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!e Neuropsychiatric Day Centre of Tunis (CNPJ)

In the history of psychiatry, the doctrine of assistance to the mentally ill, as well as 
the conception of illness in its causality and in its dynamism, has changed as our 
knowledge about mental disease has simultaneously become clearer. Assistance 
was !rst conceived as protection: protection of society against the patient through 
internment; and protection of the mad person against himself by means of the 
asylum, which o"ered the patient a calming setting, closed on itself and in which a 
life could unfold without crises, without dramas – which o"ered a calmer existence, 
but also a less and less socialized one. Assistance then aimed at being therapeutic 
and preventative. Legislation was modernized, biological methods were introduced, 
open clinics were established and local clinics multiplied in number.

Still, one modality of assisting and providing therapy to people with mental 
illness emerged a few years ago and appeared su#ciently encouraging to us to 

26
Day hospitalization in 

psychiatry: Value and limits.  
Part two: doctrinal 

considerations
$%&'() $&'*' &'+ ,-&%./0 1/%*'232, 45654

1La Tunisie médicale, vol. 37, no 10, 1959, pp. 713–32.
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implement an experiment in Tunisia. 7is concerns the day hospital method 
as inaugurated by the Anglo-Saxon school.

7e Neuropsychiatric Day Centre of Tunis was established as part of 
the Charles-Nicolle General Hospital. 7e patients are able to enter from 
7 am on, receive their treatments and return to their homes at 6 pm. Two 
characteristics thus distinguish the Neuropsychiatric Day Hospital (CNPJ) 
from other psychiatric establishments: on the one hand, its annexation to a 
general hospital, on the other, its concept of day hospitalization.

On the level of doctrine, and given the radically biological and physico-
chemical orientation of studies on the nervous system, we think it essential 
that psychiatric services be attached to a general hospital. 7e psychiatrist is 
no longer isolated, he is no longer the alienist and relatively alienated doctor 
of psychiatric prehistory. 7e psychiatric doctor bene!ts in the exercise of his 
speciality from the material infrastructure of the general hospital, including: 
radiology services, biochemical and anatomo-pathology laboratories … 
Similarly, the psychiatrist maintains frequent contacts with other colleagues in 
internal medicine or surgery. As he is no longer shut away in the asylum with 
the ‘insane’, the psychiatrist ceases to sport, in the eyes of his colleagues, that 
fantasmatic, mysterious and overall slightly disquieting demeanour.

In the eyes of the patients too – and this point appears important to us – 
he remains a doctor like any other. Hospitalization in the neuropsychiatry 
service of the general hospital loses the major part of its dramatic aspect. 7e 
reintroduction of psychiatry into medicine strongly corrects deeply ingrained 
prejudices in public opinion and transforms the mad into a patient.

However, the major aspect of the day hospital consists in its giving total 
freedom to the patient. It breaks resoundingly with the relative and sometimes 
absolute coercion that internment comes to have. It is true that the open service 
option also provides the patient with this freedom (the possibility of leaving 
the hospital). But it should be recognized that this freedom is most o8en 
formal. All the doctors working in an open service have been tempted (and 
have succumbed to the temptation) to refuse to discharge a patient who, while 
clearly not cured and intolerant of hospitalization, had demanded his freedom.2

2One of the authors opened the only open service in Algeria and headed it for two years. French 
legislation applied to Algeria does allow, on medical decision, the transformation of an open placement 
into a closed placement.
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It is clear, and our experience con!rms it every day, that for a mental patient 
semi-hospitalization, which involves the possibility to return of an evening to 
one’s parents, one’s friends, one’s world of relations, is more easily accepted 
than complete hospitalization.

We see that all these attitudes involve the ever so crucial problem of the 
awareness of the illness in psychiatry. Internment signi!es more or less 
explicitly to the patient that he must give up the !ght, that he must leave it up to 
us, that the struggle has become unequal and that he requires, literally, tutelage 
and protection. Day hospitalization, on the contrary, is o"ered as a transient 
support, as a momentary reinforcement of the personality or extended visit to 
the therapist. Relations between the patient and therapist are normalized. 7e 
blackmail that the medical body and orderlies bring to bear on the patient, 
wittingly or not, no longer occurs and can no longer occur.

7e patient no longer experiences his possible discharge as the product of 
the doctor’s benevolence. 7e a minima master/slave, prisoner/gaoler dialectic 
created in internment, or in the threat thereof, is radically broken. In the 
setting of the day hospital, the doctor-patient encounter forever remains an 
encounter between two freedoms. 7at condition is necessary for all therapy, 
but especially in psychiatry.

In any phenomenology in which the major alterations of consciousness are 
le8 aside, mental illness is presented as a veritable pathology of freedom. Illness 
situates the patient in a world in which his or her freedom, will and desires 
are constantly broken by obsessions, inhibitions, countermands, anxieties. 
Classical hospitalization considerably limits the patient’s !eld of activity, 
prohibits all compensations, all movement, retrains him within the closed 
!eld of the hospital and condemns him to exercise his freedom in the unreal 
world of fantasy. So it is not surprising that the patient feels free only in his 
opposition to the doctor who has withheld him. All psychiatrists know that 
the most di#cult patients to treat, that is to say, to maintain at hospital, are 
those at the beginning of their illness, those who think they can get through it 
themselves, who have not given up. Objectively speaking, patients who do not 
readily accept hospitalization are precisely the least disorganized ones – the 
neurotics, the small paranoiacs, those with minor delusions. By contrast, the 
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day approach is generally rejected by patients with an inactive ego, by those 
who are completely submerged in delusion and who demand total care with 
insistence.3

Keeping to the plane of the patient’s lived experience, day hospitalization 
presents some original features. In a normal psychiatric service, the therapeutic 
action never goes beyond 6 pm. Once the medicines are administered, once 
the a8ernoon collective psychotherapy sessions are terminated, the patient 
is le8 to his own devices. 7is feeling of being le8 alone is acute in the 
evening a8er the follow-up inspection of the assistant or the interns, right 
as the orderlies, who are already in their civilian clothing, quickly give their 
instructions to the night watchmen. Outside life !lters into the hospitals along 
with the sta" ’s plans: a !lm in the evening, an evening gathering at a friends’ 
place, a rendez-vous at a café. Outside life assumes an increased density in the 
patient’s eyes, who remains con!ned in the silence and the boredom of large 
rooms. 7is experience is already painful enough for a patient immobilized by 
a fracture, typhoid or asystole. For the mental patient, who literally only feels 
immobilized by the coercion of the establishment, protest, an attitude of revolt 
against hospitalization, arises several times a day.

7e social-therapy experiment was attempted in order to diminish this 
enormous tension and maintain a certain degree of sociability in the patient. 
7e creation of a neo-society within the psychiatric hospital, the transformation 
of the hospital into a society with a multiplicity of ties, duties and possibilities 
so that patients can take on roles and functions, constitutes, it should not 
be doubted, a decisive turn in our understanding of madness. We used this 
method with a particular intensity at Blida.4 Within the newly established 
society, we see a mutation of the old symptomatology in its pure, desocialized 
state, and progressively invaded by the motor sphere (stereotypies, subintrant 
agitations, catatonization …), such as we see in asylums. On the contrary, 
the patient has a need to verbalize, to explain, to explain himself, to take a 
position. He maintains an investment in an objectal world, which acquires 

3[In his dissertation Fanon distinguished between the positions of Ey and Lacan in the following 
manner: delusion is not creativity but the absolute passivity of the ego.]
4See [Jacques] Azoulay’s dissertation, La Socialthérapie en milieu nord-africain, Algiers, 1956.
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a new density. Social therapy wrests patients from their fantasies and obliges 
them to confront reality on a new register.

Certainly, that confrontation remains pathological since it is developed most 
o8en on the plane of the imaginary or the symbolic. But the doctor can study, with 
bene!ts for the treatment’s dynamics, mechanisms of projection, identi!cations, 
instinctual inhibitions … 7e doctor can witness and follow the ego in its e"orts 
to maintain its unity and its coherence, which have already heavily regressed.

