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Preface to the Enghsh Edition

TRAUMA HAS BECOME A MAJOR SIGNIFIER OF OUR AGE. It i1s our normal
means of relating present sutfering to past violence. It 1s the scar that a
tragic event leaves on an individual victim or on a witness—sometimes
even on the perpetrator. It 15 also the collective imprint on a group of a
historical experience that may have occurred decades, generations, or
even centuries ago. Today we talk of rape and genocide, of torture and
slavery, of terrorist attacks and natural disasters in the same language,
both clinical and metaphorical, of trauma: one signifier for a plurality of
ills significd. However, when considering this semantic field, we tend often
to minimize two important elements. First, we forger that the notion we
take so much for granted—thart a person exposed to violence may become
traumatized and so be recognized as a victim—is in fact quite a recent
idea. Second, the understandable pathos arttached to the violent evenrts
that cause trauma leads us to ignore the fact thar social agents are not
passive recipients of the label “traumatized.”™ This is what this book is
about: the historical construction and the political uses of trauma.,

Our conversations with colleagues in the helds of social science and
mental health, both in Amernica and Europe, made us realize how deeply
entrenched the concept of trauma 15 1in our intellectual and emotional
world. However, it is rarely called into question—either as a category of
mtelligibility or as an object of compassion. Questioning it in terms of its
social construcnion and the wses to which 1t 15 pur may even be seen as a
form of post-modern relativism or misplaced cynicism. It is to challenge
this taken-for-granted aspect of trauma that we commirted ourselves to
this inquiry into the contemporary condition of the victim. But we did it
precisely because we profoundly believe in the historicity of common
sense and in the political competence of individuals. It is not because we
wished to discredit the well-founded work of psychiatrists and psycholo-

gists or to deny the reality of suffering that we undertook this long invesi-
gation into the archives of rrauma and the scenes of victimhood. On the

contrary, we take seriously all the actors who occupy society’s stage.
Hence, the reader will not ind here either moral judgments on the trivial-
ization of trauma or indignant denunciation of a society of victims, the
kinds of criticisms that have become so common, especially in France. We
are interested in the politics of reparation, of testimony, and of proof that
trauma made possible and in their appropriation and diversion by the so-
called victims, We are interested in the birth and deployment of psychiat-
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ric victimology, humanitarian psychiatry, and the psychotraumatology of
exile in Toulouse, in the Palestinian territories, and in the French organiza-
tions defending asylum seekers, respectively. In other words, it is the social
history of trauma rather than the oft-told rale of its intellecrval trajecrory
that we try o grasp—a social history that we will carry into the early
twenty-first century.

This work of denaruralizing trauma and repoliticizing victims is based
on feldwork carried out in France and in the spheres of French organiza-
tions abroad. And cerrainly this specihic French contexr is reflected in our
discussion of a number of topics: traumaric peurosis after World War 1,
the reception of the DSM and the suspicion towards PTSD, the work of
the French medical and psychological emergency units, the exportation
of psvchiatry by French docrors, and the resistance of NGOs to the exploi-
tation of psvchological certificates for refugees. In this sense, the book
may be seen as a contribution to the lustoriography and ethnography of
trauma in France. However, we are convinced that the phenomena we
analyze are revealing of changes thar extend bevond the French context,
that belong to the wider, international world ot conceprs, atfects, and
values. The moral genealogy of trauma that we trace as a counterpoint
to its more classical scientific genealogy, as well as the social problemati-
zations of the condition of victim thar we describe, have a global validicy.
From this perspective, we think of our inquiry as part of a political and
moral anthropology of contemporary societies,

D.F and R.R.
Paris, December 2008



INTRODUCTION

A New Language of the Event

IN THE DAYS FOLLOWING the attacks on the World Trade Center in New
York on September 11, 2001, an estimated nine thousand mental health
specialists, including seven hundred psychiatrists, intervened to offer psy-
chological support to survivors, witnesses, and local residents.! One
month later, a New York Academy of Medicine survey of one thousand
people living in southern Manhattan revealed 7.5% of respondents suffer-
ing from post-rraumartic stress and 9.7% from depression, an increase in
the consumption of psychotropic drugs and alcohol, and an unusually
high level of recourse to mental health services. But these phenomena
were observed mainly in the whire university-educated population.” Soon
afrerward another survey, of a larger sample representative of the US
population as a whole, showed 4% of Americans suffering from post-
rraumaric stress—which, it emerged, was the same percentage as would
be statistically predicted in the general US population, regardless of the
events in New York. In other words, there appeared to be a sort of back-
ground level of trauma thar was not greatly altered by the attacks. How-
ever, the proportion was higher among those who had had prolonged
exposure to television coverage of the artacks on the Twin Towers.” Dur-
ing this period a number of professional Web sites were set up or modified
to respond to the demand for psychological support. Some three years
afrer the atracks, an electronic search using the keywords “September 117
and “trauma”™ produced nearly 1.5 million results on the Web.* The US

! See the article by Richard Gist and Grant Devilly in The Lamcet (2002) and thar by
Matthew Dougherty on the Columbia University Health Sciences’ Web site {hetpel/
www.cume.columbia.edu/news/inavive, accessed Apnl 235, 2005),

*Sandro Galea er al, (2002) and Joseph Boscarino et al. (2004). In the New England
Jowrmal of Medicine, Galea er al. note, *Postrraumaric stress disorder and depression are
the two most commonly studied mental health problems afer rrauma and disasters,™ In
Psychiatric Serpices, Boscarino et al. remark that “the racial and ethnic disparities in post-
disaster mental health service use thar we found were surprising, because free counselling
services were available in New York City after the attack.” They note that African-American
and Hispanic respondents to their survey had consulied mental health services only half as
often as white respondents, even when they exhibited signs of post-traumatic stress,

"WE. Schlenger er al, (2002). While the figures for the population of New York were
higher than the national average, paradoxically those for Washington DC were lower

' A Google search vwsing keywords “rrauma™ and “Seprember 117 made on Apnil 25,
2005, yielded 1,470,000 resules. The results included hrrpafwww. rrasmaresponse.org [with
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political establishment was also quick to seize on the attacks—nor only,
as has been widely noted, to reinforce its international authority through
a security structure set up by George W, Bush and Secretary of State Don-
ald Rumsfeld, but also for the less widely remarked purpose of establish-
ing irs legitimacy within the United States, founded on its expression of
empathy and reassurance. When, in December 2002, the Foundation tor
Psychocultural Research organized a major conference on post-traumartic
stress disorder (FISD) in Los Angeles, it naturally rurned to Rudolph
Giinhani, the tormer mayor of New York who was acclaimed for his man-
agement of the crisis, to give the opening address.” Thus, psychologists
treating victims of the tragedy and epidemiologists gachering statistics on
its psvchological consequences, Web designers and politicians were all
coming o a similar conclusion: both survivors and witnesses, but also
television viewers and residents of the United States in general were suffer-
ing from exposure to a traumatic event, the ettects of which were to be
dealt with mainly by psychiatric care.

Of all the possible consequences of the attacks on individuals—aside,
of course, from the thousands who died—it is thus the psvchological im-
pact thar emerges as the clearesr, most lasting, and most incontrovertible:
after the mourning, the trauvma remains. The term “trauma™ should,
moreover, be understood here both in the restricted sense in which it is
used in the mental health held (the traces lett in the psyche) and in its more
widespread, popular usage (an open wound in the collective memory), for
the travma affects borth New Yorkers and the United States as a whole,
bath individuals and a nation. From the literal sense in which the term is
used by psychiatnises (a psvchological shock) to its metaphonical exten-
sion disseminated by the media (a tragic event)—and it is worth noting
that discourse often shifts from one meaning ro the other within the same
passage, without particularly marking the distinction—the idea of rrauma
is thus becoming established as a commonplace of the contemporary
world, a shared truth, No one thinks to question whether residents of
Manhattan, or even a large proportion of US citizens, are psychologically
affecred and thus in need of speciahst care. No one expresses surprise at
the huge number of psychologists and psychiatrists present ar the scene

“The %11 Trawma Response Darabase™) and herpaiwww psvchologiseshelp.org (which
gave advice on irs “Coping with 911" pagel.

 The Post-Traumaric Stress Disorder Conference, UCLA, December 12-15, 2002, In the
conference program the organizers write, “This conterence addresses the profound etfects
of traumaric experiences, which persist long after the horrifying events themselves, The trag-
edy of Seprember 11, 2001, tesufies to this and underscores the importance of understanding
the ways in which travma shapes and is shaped by our culiuee and biology.™ Justifying the
presence of their guest of honor, they add, *On Seprember 11, 20010, Mavor Giwlani
brought strengrh and stabilicy o the citizens of Mew York ar a vime of grear trauma,”™
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of tragedy. This reading of the events is universally accepted. Faced with
the violence of the facts, or even thar of the television images of them, it
seems so natural to invoke the notion of trauma that society’s response
of providing therapy appears to signal progress, both in our knowledge
of the realiy lived by those directly or indirectly exposed to the events
and in the care offered by society and its representatives.

The reacnion to the attacks on the World Trade Center was unique in
its level of confidence in the reality of trauma, bur it illustrates a general-
1ized socal phenomenon. In France, atter the plane crash at Sharm el-
Sheikh on December 3, 2004, during the hurried return of French citizens
from the Ivory Coast on November 8, 2004, following the collapse of the
Roissy air terminal on May 23, 2004, and upon the return of survivors
of the South Asian tsunami on December 26, 2004." emergency aid and
psvchological support facilities were put in place. In specially installed
cubicles, psychiatrists and psychologists offered “debriching™ or emer-
gency preventive counseling ro those direcrly affected and to their families
waiting at the airport.” Similarly, when the Somme River flooded in the
spring of 2001 and in the Gard region in the fall of 2002, during hostage-
takings in a shopping cenrer in Cergy in 2001 and at a primary school in
Clichy in 2005, following the suicide of a classmare or even the appear-
ance of grafht insulting teachers in Seine-Saint-Demis, medical and psy-
chological emergency unirs responded, with experts in psychotraumatol-
ogy workimg alongside their resuscitation-specialist and paramedic
colleagues in the ambulance service, These are mental health profession-
als, trained in crisis management, who carry our on-the-spot *defusing”
procedures for victims and witmesses, pupils and teachers.” Similarly, in
other countries, teams of psychiatrists and psychologists belonging to
Meédecins du monde {Docrors of the World, MDM) and Médecins sans
frontiéres (Doctors withour Borders, MSF) go to the aid of distanr peoples
ravaged by narural disasters, wars, or other calamities—survivors of
carthquakes in Armenia and Iran, people who have lived through conflict
in Bosnia and Chechnya, street children in China, and Romanian or-
phans.” Psychological disturbance on the bartlefeld has become a serious

* After a long delay, the French Department of Victims' Righes published a bookler for
survivors of the tsunami, the introducrion o which includes a note warning of the possible
psychological effeces of the event and gives a list of contacts for specialise services.

" For an account of the “debriefing™ wechnique, see the articles by Frangois Lebigor {1998)
ard Lionel Bally | 2003),

' For an account of the “defusing™ procedure, see arricles by Louis Crocg er al, {1998)
and Francois Ducrocg et al. (1999},

* The two organizations” humanitarian psychiatry programs are covered in their respec-
tive journals: Médecing sans frontieres. Medical News (Psychiatry special) 7, no. 2 {1998),
and Mddecins du monde. fowrnal desting aux donatenrs, = The Wounds of the Soul,” 5@

{1999]),



4 « Introduction

issue for military commands, initially as it affects the troops themselves
(witness the “Gulf syndrome™ affecting soldiers involved in the 1991 con-
flict in Irag) and then also in relation to civilian populanons (for example
during the second contlict in 2003), Following the first Gulf War, US$250
million was spent on hundreds of programs aimed at identifving the
causes of mysterious symptoms presented by US veterans; however, in the
absence of any satisfactory explanation of the origins of the condition,
the rrearment given consisted largely of behavioral psychotherapy. As the
bombing of Baghdad began at the start of the second Gulf War, US author-
ities published estimates thar 570,000 Iragi children were art risk of post-
traumatic stress and would need psychological care.' In this wide range
of situations, which looks more like “a certain Chinese encvelopedia™
described by Borges than a systematic list drawn up by the American
Psychiatric Association, the lowest common denominator is trauma—in
other words, the tragic event and its psychological traces.

