposed 
mostly as symbolic discourse (e.g., theories of deviance) about real, concrete 
needs. In this case, their knowledge-base would contribute little to changing 
people’s lives (Basaglia often made a similar analysis of the way that the culture 
of poverty theories in the United States had created a whole realm of discourse 
about poverty while structural conditions were untouched). On the other hand, 
psychiatrists could return to the first level and attend to the unmet social, 
affective and material needs which gave rise to potential violence and danger- 
ousness in the first place. In this case, deviance took on a political and social 
dimension. 

Simple modernization of the asylum, without affecting the psychiatrist’s 
mandate with its consequent triage of dangerous from nondangerous, ignored 
the roots of deviancy. Basaglia proposed an alternative: refuse the social man- 
date, suppress the asylum as a predetermined institutional response to deviancy, 
and overturn the knowledge-power dyad of psychiatric expertise. In other 
words, he chose to favor the patient’s interest over society’s. Treatment would 
then come to mean empowerment of the patient and a primary focus on the 
non-psychiatric problems underlying and affecting the illness. 

The anti-institutional process described earlier can now be recast in terms of 
power (of the mental health worker or the psychiatrist) and empowerment (of 
the patient). Each stage, from the therapeutic community at Gorizia to the 
dismantling of the hospital at Trieste, involved enabling patients to become 
aware of the violence exerted over them and to gain power to strike back at this 
violence, in a collective and constructive rather than individual and destructive 
way, concretely not symbolically. But this process introduced ambiguity into the 
power of the psychiatrists. Because they refused to short-circuit potential vio- 
lence through coercive and custodial methods, and thereby rejected their social 
mandate, their own power was constantly jeopardized. Basaglia and his col- 
leagues were often under attack, in the form of indictments, blockage of funds 
and libel, from administrations aiming to halt their efforts. Secondly, the pa- 
tients’ new assertiveness stemmed from the psychiatrists’ will to loosen their 
authoritative hold. Empowerment also implied reciprocity. Thus the psychia- 
trists found they could not behave in the old predetermined ways, especially 
when faced with a behavior- that of the patient outside the old parameters of 
asylum and deviancy-unknown to them. 

Finally, if violence was grounded outside the asylum, it could be undone only 
through a global political strategy beyond the boundaries of psychiatry. So 
Democratic Psychiatry and Basaglia turned to those social movements organ- 
ized around aims to control all aspects of life: the campaign for national 
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health insurance and services, workers’ fights for control over health and safety 
in the workplace, and attempts to mainstream handicapped children in the 
school system, to name a few. In this way, the Italian psychiatrists also gained 
support for their own objectives, including reform of the mental health laws. 

Against this backdrop, we might contrast what happened in the United States 
with the more powerfully criticized arbitrary uses of psychiatric power. As 
mentioned earlier, the spate of class action suits against institutions was engen- 
dered mainly from outside the profession. There were exceptions. The Ameri- 
can Psychiatric Association had joined plaintiffs in the Wyatt case as an ami- 
cus, but withdrew support when attorneys filed contempt of court citations 
against psychiatrists who administered electroshock. In other cases, state De- 
partments of Mental Health entered consent decrees, but basically to increase 
their legislative funding. 

In the long run patients’ rights have found little support within the ranks of 
official American psychiatry. The treatment to which patients have a constitu- 
tional right is often interpreted by mental health professionals to include elec- 
troconvulsive therapy, psychosurgery, heavy dosages of medication and overuse 
of physical restraints. Also, as Brown puts it, “expert testimony can often be 
marshalled by the administration and medical staff to prove dangerousness and 
circumvent present safeguards against forced treatment” (Brown, 1985, p. 18 1). 
This situation was not helped by the U. S. Supreme Court’s retreat from an 
earlier, pro-rights stance (Tancredi, 1980). 