It is necessary, however, to acknowledge that with institutional-therapy 
[sic], we create !xed institutions, strict and rigid settings, and schemas that 
are rapidly stereotyped. In the neo-society, there are no inventions; there is 
no creative, innovative dynamic. 7ere is no veritable shake-up, no crises. 7e 
institution remains that ‘corpse-like cement’ of which Mauss speaks. 5

Of course institutional-therapy is far from being useless. In a large 
psychiatric complex like Blida (close to 1,800 patients) or like Razi Hospital 
(Tunis), which has a population of 1,300 patients, social therapy !ghts 
e#caciously against the progressive disaggregation of the personality. In 
the asylum milieu social therapy is indispensable, for it has the advantage 
of preserving the patients’ socialized dimension. It contributes actively to 
avoiding chronicization, asylum putrefaction6 and patient decline. But it rarely 

5[Mauss is an always signi!cant reference in Fanon’s work. 7is can already be seen in the 1954 
article written with Jacques Azoulay on ‘Social therapy in a ward of Muslim men: Methodological 
di#culties’ (see above, p. 363). 7is article is clearly in9uenced by Essai sur le don, which stamps the 
entire Fanonian analysis of culture, whether dynamic or dead. It is likely that Fanon discovered Mauss 
through Gurvitch, several of whose books Fanon had in his library. Mauss wrote: ‘7us these are more 
than themes, more than the bare bones of institutions, more than complex institutions, even more than 
systems of institutions divided, for example, into religion, law, economy, etc. 7ey are whole ‘entities’, 
entire social systems, the functioning of which we have attempted to describe. We have looked at 
societies in their dynamic or physiological state. We have not studied them as if they were motionless, 
in a static state, or as if they were corpses. Even less have we decomposed and dissected them, producing 
rules of law, myths, values, and prices. It is by considering the whole entity that we could perceive what 
is essential, the way everything moves, the living aspect, the 9eeting moment when society, or men, 
become sentimentally aware of themselves and of their situation in relation to others. In this concrete 
observation of social life lies the means of discovering new facts, which we are only beginning dimly 
to perceive. In our opinion, nothing is more urgent or more fruitful than this study of total social facts’. 
(Marcel Mauss, !e Gi": !e form and reason for exchange in archaic societies, trans. W.D. Halls, with a 
Foreword by Mary Douglas, London and New York, NY: Routledge, 2002, p. 102.)]
6[On the history of the expression ‘asylum putrefaction’, see above, p. 444.]
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cures. It reactivates delusional and hallucinatory processes. It provokes new 
dramatizations and enables the doctor to understand better what may have 
‘happened outside’. But the inert character of this pseudo-society, its strict 
spatial limitation, the restricted number of cogs and – why hide it – the lived 
experience of internment-imprisonment, considerably limits the curative and 
disalienating value of social therapy.

7is is why we think today that the veritable social-therapeutic milieu is 
and remains concrete society itself.7

Patients and their illnesses in the day hospital

On the level of professional relations, the patient hospitalized in a day centre 
can be likened to an employee o" work. On a practical level, the patient returns 
home at the typical hours at which the workshop or factory closes. On the way 
home the patient may also happen to meet fellow workers returning home 
from the building site on the bus or suburban train. 7ese encounters are 
obviously fruitful, since the call of the professional milieu, once the patient has 
been taken in hand by the psychiatric institution, always proves to be stronger 
than its negative valence in the pre-hospital period.8 7e life of the building 
site on the bus or suburban train,, with its proximity to co-workers, something 
the patient experienced as threatening prior to the psychiatrist’s intervention, 
progressively loses its traumatizing character; and the professional milieu no 
longer becomes an arena in which liberty is perpetually trampled, but instead 

7[As in the article written with Asselah on agitation, above p. 437, Fanon here takes a distance from the 
position of Tosquelles.]
8[7e notions of emotional valence and, below, of dynamic or ambivalent relations vis-a-vis the milieu 
stems from the work of American psychologist Kurt Lewin (1890–1947), who was introduced into 
France by his French colleague Paul Guillaume (1878–1962), several of whose works Fanon had in his 
library. In L’Être et le Néant, Sartre refers in detail to the Lewinian concept of ‘hodological space’: ‘7e 
space which is originally revealed to me is hodological space; it is furrowed with paths and highways; 
it is instrumental and it is the site of tools. 7us the world from the moment of the upsurge of my For-
itself is revealed as the indication of acts to be performed; these acts refer to other acts, and those to 
others, and so on’ (trans. Hazel E. Barnes, New York, NY: Washington Square Press, 1992, p. 322). 7e 
idea of a world as a space of acts to be accomplished is essential to the phenomenology of Peau noire, 
masques blancs.]
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a place for exercising and deepening freedom: one understands that with Ey 
the French school came to de!ne madness as a pathology of freedom.9

7e patient who leaves the day centre reassumes his automatisms at the 
hospital door. 7us he continues to be present at periodical meetings at the 
café, mosque or political cell. A8er 6 pm the patient is taken in the complex 
game of sociopersonal coordinates, which delimit his insertion in the world. 
He thus takes his place in the card game twice weekly, or plays his role in the 
political cell. 7e mother of a family remains in constant relation to her sites 
of activity. On the way back home, she sees, in turn, the grocer, the butcher, 
the newspaper seller. She continues to occupy her place. Her home does not 
present itself as fundamentally overturned, but as provisionally shaken.

On Sunday, family reunions are kept up and outings to the countryside 
to see the grandparents are continued. Cinema, theatre, sports events – all 
continue to inform the patient’s personality by inciting in it a"ective reactions, 
options and dynamic relations.

As we see, no cut occurs here. 7e therapist does not !nd himself face to 
face with someone who is excluded, isolated. On the contrary, the psychiatrist 
is confronted with a personality whose relations with the world are ongoing 
and active. 7e patient continues to be engaged with society, family and a 
professional milieu. No longer is the patient a patient with severed antennas. 
We know that, in many psychiatric institutions, patients are con!ned to a ward 
and legally deprived of visits for !8een days, being solely required to present 
their symptoms to the psychiatrist.

At the day hospital, the psychiatrist is confronted with an illness as lived 
by a patient, a personality in crisis within a present environment. 7is makes 
for a concrete, dynamic, in vivo examination of the illness. Ambivalence is, 
then, not only a disorder of a"ectivity in abstracto, isolated as a symptom 
in a delusion or in the course of an interview. Instead, it is a manifest and 
perceptible ambivalence that tears to shreds the synthetic unity of the person 
and the milieu daily.

9[In the fourth Étude psychiatrique, on ‘7e notion of “mental illness”’ Ey writes precisely: ‘Psychiatry 
is a pathology of freedom; it is medicine applied to diminutions of freedom. All psychosis, all 
neurosis is essentially a somatosis, which alters the activity of personal integration (consciousness and 
personality)’ (p. 77)].



Psychiatric Writings502

Symptomatology presents itself dialectically and the psychiatrist acts and 
thinks only dialectically. Descriptive semiology, so crucial in the asylum 
period, moves into the background, thus fostering an existential and no 
longer nosological approach.10 We see the patient live through his illness, 
develop reactional formations, inhibitions, and identi!cations in his natural 
setting. And on the basis of these ego conducts we can come to a dynamic 
understanding of the structure involved, the indigence of the ego, the assaults 
it has to contend with; in short, on the basis of this pathological existence 
we can decide on the place and the type of our action. But what we decide 
dialectically includes all the elements of the situation. 7ere is no pointillist 
approach to di"erent symptoms, but a global tackling of a form of existence, a 
structure, a personality engaged in current con9icts.

At the psychiatric hospital, we can permit the patient to hold onto his 
personal clothing, his tie, his belt; in some cases, we can allow him his safety 
razor, some money, his wedding ring … At the day hospital, the problem is 
inverted. 7e institution, in fact, has no hold over the patient’s freedom, over 
his immediate appearing. 7rough the simple confrontation between the 
patient and the institution, there is no calling into question of forms of being. 
7ere is, by contrast, a progressive calling into question of forms of existence, 
of existential contents. 7e patient hospitalized at the CNPJ shaves every 
morning in his kitchen or bathroom with his razor, chooses his tie, comes close 
to a precipice, crosses streets, skirts the lake … 7e woman hospitalized at the 
CNPJ, washes herself, brushes her hair, makes herself up in her shack (gourbi) 
and among her family each morning … 7e fact that the patients can take 
things into their own hands, whether through dressing, hairstyling or, above 
all, the secrecy of an entire part of the day spent outside the hospital setting, 

10[7is analysis echoes many of Fanon’s other clinical and theoretical notes over this period, further 
attesting to which is an interesting hand-written page, without date (1955? 1956?), which !gures in the 
Fanon archives at IMEC (FNN 1.6), in which the following four fragments can be read, each separated 
by a line: ‘Mental disorders, far from being akin to common clinical entities, instead move away 
from normal thinking.’ ‘7ere is an evolution of nervous functions: those of the instinctivo-a"ective 
unconscious, those of the functions of the real/form [illegible term].’ ‘If the djinn in its aggressive form 
appears in the course of mental illness, this is due to an ambivalence toward it.’ ‘A patient’s delusional 
ideas are this patient. 7ey express his beliefs and his personality.’]
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reinforces and in any case maintains their personalities, in contrast with the 
process of dissolutive integration that occurs in a psychiatric hospital and 
which opens the way to phantasms of bodily fragmentation or the crumbling 
of the ego.11

M. Klein and S. Ferenczi, among others, have su#ciently indicated to us 
the importance of the care for one’s own body as a mechanism for avoiding 
anxiety. Internment breaks the patient’s narcissism, cruci!es him in his 
hedonistic attempts and engages him in traumatizing fashion on the path of 
regression, danger and anguish.