Contemporary society now accepts without guestion the notion that
psychologists and psychiatrists intervene in situations of war and disaster,
in cases of exceptional or even evervday violence. No one seems aston-
ished when mental health professionals leave their care centers and con-
sulting rooms to attend to the “psychically wounded”™ in debriefing
spaces. The idea thar tragic and painful events, whether individually or
collectively expenenced, leave marks in the mind which are then seen as
“scars™ by analogy to those left on the body, 1s just as easily accepred.
The idea that someone damaged by an acadent or an attack can, under
the victim compensation laws of his or her country, claim financial com-
pensation for psychic trauma 1s judged ennrely leginmate, even if, as is
often the case, the person simply witnessed the event deemed traumaric,
It a victim of torture or persecution provides a medical certihcate tesn-
fying to post-traumatic distress in order to gain refugee status, this is gen-
erally accepted as relevant evidence, precisely because a line of imputanl-
ity and inevitability has gradually been established berween abuse and
IS CONSEQUEnCEs,

Twenry-five vears ago the issues were not so clear-cut. Trauma was
rarely evoked outside of the closed circles of psychiatry and psvchology.

0 the Gulf War syndrome, see the article by Enserink i Science (2003); the figures
relaning to the potennial child vicrims of erauma during the second war tn Irag are cited in
a Newsweek speoal report {Apnl 7, 2003,

" I the dedicarion of his book, Claude Barrois (1998) stares, “Almaose all injuries leave
scars, A person who has almost passed through the looking-glass never returns unscathed.
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Psychiatrists and psychologists were unlikely to appear at the scene of
individual or collective misfortune, excepr in the rare cases where courts
sought their clinical expert opinion. And when rhey did become involved
in situations of conflict or occupational injury, they questioned the reality
of the symptoms presented by the wounded and survivors, always sus-
pecting that the soldier’s “neurosis” afrer a shock was simulated in order
to avoid returning to the front,'* and thar the worker's “sinistrosis™ afrer
an accident concealed a more or less conscious desire for reparation.’”
The victim—who in fact was rarely thoughr of as a “victim™—was tarred
as illegitimate; trauma was a suspect condition. Thus, within a few vears
the course of history has changed: now the victim is recognized as such
and trauma 1s a legitimate starus. It is this new condition of victimhood,
established through the concepr of trauma, thar we address in this book.

“My problem,” Michel Foucault said toward the end of his lite, *is to
know how men govern (themselves and others) by means of the produc-
tion of tructh.” He added: “By ‘the production of rruth,” I do not mean
the production of true statements, but the arrangement of domains where
the practices of the true and the false can be ar once regulated and rele-
vant.”" This is in effect our premise in this book. The question is not
whether or not an individual who has experienced or been exposed to a
dramatic event is suffering from post-traumatic stress, and hence whether
he or she merits psychological care and hnancial compensation. Our goal
is rather to understand how we have moved from a realm in which the
symptoms of the wounded soldier or the injured worker were deemed of
doubtful legirimacy to one in which their suffering, no longer contested,
testifies to an experience thar excites sympathy and merits compensation.
The point 15 to grasp the shift that has resulted in whar used to excite
suspicion now having the value of proot—the shift whereby whar was
false has become what is true. We seek to grasp the historic moment when
suspicion ended.

Even if his or her scar is well healed, it is indelible.” Here we are in the realm of metonymy
rather than meraphor.

12 José Brunner's article (20001 on the First World War offers a glimpse into the intense
discussion among neurologists and psvchiarrisrs abour this “neurosis,™ which effecrively
amounted to stigmatizing soldiers as caloulating cowards, thus justufying parcicularly
brutal reearment,

* On this subject it s worth returning to Savad's arnicle (1999) on “sinistrosis.™ The
anthor points ourt thar by the 19605 and 1970s this label was vsed only to describe psycho-
logical distress observed in immigrant workers following accidents ar work, which was ex-
plained purely in terms of their tendency to claim indemnities,

" This extract, where Foucaule (1994, pp. 20-34) also uses the expression “regimes
of truth” {régimes de véridiction, which means literally *regimes of truth-relling™}, comes
from a little-known rext derived from a roundeable discussion with a group of historians
on May 20, 1978,
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This turnaround is plaved out simultaneously on rtwo stages. On the
one hand we have the professional circles of psychiatry and psychology,
which as we shall see have been substantally intluenced by social move-
ments demanding rights, particularly for veterans and women who have
suffered violence. It was the convergence of these disciplines and move-
ments, as well as alliances berween them, that gave rise to the diagnostic
category of post-traumaric stress disorder, which was to become the key-
stone in the construction of the new truth, And it is in this context that
further developments in psychiatric victimology and humanitarian psy-
chiatry emerge. On the other hand, the more generalized and global
idea of rrauma, designating an irrefutable reality linked to a feeling of
empathy, has spread throughout the moral space of contemporary socie-
ties. This trend is independent of opinions as to the validity of the diagnos-
tic category as a way of accounting for the paintul experience of tragic
events in other cultural contexts. In fact, although there has been much
criticism of whar some see as a form of psychological ethnocentrism, the
critics do not question the moral importance of rrauvma. Thus there are
rwo orders of facts, one relating ro the history of science and medicine,
and one linked to an anthropology of sensibilities and values, Most of the
writing on psychic trauma, particularly in the North American literature,
looks ar trauma from the first perspective, focusing on the research and
debates that have resulted in the production of this new classihcation of
mental illness."” It seems to us essential, however, to consider these two
orders of tacts together, bearing in mind both the genealogy of the medical
category and of the moral norms, both the invention of post-traumaric
stress and the recognition of its victims, both what psychiatrists and psy-
chologists sav about trauvma and how this 1ssue is handled by journalists
and support organizations, Trauma is not confined to the psvchiatric vo-
cabulary; it 1s embedded in evervday wsage. It has, in fact, created a new
language of the event.

The reading we propose in this book might be described as construc-
tionist, in the sense that it explores the ways in which trauma is produced

FThe principal comtribution in social science is Allan Young's book (1995), which traces
the history of the caregory while analyzing the sociology of its use in a psychiatric erearment
umit. In parallel, lan Hacking™s writings ( 1995) explore more broadly the reclassification of
psychological disorders atfecting memory, particularly around the emergence of mulnple
personalities. In the United States, licerary studies have also playved an important role in the
imvestigation of the theoretical and practical issues raised around trauma, particularly in the
ficld of psychoanalysiss Cathy Caruth {1996) and Ruth Leys {20000, All of these works
I."'ft.l,'l.:ﬂ'lu'l;_'llu" rvl:'nr:- I Gn .'|.|'|:'||:|.':-=.i\ ||'|1'|.'|.‘:|'|;||. [ [|'|-e: I'-I1_'|1.‘| |_:|i |'|-:.}'.._'l'|i41l:r}' ;|_|!|r.‘| ]_15}1"1u|ug1_., -I']1i'5 i5
even more frue of mencal health specialises themselves, whether they promote the concept
of travma, like Bessel van der Kolk et al. (1996}, or challenge assomptions of its universalicy,
as do Parrick Bracken et al. (1998},
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through mobilizations of mental health professionals and defenders of
victims’ rights, and more broadly by a restructuring of the cognitive and
moral foundations of our societies thar define our relationship to misfor-
tune, memaory, and subjectivity. In this our approach differs from essen-
tialist perspectives, which either (in the case of psvchoanalysis) view
rrauma as a psychic given inscribed in the unconscious, or (as in the organ-
wist paradigm) seek the marerial rraces of trauma in the human brain.'
This is nor to question the validity of psvchoanalytic interpretations and
neurophysiological observations; rather, our approach derives from a dif-
ferent epistemological choice, We are interested in the development of a
category of thoughr and the emergence of a realm of truth. We do not
dispute the universality of trauma or its variation in different cultures: we
athirm thar it is almost universally accepred and that the concept has been
adopted in multiple cultural contexts. We are not asking whether, either
in general or in specific cases, trauma is a relevant concept from the medi-
cal or social viewpoint: we are aware thart ir is considered as such in medi-
cal circles and in the social sphere. In other words, our viewpoint derives
neither from a relarivism that would implicitly or explicitly raise doubts
about the concept of trauma by asking if it really exists, nor from a moral
standpoint prompting us to contest the unrestrained use of the term, nor
from a cynicism thar might lead us to comment ironically on its tendency
towards exaggeration.” These viewpoints have their logic, but they are
not ours. We are attempting instead to understand what we see as a major
social shift in terms of its anthropological significance, to understand how
a system of knowledge and values was shaken and how one truth was
overturned and another produced. In short, we seek to understand how
the contemporary moral economy has been reshaped.

If social sciences are of use to socierv—and we are convinced they are—
it is by virtue of the critique thev offer. This critique primarily addresses
the concepts and tools with which the men and women of roday think
and transform the world—concepts and tools that are often invisible, and
therefore unrecognized, by those who vse them. Thus a critical reading
of rrauma rejects the naturalization of the concept.” The simple fact that
within the last two decades it has become standard practice to send psy-
chiatrists and psvchologists to places where people have been involved in

* These rwo approaches can of course be reconciled, as van der Kalk and van der Harr
{1995} show in bringing Freudian theories and neurophysiological observanons wogether in
a single analysis,

7 This perspective is what one of us has conceptualized as a *well-tempered construc-
tiomsm” {Fassin 2(Hka) that invalves a certain degree of “realism,”

’ biv by showing how the © ive” {Rech M2 Cr A FESONANCE

Motably by showing how the “travma narragive™ {Recheman 20020 creares a resonance
berween the “heman condition™ of victim and the “clinical condition®™ of PTSI.
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or have witnessed dramatic events should invite reflection. From our clini-
cal experience and our ethnographic work with people who have been
through terrible ordeals, we know that a painful past can resurface in
veiled or violent form in the body or the mind." However, since this reality
has only recently been recognized (that is to say, identified and legiti-
mized), our question is: what does this social recognition change, for the
men and women of today (whether victims or not), in their vision of the
world and its history, and in their relationships with others and with them-
selves? When we consider the soldier suffering from nightmares and
flashbacks as psychologically wounded rather than as a malingerer or a
hero, what does this view of war and those who participate in it tell us?
When the concepr of trauma allows the survivors of an industnal accident
to speak of their a priori right to compensation, regardless of any evalua-
tion a posteriori of the facts in their individual cases, how are the manage-
ment of damage and the administration ot evidence altered? When wit-
nesses testify publicly to the plight of the Palestinian people on the basis
of cases reported by psychologists, how are the representation of their
situation and the defense of their cause affected? When more credence is
given to a medical certificate arresting to post-traumartic stress than to the
word of an asylum seeker, what conception of the law and of the subject
is operating? These are some of the questions we will be asking through-
out this book. The answers we suggest sketch our whar we will call a
politics of trauma.

The history of the invention of post-traumatic stress in the lare nineteenth
century and of its rediscovery in the late twentieth century, thus allows
us to trace a dual genealogy {part 1). The first strand, which belongs in the
domain of psvchiatry, psvchology, and psychoanalysis, conceives trauma
both at the level of theoretical debate (which has been analyzed many
times) and in actual practice (particularly in the fields of forensic medical
expert opinion and colonial medicine, which have not hitherro been
the object of much artention). The sccond strand, which relates to social
conceptions, traces changes in atritudes to misforrune and ro those who
suffer it, whether soldiers or workers, accident victims or survivors of
the concentration camps. More specifically, it marks changes in artitudes
towards the authennicity of such suffering. Although most research on
trauma has focused on the first area, it seems to us that the second 15 an
equally impaortant factor in the emergence of the concept of trauma. What

B For an account of our clinical work and ethnographic studies, see our work on discase
panents in South Africa (Fassin 2007) and Cambodian refugees {Rechrman 20004,



Introduction = 9

is most revealing is the way in which these rwao histories have interacted.
We can identify key moments in twentieth-century history at which
trauma was able, with surprising ease, to lock into values and expecta-
tions embodied, in each case, in a very specific historical configuration.
How did this acceptance of trauma come about? How did it travel
from the First to the Second World War, from North American feminists
ro Viernam vererans? How did clinical theory and everyday practice adaprt
to these changes in pathological categories and social norms? How and
why has trauma been able to embody, equally powerfully, entirely oppos-
ing values? Examination of this dual—scientific and moral—genealogy of
trauma gives us a key to understanding each of these turning points. We
end this first phase of our study at the point where post-traumatic stress
disorder has achieved universal acceprance, but our aim is not simply to
emphasize the discontinuity marked by the end of the era of suspicion
that hung over victims of violence. We also try to demonstrate a continu-
ity, perhaps more fundamental, by means of which psychic trauma affirms
the ultimare truth of humanity and negares other possible schemes ot de-
scription and acnion.