The right to refuse treatment drew the battle line between “mental health 
freedom riders” and psychiatrists (as well as other mental health workers). 
Around the time that patients’ rights activists were organizing around a major 
lawsuit against Boston State Hospital, bitter diatribes began to appear in the 
psychiatric literature, identifying drug refusal with “the wish to be crazy,” evok- 
ing images of patients “dying with their rights on,” etc. It was argued that 
mental patients could not adequately assess their own condition (including their 
potential dangerousness to self and others) and suggested that the “right” to be 
crazy was no right at all. Rather, in the hierarchy of human rights, “the most 
important civil liberty which can be guaranteed to the seriously ill is freedom 
from psychosis” (Rachlin, 1974). If, in the pursuit of this greater (although 
certainly elusive) liberty, lesser liberties had to be temporarily suspended 
(through involuntary treatments and forced confinement) then so be it. Other 
psychiatric writings in the genre stressed the necessity of balancing patients’ 
rights to freedom with “normal” citizens’ rights to live in a “safe” environment. 
Finally, patients had to be protected from themselves, and hospital staff from 
abusive patients. 

The most telling aspect of the patients’ rights battle is that professional 
opposition remains fierce although treatment refusal is apparently uncommon 
(Brown, 1985, chap. 9). The very existence of such a right encroaches upon 
psychiatric expertise and threatens professional autonomy. And, of course, 
psychiatrists sincerely believe they have patients’ interests in mind when they 
oppose the liberalization of coercive aspects of their practice. For example, 
while Boston State Hospital was under a court order to suspend the use of 
involuntary physical and chemical restraints and to curtail the use of seclusion 
for intractable patients, the frequency of violent acts on the Boston State wards 
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multiplied: patient attacks on one another and staff, and rituals of self-mutila- 
tion increased. The former director complained that an injudicious application 
of civil rights philosophy to the mental hospital context was ill-advised and that 
it had turned a once orderly and peaceful medical institution into a “raving 
madhouse.” Finally, he argued for a special exemption of psychiatrists from 
normal legal redress; psychiatry, he suggested, should stand outside and “above 
the law” (Gill, 1980). What is rarely considered in this type of discourse is that 
structural changes inside and outside the asylum might get to the root of the 
violence. 

This detour to the United States should not be taken to imply that Franc0 
Basaglia and Democratic Psychiatry were equivalent to mainstream American 
mental health organizations and professionals. However, as advocates of a new 
definition for psychiatry they stood as a force with which to be reckoned within 
the profession. Their input could not be dismissed as that of outside critics, as 
antipsychiatry and patients’ rights groups were discounted in the United States. 

When the Italian Parliament passed the Law 180 in 1978 it was the most 
radical mental health reform legislation in any Western country to date. As a 
compromise measure which Basaglia himself had played a large part in design- 
ing, it had succeeded in part because of Democratic Psychiatry’s alliances with 
leftist trade unions and political parties. Later in 1978 it was incorporated into 
the major social legislation that established a national health service. 

The Law 180 totally eliminated the concept of dangerousness. Under it, 
individuals can no longer be committed based on the possibility of their danger- 
ousness. Hospitalization is tied only to the illness, relieving psychiatrists of 
their public policy/social defense role, while reinforcing their responsibility for 
treatment. Compulsory treatment, which replaces involuntary commitment, 
can be resorted to only if the patient is in serious need of treatment and has 
refused it, and if no (less restrictive) alternatives exist outside the hospital 
setting. The purpose here is to stimulate development of an adequate network 
of services to meet the multiple needs of individuals, and thus to avoid hospital- 
ization and preserve the civil rights of patients. 

Interestingly, American legislative reforms after the rise of patient’s rights 
targeted treatment clauses as the potential source of abuse. In the 197Os, when 
social scientists were stressing the overprediction of violence in commitment 
procedures, states tended to revise criteria for civil commitment away from an 
assessment of “need for treatment” and towards criteria of dangerousness. The 
Italians, however, feel that only a clear criteria of need for treatment will both 
assure that the psychiatrists meet their responsibilities towards suffering indi- 
viduals and eliminate psychiatry’s “collusion” in public defense. 