From another perspective, day hospitalization enables us to analyse the 
particular attitude of the family group as regards the patient and mental 
illness. With the psychiatric hospital, With the psychiatric hospital the family 
has a strong tendency to disengage.12and to exclude the patient. And though 
the familial rejection is more about the pathology, the illness, does the patient 
not nonetheless experience this decision as an authentic condemnation of 
his essence, of his truth? By rejecting the pathology, by disowning the illness, 
the family declares its non-recognition of that excrescence. 7e family 
decides to misjudge one of its members and interns him. Family unity is 
thus broken. Well, is not the question that the illness supports one about 
the foundation of being qua subject? Who am I, ultimately? Is that not the 
nagging question that the mental patient repeats to us at multiple levels and 
on di"erent registers? And if the family, in its decisive response, signi!es to 
the patient that it no longer identi!es him, that it no longer recognizes him, 
that it participates in an essence fundamentally di"erent to his, how many 
disintegrations become possible and what numberless bridges then open up 
to fantasies and regressions!

Day hospitalization enables the family to continue the battle of unity. It 
provides the family with the means to avoid amputation. It enables the patient 
to remain in the familial body, to take his or her place in it and to be ever a 

11[7is passage can be likened to the famous analyses on bodily fragmentation under the clinical gaze 
of the racist in Black Skin, White Masks, p. 90.]
127is proves, on the phenomenological level, that if the patient 9ees society, then from a certain stage 
of evolution on this society will no longer try to retain him.
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bearer of meanings, a pole of activities, a dynamic element within the familial 
unit. Day hospitalization makes it possible for the therapist to experience the 
family concretely as a normative value. And the therapist, each day, really does 
rely on the family, as the site of all mediations.

‘7e vertiginous phenomena of being discharged’, the spectacular relapses, 
the di#culties with adaptation are, as one sees, avoided; since not only has the 
patient not broken with his milieu but the therapy has unfolded precisely by 
taking into account the multi-relational reality of the ill individual.

!e con"ict’s presence

7e day hospital approach presumes and renders explicit a general theory 
of the dynamics of mental illness. If the psychiatric symptom attests to the 
submersion of the ego by instinctual, abnormally vehement forces; if the illness 
is the manifestation of a con9ictual existence without hope, then the tendency is 
strong to remove the patients from the con9ict’s conditions of birth and activity. 
7e con9ict’s pathogenic character is privileged. With internment, we witness 
a genuine thingi!cation of the con9ict. And therefore of the patient. By raising 
the asylum wall between the patient and the outside condition, one of the most 
essential elements in the genesis of a personality, which postulates that the 
con9ict is the patient, is magically denied. It is impossible to scotomize for a long 
time the fact that the con9ictual situation is the conclusion of the uninterrupted 
dialectic of the subject and the world. 7e event is thus systematically insisted 
upon and history minimized. At issue is clearly not biography, or anamnesis, 
but instead the subject’s history insofar as at the level of successive integrations 
it contains the con9ict and the elements of its overcoming.

An ill brain cannot return to health by denying reality. Internment 
diminishes the violence of the con9ict, the toxicity of reality. But the cure – the 
ordered calling into question of the established pathological structures – must 
proceed precisely at the core of the syncopated dialogue established between the 
overall personality and its environment. Action upon reality – and the patient 
is one of the elements of reality – is unifying. It cannot proceed satisfactorily 
in a scattered, disorderly manner. 7e patient hospitalized in a psychiatric 
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establishment sees the symptoms disappear, witnesses their attenuation, but 
these symptoms remain foreign, poorly understood, scandalous. 7ey are not 
appropriated and thematized. We remain inde!nitely on the level of magic.

But, it will be said: are we not essentially dealing here with a description of 
psychiatric therapy in a private practice? Is the day hospital, in neuropsychiatry, 
not simply a modality of out-patient therapies?

We reply resoundingly in the negative. In actual fact, day hospital patients 
maintain limited contact with the conditions of the con9ict. 7e therapist 
controls the action of the con9ict, interposing between the pathogenic social 
messages or the fantasmatic substrates the stamp of day hospitalization. 7e 
duration of the con9ict’s action is diminished and the ego is reinforced with a 
view towards imminent and daily confrontations. Nearly all the hospitalized 
patients were treated previously, whether as private clients, or in the various 
neuropsychiatry local clinics. With day hospitalization, the neurotic kernel 
can be tackled on the existential level and at the same time the personality 
e"ectuates its restructurations, its updating.

!e Tunis centre

Our experience in Tunis con!rmed these theoretical claims and enabled 
us to specify the very broad limits in which the day hospitals can have real 
e#cacy. 7e Tunis centre was created nearly two years ago. More than 1,200 
patients were hospitalized in it over the course of that period. 7e facility 
is distributed into two sections: forty men and forty women. We admit all 
nosological categories, from stammering to delusional erotomania, including 
schizophrenia and attempted suicides.

7e absence of a neurological clinic at Charles-Nicolle Hospital meant that, 
going on the same principle, we were obliged to admit neurological patients: 
multiple sclerosis in the early stages; early-onset multiple sclerosis, suddenly 
emergent epilepsy where the etiology required specifying, aggravated or poorly 
monitored cases of Parkinson’s all have come through the CNPJ. Each time a 
tumoral process was suspected, a pneumoencephalography was performed. 
Close to seventy patients were injected with gas, either for a likely tumor or 
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for pneumo-shock. In this way, twenty tumors were diagnosed, and a case of 
pantophobic anxiety and one of secondary delusion with dementia abated 
spectacularly. No incident was reported and patients who received between 
100 to 150 cm3 of air in the morning were able to leave calmly at 5 pm.

7e admitted cases of schizophrenia, a majority of them paranoid, were 
treated through classical insulin therapy. In these cases we did not perform 
subcoma, but instead genuine comas which in certain cases attained the 
!8h degree of the South American school. Treatment started at 7:30 am and 
patients were woken up at 12 pm, in accordance with the usual technique. 7ey 
remained under medical surveillance throughout the a8ernoon, participated 
in collective activities and in psychotherapy sessions. In the evening, they 
returned home. 7eir families received all the necessary instructions in case 
a coma might resume and were given a telephone number to use in case of 
emergencies.13 7ough more than one hundred patients were treated with 
insulin shock therapy, only one schizophrenic, who proved resistant to insulin, 
su"ered two resumptions of nocturnal coma but they were complication free.

At the CNJP all the various psychiatric therapies are generally practiced. We 
insist particularly on group or individual psychotherapies. Hence, we formed 
groups of between six to eight patients who assembled in the a8ernoon. Each 
patient presents his or her di#culties in turn and each member of the group is 
asked to give an opinion on the attitudes adopted by that patient toward these 
di#culties. 7us for each patient, and on the basis of always concrete and lived 
experiences, the di"erent mechanisms of projection, of identi!cation, and so 
on, are studied.

Along with these group psychotherapies, individual psychotherapies 
were carried out daily, including everything from commonplace so-called 
support psychotherapy to the psychoanalytic cure, as well as psychotherapies 
of psychoanalytic inspiration. In the psychoanalytic treatment, we practice 

137e family is told of the reasoning behind the therapeutic decision, the operational mechanism of the 
treatment, and its role in the treatment. 7is explaining seems to us to play an important role insofar 
as it introduces the familial constellation into the therapy dynamic. Similarly, a care card is given to the 
patient for the time of the treatment that indicates the daily insulin doses he will be administered. 7is 
care card is similar to those diabetics have.
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appeasement, we foster fantasy reconstruction and, as a rule, adopt an active 
attitude in Ferenczi’s sense.

While the day hospital may comprise a remarkable therapeutic instrument, 
cases still arise in which this option proves insu#cient or inapplicable. 7ese 
are the cases in which organic involvement in the mental illness is massive, 
dominant, cases in which serious therapeutic problems arise. At stake here are 
primarily acute, maniacal or confusional psychoses, which require a veritable 
emergency therapy and constant medical monitoring.14 Besides, thanks to the 
progress of chemotherapy, the time spent in complete hospitalization can be 
considerably reduced and very shortly therea8er the patient can be taken into 
care by the day hospital.

7is is also the case with the acute 9ashes marking the onset of serious 
psychosis, as for instance with schizophrenia; delirium tremens with its 
biological disturbance also eludes the day hospital, as do organic dementias. 
Lastly, the day hospital is not suitable for patients whose active delusions lead 
to dangerous aggressive reactions and of course for patients who are subject to 
police measures, medical-legal cases.

In this way, a whole sector of psychiatry escapes the day hospital, a quite 
considerable sector that commonly supplies a sizeable contingent of the psychiatric 
hospital’s clientele. If we put aside the problem of dementias, which despite all 
e"orts still can only be dealt with in asylum-type assistance, it can be said that all 
the other cases that are a priori excluded from the day hospital can easily undergo 
diurnal hospitalization a8er the disappearance of acute symptoms. In addition, 
the day hospital option raises another problem, namely that of patients who live 
too far from the hospital complex and are unable to make the trip there and back 
every day. Similarly, it is important to note that economic or physiological poverty 
prohibits this type of hospitalization given the trips it involves.