From within the social contexr of constant change that has prevailed
since the late 1980s, we have chosen three cases emblematic of the con-
temporary politics of trauma. Our first case study concerns the develop-
ment of psychiatric victimology and intervention on the scene of assaults
and accidents, hostage-taking incidents, and narural disasters; it focuses
primarily on the so-called emergency medical and psychological units thar
have been established throughout France, We will examine an incident
that had, and continues to have, major local and nanional resonance: the
explosion at the AZF chemical factory in Toulouse on Seprember 21,
2001 {part 2). Our second case study looks at the boom in humanirarian
psychiatry and its work in the aftermath of earthquakes and war, in refu-
gee camps and rehabilitation centers, through the missions of Médecins
sans frontiéres and Medecins du monde. We will focus on one specihc
case where humanitarian psychiatry has been applied, probably the arena
that has received the highest investment of both human resources and
political stakes—the Israeli-Palestinian conflict, in the contexr of the sec-
ond Initifada, which began in September of 2000 (part 3). Our third case

study focuses on nongovernmental organizanons operaring in the beld of
the psychotraumarology of exile, particularly among asylum seekers and
victims of torture, We focus on the activity of the main organization pro-
viding health care to immigrants in France, the Comité médical pour les
exilés (Medical Committee for Exiles, Comede) (part 4).

S50 we have three scenes: the frst is local, the second far distant, and
the third lies between the two since it deals with foreigners hoping to
gain official starus, These three scenes delineare three spaces—narional,
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international, and transnational. Their diversity illustrates the ubiquity of
the contemporary politics of trauma—from the local to the global, from
the mental health system to the social management of major disasters—
within which three new helds are opening up: psychiatric victimology,
humanitarian psychiatry, and the psychotraumatology of exile. Together
these three define the boundaries of a diffuse global concept ot trauma
which, we stress, has formed within less than a decade, and which bears
witness to an important shift in mental health care. It is important both
in rerms of the growing number of actors involved (particularly psycholo-
gists, who have always been by far the most numerous in the field of social
suffering and whose domain of intervention is much wider than trauma
alone), and in rerms of the implicit significance of their activity, which is
directed ar a radically new public {psychiatrists, for example, now deal
with people who are not sick, but who are suddenly atfected by the impact
of abnormal events). Thus we wish to highlight a dual social innovanon:
the invention of new areas of knowledge and practices, and the discovery
of new parients and subjects.

In each of these three arenas, offering care to people deemed to be
victims of trauma demarcates a field of common problems (the relevance
of diagnostic categories, the provision of appropriate psychological care),
but the particular logic of each case raises specific political questions in
the context of the social issues particular to disasters, war, and persecu-
tion. After the AZF accident the central concern of victimology was to
repair the damage suffered, and the concept of trauma was important
as a means of validating the status of accident victim. In humanitarian
psvchiatry, bearing witness to the suffering of the Palestinians and the
Israelis during the second Intifada brought to light tensions within organi-
zations, among their donors, and in the broader public. Trauma has cre-
ated a new vocabulary for explaining cavses and prejudices. In the psy-
chotraumarology of exile, the growing suspicion weighing on asylum
seekers means that demonstrating trauma becomes an additional way of
testifving to the reality of persecution. Politics of reparation, politics of
testimony, politics of proof—in all three cases, trauma is not simply the
cause of the suffering that is being treated, it is also a resource that can
be used to support a right, These different uses of trauma thus reveal a
partly urtilitarian dimension of the concept, which emerges when this no-
rion is actively mobilized. In noting this our aim is not cynical (suggesting
that the classification is being manipulared for aims stared or unstated),
but is rather to avoid reifying the concept by suggesting that the social
significance of trauma is the same everywhere and for everyone; we seck
to show its relative autonomy in relation to psychology and psychiatry in
general (those who adopt the term to some extent move beyond these
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structures). Seeing trauma as a resource 1s, however, not simply a theoren-
cal issue. It is also an ethical one: in asserting the tactical dimension of
trauma we are recogmizing the social intelligence of the actors involved.

This book is born of research that we began separately hiteen years ago,
one of us around the polirics of suffering, and the other around the inven-
rion of trauma,”’ and then developed together, Our encounter happened
on this common subject, which we propose to call the politics of trauma,
and which we want to test through an empirical investigation, This study
was conducted berween 2000 and 20057 It involved consulting a wide
range of medical archives, reading hundreds of pages of paper and elec-
tronic documents produced by the institutions concerned, interviewing
individuals we met i the three arenas mentioned above, and observant
participation in the activity of the actors involved and in the life of these
institutions.~ We are grateful ro the PhD students who collaborated in
this study: Estelle d"'Halluin, who was studying sociology at the Ecole des
hautes erudes en sciences sociales, and Stéephane Latte, who was preparing
his diploma in social sciences ar the Ecole normale supérieure.”’ We are

“ Seminars by Didier Fassin (= The Polincs of Suffering™) and Richard Rechiman (“The
Ethnicization of Psychiarry™), ar the Fcole des hautes érudes en sciences sociales in the
carly 1995,

A Within the framework of two study programs launched firstly by MiRe (Mission de
recherche expérimentation [Mission for Research Experimentanion)) of the Minisery of So-
cial Affairs, and subsequently jointly with the CNRS {Centre national de la recherche scienri-
fique [National Cenrer for Sciennific Research|) and INSERM (Institut narienal de la saneé
er de la recherche médicale | Nanonal Institure for Health and Medical Research]).

“In uzing the rerm *observant participation™ our aim is re invert the canonical rerm
“participant observer™ by indicating that our primary role was as acvors in the arenas in
which we, in a secondary capacity, analyred the issues. For one of us (Didier Fassin} this
involved a POSITICH O the Board of Directors of two of the THBILROY ermmenl orgnizations
studicd (Médecins sans frontidres, of which he became vice president, and the Comité médi-
cal pour les exilés, of which he later becamie president); and for che other {Richard Rechr-
man)] membership in several official study groups in the Minisiry of Social Affairs {on
psychological emergency, on the treatiment of vicoims of worture, on psychiatrc expert re
ports, and on mental health and violence), This was adminedly a dithculr posinon for both
of us, but one in which the raro dimensions {political and scientific) were clearly stated ar
the ourset,

2 Estelle d'Halluin conducted some of the interviews with humamtarian organizations
and associanons working with asylum seckers, and undertook one monch's research in the
Ciaza Serip; her work was reported in a mascer report, Guerre ef Psycliatrie. L'intervention
bumanitaire en Palestine [War and psvchiatry: Humanitarian imtervention in Palestine],
EHESS, Paris, 2001, Stéphane Lamé conducted some of the interviews at the Toulouse site;
he had previously undertaken a study of vicnmology, which provided some of the material
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also grateful to Svlvie Fenczak for her enthusiastic acceptance of the
French version of the book, to Fred Appel for his unfailing supporr of
its English publication, to Rachel Gomme tor her remarkable work in
translating our L'Empire du traumatisme, and to Eva Jaunzems for her
subtle suggestions while turning it into The Empire of Trauma,

In the pages that follow we show how social agents—psvehiatrists and
psvchologists, of course, but also accident victims, refugees, lawyers, and
activists—make use of rhe category of trauma and rhe notion of post-
traumatic stress disorder, appropriating, reformulating, or even twisting
them. This is a testimony to how much we owe to all the actors who
permitted our critical examination of their pracrice, and to our hope that
this study will prove useful to those among whom they work, However,
it goes without saying that the analyses we propose of these practices are
entirely the responsibility of the authors.

for the master report La naissance de la victimologie, Instituttonnalisation d"wne discipline
et éhanche de construction & 'un group simprobable: les victimes [The ongins of victimology:
The institutionalization of a discipline and cutline of the construcrion of the unlikely care-

gory of victims |, ENS-EHESS, Paris 2001, Both took part in the rwo studies we led.



PART ONE

The Reversing of the Truth



OVER THE LAST 25 vEars, trauma has become established as a umique
way of appropriating the traces of history and one of the dominant modes
of representing our relationship with the past, It is a major social fact that
has received much attention, maost of it focused on the invention of post-
traumatic stress disorder.’ This social facr has a much broader signifi-
cance, however, than its trajectory in the chimical realm. It concerns both
individuals and communiries, since the boundary berween the two is not
alwavs clear, particularly when considering the experience of individuals
subjected to collective violence. The discovery of the painful memory is a
major anthropological phenomenon of contemporary societies.” It ex-
rends simultaneously to realicies with a very wide range of historical refer-
ence: thus in the United States the concept of “cultural trauma™ has been
applied to slavery, the Holocausr, and 9/11, all of which are seen as
wounds m the collecoive memory that contribute to the construction of
wdentity in different social groups—African-Americans, Jews, and all
Americans, respectively,” While it is relatively circumscribed in time, this
phenomenaon of the reconstruction of the pasris not limired in space: over
the last century, the concept of “historical trauma™ has been applied to
the colonization of Latin America and Africa, the atomic bombs at Hiro-
shima and Nagasaki, apartheid in South Africa, the Palestinian Intifada,
the Sovier regime in Lithuania, the Troubles in Northern Ireland, the civil
war in 5ri Lanka, and the mdustnal disasters ar Bhopal in India and ac
Chernobyl in Ukraine.* In each case, collective memory is articulared as

' The concept of post-traumatic stress disorder {generally known by the acronvm PTSDY,
which we will examine in depth in the tirst part of this book, was introduced in 1980 in the
third revision of the % Dragnostic and Statistical Mannal of Memtal Disorders (DSM-11G,

* The three volumes of the major international study conducted by Veena Das, Arthur
Klemnman, Margaret Lock, Mamphela Bamphele, and Pamela Revnolds, Social Saffering
(15997), Vioderce ard Subfectivity (2000), and Remaking a Warld (2001), can be read as an
ambitions fresco retracing the emergence of this pamful memory ineo the public sphere in
contemporary societies (Fassin 2004b),

P hee Alexander er all, eds (20001, where Metl Smelser olfers this definieion of culroreal
travmia: “a memery accepted and publicly given credence by a relevant membershop group
and evoking an event or situation which s a) laden with negative affecr, bl represented
as indelible, and ¢} regarded as threatening a sociery's existence or violating one or more
of s tundamental coltural presuppositions.” Archur Neal's recenr history of the Unived
States, MNational Travmngy amd Colleetive Merrory, i5 written |."~:L'||.|.'-.|1.'1.'|:. froamy this reawes-
hased perspective.

' Historical trauma s an expression coined by Domimick LaCapra (20011, The memaory
of the events cited here is studied respectively in the work of Michael Taussig (19871, Achille
Mbembe (2000}, Mava Todeschani (20010, Didier Fassin {2005}, John Coblins (2004), Vieda
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a traumatic relationship with the past in which the group identifies itself
as a victim through its recognition of a shared experience of violence.
Notwithstanding the different contexts, the moral framework that
emerges is the same: suffering establishes grounds for a cause; the event
demands a reinterpretation of history.

*To articulare the past historically does not mean to recognize it ‘the
way it really was.” It means to seize hold of a memory as it flashes up at
a moment of danger.” This famous dictum of Walter Benjamin, who gives
greater stock to the violent imprint left in the memory than to a patient
reconstruction of the past, is somewhar premonirory with regards to con-
remporary issues.’ Following Benjamin’s “illuminarion,” we could define
trauma as the sudden emergence of memory at the moment of danger, In
effect, as we read his prophetic statement, it is easy to understand how
wounded memaory gives rise to a history of the vanguished which, as Rein-
hart Koselleck argues, inevitably imposes itself over the victors’ version,
simply because it offers a more truthful expression of the “experience
of history.™ The slave, the colonized, the subjugated, the oppressed, the
survivor, the accident victim, the refugee—these are concrete images of
the vanquished whose history, far from disappearing along with their ex-
perience of defeat and mistortune, is reborn in the memaory of subsequent
generations. Thus, as Ron Eyerman remarks in reference to the formation
of African-American identiry in the United States, this identity is consti-
tuted not in those who were enslaved, but in their descendants, to whom
the account ot suffering and humiliation has been passed on.” In other
words, collective memory possesses a sort of latency, This view is mod-
elled on the clinical larency of post-traumaric stress, which is character-
ized by the appearance of the first symptoms some time after a painful
event. France has not escaped this pattern, with numerous signs in recent
vears poimnting to the rerurn to a buried, unspoken history—of the slave

Skulrans (1998}, Allen Feldman (1991}, Veena Das (1995}, and Adriana Perryna (2002,
among others.

" hee the shore article, *On the Concept of History™ (19961, written in 19440, shortly
before Walter Bemjamin committed svicide, and poblished posthumously in 1942, Wrining
this text when he was Heeing the Mazi regime, he passionately congrases the history of the
victors with the radition of the oppressed.

" See Reinharr Koselleck {1997, who argues, “If history is made in the short run by the
victors, historical gans in knowledge stem in the long run from the vanguished.™ This is
primarily becanse, since events did nor oocor as they expected, the vanguished are forced
“tor search for middle- or long-range reasons . . . to frame and perhaps explain the chance
event of the unique surprise.”

T Ron Everman {2001} explains, ®As opposed to psychological or phyvsical trauma, which
involves a wound and the experience of grear emotional anguish by an individual, culrural
trawma reters to a deamaric loss of identiry and meaning, a rear in the social fabric, atfecring
a group of people that has achieved some degree of cohesion,”
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trade and colonial violence, of sanctions against Haiti and torture in Alge-
ria, of collaboration under the Vichy regime and defeat at Dién Bién Phu,
of the brutal reprisals ar Sérif in 1945 and rthe Paris massacre of Algerian
demonstrators in 1961—a hidden and painful history whose victims are
now demanding recognition and sometimes reparations.