The Law 180 is striking also because it suppresses the asylum; it is a unique 
attempt to break the chain of violence, counter-violence and control. Construc- 
tion of public psychiatric hospitals is prohibited and a deadline set, after which 
new patients can no longer be admitted to asylums. Existing patients have to 
undergo a review to determine their need for continued hospitalization. Instead 
of the asylum, inpatient treatment takes place in a Diagnostic and Treatment 
Unit limited to 15 beds each and attached to general hospitals. 

In the first two years after its passage, the law succeeded in reducing by half 
the psychiatric hospital census in Italy and decreased by 60% the episodes of 
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compulsory treatment. Since then the status of deinstitutionalization has 
changed, entering a period of controversy and possible retrenchment. 

Commitment to implementing the law and establishing alternative programs 
has been strongest in those regions of Italy (the north and central regions) where 
leftist governments are strong and where progressive mental health programs 
were already being set up. The commitment to democratic psychiatry principles 
is weakest in the conservative south. Most successful implementation and inte- 
gration of ex-patients into community life has occurred in the original strong- 
holds of the Democratic Psychiatry movement - Trieste, Arezzo, etc. In these 
cities, the emphasis on social support and practical solutions (rather than medi- 
calized psychiatric treatment) for the acutely and chronically distraught seems 
to be working. Nonetheless, newspapers have reported cases of the mentally ill 
in the downtown streets of Rome leaving their families helpless, falling victim to 
random acts of violence (Jones & Poletti, 1985). 

One weakness of the mental health reform legislation has been its failure to 
spell out what kinds of alternative community and social services should re- 
place the old asylum system, or to set minimum standards to ensure some sort 
of accountability. While this flexibility is compatible with Basaglia and his 
followers’ way of practicing psychiatry and is still working well in those cities 
already committed to community alternatives, in localities with large gaps in 
their available facilities and services it can only lead to neglect or overutilization 
of the most familiar facility- hospital beds, 

Another problem is that a “community” receptive to ex-patients cannot be 
legislated. Democratic Psychiatry recognized that theirs was a deeply cultural as 
well as a political task, that a new concept of madness had to be developed 
among Italian citizens. While this process was not purely symbolic, and would 
come about with structural changes, it also required grass-roots work. Other- 
wise, returning people to their families or to localities would in itself be a form 
of violence to communities. The solution was, in Basaglia’s words, to “be 
present with them in their crisis” and to make mental health workers, from 
nurses to psychiatrists to social workers, available wherever crises occur-in 
homes, the general hospital, cafes, welfare agencies, the piazzas and streets. 

Deinstitutionalization in Italy has also created a new circuit of control, and 
future studies will undoubtedly examine the extent to which both formerly 
hospitalized and new patients now fill jails, forensic hospitals and private insti- 
tutions outside the asylum. This concept of new circuits operates under the 
assumption that madness, deviance and dangerousness are relatively immuta- 
ble, and that the only change that is brought about is in the space in which they 
are managed. On the other hand, deinstitutionalization can undo the institu- 
tional aspects of psychiatry, the predetermined responses and patterns for or- 
ganizing suffering that appear as points along the circuit of control. It is this 
second meaning, one that does not necessarily privilege the most medicalized or 
professionalized approaches, that embodies Basaglia’s ideas. 

Italian Psychiatry and the Radical Conjuncture 

In the anti-institutional movement that Franc0 Basaglia inspired, a profes- 
sional reform effort coincided with its own radical critique. An entire genera- 
tion of Italian psychiatrists, mental health professionals and researchers could 
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not help but be marked by the intelligence, leadership, and charisma of this 
man whose enterprise was tragically cut short in 1980. But what could explain 
the willingness of these psychiatrists, trained in traditional settings, to embark 
on this collective endeavor, to overturn their role and to call into question their 
own expertise? In short, why did the Italians develop a critical psychiatry at the 
same time their American counterparts were neutralizing the radical contribu- 
tions of the civil libertarian, antipsychiatry and patients’ rights movements? 