So if the aim is to increase the number of psychiatric or neuropsychiatric 
services within general hospitals – and this is the aim toward which every 
plan to combat mental illness must tend – a solution ought to be found that 
overcomes the drawbacks of the day hospital while conserving this method, 

14However, several colibacillary confusional or postpartum psychoses were also treated at the CNPJ.
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which we consider ideal. Many arrangements are possible by taking into 
account including everything from: for example, the département psychiatric 
hospitals can be transformed into psychiatric clinics, able to accommodate 
acute psychiatric cases. A mixed method or option could also be envisioned, 
wherein a certain proportion of beds in the psychiatric clinic were reserved for 
day hospitalization, with the other proportion going to full-time hospitalization. 
In this case, to avoid transforming the day hospital into an ordinary open 
service, strict legislation may need to be envisaged, limiting, for instance, 
fulltime hospitalization to geographically remote patients and restricting the 
duration of hospitalization of acute cases. 7ese are only some examples and 
others can easily be imagined. In any case, it is at all costs necessary to avoid 
the creation of those monsters that are traditional psychiatric hospitals.

Conclusion

Our Tunisian experiment, which has been ongoing for more than twenty 
months now, has enabled us to verify the well-foundedness of the theoretical 
tenets of day hospitalization in psychiatry. Both on the therapeutic level as 
well as on the prophylactic one, the CNPJ of the Charles-Nicolle Hospital has 
proven its e#cacy: the high number of patients treated (more than 1,200) and 
the shortened average duration of stay (twenty-!ve days) speak for themselves 
and require no commentary.

Moreover, our experiment proves that this technique, which !rst emerged 
in countries with high economic development, could be transplanted in a so-
called underdeveloped country and lose nothing of its value. Day hospitalization 
is by far the most adequate form of psychiatric assistance for mental illness, the 
one best adapted to modern discoveries on the etiology of mental disorders. 
7e multiplication of small psychiatric clinics annexed to general hospitals, in 
which the largest part ought to be reserved for day hospitalization, seems to us 
the basis for any plan to build a country’s psychiatric amenities.15 A few rare 

15[Beyond a mere report and assessment of the CNPJ, this text already lays the foundations for a public 
health policy for mental illnesses.]
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autonomous psychiatric hospitals can be established on the proviso of being 
reserved for a speci!c category of mental patients who are absolutely unable to 
receive psychiatric treatment under the open clinic or day hospital model. In 
any case, these hospitals ought to be limited in number and reduced in terms 
of capacity; it seems presently absurd to create psychiatric complexes of more 
than two hundred beds.

Lastly, very strict legislation must be established, guaranteeing the patient 
a maximum of freedom by removing all the carceral and coercive aspects of 
internment.
              



Introduction

By Lilia Ben Salem
!is course of lectures was given by Doctor Frantz Fanon for students enrolled 

in the bachelor programme in sociology and psychology as part of a social 
psychology diploma during the academic year 1959–1960. At the time I was a 
"rst-year student doing a bachelor of sociology. Keenly interested in Fanon’s work 
and this course, I kept the notes that I had taken without rereading them. Years 
later, as a homage to Fanon was being prepared which I could not attend, I spoke 
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1[A Brst edition of this text was published by the University of Oran, as part of a series titled ‘Études 
et recherches sur la psychologie en Algérie’, CRIDSSH (undertaken with the cooperation of the ONRS 
and APW in Oran), 1984. It was revised in September 2013 by Lilia Ben Salem, professor of sociology 
at the University of Tunis, who kindly oCered to write a new introduction to her notes, for which we 
are very grateful (she unfortunately passed away on 28 January 2015). Prof. Frej Stambouli, who also 
attended Fanon’s lectures and knew Prof. Ben Salem very well, conBrmed the accuracy of these notes. 
He remarked, as several other witnesses did, that in addition to the students enrolled in the course, the 
whole of Tunis came to listen to Fanon, including some well-known Algerian militants who were in 
Tunis at the time (correspondence of February 2016).]
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of this text to a colleague and friend from the University of Oran, Abdelkader 
Djeghloul, and sent him my notes a!er having reread them and typed them up.2 
I was rather reluctant, no longer knowing whether they were complete, truly 
faithful to Frantz Fanon’s discourse, whether I had missed some lectures … I 
nevertheless recalled that I had been very attentive and that Frantz Fanon had 
expressed himself clearly, making a clear distinction between the course properly 
speaking, which I had transcribed, and his commentaries; I had not thought that 
they would be published and did not know that Oran University had already 
done so. Here I will try to evoke the context in which, in the wake of the country’s 
independence, the Institute of Social Sciences chose to focus on the problems of 
Tunisia, and to some extent of the Maghreb, in its process of construction.

Tunisia regained its independence in March 1956. During the years 1956 
and 1957, it consolidated its sovereignty in a majority of domains: it set up a 
Constituent Assembly; formed a government led by Habib Bourguiba; Tunisi"ed 
the interior and exterior security apparatus (18 April 1956); reinstated the 
Foreign A#airs Ministry (3 May 1956); created a new administrative apparatus 
with fourteen appointed regional governors; Tunisi"ed the administration; 
instituted a Tunisian army (1 July 1956); reformed the judiciary system 
around the principles of secularization, uni"cation and Tunisi"cation  
(3 August, 17 August and 25 September 1956); and handed over radio 
transmission to the Tunisian, civil status code (18 July 1957) … A vast 
educational reform was begun in 1958 (Law of 4 November 1958), concerning 
middle and upper school.

2[Here is the foreword to the 1984 edition, by Abdelkader Djeghloul: 

!e publication of these notes from Frantz Fanon’s lectures, which Mrs Lilia Ben Salem was 
so kind to entrust to us, presents a threefold interest. (1) It constitutes a modest contribution 
by the CRIDSSH to the ‘homages’ and ‘rereadings’ of Fanon which accompanied the twentieth 
anniversary of his death. (2) On the documentary level, this text is useful insofar as it reveals an 
aspect of Fanon’s social practice, one that is o"en unsung: his teaching. If Fanon was a psychiatrist, 
a political man, a journalist and an essayist, he was also a teacher. During his Tunisian period, 
and in parallel with his other activities, he lectured at the University of Tunis. (3) At the level of 
Fanonian thought, embryos of analysis are naturally to be found that were to be developed in 
Les Damnés de la terre. But its interest resides above all in the explicit de#nition, probably made 
necessary by pedagogical practice, of his relationship to the categories of psychiatry, sociotherapy 
and psychoanalysis, categories that fully determine, if implicitly, the writing of his central work.]
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Tunis University was born later, with the decree of 31 March 1960. An École 
normale supérieure had been created to train secondary teachers in October 
1956. But higher education, or rather an embryo of higher education, was still 
carried out by the Institut des hautes études, which depended on the French 
universities. Students would begin their studies at the Institut des hautes 
études, and complete them at a French university. !is was the context in 
which a bachelor degree in sociology was established in 1959. Students in the 
humanities prepared their general literary studies in Tunis (foundation year); 
some "rst bachelor degrees were created a#er 1956, notably in Arabic, history 
and geography. In 1958, the "rst diploma for a philosophy bachelor was set up, 
the ethics and sociology diploma. !is initiative corresponded less to a desire 
to give students the chance to do a bachelor of philosophy in Tunis than to the 
availability of teaching fellows who, for several years, had taught this discipline 
in upper school and at the Institut des hautes études. Two of them had begun a 
doctoral dissertation, Jean Cuisenier3 and Carmel Camilleri.4 Georges Granai, 
who was a former student of Georges Gurvitch, was appointed to teach sociology.

It pays to recall that sociology aroused interest in Tunisia in the context of a 
policy aimed at development. Since the Spring of 1951, the Institut des hautes 
études had initiated a sociological, ethnological and geographical study group, 
of which the aim was to undertake several speci"c studies. In October 1955, the 
Institut had organized a colloquium on living standards in Tunisia in which Paul 
Sebag, who was teaching at the Lycée Carnot at the time, participated. Shortly 
therea#er he was appointed research fellow at the Institut des hautes études. 
With some colleagues he began work on some monographs on wage earners from 
the Tunis region and on the outlying districts of the capital.5

In this context, a decision was made with the backing of Jacques Berque 
to establish a bachelor of sociology, at the same time as that established at the 

3Jean Cuisenier, Économie et Parenté. Essai sur les a$nités de structure entre système économique et 
système de parenté, Paris: Mouton, 1971.
4Carmel Camilleri, Jeunesse, famille et développement. Essai sur le changement socioculturel dans un pays 
du tiers monde, Aix-en-Provence: CRESM/CNRS, 1973.
5Paul Sebag (1919–2004) published a monograph on Tunisia with Éditions sociales [the French 
Communist Party’s publishing house], in 1951, right in the midst of the national struggle. !is was the 
"rst work to cast a critical gaze on colonization.
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Sorbonne in 1959 and to create the Centre d’études sociales under Georges Granai. 
During the !rst year, the students were few. During the !rst year, these students 
were few, and included students who had !rst taken an ethics and sociology 
diploma as part of a degree of philosophy but then withdrew from philosophy, 
as well as some new bachelor students of Tunisian, Algerian, French and other 
nationalities, who, for the most part, had already entered active life. "is was 
the time of the Algerian war and Tunis welcomed refugees and many militants 
of the Algerian cause. "e majority of these students considered that knowledge 
of our societies, notably those of Tunisia and Algeria, was essential to the shared 
project of ours to contribute with solid scienti!c analyses to their independence 
and their development. Did Jacques Berque not endlessly reiterate that ‘there are 
no underdeveloped countries, there are only under-analyzed countries’?