This memory is one that French historians have failed to rake on—at
least until recently. Whar they seem to have retained of “the experience
of history™ are primarily Pierre Nora's “sites of memory™ (the description
of which reinforces commemoration without casting light into the darker
reaches of the past), and Frangois Hartog's “regimes of historicity™ (the
analysis of which demonstrates a tendency towards a focus on the pres-
ent without grasping its tragic aspects). In short, they have barely heard
the voices of the vanguished.” There 15 a striking contrast here berween
North America and Europe. While some have complained of an excessive
tocus on trauma in US social sciences, its virtual absence in French histori-
ography is no less remarkable. The call from some intellectuals for a right
to amnesia thus appears premature, to say the least. Before condemning
the “abuse of memory” with Tzvetan Todorov, or championing the “need
to forget™ as Marc Augt suggests, we ought to leave some space for the
right to recount whar happened.” Anthropology, because it aims to under-
stand the views of others, is perhaps particularly well placed to take on
this challenge. In any case, the social context 1s pushing the discipline in
that direcrion.

The memory of the Holocaust is clearly the starting point tor the con-
temporary manifestation of collective trauma in the public arena. As we
know, the emergence and unfurling of this memory did nort follow imme-
diately after World War IT and the discovery of the extermination camps."

*In this regard the grear undertaking of reconstituting “realms of memory™ (Fenx de
mémoire| led by Pierre Mora (1997} is doubly revealing, giving no space either to the sites of
the vanquished {in parnicular offering virtnally nothing on colonial history), or to rraumarc
memory (systematically preferring the heroic version), While Frangois Hartog (2003 pays
maore attention to the plurality of experiences of time, his analysis of “regimes of historiciey™
irégimes d'bistoricité) is restricted o memorials and heritage, failing 1o grasp the wragic
aspect of the call for a different kind of remembering,

* As Tzvetan Todorov { 1995) sees it, inflated memory consecrates the exaggerared starus
of the victim: “Being a victim gives you the right to complain, to protest, 1o make demands.”
Marc Auge (2001} argues thar an excess of memory deprives the modern world of the abiliry
to enjoy the moment, and even of the ruth of memory: “Oblivion is a necessity both
saciery and to the individual. One muse know how to forget in order to taste the full flavor
of the present, the moment, and of expectanon, but memory itself needs forgetfulness.”

¥ Psychoanalyst Dot Laub [1993) suggests that “the silence abour the Holocaust afrer
the war might have been . . . a continuartion of the power and the victory of the delusion™
which, during the war, led people to deny the extermination of the Jews and o discredit
those who spoke of it, even within the Jewish communities.
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Collective remembering was a gradual process, coming through the first
books by survivors {primarily those of Primo Levi) and collections of testi-
monies (some, such as the Fortunoff video archives at Yale, aimed at an
academic audience, and others, like the work of Claude Lanzmann, made
tor a more general public), through historiographic studies, some ot
which were strongly contested (the work of Raul Hillberg and Daniel
Goldhagen, for example) and occasionally through controversial screen
works (such as the TV series Holocaust or the film Schindler’s List), and
bnally through a belated commemoration procedure (concluded in 2005
by the celebration of the sixtieth anniversary of the liberation of Ausch-
witz and the completion of the memorial to the murdered European Jews
in Berlin}, Putting in place what Michael Pollak calls “the management
of the unspeakable™"" was a long and paintul process.

The memory of the Holocaust is, then, a paradigm for trauma, and this
in two wavs, First, it represents the most extreme reach of violence, and
as such has become an unavoidable reference point for any experience
of pain, of suffering, and hence of trauma. Even Holocaust denial para-
doxically reinforces this extreme aspect, by revealing the starkest torm of
the historical lie. Second, it developed after a period of silence, a fact
that attests precisely to its rraumatic nature. It is because of the delay
berween the event and ws pammful exposure to the public gaze that the
process can be qualified as trauma. These two aspects establish the link
between the collective and the individual, as Freud did in Moses and
Monathetsmr: on the one hand, we have the foundational drama which is
plaved out for the Jewish people and replayed for each individual within
it, and on the other, the necessarv delay before the appearance of the
memory trace {in the group) and neurotic symptoms (in the individuoal).
Thus in psychoanalysis the apalogy between whar is happening at the
collective level and what is going on at the individual level establishes a
connection between the culture and the psvehe, a connection which roday
lies at the heart of the polities of trauma: the collective event supplies the
substance of the rrauma which will be articulated in individual experi-
ence; in return, individual suffering bears witness to the traumatic aspect
of the collective drama.

It 15 on this basis that the matrix of the paintul memory of the Holo-
caust can be universalized—independently of one’s position on the ques-
tion of whether ir s exceptional or exemplary, unigque or extreme. In con-
temporary thinking this universalization takes two distinet forms. The
first, empathy, posits a sort of communion in trauma. This is the principle

"In the three accounts by female survivors of the camps which he presents, Michael
Pollak (199)) notes that they “show o what poine the silence of deportees can be easily,
but falsely, likened o forgettng.”
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defended by Cathy Caruth,' who argues that the urgent need to bear
witness, to produce “a speaking and a listening from the site of trauma”
does not relate to “what we simply know of each other, bur to whar we
do not yet know of our own traumatic pasts.” She adds: “In a catastrophic
age, trauma itself may provide the very link berween cultures.” Thus, she
suggests, contempaorary sensitiviry ro the misfortunes of the world derives
from this hidden wound thar allows us to understand others not on the
basis of their experience, but through our own. The second—and cric-
cal—form of universalization suggests that trauma derives from a com-
mon font. This is the viewpoint offered by Slavoj Zizek," who suggests
that the concentration camps and “all the different attempts to attach this
phenomenon to a concrete image (the Holocaust, the Gulag)” only “elude
the fact that we are dealing here with the ‘real” in our civilization, which
returns as the same rraumatic kernel in all social systems.” Extending
Freud's thinking, he holds that, beneath varied appearances and in differ-
ent forms, it is always the same ultimate gulf that is revealed.

If we adopt either of these points of view, the humanist or the radical,
which are today the largely dominant viewpoints whether or not they are
explicitly formulared, the universalizarion of trauma results in its trivial-
ization. In these models, every society and every individual suffers the
rraumatic experience of their past. Not only do scales of violence disap-
pear, but their history is erased. There 15 no difference between the survi-
vor of genocide and the survivor of rape; this is in any case the clinical
view. But can we be satisfied with this reading? On the boundary between
historiography and psychoanalysis, Dominick LaCapra,™ whaose work on
the Holocaust centers on examining the links bhetween past and memaory,
testumony and interpretation, suffering and reparation, has often ex-
pressed concern about this development, proposing instead an approach
“historical, social, and political specificity™ of traumartic experiences, in
order to avoid “the selt-deceptive confrontation with transhistorical,
structural trauma.” This tension berween universalization and historiciza-
tion shows us that the noton of “trauma™ has become a general way of

'* Cathy Caruth {1995}, one of the principal analysis of rrauma, argues that Freud's own
last work bears wimess o this tension: “Moses and Monotheism tells not only about
rthe ancient trauma of the Jews bur abour Freud's own unsertling departure from Vienna
in 1938

" Slavej Zizek (1989) bases his theory on the work of Lacan: “The Lacanian thesis s . . .
that there is always a hard kernel, a lefrover which persists and cannot be reduced to a
universal play of illusory mirroring . . . the only poine at which we approach this hard kernel
of the Real is indeed the dream.™ Giorgio Agamben (1997 ) arrives at the same radical gener-
alization about the camps on the basis of very different theoretical premises,

“In a densely argued picce, Dominick LaCapra {2001) stnves 1o hold ar a distance bath
historians and sociologists who reduce explanarion to a single historical contexe, and philos-
ophers and writers who offer a strictly structural reading,
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expressing the suffering of contemporary society, whether the events it
derives from are individual (rape, torrure, illness) or collective (genocide,
war, disaster).

The psychoanalvtic understanding of trauma facilitates this return to
the collective through the individual, from the intimarte wound to the
wounded memory, and perhaps even more from the human to the inhu-
man. Trauma in this reading is not simply the consequence of unbearable
experiences, but also in irself a testimony—a testimony to what has hap-
pened to the human. But it is a testimony that also bears witness to the
persistence of the human even in those extreme situations thar threaten
to dehumanize the victims, Even where inhumanity has reached its most
tragic expression, as in the Nazi camps, this approach suggests that some
element of humanity inexorably resists dehumanization—and it is this
humanity that the trauma of the survivors manifests. Trauma is both the
product of an experience of inhumanity and the proof of the humanity of
those who have endured ir. This dual role explains the contemporary use
of the concepr of rrauma in situarions where other moral vocabularies
were formerly used. Thus, only a month after the French daily newspaper
[.e Monde published General Aussaresses’ first confessions about torture
in Algeria, it devoted a full page and its editorial to the memory of Alge-
rian war veterans. Under the eloquent headline “350,000 Algerian Veter-

ans Suffering from Psvchological Distress Related ro the War,” the paper's
correspondent recounted the torment of these men whao, thirry years after

the events, relived in nightmares and sometimes in hallucinations the hor-
rific scenes they had witnessed, in which they had often been complicit
and had sometimes participated. The editorial argued that, in order to
heal these “psychically wounded™ veterans, France should establish “a
truthtul relationship with its past™ so thar they could emerge from the
“trauma of the Algerian war.”™ As with Vietnam veterans in the United
States, trauma was not restricted to the victim: it also burdened those
who had committed atrocitics, Commenting on this belated discovery of
persistent wounds from the conflict, psychoanalyst A

ice Cherki—a for-

" Interviewed by Florence Beaugé in Le Monde, November 23, 2000, General Paul Aus-
saresses admitred and justified the practice of torture by the French army during the Algenan
war. This testimony subsequently became part of the polemic unleashed by Le Morde's
publication, on June 6, 2000, of the account of a voung female FLN member, also inter-
viewed by Beaugé, who was tortured for three months by the French army special services
in Algeria. On June 22, General Marcel Bigeard first denied the facts, and then, on the
same day, was obliged to retract his starement when General Jacgues Massu confessed and
expressed remorse, However, it was Aussaresses’ statements that reignited the debare, be-
cause unlike Bigeard he admitted the torture, but in contrase to Massue he showed no regrer.

Florence Beaugé's investigation and the editorial on the subject appeared some months lager,
on December 28, 2000,
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mer sympathizer of the Algerian National Liberation Front (FLIN) and a
close colleague of Frantz Fanon (she contributed a preface to his The
Wretched of the Earth)—took up Le Monde’s argument in almost wdenti-
cal language and conceded, albeit in more nuanced terms, thar the tortur-
ers were themselves often rraumatized.' The spirit behind this sudden
flurey of interest in the psvchological condition of veterans of the Algertan
war was not one of exculparing those responsible for the arrocities {as the
court case mounted against General Aussaresses at the same time demon-
strated), nor of justifying their actions (as some too quickly alleged);
rather the aim was to affirm that, even in their acts of torture, these sol-
diers remained human beings. Here too lay a traumatic memory., The
broad application of the concept of trawma makes it possible today to
both recognize and go beyond the status of victim—something thar was
impossible within the Holocaust model. By applying the same psychologi-
cal classification to the person who suffers violence, the person who com-
mits it, and the person who witnesses it, the concept of trauma profoundly
rransforms the moral framework of whar constitutes humaniry.

However, the success of the diagnostic caregory, and its anthropological
implications, can only be understood in the context of this historical
movement through which trauma has become established as the most
salient trace of the tragic event in human experience. This process is,
maoreover, interactive, creating what Ian Hacking calls a *looping ef-
fect.” A collective belief in the existence of wounds stemming from the
history of peoples and individuals became a focus for psychiatrists and
Vietnam veterans, psychologists and teminists, who found, in the ac-
counts of survivors of the Holocaust or Hiroshima (and also in clinical
writing related to them), the elements that they would later use to define
and justify the entity of post-traumaric stress disorder. The new reality,
thus designated and authenticated, in its turn fed the representations
and demands of those with direct or indirect experience of these pain-
ful events, transforming and at the same time legitimizing suffering and
complaints.

The huge difference in sociery’s attitudes to “trauma neurosis™ in the
late nineteenth century and *post-traumaric stress disorder™ in the lare

" Such as those who issued a manifestoin Le Monde testitving to thewr distress since ther
return from Algeria and 1o the painful silence they had mamrained. See Philippe Bernard
and Sylvia Zappi, “Les aveux do general Aussaresses réveillent les cavchemars des anciens
A" Algérie™ [*General Aussaresses’” Admissions Revive the Nightmares of Algerian Verer-
ans”™], Le Monde, Mav 20, 2001, which appeared shortly after the publication of a book by
the general.