For one, the point of departure for the Italians was particular: an archaic 
asylum system, and a general consensus that it had to be modernized. Without 
the sophisticated technologies available to Americans and without a complex 
bureaucratic system firmly ensconced, the Italians could start from scratch, at 
least relative to more modern psychiatric systems. Even today psychiatry is 
“weak” epistemologically, and its “doubtfulness” as a science, as Foucault ob- 
served, renders its relationship to societal demands, such as that for regulation, 
quite transparent (Foucault, 1979b). Psychiatry’s political function must have 
seemed even more obvious in the 1960s because the repressive asylum system 
appeared anachronistic in comparison with other Italian institutions in the 
post-war economic boom. 

To this we might add the precarious nature of the psychiatric profession in 
Italy as compared to the United States. It would be exaggerated to speak of a 
“proletarianization” of the medical profession, a process that certain sociolo- 
gists described as affecting some European physicians. However, in the 196Os, 
academic positions for psychiatrists were few; and a private market, especially 
for psychoanalysis and psychotherapy, was in the early stages of development. 
Hence young professionals had little to lose by overturning an asylum system 
that might otherwise have institutionalized them as well. 

The politicization of these psychiatrists, however, was certainly stimulated by 
the major social and political movements that shook Italy during the decade 
which began in 1968. The real conflicts peaked during the worker and student 
strikes of the “Hot Autumn” of 1969. But the repercussions on social conscious- 
ness and on the structure of Italy’s institutions were to be felt for the next few 
years. The anti-institutional movement in psychiatry intersected with those of 
feminists, workers, neighborhood councils and the extra-Parliamentary Left. 
Health care issues, from occupational safety to reproductive rights to a national 
health service and reform of the mental health system, cut across all of these 
movements. Finally, Basaglia and his colleagues were operating during an era of 
rapprochement between the governing Christian Democrats and the major op- 
position party, the Italian Communist Party. Many of Democratic Psychiatry’s 
demands found support in the opposition’s platforms and strategies. 

The global politicization of Italian psychiatrists can also be placed within the 
context of a larger historical tendency whereby experts -professionals and tech- 
nicians possessing a special knowledge - connected their work to larger political 
issues. Foucault spoke of the status of “specific” intellectuals; we prefer to 
substitute “experts” so as to avoid the usual dichotomy between intellectual and 
manual work. The “universal” intellectual (the Voltairian prototype, the ex- 
pounder of values and truths which everyone supposedly upholds) began to give 
way to the specific intellectual in 19th century Europe (Foucault, 1979b). But 
the real point of transition between the two was, for Foucault, the atomic 
scientist. The emblem was Oppenheimer, who “. . . because of a direct and 
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localized relation with scientific knowledge and institutions . . . could make his 
intervention; but because the nuclear threat concerned the entire human race 
and the fate of the world, his discourse could be at the same time the discourse 
of the universal” (Foucault, 1979b, p. 43). Psychiatry’s knowledge-base is not 
so crucial to the existence or destruction of our species. However, it is a specific 
technology of human behavior; it can produce norms. In short, it affects every- 
one-its connotations are at once general and specific. 

Italian psychiatrists seized upon these connections between their local tasks 
and larger struggles. Again, the degree to which they were reinforced and 
supported by a nationwide movement cannot be overemphasized. Franc0 Ba- 
saglia and Franca Ongaro Basaglia, taking a cue from Gramsci, the major 
Italian Marxist theoretician, analyzed how technicians maintain domestic peace 
through institutionalized violence; and they urged experts to understand the 
mechanisms they use to manipulate people into accepting an oppressive situa- 
tion (Basaglia, in press). Their call, which was parallel to that of the Italian New 
Left Party, II Manifesto, was for technicians to contest their roles in the work- 
place and create new norms and objectives, rather than to carry out those of the 
dominant interest groups in society. Thus Democratic Psychiatry grew up 
alongside similar organizations of doctors, lawyers and social service workers. 

In the 1980s the democratic practice begun by Franc0 Basaglia still stands as 
a viable alternative to the traditional use of psychiatric power. For an anti- 
institutional movement to have been possible within American psychiatry, a 
radical conjuncture was necessary. In its absence, however, the new knowledge 
produced in the Italian context will nevertheless be useful to those who seek to 
understand the “sciences” of deviance, if not to modify them. 
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