"e bachelor of sociology included four diplomas, one in general sociology, 
one in social psychology, one in social and political economy; the student was 
given a choice for the fourth; those who remained at Tunis had to complete the 
diploma of human geography (part of the bachelor of geography); others le# to 
France where they notably enrolled in a diploma of ethnology.

In the context of the social psychology diploma, which bachelor of psychology 
students also took, Frantz Fanon, a psychiatrist in Tunis since 1957, a#er having 
le# Algeria from where he had been expelled,6 o$ered – probably at the suggestion of 
Claudine Chaulet, who was also a refugee with her husband, doctor Chaulet, in Tunis 
and researcher at the Institut des hautes études – to teach a semester course on social 
psychopathology. "is course, which took place in the late a#ernoon, was attended 
not just by the few students of both bachelors, but also by a composite audience made 
up of medical doctors, academics, Algerian militants, politicians … To the point that 
it assumed a social character unusual within the Tunisian university milieu.

"e course properly speaking was the core of his interventions, but the 
digressions were just as important and enthralling to us. He talked about his 

6Frantz Fanon resigned from his functions as a psychiatrist at the Blida Hospital and addressed an open 
letter to Robert Lacoste (see above, p. 433) saying that it was not possible for him to want at any price 
to disalienate individuals, ‘to put them back in their place in a country in which non-right, inequality 
and murder are erected into legislative principles, where the native, who is permanently alienated in 
his own country, lives in a state of absolute depersonalization’. In reply to this resignation letter, Fanon 
received an expulsion order.
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experience as a psychiatrist at the hospital in Blida, about his con"icts with his 
colleagues over the methods of psychiatric intervention; he defended the new 
methods that he advocated, social therapy and institutional psychotherapy, which 
were revolutionary in this domain at the time. He also evoked relations between 
Blacks and Whites – in 1952 he had published Peau noire, masques blancs. He 
also told us about colonial oppression and violence, about the racism he had 
experienced from his youth on, notably in the French Army, which he joined 
toward the end of the Second World War,7 or again at the university in Lyon 
where he was ‘dévisagé, remarqué, isolé’,8 about racism against Blacks, against 
colonized peoples, and more particularly the Algerians whose cause he had 
identi#ed with,9 about the racism that was ingrained in the culture of the society 
that produced it.10 He mentioned the Algiers schools of psychiatry, as characterized 
by its medical body’s racist attitude toward north-African patients, which it took 
to be ‘primitive men whose cerebral evolution is anatomically defective’.11 His 
was a project to combat all forms of alienation. His analyses and the passion that 
drove him impressed us. He was in the process of writing L’An V de la révolution 
algérienne. We admired in him the militant of decolonization and of Algerian 
independence, his refusal of all forms of subjugation and inequality. He taught us 
a lot. It corresponded to our questioning at the time.

He invited some of us CES students in social psychology to come and attend 
his consultations on !ursday mornings at the psychiatry day centre at Charles-
Nicolle Hospital in Tunis. Upon his arrival in Tunis, he was #rst appointed to 
the psychiatric hospital of La Manouba; but, confronted with the reluctance 

7‘Upon liberation, Fanon and his West Indian comrades were demobilized and repatriated on a boat set 
up as a slave ship, with the feeling of having believed they’d engaged in war for the equality of races and 
human fraternity, whereas in fact, given the behaviour of the crowds toward the French soldiers, both 
the allies and them, they found themselves alone, ignored and sometimes even scorned; (interview 
with Mahmoud Maamouri, former ambassador and friend of Fanon, reported during a lecture he gave 
in 2008).
8See L’Action, Tunis, December 1963 (on the occasion of the second anniversary of Fanon’s death).
9In the resignation letter he wrote when quitting the hospital of Blida, he said: ‘If psychiatry is the 
medical technique that endeavours to enable individuals to cease being foreign to their environment, 
I owe it to myself to state that the Arab, permanently alienated in his own country, lives in a state of 
absolute depersonalization.’
10Alice Cherki, Frantz Fanon: A Portrait.
11Fanon, ‘!e North African Syndrome’, Esprit, February 1952.



Psychiatric Writings516

of his colleagues to accept his ‘sociological’ interpretation of mental illness, he 
obtained a transfer from the Deputy Minister for Health and Social A!airs to 
the neuropsychiatric clinic at Charles-Nicolle Hospital, where he was freer to 
adhere to his principles. Once there he had the good fortune to be able to create 
a neuropsychiatric day centre, ‘Fanon’s place in Tunis’, according to Alice Cherki, 
with a young team.

During his medical studies, Fanon simultaneously took courses in philosophy 
at the Faculty of Letters in Lyon (he was a student of Merleau-Ponty, among 
others), as well as of sociology, ethnology and psychology. During an internship 
at Saint-Alban Hospital in Lozère, he also had the occasion to work with Doctor 
François Tosquelles, a psychiatrist of Spanish origin and an anti-Franco militant 
who pioneered institutional psychotherapy.12 His collaboration with Tosquelles, 
writes Alice Cherki in her introduction to Les Damnés de la terre, was for him a 
decisive training, both in terms of psychiatry and of his future militancy.

Appointed head-doctor at Blida Hospital in November 1953, he endeavoured 
to practice social therapy with his colleagues. "rown by the stance of many 
psychiatrists, who tended to consider illness only in its outward signs, he paid 
special attention to the patients’ social milieu. He was drawn to rejecting the 
carceral milieu of the psychiatric hospital.

"e Neuropsychiatry Day Centre had the particular feature of being part of 
a general hospital; the mental patient there was a patient like any other, less 
stigmatized than in a psychiatric hospital; the psychiatric doctor there had the 
material infrastructure of the general hospital at his disposal and was in daily 
contact with his internist and surgeon colleagues. But what is most important 
is that the patient there has total freedom; he spends the day at the hospital but 
returns home a#er 6 pm, just as any other worker would, going back to civilian 
life every evening, taking public transport, going to the café, frequentsing the 
mosque, enjoying a family life …. Recourse to social therapy entails that the 
patient should not be a passive being, but must ‘verbalize, explain, explain 
himself, take a stance’: ‘Social therapy wrests the patient from his fantasies and 
obliges him to confront reality’.13

13Frantz Fanon and Charles Geronimi, ‘Day hospitalization in psychiatry. Part two: doctrinal 
considerations). !e Neuropsychiatric Day Center in Tunis (CNPJ)’ (see above, p. 495).

12Alice Cherki, Frantz Fanon: A Portrait.
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Among the psychiatric therapies practised, Fanon emphasized individual and 
psychoanalytic psychotherapies, but above all group psychotherapies: patients, 
in groups of between six to ten, each introduced their problems, which became 
topics of discussion, and, an exchange of experiences – he was clear that this 
therapy cannot be applied to really serious pathologies.

During the sessions I attended, Doctor Fanon received many patients. He 
found it di"cult to tolerate the rhythm imposed on him by the hospital: there 
was always friction with the orderlies, who simultaneously played the role of 
interpreters; he o#en realized that he had receive only a brief summary of what 
the patient had said, though he considered that all the patient’s words assumed 
an importance; he o#en took the time to inquire among the members of their 
families and had home surveys done by a young social assistant who worked with 
him. His consultations began between 8:30 and 9 am and never $nished before 
1:30, 2 or sometimes 3 o’clock in the a#ernoon. He commented at length with his 
team on the cases that he had been presented with, inquiring always less into the 
symptoms of the illness than into the patient’s social and familial milieu.