" The “looping effect,” as described by Hacking i 1998), i the impact thar an mdividual
or group's designation or clazsification has on thar individual or group: for example, the
consequences for an adolescent of being labelled schizophrenic,
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twentieth century is due not to more refined diagnostc tools, but rather
to a narrowing of the gap berween the climate of public opinion and the
preoccupations of mental health professionals, between the moral econ-
omy and medical theory. Thus the idea of a psychologization of memory
seems to us unsatisfactory, because it presupposes a unilateral and unam-
biguous process. It would be more correct to speak of the traumatization
of experience, in other words the conceprualization of the past event as a
painful scar, which is both perceptible to the general public and clinically
identifiable. How does thinking abour individual experience in terms of
trauma, and collective memory in terms of wounds, transform our vision
of humanity? How does representing social responses in terms of healing,
whether in the literal terms of psychiatry or as political metaphor, alter
our way of mteracting with the world? These are the questions we want
o explore,

But if trauma has today come to embody images of the most unaccept-
able suffering, if its psychological effects symbolize at best a radical fringe
of whart is human, while its traces must be preserved in the very body of
its victims in order to ensure a highly hypotherical “never again,” this is
certainly not because a group of ¢linicians committed to the cause of vic-
tims wished 1t vo be so, Their role in the contemporary historiography of
post-traumatic stress disorder has probably been overestimared. At most
they have functioned as catalysts within a process of profound social
change that has recast the role of the rrauma survivor who, once merely
a victim, has become a witness to the horrors of our age.

Thus our aim here is not to question the chinical relevance of the concepr
of trauma. Still less do we wish to condemn psychiatric victimology, hu-
manitarian psychiatry, or psychotraumatology which, notwithstanding
their numerous detracrors, often bring comfort and relief to suffering indi-
viduals whe, without this intervention, would have been abandoned to
their fate, Nor do we propose to denounce the psychiatrization of society,
the current fear of which is just one more sign of the very social movement
it purports to describe. Finally, we do not assert that contemporary
human beings are comfortable in a passive attitude of suffering, commis-
eration, and repentance—yet another accusation that is prevalent roday.
Far from taking such a prescriptive and ultimately moralizing stance, our
intent is merely to understand this phenomenon whereby, in less than
twenty years, the notion of psvchological trauma has imposed itself on
society in such a way as ro become the central reality of violence.

How was a notion inherited from clinical psychiatry, via psychoanaly-
sis, able to inhltrate social discourse, arriculating what clinicians had
never before been able to say? This is whar we seek to discover, because
as we sce it, the empire of trauma is the product not only of scientific
developments, as is commonly suggested, but also of social history. In
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other words, it may owe less to advances in knowledge than to changes
in the moral climate. Crystallizing the ethical expectations of each era,
it has, in different periods and sometimes at the same time, articulated
diametrically opposed values: dishonor and honor, fraud and truth, cow-
ardice and courage, shame and pride, pretence and suffering, guilt and
innocence, inequity and justice, the meaninglessness and the fundamental
significance of a collective memory. Each of these contrasted pairs repre-
sents a stage in our investigation, by which we aim to understand how
the contemporary construction of a psychological truth arose in response
to a question sociery was asking. This question, addressed to psychology
and psychiatry, was not, what are the effects of rrauma? or what psycho-
logical mechanism can help to explain it? Rather, since the notion of
trauma hrst emerged, the question has been, who are these traumatized
people? The issue was not primarily trauma, or even the events that cause
it, but the human being in his or her singularnty and his or her weakness.
For a century this human being suffering from trauma was seen as differ-
ent from others: weak, dishonest, perhaps a phoney or a profiteer. Then
a few decades ago she or he became the very embodiment of our common
humanity. It is this shift from one truth to another, from a realm in which
trauma was regarded with suspicion to a realm in which it carries the
stamp of authenticity, that we seek to analyze.



CHAPTER ONE

A Dual Genealogy

In 1Ts 155UE OF Jasuary 13, 2001, the British Medical Journal published
an article by psychiatrist Derek Summerfield on “the invention of post-
traumartic stress disorder,”™ which was to unleash a storm of protest
among specialists in this diagnostic category, and above all among those
suffering from the syndrome. When the BBC News Web site reported
Summerheld’s critical position thar day, it provided a large forum for the
ensuing debate. No less than fifty-cight responses were published on the
journal’s Web site in the six months following the article’s publication,’
and the debare grew through elecrronic forums and message boards where
trauma psychiatrists were invited to make statements on the psychiatrist’s
polemical assertions. This was not Summerheld’s first venrure into the
fray, however,

A senior lecturer at the teaching hospital of St George's in London and
a specialist in humanitarian psychiarry, Summerheld had already rravelled
the world for various NGOs and was recognized for his work as a clinician
im most of the war zones and refugee camps of the planer. His clinical
expertise also extended to the treatment of asylum seekers in Britain, nota-
bly through his work for the Medical Foundation for the Care of Victims
of Torrure in London. He first came to public notice in 1997 with a
strongly worded article in The Lancet,” which argued that post-traumatic
stress disorder (PTSD) was essentially a Western construct that imposed a
medical model on the suffering of people in war situations, thus encourag-
ing the emergence of a trauma industry that could be exported to any
culture. His criticism was expressed on three grounds. It was first histori-
cal, as he reminded readers thar the invention of PTSD was closely linked
to the North American context of the Viernam War, Next he considered

USee Summerfield (2001 and the elecrronic edinion ar horpainews, bbe.co,uk/ 1 hvhealth!
114075 stm.

*See hrpuibmy bmjjournals.com/cegifelerters 3227 2T7R/D5# 29143, After a gap of wo
years the controversy was reignited in 2003 with the publicanon of a similar analysis which
reirerated Summerfield’s main criticisms bur emphasized the part played by the Amernican
Psychiarric Associanon in the deliberate invention of a “false™ noton (FTSD) for political
purposes: Australian psychiarrist and medical anthropologist Yolande Lucire thus opened a
new chaprer in the conspiracy theory, which her detractors were quick to criticize.

P Summerhield [ 1997). It was this article that provoked the first reacrions (de Vreies 1998),
since it contamed a direct artack on the interests vested in the spread of FTSD.



26 « Chaprer One

political implicarions, laying great emphasis on the major economic reper-
cussions of the extraordinarily rapid development ot PTSD, the only psy-
chiatric category that conferred an immediate right to inancial compensa-
tion and thereby justified the development and revival of psychiatric expert
reports. He pointed our thar the spread of PTSD had been accompanied
by the growth of careers for lawyers, experts, clinicians, therapists, and
psychotraumatology counsellors. Finally, on the ethical front, he con-
demned this psvchiatric categorization of the experience of war and exile,
which reduced both combatants and civilians to an all too easily assigned
clinical category. However, none of the arguments he put forward was
strictly speaking new.* The following year a collection of essays on war
trauma edited by Patrick Bracken and Celia Perry,” in which Summerfield
reiterated his views, marked the emergence of a whole current critical of
PTSD and the use of the concepr within international psychiatry.

The reason the short 2001 article, which contained little that was new,
provoked public controversy was that on this occasion trauma survivors
protested against whar they saw as a personal artack. Bur while forceful,
Summerfield’s criticisms are not of the vicums rhemselves—whether or
not they express suffering following a rraumatic event. He does not accuse
them of simulating a pain they do nor feel, nor does he suggest that those
who sufter misfortune are guiley of wishig, consciously or unconsciously,
to escape their fare by taking refuge in illness. On the contrary, being a
man of his times, he resolutely stands up for vicnms and, championing
their cause on the basis of the authority of his status as a humanitarian
doctor, testihes on behalf of the most oppressed, condemning the many
faces of the oppression that burdens them.” What Summerfield does argue

* The relarvist eniique had surfaced alongside the development of PTSD from the early
19805, Even before the syndrome was officially recognized through its classification in
DSM-IIL, this clinical concept had been the subject of several discussions within the psychiar-
ric community on the subject of its relevance in other cultures. An editorial in the Bretish
Jowrnal of Psychiatry asked whether the emergence of PTSD was due 1o an ncrease in the
number of disasters, greater awareness of traumatic distress and trawmanc situations, or a
misuse of the category 1o describe less-specific siruations or disorders (Jackson 1991}, Simi-
larly, the political use of the category had been analvzed and entiqued by sociologists {Scort
1993) and anthropologists (Young 1995). The ethical aspect of the debate appears some-
what surprising today since—as Nancy Andreasen, editor of the American Journal of Psy-
chiatry (1995}, judiciously noted—PTSD s probably the only psychiatric diagnosis that has
such appeal for patients. Unlike other mental disorders, which carry a pejorative connota-
tion, the PTSD label is sometimes, paradoxically, taken up by patients themselves as a badge
of normaley.

" Bracken and Perry (1998}, The contributors to this volume are psychiatrises, social sci-
entises, and senior nongovernmental organization staftf.

* Particularly in Palestine, Derek Summerheld {2004} published an arricle in the BMJ on
the stare of health among the Palestinian populanon, restfying to the oppression they were
suffering. The article was relayved on Web sites supportive of the Palestiman cause, and
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is that under North American influence, trauma has become the most
insidious form of Western domination. He asks whether the unprece-
dented spread of this clinical caregory, used and abused by modern psychi-
atry to designate, classify, and treat the consequences of rrauma, might
not serve inrerests other than those of the victims. Voicing concerns about
the hidden intentions of Westerners who dominate war zones, he suggests
examining who profits from the success of the psychotraumatology enter-
prise, in order to unmask those who are pulling strings behind the scenes,

THE SIGNIFICANCE OF A CONTROVERSY

Reactions to the article were heated. Attention was focused not on the
offended response of a handful of trauma specialists,” not on the declara-
tions of faith from the few laypeople who had been involved in the groups
that developed the new clinical caregory and who were angered by whar
they saw as denigration of the democratic process they had raken parr in,
nor even on the polite support of a number of specialists in the history
of science who pointed ourt that these “revelations™ were already widely
known,! but rather on the protests of the victims, those in whose name
Summerheld was speaking. Feeling themselves cheared by his questioning
of the psychiatric category which, in their view, had been created over the
previous two decades precisely in order to defend their hard-won righrs,
they not only condemned his arguments but also challenged his right to
speak in their name. “1 did not ask to suffer from intrusive thoughrs,
flashbacks, nightmares, and all the other myriad of symproms connected
with PTSD . . . nor do | expect any victim of a violent crime or witness to
a traumatic event wanted the aftereffects of being such a witness, . . . Who
are you to assume that vou can tell how another person mayv react to any
news?” one of them protested, questioning the psychiatrist’s authority on
the basis of his own experience ot suttering. And another, revealing his in-
depth knowledge of debares among mental health specialists, argued:

Summerheld quores with apparent approval a remark in the American Jowrnal
of Psychiatry to the eftect that if anvone liked a psychiatric diagnosis they were

reproduced o several languwages, provoking a herce debate. See httpufwww.france-
palestine.orglarticle?D6 himl  and  hirpofwww. palestinemonitor.orgmew_wehfsupport_
derek_summerfield_brinsh_medical_journal.htm.

"Ch Glenn Hakanson, “History Iz Mor Conspiracy Theory,” at heopaffwww bmgj
bmjjournals.comfegiieletters/ 32 2T2TEY5 8] 2656,

" Cf. Andra Litva, “Thinking abour the Social Usefulness of Any Diagnosis,” January 15,
2001; Anthony Stadlen, “Diéjd vu,” February 20, 2001; Vanessa Pupavac, “Parhologising
War-Affecred Societies,™ Apnl 25, 2001, at htepzfwww. bmj.bmyjjournals.com/cgieletters!
J2NTITRMAR 1940,
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given it would be PTSD. Has he ever really listened to a patient describe the
hell of their nightmares and flashbacks? Has he looked at their pallor, their red-
rimmed eves, their bitten fingernails and thought that this was merely a con-
struct of media hype and compensation neurosis? Perhaps he has been lucky
enough never to suffer an accident or witness any horror in his medical traming
that had the power to linger in the memory and reappear in dreams? It is hard
otherwise to explain such an outlook.”

Clearly, Summerfield’s position is not widely accepted today. One cannot
simply assume one is free to speak for victims, even if one sees them every
day in one’s clinical practice. The British psychiatrist learned this to his
cost, for in criticizing the trauma industry publicly he came across as
one of the last representatives of a repressive moral order that preferred
to blame victims rather than comforting them. His denials fell on deaf
ears, because merely the act of questioning the use of psychological means
to prevent, cure, and rreat the consequences of psychic trauma, or simply
to comfort bereaved families, was seen as an artack on the fundamental
rights of victims.