Many of the patients were Algerian – some from the maquis. He also received 
former Tunisian fellaghas. He liked to talk about these cases of militants who 
had been confronted with violence and who turned out to be unable to readapt 
to a normal civilian and family life. Far from making an apology for violence, 
he adjudged it unavoidable as a response to the violence of colonization, of 
domination, of man’s exploitation of man. Some of his remarks appeared to us 
too cynical …. I confess that his personage fascinated us. He was imperious all 
the while being ready to listen to others, distant, passionate and fascinating; we 
asked him questions; but he rather tended to give monologues, to re%ect on things 
out loud. His expressions were not only those of the doctor, but above all the 
philosopher, the psychologist, the sociologist …

!e mad person is one who is ‘foreign’ to society. And society decides to 
rid itself of this anarchic element. Internment is the rejection, the side-lining 
of the patient. Society asks the psychiatrist to render the patient able again 
to reintegrate into society. !e psychiatrist is the auxiliary of the police, the 
protector of society against … !e social group decides to protect itself and 
shuts the patient away. When the patient leaves the psychiatric establishment 
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without the doctor’s consent, a whole series of consequences ensues. 
Psychiatrists have reacted violently against this role; they have asked the 
authorities to allow a certain margin of spontaneity with respect to the family 
to the family and to the patient. !is new way of seeing has borne fruit. We 
will see below how by practicing self-placement, the mental patient can be 
conscious of his illness.

!e problem of the awareness of the illness has raised dilemmas. !ere is 
no method for observing whether whether a mental illness has disappeared; 
from what moment can we say that the patient is cured? As of 1930, sociologists 
supplied psychiatry with some interesting data. Since the patient has e"ectively 
lost the sense of the social, he must be resocialized; for some, the socialized 
being is one who lives without giving anyone else cause for concern. Only, 
which group does one adapt to? It has been seen that some people could be 
received into the family group and had troubles being received into the work 
group and vice versa. We see sexual perverts who have succeeded at the social 
level. In catatonia, the schizophrenic evidences a withdrawal. !ere are moral 
masochists: are they abnormal? Is the aim of a human being never to present a 
group with problems?

!e normal individual, it is also said, is someone who does not make a fuss. 
But, then, the trade unionists who protests and make demands, are they not 
normal? What are the criteria of normality? For some, the criterion is work. 
But a prostitute works! Well, she can nonetheless be a neurotic. Similarly, is 
an unemployed person ill? Many unemployed people become ill, but is that 
because they are unemployed? !e doctor occupies a position between society 
and patient. For example, concerning correspondence, the doctor reads the 
letters sent in from the society to the patient. And society strives to control 
the psychiatrist’s work practice. !e patient o#en seems cured and relapses the 
moment he leaves, sometimes in a serious way (suicide attempts, for example). 
Whence the e"ort to create a society inside the hospital itself, or what we call 
sociotherapy.

Previously, life at the hospital was disorganized: divisions into wards, into 
rooms, into isolation units; the essential instrument was the key. Certain 
principles lie at the basis of sociotherapy:
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 1) Madness is prohibited at the hospital. Up to now, when a patient began 
to cry out, it was said that he was ful!lling his function as a mad person. 
Every pathological manifestation must be tackled; reason must be set 
against the unreason of the patient. "is is an extremely rich experience 
for the person engaged in this practice. One cannot be sick with a healthy 
brain, with clear neuronal connections; through the connexions, there is 
a sort of open pathway through which the doctor has to introduce himself 
with innovative principles, so madness is permitted.

 2) Modi"cation of the daily rhythm. "e privileged itineraries of the patient 
were arranged by category up to now. A rhythm has been imposed. 
Dining rooms were created, forks and serviettes, and patients were asked 
to have normal attitudes. "e patient must work and earn some pay. 
Competitions were organized, as were meetings which the patient had 
to attend in the doctor’s presence. "e problem of the group’s tolerance 
toward the patient is very important.

Di#culties of Sociotherapy: tolerance toward the patient can be at the origin 
of important material damage; Anglo-Saxon doctors created the police room 
with a village police o#cer.

It is said that sociotherapy creates a false society. Can the social milieu be 
domesticated or harnessed like the natural milieu?

Socialization as a function of cerebral matter
We shall leave aside the classical sociological perspective for neurophysiology. 
"e upright posture straightened up the body, swung up the head, shaped the 
face, increased the capacity of the cranial box: this hominization deserves our 
attention:

 – growing complexity of the nervous system, of the brain, which reaches 
its terminal phase in the brain of humankind, with the exaggerated 
development of the hemispheres;

 – two sorts of integration: subcortical integration (in many animals, the 
cortex is poorly developed): with humankind, sort of development of 
a cerebral cloak. "e subcortical integrations give way to the cerebral 
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cloak. !e human brain is not only larger, but also more complicated. 
A maximum of neurons are accompanied by a maximum of faculties. 
!ere is a large number of bundles of associations; there is no point of 
the brain that is not linked to all the others.

How does the brain function? It behaves just like the protoplasm of the 
most ordinary animal (phenomenon of depolarization and repolarization). Is 
the human brain given once and for all? Is the infant born with a brain that 
develops along an endogenous phenomenon (Cuvier’s thesis)? Or is the brain 
a social product (at the origin there is nothing) as Lamarck would suggest we 
see it?

!ere is a hemispherical dominance: the language centre is found in the le" 
hemisphere; children with a right hemiplegia speak. When the le" hemisphere 
is impaired, there is an inversion and the right brain takes the place of the 
le" brain. !e deaf are not born mute: since they do not hear themselves, the 
originary speech movements are gradually abandoned: one becomes mute 
because one is deaf.

!e human brain has enormous potentialities, but these potentialities must 
be able to develop in a coherent milieu. !e messages sent to the brain must 
be able to be received.

Being able to be socialized is #rst about having a normally constituted brain. 
But if this is a necessary condition, other elements intervene. Piaget grants 
language a major importance, but, before language, there is a preliminary 
stage.

At the level of the brain, there is a consubstantiality of the we and the I: 
it cannot be said that the child is egocentric and does not see the outside 
world. Otto Rank has described his ‘famous’ trauma of birth. In the practice 
of painless childbirth, it is noticeable that childbirth is a physiological act and 
not a pathological one.

Let’s ground ourselves in some facts: 1) a six-month old baby cannot sleep 
without light: he has always slept with the light on, there is a sort of intoxication 
of the cerebral cells; 2) a three-month old baby su$ers a dermatosis resistant to 
all treatment: the mother breastfed the child as though an object of repulsion; 
3) a two-and-a-half month old baby does not sleep, does not eat, then comes 
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around to eating but loses weight: the parents did not sleep either; then, placed 
in the care of the grandmother, the child took to eating food again and started 
sleeping again; 4) a baby of fourteen months does not sleep, is aggressive: the 
father, who was unemployed, beats his wife; 5) a baby of fourteen months has 
uncontrollable vomiting; it proves to be due to the parents’ attitude toward the 
infant: the father doubts his paternity; 6) a child does not smile: the mother 
has a double facial paralysis.

Stereotypes exist from the !rst weeks of life. "e social milieu is a constant 
presence; from the !rst minutes of its life, the infant is taken in hand by the 
social milieu. If some children speak late, it is generally because they have to 
overcome inhibitions that were established in early infancy. Cases of dyslexia 
can be treated.

Ego formation
"e neurological point of view converges with the psychoanalytic point of 
view, which has it that, during the latency stage, everything is put in order. 
Lacan says that the child, when it is born, is ‘divided up’ (associations are not 
yet established). At six months of age, a mutation occurs which is the child’s 
recognition of the mother’s image and the child’s acquired certainty that the 
other is equal to the ‘ego’; Lacan calls this stage the mirror stage: if a child 
is placed in front of a mirror at the age of four months, nothing happens; at 
seven months, there is extraordinary jubilation: recognition that it ties to the 
maternal image. "e fact that I am me is haunted by the existence of the other. 
For human beings, the mirror stage is a common stage; the child reacts to the 
human face from very early on; this is a matter of a conditioned re#ex.

"e child is very sensitive to modi!cations to the atmosphere. "e brain is 
not constitutionally weak. To be socializable is to be able to maintain a constant 
tension between the ego and society. With language, this get complicated: the 
word becomes the signal of a signal. If the milieu does not authorize me to 
reply, I will clearly atrophy, I will be halted, clamped down on, I will not be able 
to have a normal rhythm; if the milieu grabs me tightly, a con#ict occurs; there 
is no perspective open to the brain’s fractional complexity. To be socialized is 
to respond to the social milieu, to accept that the social milieu in#uences me.
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Control and surveillance
Modern times, it has been said, are characterized by the individual’s being 
put on !le. "e psychiatrist intervenes when the individual is part of a work 
scheme, of a technique; the individual working in a team, on the assembly line, 
needs to be controlled.

Up to now, what was controlled was an object, the work put into a material 
object; control was qualitative. Now, with the development of the market, a 
certain quanti!cation has been brought in. "e question became one of the 
number of working hours, of the number of active hours on a production line. 
"is was at the origin of the system of clocking in and out.

"e time clock has its nicknames, the ‘bargainer’, the ‘grand-father’. "e 
boss calls it the ‘antithe# device’. Being a good worker means you have had 
no trouble with the time clock. "e workers’ relations with the apparatus 
are strict, timed. For the worker, to be on time means being at peace with 
the time clock. "e moral notion of guilt is introduced here. "e time clock 
prevents and limits the endemic guilt of the worker. For the boss, the time 
clock is indispensable. As the time clock is continually present, it introduces 
a number of speci!c conducts into the worker. It represents the overall 
apparatus that employs the worker. Before the time clock, the worker had 
the possibility to apologize; from now on, the worker is constantly rejected 
in the solitude with the impossibility of persuading the employer about his 
good faith.

Hence the pathological conducts observed: nervous tensions, explosive 
angers, dreams of these workers/nightmares: a train that departs and leaves 
me, a gate that shuts, a door that does not open, a game that I am not allowed 
to play, the boss has vanished, leaving the time clock in his place …

But the relation is not the only thing that has rei!ed, the employee has, too. 
Whence:

 – absenteeism: one arrives late, but does not go in for fear of admonition. 
Instead the worker goes to the doctor and takes a sick day. But there is 
an inspection. However, the factory worker does not know what lazing 
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around means. He experiences boredom; he has the feeling of being 
excluded from the group, of being displaced.

 – reinforcement of obsessional attitudes: time is no longer [a] thing in 
which I make my way in an ordered fashion, but something that I must 
constantly take into account;

 – accidents: there are 50% more accidents before work than on the way 
home, when the worker is nevertheless more tired;

 – loss of control of re!exes.

Are there any ways to anticipate these disorders? It would be necessary for 
bosses and the collective to start taking an interest in it.

Telephonists’ neuroses
"e milieu studied is the Paris long-distance call service. On the basis of many 
cases, Le Guillant14 observed the following phenomena among telephonists: 
empty-head sensations, impossibility of intellectual work; impossibility to 
go to bed without pain: loss of control of re!exes; obsessional phenomena; 
mood disorders that a#ect the husband and the family milieu; employees are 
unable to tolerate noise; insomnia; somatic problems: patients do not eat, or 
are constantly ill. All that takes its toll on conjugal life.

Where do these problems emerge from? Too many calls; the headset must 
be kept on. Le Guillant also talks about the wiretapping equipment controlled 
by the supervisor: the employee feels as though she is constantly being spied 
upon, she must control herself constantly; the body insofar as it is manifest 
is persecuted with hallucinations by auditory perception. "e employee’s 
role consists in putting into communication, in inserting phone plugs, in 
abstracting herself.

14[Fanon began following the works of communist psychiatrist Louis Le Guillant early. He cites Le 
Guillant in an article written with S. Asselah on agitation (see above, p. 446). See in particular: ‘La 
psychologie du travail’, La Raison, no 4, 1952, pp. 75–103; ‘La névrose des téléphonistes’, La Presse 
médicale, no 13, 1956, pp. 274–7. Le Guillant’s essays on the psychology of work were republished 
under the title Le Drame humain du travail: Essais de psychopathologie du travail (edition by Yves Clot), 
Toulouse: Érès, 2010 ($rst edition, 2006).]
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In the public services, the telephonist is not monitored and so disorders are 
due only to the mechanized character of the profession and not to wiretapping 
or to listeners. !is is an example of what in psychiatry is called ‘the external 
action syndrome’, which deforms and is o"en at the origin of suicides.15

Employees of large stores
Particularly in the United States, cameras function in the large stores without 
the employee being forewarned about it; perpetual surveillance. !is is 
obviously not only for employees, but above all for thieves; notwithstanding, 
the employee knows he is constantly being spied upon. Hence the appearance 
of the same type of syndromes as those of telephonists monitored through 
wiretapping sets. Within the technological milieu, the tendency is to reduce 
communications and transform the human being into an automaton.

Problem of racism (United States of America)
In divided societies, a behaviour can be observed characterized by a 
predominant nervous tension leading quite quickly to exhaustion. Among 
American Blacks [les Noirs américains], control of the self is permanent and at 
all levels, emotional, a#ective … !is division, which is called the colour bar, is a 
rigid thing, its ongoing presence has something nagging about it. When reading 
Chester Himes’ detective novels (!e Five Cornered Square, !e Crazy Kill,16 
etc.), the dominant feature of Harlem is seen clearly to be aggression. By a sort 
of introjection, the Black mans aggression turns back upon the Black man; the 
condemnation is adopted; the black individual ‘assumes’ his own condemnation. 
Note the importance of feelings of guilt with the Black as with the Jew.

16[!e Five Cornered Square or, A Rage in Harlem, New York, NY: Dell, 1957, published in French as 
La Reine des pommes (Paris: Gallimard, 1959); !e Crazy Kill, New York: Berkeley Medallion, 1959, 
published in French as Couché dans le pain (Paris: Gallimard, 1959).]

15[At the XXXth Congrès des aliénistes et neurologistes de France et des pays de langue française (Blois-
Tours, 25–30 July 1927), discussing the reports that had been presented on ‘mental automatism’, the 
psychiatrist Henri Claude (1869–1945), insisted on ‘the a#ective mechanism, which he described as 
“the external action syndrome”, on the role of hidden psychical con$icts in these patients, on the interest 
in studying them from a psychoanalytical point of view and on the possible role of psychotherapy in 
treating them’. Revue Neurologique, 1927, vol. 2, p. 383, http://ur1.ca/qs3np]
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!e ‘negro’ [le nègre] understandably wants to leave Harlem; but it is to 
want to be white. Religion is o"en conceived as a way of ‘becoming-white’ 
(‘se blanchi"er’). Sometimes, other tendencies are also observable, such as: 
that which consists in showing that paradise is black, that Jesus Christ is black 
(see Green Pastures17); the theme of evasion, of leaving, of #ight in the negro 
spirituals;18 the desire to become grand, to be a champion somewhere – thus, 
the historical revenge of the American Black on the occasion of sporting events 
such as the Olympic Games.

Obsession with suicide: see the blues and Black American music. In some 
blues music the aggression is pronounced: ‘I pray to God that this east-bound 
train crashes, that the mechanic dies …’ !e Blacks o"en have only one 
resource: killing. When a Black kills a Black, nothing happens; when a Black 
kills a White, the entire police force is mobilized.

Problem of the encounter
In a society that is as divided as American society, to what extent can a Black 
encounter a White? When a Black American is face to face with a White, 
stereotypes immediately intervene; it is necessary for him not to be ‘true’ with 
the White because the value systems are not the same; at bottom, there is a 
lie which is the lie of the situation. To confess is to confess that one is part of 

17[In his critique of Mayotte Capécia’s novel Je suis Martiniquaise (Paris: Corrêa, 1943), Fanon also 
refers to the $lm of the Americans Marc Connelly and William Keighley, Green Pastures (1936), 
released in France the same year as Les Verts paturages: ‘!e withdrawal of the ego as a successful 
defense mechanism is impossible for the black man [or for the Black]. He needs white approval. 
In full mystical ecstasy, carried away to another world by the hymns, Mayotte Capécia imagines herself 
a “pink-cheeked” angel and that she soars away “all pink and white”. But there is the $lm Green Pastures, 
where God and the angels are black, that gave the author a terrible shock: “How can God be conceived 
with Negro features? !at’s not my idea of paradise. But, a"er all, it’s only an American $lm.” 

How could the good and merciful Lord be black? He is a white man with bright pink cheeks. From 
black to white that is the way to go. One is white as one is rich, as one is beautiful, as one is intelligent. 
Meanwhile, André has moved onto other climes, carrying with him the white message to other 
Mayottes: delightful little blue-eyed genes, pedaling down the corridor of chromosomes.’ (Black Skin, 
White Masks, p. 34).]
18[In Lyon Fanon met Louis T. Achille, a major French specialist of negro spirituals, on which Achille 
had published an article in the May 1951 special issue of Esprit, titled ‘La plainte du Noir’. !is issue 
also contains an article by Fanon, ‘L’expérience vécue du Noir’, itself later to become a chapter of Peau 
noire, masques blancs.]
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one’s own social group;19 if the Black is dominated, he cannot be required to 
engage in human behaviour. When a Black addresses a White, !rst he has a 
particular voice, as well as particular demeanour and style. When the white 
element intervenes in Harlem, racial solidarity is immediately manifest.

Problems of psychopathology
Society intervenes in the development of the personality starting in childhood. 
In the ‘nounous’ romances, the theme of negritude: ‘Sleep, sleep, my negro, take 
your good time, because a"erwards it’s not funny’. #is is a sort of conditioning 
through absurdity. #ere is a reserved space, with all the prohibition that it 
implies. #ere are intense psychological and muscular tensions that will give 
rise to headaches, to organic ulcers. #e anxiety is considerable. Rejection 
entails inferiority complexes. #e di$culty in defending one’s self-love devalues 
that self-love. #ere is simultaneously a susceptibility, a raw sensitivity.