Summerficld’s story reveals a profound paradigm shift that has oc-
curred over recent decades and which is characterized by rwo significant
developments. The first is that authority to speak in the name of victims
15 now measured by the speaker’s personal proximity to the traumatic
event. This development, which can be securely dared to the 1980s, was
to determine the nature and torm ot both scientific and lay discourse on
rrauma. Summerfield’s arguments were unacceptable to the victims be-
cause he claimed to defend rheir cause while ar the same time condemning
the trauma model as inherently Western. In doing so, he unwittingly re-
vived doubts as to the authenticity of their suffering, restoring a link to
the attitude of skepticism toward victims that had prevailed for over a
century. Moreover, he distanced himselt from the activist testimony of
humanitarian psychiatrists and psychologists by adopting a truth position
based only on his clinical knowledge. The second development was even
more unexpected, because it reconciled the aspirations of some victim
support groups with the orientation of certain groups of psychiatrists.
This hitherto unthinkable marriage of convenience between social move-
ments and mental health professionals came abour not through giving
clinicians the rask of speaking for the vietims, but on the contrary by
giving the words of the victims themselves a form of clinical authority
based on moral premises.

The growing influence of vicrims' associations, the proliferation of
professional medical and social support structures, media coverage of

"See “Victuims' Suffering Is Real,” Janvary 14, 2001, and January 19, 2001, at hetpdf
bmj.bmjjournals.comicgifelerers/322/7 27958 ] 1900,
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psychological care for survivors of all sorts of disasters, the establishment
of medical and psychological emergency units in France, and even the
creation of a Ministry for the Righrs of Victims, are both symptoms and
catalysts of these changes. The victim’s word can no longer be doubred—
to the extent that in 2004 the Minister (who did not remain long at her
post) went so far as to suggest enshrining in law a “presumption of good
faith™ {on the model of the presumption of innocence), which would pro-
hibit the expression of doubts as to the authenticity of a victim’s testimony
unless evidence to the contrary was provided."™ This reversal, which as
we shall see dates back to the 1980s in the United Stares and the 1990s
in France, was the result of an unprecedented meeting ot the interests
of victims with those of psychiatrists, It is all the more remarkable that
psvchic trauma should become the locus for this validation of victims
stories, because nothing in the development of psychopathological con-
cepts would have predicred such an ourcome. Indeed, it is not in advances
m psvchiatry and psyvchology that we should seek the reasons for this
transformation. On the contrary, it was changes in the social order and
social values that, if they did not actually produce the clinical innovations,
at least made them possible,

We theretore argue that the reconfiguration of the relationship berween
rrauma and victim, in which the victim gains legitimacy as rrauma comes
ro attest to the truth of his or her version, has a dual genealogy—on the
one hand sciennific, based on the definition of rrauma, and on the other
moral, focused around the acknowledgment of the victim, Both have their
roots in late nineteenth-century Europe. The scientific lineage passes
through the great names of early twentieth-century psychiatry and psy-
chology, notably Charcot, Frend, and Janet. Both in agreement and in
contradiction of one another, they first established the reality of psychic
trauma, which was to become a central pillar of their subsequent theo-
ries.'! Moreover, it is in this intellectual rradition that the transformations
of the concept, from neurosis to post-traumatic stress, from seduction
theory to the fantasy hypothesis, are rooted. Thus a continuity emerges

" Fatablished amid a blaze of publicsey by Jacques Chirac the day afer his party was
defeared in the 2004 regional elections, the Mimstry tor the Rights of Vicoms symibolooed
l|'||_- grwa_'rnrl::.l:rlt'l. S g r;|.| r:|![ n_'apl:lndn'l;; [ER] ll‘l.l.' L) Pl o S S I'I:'L'I.I'q. :1{ rl'u.' ]"l'l.'l'n.'h |"||.'|.:||"|||.'- "-.E’hih—
it was not strictly speaking new, since it took over from the Vienms" Othee, which already
existed under the authority of the French Lord Chancellor, the appoinmment of Nicole Gued,
to this post was clearly mended as a srrong message to the victims' associations thar the
vorce of victims would finally be beard (interview with the Minister on Ocrober 21, 2004,

""The most complete hastory of rravma newrosis is that by Allan Young (1995), A more
succinet analysis can also be found in Hacking (1995], who takes a very anti-Frendian
stance. By contrast, the genealogy traced by Rurh Levs {2000} includes an extensive account
of Freud's contriburtion o the psychoanalysis and understanding, and even the probleman-
zarion, of trawma,
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that takes us from the first descriptions of survivors ot train accidenrs
and, later, war casuvalties in the late nineteenth century, to the broader
vista of the late twentieth century that includes survivors of sexual abuse
and torture. Most historians suggest that changes in collective sensibili-
ties—i.e., in the way in which rrauma and more particularly the vicrims
of trauma are depicted—come about as a result of scientific develop-
ments.'> But in fact the direction of this causal relationship is far from
one way. There i1s a moral genealogy running parallel to the scientihc
development. It derives from the collecrive process by which a society
defines its values and norms, and embodies them in individual subjects.
Thar process functions by taking account of the ways in which trauma
neurosis is understood and using them to legitimize or exclude, compen-
sate or condemn those who, for a long time, were neither thought of nor
named as victims, This history 1s also and above all a history of hierarchy
and inequabty which, more cruelly than many other aspects of human
lite, distinguish berween individuals who have suffered painful events.
The way in which one’s suftering 1s viewed will depend on their status or
their social usefulness. Thus, the history of trauma is one that expresses,
in the most concrete terms (by awarding compensation for an accident at
work or a war wound, or more recently by providing treatment to victims
of a violent event), a particular idea of the human being, of her or his
relarionship ro the nation, and of the solidarity a sociery should have with
its maimed, whether they are in the open for all to see or hidden away.
Therefore, alongside an intellectual history of trauma, we need to give
consideration to its social history.

THE BIRTH OF TRAUMA

The path to trauma psychiatry was opened by Charcot, who took great
interest in the earliest accounts by London doctors, between 1866 and
1870, of the effects on the nervous svstem of powerful disturbances fol-
lowing railroad accidents. The surgeon John Eric Erichsen was the first
ro describe the clinical symptoms manifested by some survivors of these
accidents. At that time clinical accounts did not use the term “rrauma
neurosis,” nor was there any suggestion of a psychological etiology. The
cause was thought to be a nervous system attack that could not be de-
tected by the methods of the rime, but would be identihed in the furure
through the development of more effective exploratory techniques. Ini-
rially the artacks were artribured o micro lesions of the spinal cord re-

1 For example, Chiude Barrois (1988} and Louis Crocg {1999) systemarically make this
type of inference in their articles, which are in fact histories of a diagnosnc category.
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sulting from the railroad accident. The condition was referred to as “rail-
way spine,” and later, when hypotheses regarding its etiology were
refocused, as “railway brain.” The syndrome was again studied by the
German psychiatrist Oppenheim, who gave it the now well-known name
“trauma neurosis.” ' But when Charcot seized on this noton it was not
with the aim of deepening knowledge of the consequences of railroad
accidents, nor even of extending it into the psychological arena. In facr,
from the outset he contested the specific nature of this disorder, proposing
that it should be subsumed under the heading “hysteria.” As lan Hacking
has rightly pointed out, the trauma model allowed Charcot to confirm his
hypotheses on hysteria (particularly the form it took in male subjects) and
thus to remove it from the sphere of gvnecology and give it a neurological
identity. Trauma neurosis was not the true object of Charcot’s scientific
interest; it was merely that he found the parallels with hysteria, indicated
by certain symptoms, useful in demonstrating that hysteria affected both
sexes, the strong as well as weak, both effeminate men and the most
virile, indiscriminarely.

It was Freud and Janet who introduced a psychic etiology into theories
of trauma, but with marked differences in their analyses. For both, trauma
neurosis offered an opportunity to affirm, in opposition to Charcor,
the exclusively psychological origin of hysteria, but they had no interest
in pursuing the fate of accident victims. For them, the critical issue
lay elsewhere.

As early as his philosophy thesis on psychological automatism," Pierre
Janet introduced the idea thar hysteria originates from psychic trauma.
Trauma neurosis represents an adult’s response to an event in early child-
hood. Thus Janet moved a clear step beyond Charcot in connecting the
etiology of hysteria with a psychological response to an external trauma.
He did nor see the anatomical link that Charcot postulared. Bur while
he considered hysteria as a psychological illness, the nature of trauma
remained problematic. His thesis was that it derived from a shock re-
sulting in a purely mechanical psychological reacrion (in contrast to a
neurological, i.e. anatomical reaction) arising in a predisposed psycholog-
ical terrain. It was thus the coming together of an external trauma with
this psychological precondition that resulred in hysteria if the trauma oc-
curred in childhood, or in trauma neurosis if it happened in adulthood.

Charcot's lessons enabled Freud to construct his own theory of hysteria
while borrowing from trauma neurosis the idea that an external etiologi-

Y His book Die trawmatischen Newrosen is cited in all bibliographies on psychic rrauma
and became the founding document of rrauma newrosis, despite the fact that the notion
existed before Oppenheim and that ke himself remained an ardent defender of the neurologi-
cal hyporhesis.

" Janet {1889).



32« Chapter One

cal agent was taken into the psyche and gave rise to the symptoms of
hystenia, which by this time were well known. In this first paradigm,
known as seduction theory, Freud linked hysteria to a sexual trauma in
infancy.” The parallel with trauma neurosis was essential to his demon-
stration: the facr that in adulthood certain events can provoke symptoms
similar to those of hysteria was proof that common hysteria, though it
could not be explained by any recent event, was also a trauma pathology,
one that was caused by childhood events. “The closest analogies to these
conditions of our neurotics are furnished by the types of sickness which
the war has just now made so frequent—the so-called traumatic neuroses.
. . . The raumatic neuroses are, fundamentally, not the same as the spon-
taneous neuroses which we have been analyzing and treating. . . . Yet on
one point we may emphasize the existence of a complete agreement be-
tween the two forms. The traumatic neuroses show clear indications that
they are grounded in a fixation upon the moment of the traumatic disaster.
In their dreams these panents regularly live over the traumaric sitruarion;
where there are attacks of an hysterical type, which permit of an analysis,
we learn that the artack approximates a complete transposition into this
situarion.”™ " In this way Freud worked trauma into his general theory of
neuroses. Inverting tradirional understanding, he used the symptoms as
a basis for affirming the existence of a forgotten or repressed trauma.
Mevertheless, even before he abandoned this first theory in 1897, Freud
was already changing his artitude toward childhood trauma. In his new
view, hysteria did not emerge as a result of sexual abuse in childhood.
Rather it was because the sexual was already traumatic in the psvche that
encountering abuse in childhood gave rise to hysteria. He believed that
the hysteric was already sick from the sexual before encountering the
abuse that would give rise to the symproms of hysteria.

Thus two radically opposed concepnions of trauma coexisted in this
theory of hysteria. The first, classic theory sees the source of trauma as
an external event (sexual abuse during childhood). This theory was influ-
enced by observations of trauma newrosis bur also, and probably more
significantly, by the ideas of Freud’s great rival Janer, whose hypotheses
were enjoving international success at this nme. However, Freud re-
stricted trauma to the sexual sphere, while Janet included all potentially
traumatic events. The second conception of trauma, which surfaced even
in Freud's first writings, is much bolder and more personal, since it pre-
supposes that the sexual is already traumatic in the unconscious, The
rraumartic event is not the sole etiological agent. It is at most, as in Janet's
view, the cause of the trauma’s emergence. But Freud goes much further,
attempting for the first time to assign psychological content to the notion

'* Freud and Brever (19561,
% Freud (1920 [1%16]), p. 237,
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of “trauma.” Psvchological trauma is not only the organism’s reaction to
an external event, it is integral to the way the psyche functions,” Thus
the traumatic, in the psychoanalytic sense of the term, is already present
even hefore an event causes it to manifest itself. “For the expression ‘trau-
matic” has no other than an economic meaning,” he writes, “and the dis-
turbance permanently artacks the management of available energy. The
traumatic experience is one which, in a very short space of time, is able
to increase the strength of a given stimulus so enormously thar its assimila-
tion, or rather its elaboration, can no longer be effected by normal
means.” ' This represents a fundamenral shift in theory.