‘Colonized’ society
In territories under foreign domination, we see the same attitudes. Algerians 
enlist in the German Army, hoping that Germany will liberate their country. 
#e Manifesto of 31 May 1943 demanded the right for Algerians to self-
determination.20 #ere was enormous reluctance from Algerians to get 
involved in the war. It was said: ‘#e enemies of our enemies are our friends’. 
In 1939, the conviction of the Algerian people was that the Germans would 
be victorious; Hitler was referred to as ‘Hadj Belgacem’. In 1942, territorial 
militias were established. But politicians aware of Nazi ideology made clear 
that there must be no illusions about it. #e pro-Nazi movements in Iran and 
in Iraq were above all anti-English or anti-French.

#ere is a repositioning of values; when independence is acquired, no 
longer is there any glory for the former combatant.21 Aimé Césaire said that if 

21[‘When they have used violence to achieve national liberation, the masses allow nobody to come 
forward as “liberator”(!e Wretched of the Earth, p. 51).]

19[See above, ‘Conducts of confession in North Africa’, p. 409.]
20[Ferhat Abbas, Le Manifeste du peuple algérien, republished with a Preface by Jean Lacouture, Paris: 
Orients Éditions, 2014. ]
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the Europeans are anti-Hitler, it is because Hitler tried to do to them what they 
did to the peoples that they had colonized.22

Ethnopsychiatric considerations
Descriptions have been given of the Madagascan’s dependency, the Hindu’s 
indolence. In 1918, a neuropsychiatry professor, Professor Porot of the Algiers 
Faculty,23 published a treaty on ‘Muslim psychiatry’ in which he characterized 
the Muslim as follows: absence or near absence of emotivity; credulity; 
tenacious stubbornness; propensity to have accidents and have crises of 
hysteria. However, in 1932 (Annales médico-psychologiques), he would say that 
the Kabyle, who is intelligent, escapes the mental debility observed among 
other Algerians. In 1935, Porot,24 during the discussion of a psychiatric report, 
said that the Algerian is just a big mental retard; a primitive being whose life 
is essentially vegetative and instinctive; at the slightest psychic shock, he has 
diencephalic reactions rather than psychomotor ones.

Professor Sutter revisited the question: ‘Primitivism is not a lack of maturity, 
it is a social condition at the end of its evolution’;25 therefore, primitivism 
cannot be explained by domination; this primitivism is applied in a logical 
fashion to a life that di!ers from ours, it has far more deeply-rooted bases.

"ese works by the Algiers School did not remain isolated. Remarks of 
the same sort were made in Marseille by doctor Gallais about Senegalese 

22[Aimé Césaire, Discourse on Colonialism, trans. Joan Pinkham, New York, NY, and London: Monthly 
Review Press, 1972, p. 3. Discours sur le colonialisme, Éditions Présence Africaine, 1955. ("e #rst 
version was published in the review Réclame, 1950). See Œuvres, Paris: CNRS Éditions/Présence 
africaine, 2013, pp. 1443–76]
23[On Porot and Carothers, see above ‘Ethnopsychiatric considerations’ p. 406.]
24[See above, ‘Ethnopsychiatric considerations’, p. 405. "e original discussion is available at http://ur1.
ca/qs6la.]
25[‘For primitivism is not a lack of maturity, a marked arrest in the development of the individual 
psyche; it is a social condition at the end of its evolution and adapted in a logical fashion to a di!erent 
life from our own’ (‘Le “primitivisme” des indigènes Nord-Africains. Ses incidences en pathologie 
mentale’. By Professor A. Porot and Doctor J. Sutter (of Algiers), Marseille: extract from ‘Sud Médical 
et Chirurgical’ of 15 April 1939).]
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infantrymen. In Kenya doctor Carothers did a study on the Mau-Mau revolt 
and introduced the notion of jealousy (the English had marked their preference 
for speci!c tribes): role of the frustration of love for the father as symbolized 
by the English colonizer. Carothers a"rms that the African, with his total lack 
of aptitude for synthesis, is akin to a lobotomized European. According to him,  
the African is constitutively lobotomized (see !e African Mind in Health and 
Disease: A Study in Ethnopsychiatry, 1954). #ese works then allowed him to 
enter into the WHO.

Relations between the colonized and work 
in a colonized society
Examining the relations of collaboration between the colonizer, the 
autochonous colonist and the colonized means showing that there is no 
relation.

!e colonized worker and the state: the state presents itself !rstly as foreign. 
#e rubber-plantation worker from Indochina or the South-West African 
miner are not comparable to the metropolitan peasant. #e colonist, the boss, 
has asserted himself through force; the metropolitan $ag raised on his territory 
amounts to a violation. Among miners in the north of France homogeneity 
exists; even if there are demands, it remains in the circle of the nation, of the 
national universe. #e colonized people cannot conceive any struggle except 
by foregrounding the radical contestation of the domination of his country by 
another country.

Before the arrival of foreigners, the colonial country did not exist, at the 
least it existed in the state of a thing, in the natural state. #e action of the 
metropole is exerted on nature itself and on beings insofar as they are still in 
the state of nature. Work, insofar as it fecundates man, is the privilege of the 
colonist; only the settler works both on nature and on beings. Natives and 
brush, Mitidja and lazy stubbornness are the same thing. Just as tracks must be 
created, so too must one !ght against leprosy and malaria, against the natives; 
nature must be changed in spite of itself, violence must be wrought on it; the 
native must be brutalized, have good done to him despite himself. When the 
gold of Transvaal is spoken of, the settler’s stubbornness comes to mind. But 
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is there any real hostility from the native? Instead there is inertia, avolition, a 
desire to perpetuate the actual state of things, whence the di!culty of obtaining 
any action; there is idleness. To study work in the colonies is in some way to 
study idleness (refer to the article on this topic in Présence africaine, 1952, 
titled ‘Terre’26).

"is notion of non-e#ort, of the colonized’s non-collaboration, is a constant 
given in relations between the metropole and the colony. If works are to be 
created, if nature is to be humanized, it is necessary to force things, to have 
forced labour. Forced labour is the colonist’s reply to the idleness of the native; 
the native is forced to work; he will be fetched at home. Forced labour is a 
logical consequence of colonial society. Since the native can be forced, the 
understanding is that he can be hit.

"is idleness contends with the rapaciousness of the settler, with his 
alacrity to earn money. "is idleness is lived in the colonial context as a will 
not to make raising pro$t easy; this is the behaviour of a pilferer; the colonist 
does not work as a function of eternity; he works for his own life. "is is why, 
when positioned from the viewpoint of the colonial state, investments are 
nonsensical; since to invest is to be on one level with the future of that region. 
In the colonies, private industry can scarcely invest. "e settlers are not settled 
in the colonies in view of a determinate economic development, but instead to 
amass the biggest possible pro$t in the shortest possible time.

If we consider the trade-union problem, we will see that it arises in very 
particular terms. First of all, the trade unionism of the metropole was 
implanted using the same directives as in the metropole; likewise, with the 
political parties. "e problem is not posed in heterogeneous fashion, but in 
homogeneous fashion. "e trade unionist directives were the same in the 
metropole and in the colonies. Colonized and unionized workers were already 
specialized workers or civil servants; there was no question of unionizing 
agricultural workers. Unionized workers were already, on the economic level, 

26["is probably refers to the section ‘Terre africaine’ in issue 12 of Présence africaine (1952), which 
was devoted to ‘Le Travail en Afrique noire’. "is section contains the translation of an article by Rosa 
Luxemburg, ‘L’expropriation des terres et la pénétration capitaliste en Afrique’.]
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‘assimilated’ and were not to be expected to acquire a national consciousness, 
but the 87% of non-unionized workers could not pose the problem in the same 
terms. But the national consciousness of workers and employees will come.

!e notion of the unemployed: in the colonies, these are not workers 
without work; they are natives whose energy has not yet been claimed by the 
colonial society. !ey form a reserve in case the other workers fail to appear: 
according to Professor Porot, the North African is quick to become senile 
(thirty-"ve/forty years of age). Unemployment is not a human problem; it is 
an everlasting reserve; "rst, for replacing cases of early senility, or else it is 
a reserve of blackmail to maintain wages at a paltry level in cases of protest 
from indigenous employees. !e mass of the unemployed does not bother the 
settlers.

If in a colony, there is no unemployment, if there is schooling, if the 
universities are open, then it is not a colony. Unemployment must be as 
endemic as yellow fever or malaria. Statistics show that tropical diseases 
have considerably diminished in many regions. !is involves introducing 
new relations in a society and introducing new relations means negating the 
colonial system.

Is the colonized an idler? !e colonized’s idleness is a protection, a measure 
of self-defence, foremost on the physiological level. Labour was conceived as 
forced labour in the colonies, and even if there is no whipping, the colonial 
situation itself is a whipping; that the colonized does nothing is normal, since 
labour, for him, leads to nothing.

Labour must be recovered as a humanization of man. Man, when he 
throws himself into work, fecundates natures, but he fecundates himself also. 
Fecundating relations of generosity must exist; there is a reform of nature, a 
modi"cation of nature, but because man shapes himself.

!e colonized who resists is right.
                         