The abandonment of seduction theory, to be replaced by the fantasy
hypothesis, thus appears as a direct consequence of this second concep-
tion, which was to supplant dehmnively the 1dea of an external causal
agent." With the publication of The Interpretation of Dreams in 1900,
Freud offered a brilliant demonstration of his first intuitions, Dreams in
effect supplied him with marerial that was above suspicion, since the 1ssue
was no longer whether what patients were saying was true or not, dreams
being by dehmition unverihable, nor even whether or not their uncon-
scious desires drove them to commit or submit to what they reproached
rhemselves for, but rather to show thar “unconscious thought™ could on

" In Freud's work the notion of *trauma™ has wo be linked ro thar of repression, which
15 a thread running through all of his work, In ks carly writing repression and the uncon-
scious are virtually indistinguishable, insofar as the unconscious is seen as essentially consti-
tuted of repressed representations: see in particular the correspondence with Wilhelm Fliess
iFreud 19790, In The Interpretation of Dreams, Freod modified this immial approach, em-
phasizing thar the unconscious cannot be reduced simply 1o repressed memaory, and intro-
duced the idea of the return o repressed memory (Freud 190 [ 1913} Subzequently he
refined the noton soll further, while retamming the close link with the idea of trauma. For
example, when the psyche is subjected 1o irreconcilable internal excirations {which it liter-
ally cannot tolerate), it immediately puts in place a mechanism that Freud terms repression
tr bar them from consciousness in order o protect psychic integrity. Thus repression ensures
thar intolerable excitations do not reach consciousness in the form of psychic representa-
tion, by detaching the intolerable affect from its original representarion. Hence the work of
repression distances the representation, bur cannm remove the affecr attached o it In the
Freudian view, it 15 the affect thar is rraumaric, because it causes a breach in the psychic
economy. By detaching the affect from its original representation, the psyche eliminates the
intolerable representanion from consciousness, bur allows the affecr corresponding o it 1o
become linked to another representation, usually harmiess and acceptable to consciousness,
which will however, become a source of psychic suffering (a symptom}, less devastating, bur
whaose origin the subject, by defmition, fails to recognize.

" Freud (1920, pp. 237-238). Modern psychoanalytical literature regularly makes refer-
ence to this central hypothesis,

* Contrary to Masson (1984), who suggests that Freud would have had no theoretical
reason for abandoning seduction theory in favour of fantasy theory had he not been subject
to intense cxternal pressure, it seems 1o us more correct fo consider that the first theory of
hysteria contains the seeds of elements of the second, positing trauma as one of the organiz-
ing principles of the organism.
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its own be the source of or unleash the symptoms of which these patients
complained. “Psychic reality,” for which Freud strove to create a place in
science, had at least as much power, if not more, over consciousness and
the unconscious as the manifestly real. He took trauma dehinitively into
the arena of the psyche, and in subsequent psychoanalytic writing the
term “trauma”™ was used to show clearly thar whar was under discussion
was not the external event but rather the mternal force which, when it
encountered certain events or fantasies, would produce the pathological
manifestations described by psychiatric semiology. For Freud as for Janer,
the event was not the kev to trauma neurosis.” Both believed that the
study of trauma neurosis formed the perfect basis for the development of
maore general concepts of psychopathology.

Paradoxically, however, while in the aftermath of World War I the
dominance of trauma neurosis theory established Freud as the victor in
this debate, the reversal of 1980 and the emergence of PT5D would,
as we shall see, mark a return to Janet's way of thinking.”' The formula
that gradually began to emerge from the1960s onwards literally reversed
Freud's hypotheses, shifting the blame for trauma neurosis from a trau-
matic sexuality from which everyone suffers to a traumatized sexuality,
the cause of which lies squarely on the shoulders of an external abuser.
Butr at the beginning of the rwentieth century, clinical practice in the
care of psychic trauma was guided not so much by scientific debate
as by more trivial gquestions of compensation, especially in the context of
employment.

Laror Laws

Far from the lofty academic circles where scientific theories were being
debated, the notion of trauma neurosis emerged in another arena, where

* Both Young (1995} and Hacking {1995} argue thar the opposition between Freud and
Janet reses above all in their concepiions of memory. In the view of these authors, memory
is the central factor in trauma neurosis. Withour denyving the importance of this factor, it
seems to us nevertheless that it plaved a minor role in the socal pracoces which were being
established ar the time. Conceptions of the time were far from considering trauma an illness
of memaory, further stll from the noton thar it involved collecove memory. Moreover, we
shall see later thar the shift from individual memory to a collective memory of horror is
much less assured than appears here,

“ This revival of Janet's theories in contemporary psychiatry is not limited to post-
traumanc disorders. Multiple personality disorder, the epidemic of which has been studied
by lan Hacking {1998} and Sherill Mulbern {1991}, would never have seen the light of day
without the unwitoing support of Janet’s early ideas on the splitung of personalicy, Alain
Ehrenberg (1998) even makes this return to Janet the center of his analysis of the current
prevalence of depression as a diagnosis,
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it would remain for over half a century. The premises were laid down
trom the first descriptions of the condition in 1866, Whether or not there
was an invisible anatomical lesion, whether the disorder was a form of
secondary hysteria or a distinct illness, whether the disturbance was neu-
rological or psychological, one thing scemed certain from the outset: these
disorders appeared after an event, and more specifically (a reflection of
their frequency and novelty at the nme), after a raillroad acaident. In the
context of the emerging insurance industry, these disorders called for com-
pensation, and it was on this premise that the first doctors to become
interested in neuropsychological disorders subsequent to shock based
their work. Erichsen himselt battled with raillroad companies to force
them to compensate the injured, even when they presented no physical
injuries.” Thus, the primary context for trauma neurosis in the late nine-
teenth century was financial compensarnion. Unlike all other forms of men-
tal illness—where the enological agent, although it might vary over time
and with different theories, is never an external party that can be prose-
cuted—trauma neurosis offered grounds for suggesting a right to compen-
sation, given the nature (albeit undefined) of irs causal agent.

However, the psychiatrists and psychologists who succeeded these pio-
neers specialized in providing expert opinion on the victims of psychic
trauma, and they were much less conciliatory toward people complaining
of the condition. A new discipline had been established to accompany the
application of the 1898 law on acaidents at work.” Forensic psychiatry,
which until then had been confined to the evaluation of major criminals
or “abnormal inmares™ in prisons, found in trauma neurosis an opportu-
nity to enlarge its domain of expertise.” This is a crucial point. Contrary
to widespread belief in psychotraumatology circles, trauma neurosis was
not resericted to military psychiatey until the recent emergence of victimol-
ogy.~ While general psychiatry rextbooks said little abour the disorder,
the main texts in forensic psychiatry expounded on it at some length. It
is there that we must seek the first attempts by society to actively engage
trauma; there too we can measure the intfluence of social conceptions
which establish the norm, the value of a subject, the price of a life. And

“ Hacking {1995).

“ Thus, in his report on safferers from trauma neurosis, given at the 19th Congress on
Forensic Medicine in France, Costedoar (1935 stated thar “rrauma neuroses, born with the
railroads, proliferated when the 1898 law on accidents at work came into force.”™

“ D the development of forensic peychiatry in the prison context, see Michel Foucault's
series of lectures (1999 and Marc Renneville's book (2003},

¥ It is true that in France most modern wrining on trauma newrosis is by military psychia-
rrists, who find it easy to claim that their discipline was the only one to concern itself with
this disorder (Barrois 1988; Crocg 1999; Crocg, Sailhan, and Barrois 1983; Vaiva, Lebigot,
Ducrocg, and Goudemand 20005).
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it 15 there that we first encounter the psychiatric theory about the obscure
reasons for workers “preferring™ to be sick rather than to serve the nation
through their labor, which anticipates the suspicion that would, a few
years later, be turned on soldiers accused of not wanting to defend their
country in a time of danger.

We are far here from the key clinical cases analyzed by Charcot, Freud,
and Janet, where the detailed study of symproms, personality traits, and
behavioral characteristics of the patient constituted the basis for a process
that genuinely aimed ar advancing knowledge. Alongside the handful of
cases thar served to establish the pioneering conceptions and which have
been widely revisited in the modern literature on trauma, a multirude of
fragments of individual stories can be found in the chronicles of forensic
medicine. Following an acadent ar work or on the railroad, a fire in a
poorly maintained building, or an emotional shock in a factory, the work-
ers of the early twentieth century found to their cost that the same law
that protected them by granting them financial compensation also rele-
gated them to the degrading new status of “hysterical trauma victim.” As
the archetype of a clinical category, which, more than anv other, focused
the social prejudices of the time, inspiring scorn and drawing suspicion,
trauma neurosis came into conflict with the moral values of the nation.

Railroad acaidents remained center stage for some time, principally be-
cause they caused a major public stir. The novelty of the train as a means
of transport, the anxicty of the first users, and a few spectacular accidents
in the early davs of the railways sufhced to make it one of the great dan-
gers threateming the population as a result of advances in science and
technology, Giving prominence to the mental consequences of accidents,
even in those who suffered no physical injury, risked reviving popular
fears and exciting a degree of compassion for the traumatized. However,
survivors of railroad accidents were not the largest group of patients sub-
ject to a diagnosis of trauma neurosis. Against a background of rapid
economic expansion, where working conditions remained harsh and
otten dangerous, and where labor nights were stll in their infancy, the
greatest number of trauma neurosis diagnoses were given to the victims
of workplace acadents.” But at the dawn of the rwentieth century society

ras much less benevolent towards workers than towards the victims of
railroad accidents, and a new notion emerged ro account for the psycho-
logical after-effects of accidents at work. Initially the aim was to find a
specific disorder that could be distinguished from railroad trauma neuro-
sis and would align, as narrowly as possible, with the provisions for com-
pensation enshrined in the law of 1898,

* Ceeorges Vigarello (20030,
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In December 1907, giving evidence before the Fourth Chamber of the
Civil Tribunal of the Seine, Edouard Brissaud introduced the term “si-
nistrosis.”™ A former pupil of Charcor, Brissaud was a docror at the Horel-
Dicu hospital and a professor at the University of Paris school of medi-
cine.”” He returned to the idea again in a 1908 article in Le Concours
Médical, and this publication established “sinistrosis™ as a diagnosis that
would retain its legitimacy until it was abandoned in the mid-1970s.*
The first lines of this short monograph set the tone:

In all the countries which provide compensation for accidenrs at work, “in-
sured”™ imjuries take much longer to heal than “non-insured™ injuries. The
whole question of simistrosis boils down to this hard, unarguable, and uncon-
tested fact. What is the cause of this prolonged incapacity to work? It is a mor-
bid state—sinistrosis—which consists in a very parnicular inhibinion of the will,
more precisely, of good will,

The psychiatrist was nevertheless conciliatory, refusing to consider sin-
istrosis as mahingering or even as hysteria, and expressing regret that in-
surance company doctors systemaricallv confused these conditions. A dis-
ease pecubar to workers i the industnal era, he argued, simstrosis
emerged after an acaident at work, often minor, and was charactenized by
a categorical refusal to return to work, even when the injuries had healed,
until financial compensanon had been awarded. The clinical signs were
similar to those of hystenia: fatigue, nightmares, pscudo-paralysis, and
diffuse pain with no neurological basis. They were also similar to those
of trauma neurosis. Brissaud asserted thar it was because the 1898 law
gave them the right o compensation that workers retreated mro this
“claimant’s™ discase. The symproms did not respond to suggestion, stimu-
lanion, or even “strong™ methods, and only disappeared when compensa-
tion had been awarded. A rapid ruling on compensation for the distress
was therefore called for, withour awaiting complete recovery [which
would not occur in any case), in order o award a sum which should

T Cited by Costedoar {1935),

* Brissaud {1908). Until the end of World War 11, sinistrosis and trauma neurosis were
treated in the same way. However, trauma neurosis gradually gained much grearer social
recognition, while sinistrosis rook the stigma of inhibition of goodwill o the level of canca-
tare. Transferred from the world of workers to the great waves of migrants from North
Africa in the 19505 and 19605, sinistrosis became the preferred diagnosis o qualify the
suffering of "immigrants secking to take illegal advantage of the generosity of the French
state.”™ In the 1970s, with the emergence of o highly politicized psychiatry of migration
(Berthelier 1994, de Almeida 1975), the concept was sharply artacked and condemned as a
racist tool used to exploit immigrants,
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nevertheless be modest.” In conclusion, Brissaud noted that although the-
oretically middle-class people were just as likely as manual laborers to
develop sinistrosis, the working conditions of the laboring class unfortu-
nately gave rise to more frequent accidents.

Many of the writers of the rime shared neither Brissaud’s diagnostic
mterpretation nor his relative concern for the workers making claims, and
while they accepred his clinical description, they considered simistrosis a
simple vanant of trauma neurosis, which irself was to be classed with
hysteria.” Despite symptoms that sometimes differed, the two concepts
rapidly became associated, precisely because a supposedly exaggerated
demand for compensation formed the pathological core of both condi-
tions. Indeed, according to specialists in forensic medicine, simistrosis and
trauma ncurosis were both “claim neuroses.™ In their view, the bad faith
of those suffering from sinistrosis was equivalent to that observed n
trauma newurosis, and the persistence of sufferers” symptoms despite ro-
bust treatment was proof that they had little will to recover. The suspicion
hanging over the cause of these two clinical conditions {malingering or
prior weakness) was reinforced by the mterest that panents (almost all of
them manual laborers) showed not only in the expecration of compensa-
tion but also, and perhaps even more, in their alleged inability to return
to work and thereby to serve their country. The solution proposed for
these recalcitrant patients was a speedy but definitive offer of himired fi-
nancial compensation, calculated to break the cycle of gains and get them
back to work as quickly as possible. Thus the issue of compensation was
crucial and put specialists in what they themselves found to be an ambigu-
ous position. ldeally these patients, whether they presented with sin-
istrosis or tranma neurosis, should not receive financial compensation {be-
cause their deception was more or less conscious and they suffered from
a prior psychological weakness), but the law of 1898 opened a clear ave-
nue for them, and only financial reparation would put an end to their
complaints. However, whether such patients were “genuinely™ sick or
“pretending,” the conclusion was the same: these men had no regard for
the values of the nation and deserved to be treated with the disdain they
aroused. The neurologist Joseph Babinski was already saying that “a hys-
teric who will not be persuaded thar he is cured must be suspected of
bad faith.”" This implied judgment held equally for those suffering from
sinistrosis and from trauma neurosis,

** Brissaud added this note some years larer, much less generous than in his firsr arricle:
“Permanent incapacity benefits should be awarded, but at a very low level, much lower than
that appropriate for similar disorders which have an organic origin™ (Costedoar 1935),

! See Héacan™s historical reference (1954}

" Cieed by Cosredoar (1935),
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Thus, a few vears before the outbreak of World War 1, suspicion of
malingering, bad faith, and financial motives had already spread through
the field of trauma neurosis. Military psychiatry, borne along in the patri-
otic fervor, simply took up and radicalized diagnostic and therapeutic
methods thar had already been rested by purting workers suffering from
claims neurosis back to work, Forensic psvchiatry paved the way. Thus,
contrary to the dominant historiography of trauma neurosis, which pre-
sents current conceptions as deriving from the first descriptions of the
disorder in the late nineteenth century, the history of the evolution of
clinical concepts and social usages of psychic trauma is far from being a
story of a long and difficule seruggle for recognition of the rights now
accorded victims,” While the clinical category has undergone no semio-
logical modification since those first writings, thinking abour the psycho-
pathology ot trauma has undergone radical changes, marked by ruptures,
reversals, contradictions, and conflicts that owe more to the development
of social sensibilities and to economic and political tensions than to move-
ments within psychiatric or even psychoanalytic epistemology. The his-
tory of claim neurosis affects specific groups: first workers, later immi-
grants, and, of course, rank-and-file soldiers (rather than officers)—the
workforce in a rapidly expanding industrial society and cannon fodder
for its grear international conflicts. It is the reluctance of these patients to
accept their allotted role in sociery thar renders their psychological ill-
ness suspect.

Today it 1s widely held that trauma enables people who are suffering
to share the common lor of a suffering humanity, without distinguishing
victims on the basis of social position or of the kind of painful event they
have experienced. We will show, however, that hierarchies and inequali-
ties are still firmly in place. In returning to this first moment when trauma
was introduced into forensic psychiatry, we have in a way been uncov-
ering its archaeology. Next we will broaden our perspective to look at the
history of trauma in military psychiatry,

“ Rechrman (2002) puts into perspective the function of this rhetoric in the contempo-
rary usages of rrauma.
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The Long Hunt

MosT HIsSTORIANS OF THE FirsT WorLD WaAR recognize that extolling
patriotism was the main tool used by the army to bolster irs soldiers’
hghting spirit.’ However, while the ultimate sacrifice of “dying for one’s
country™ (pro patria mori) was promoted as the highest ideal,” the day-ro-
dav reality of the “carnage of 1914-1918" reveals a very ditferent attitude
toward death and the hell of batele. At the front, on both sides of the
trenches, fear was far stronger than hghting spirit. It was fear that gov-
erned the troops’ morale, despite the military authorities” intense propa-
ganda efforts to glorify the heroic ideal. The companionship of a few
comrades in misfortune huddled together, the group drinking sessions fol-
lowing an artack on the enemy, even the exhilaration of unleashing a
“murderous madness”™ were but different facets of this same fear, individ-
ual or collective, which took the place of heroism.

In La Guerre censurée | The censored war], Frédénc Rousseau gives a
vivid account of the daily life of soldiers confronted with the horrors of
a conflict that was to transform the public image of war.

This war, more than any earlier conflict, called into question habirual ways of
portraving death, including and most particularly death in combat. It rore the
blindfolds from several mallion men; it ripped the veils which until thar point
had hidden behind-the-scenes events from the living. In the course of this long
war, for tens of millions of men, death became visible (it was everywhere}, they
could smell it {it stank), they could hear it—and this was completely unex-
pected. Conventional norions disintegrated, the centuries-old code was blown
apart. Part of the scandal of this war lay precisely in the unprecedented, unheard
of spectacle that it presented. All modern defenses against the anguish of death
dissolved. The soldier in the Grear War was no more prepared than any other
man of the early twentieth century to contront such horror. In the preceding
century, Western man appeared to have broken definitively with the culture of
rorture and massacre. Never

1ad repugnance towards bloodshed and sensiriviry
to horror and suffering reached such a level; never had intolerance for these ills
been so grear. And ver this was what the soldiers were going to have to face,™

! See, for example, Keegan (1998) and Wahnich (2002},
* Kantorowics {2004},
" Roussean (1999, p, 203
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A plunge into the chaos that the world became for soldiers in World
War I shows us a day-to-day life where fear is the foundation of all the
combatants’ reactions: fear of death, fear of being wounded, fear of day
or of night, of attack or of waiting, of corpses and of the predarors that
hover around them, fear of one’s own body, This is a restricted world
where the isolation of the ranks is canmily maintained by their officers,
who dole out scraps of information on the progress of bartles and the
scale of offensives. The men are cut off from the rest of the world, their
only point of contact being an invisible enemy crouched a few dozen me-
rers away and ready to kill at the slightest movement and, behind the
lines, a fearsome military police, authorized to shoor any deserter on sight.
In such condirions, self-sacrifice sometumes becomes the only wayv of es-
caping the unrelenting fear that paralyses muscles and releases sphincters,
piling shame and humiliation on top of terror—the fear thar freezes con-
science at the same time as it opens a vision of hell in which bodies blown
to pieces or horribly mutilated form the only horizon. Should you throw
vourself forward to meet death in an apparent burst of heroism, or fall
back like a coward to be mown down by your own side? Dying for one's
country most often comes down to a simple choice of the source of the
lethal bullet, death at the hand of foe or friend.

COWARDICE OR DEATH

In this impossible sitwanon, where death either through bravery or
through desertion seemed inevitable, evacuation on medical grounds was
often the only way out, The role of military doctors here was crucial, and
it was to see an unprecedented expansion over the course of this war?
Surgery, medicine, and the prevention of infection were pracriced as close
as possible to the front, just behind the front lines, not only in order to
administer first aid as quickly as possible, but also—and perhaps espe-
cially—to reduce the number of soldiers evacuated to the rear and enable
the “lucky ones” (those with less serious injuries) ro return to combar as
quickly as possible. Although it was possible for men to be removed from

the hell of the front on medical grounds, the decision on who would be
evacuared and who was well enough to return to the fray was closely

controlled by the military authorities. Doctors were given the heavy bur-
den of deaiding on the immediarte fare of the wounded. They had to evalu-
ate the extent of injuries rapidly and then make an even more decisive

* Sophie Delaporte (2003) has analyzed the development of medical thinking over the
course of the First World War, as well as emphasizing the ambiguitics imherent in the close
collaboranon between physicians and mulitary authorites.
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assessment. Was rhis an aurhenric war wound or a self-inflicred murilarion
that could be classed as an act of covert desertion? Seeking out malinger-
ers became the central goal of medical screening.

However, while the heroism of those with physical wounds went un-
questioned (provided thar they were not suspected of self-murtilation),
psychological damage was not looked upon nearly so favorably. The psy-
chologically damaged were classed with soldiers who sought to escape
combat by deliberately wounding themselves or who refused trearment
in order to avoid returning to the front, and they were regarded with the
same suspicion.” Traumatic neurosis earned the contempt of the entire
military establishment—rank-and-file troops, officers, even doctors.
However, not all mental disorders were tarred with the same brush.
“Combar madness,” a serious manifestation of anxiety, pame, and ex-
haustion, which was rife in the trenches, escaped condemnation. This
murderous insanity could be seen as an act of bravery, albeit senseless
bravery, driving men to the supreme sacrifice and sowing death and terror
among the enemy ranks. Though tainted with insanity, such a sacrifice
was seen as an exemplary death that could revive the zeal of the most
despairing and encourage others, fired up with renewed combat fervor, to
take advantage of the resulting enemy confusion by launching a surprise
offensive. Suicidal behavior came ro represent the essence of heroism,
transforming an unreasonable act ultimately motivated by fear into a
burst of courage. It excted admiration, renewed hope, and reignited

ardor in the troops.

“Trauma insanity”™ was something else entirely. It isolared the soldier
from his companions in arms. Unable to move beyond fear and anguish,
he submitted pathetically to them. Instead of restoring the dignity of
combatants, it disgraced them. Racher than galvanizing the troops, it
weakened them by ruining their morale; rather than glamorizing patrio-
tism, it rejected it simply to preserve the individual's life, It appeared all
the more illogical because by turning its back on death, on the essential
sacrifice that, ideally, each man must be willing to make, it endangered
the group and each of its members. It was therctore necessary to make an
example of those suffering from the condition, in order to restore collec-
tive honor. By dehning traumatic neurosis as the pititul alternative to
“dying for one’s country,” the armed forces essentially set a context for
interpretation and treatment that would prevail throughout the years
of the war, on both sides of the conflict, Traumatic neurosis, a combat

! Wonetheless, Delaporte (2003} emphasizes that the attitude of doctors towards soldiers
who deliberately injured themselves in order to escape combar softened increasingly over
the course of the war. This development, which Delaporte sees as reflecring a greater sensiniv-
ity to the suffering of combarants, contrasts with the persistence of pejorative stigmatization
of those suffering from psychic trauma (Brunner 2000].
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illness recast as the selfish desire, whether conscious or unconscious, to
escape enemy fire, came to occupy center stage in the theater of disgrace,
A man's patriotic convictions, his sense of duty, and the jolts of his con-
science and unconscious desires were subjected to meticulous analysis,
judged, and often condemned. Suspicion ser the tone for diagnostic and
therapeutic pracrice.

However, this suspicion directed at war neurosis was, in a way, very
similar to that which had contaminated physiopathological and etiologi-
cal conceptions of sinistrosis from the time that condition was first identi-
hed. Claims for fnancial reparation were auntomatically questioned.
World War T temporarily mitigared the fear of fraudulent compensartion
claims,” but this gave way to a more damaging charge: cowardice. In the
early vears of the century, there was already a tendency to associate the
malingering of sinistrosis and traumatic neurosis sufferers with coward-
ice. The malingerer was at worst a fraud or conmiver, at best a vulnerable
patient who passively allowed himself to be misled by his own weakness
and indulged an imaginary suffering. But the context of the war rein-
forced this tendency. Malingering was classed as a sort of “psychic deser-
tion,” doubly to be condemned because it both failed to conform to the
patriotic ideal and could undermine morale in the ranks, Thus war neuro-
sis reveals what is seen as a conflict of interest berween the soldier suffer-
ing from it, who tries through his illness to escape the carnage of the
trenches, and the interests of the military, which asserts that morale de-
pends on the parriotic consent of all—and therefore of each individual—
to the sacrifice of their lives, There is no place here for bearing witness to
horror, even if it is carved into the psyche.

THE BruTALIZATION OF THERATY

All the historians who have examined the role of doctors, and particularly
of psychiatrists, during World War I make the same observation.” In none
of the countries involved were the army medical services in any way

* Even during the war the question of reparation for combat shock remained carrent and
often reinforced SLESPICTON of thiose xu!l'l'l.':rinH [rom trauma—ias wilness the catcps wiepcal verdict

of D Clovis Vincent, an ardent supporter of the most brural therapentic methods, as we
shall see: = This is a highly moral issue: we are asking the men at the front to give all they
can, to give more than they can on a physiological level. It is also an issue of justice. The
amount that France can give 1o those of her subjects wounded in her service is finite, that
15, this amount is represented by a number. So 1 ask, is it nor just to make the whaole of this
amount available to those who are genuinely no longer able [to hght]? Is it just to share it
with men who could still Gght if they wanted 1of™ Cf, Vincent’s 1916 article in the Reviee
Newrologique, cited by Rousseau {1997, p. 15).
" See in particular Brunner (2000}, Delaparre (2003), and Rousseau (1997, 1999},
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prepared to receive the flood of psychologically damaged parients that
began in the very first months of the war. They add thar this is all the
more surprising given that they had access to scientific data that should
have alerted them to the psychological risks of modern warfare. Russian
reports on the psychiatric consequences of the Russo-Japanese War
of 1904-1905 had been widely disseminated. Referred to and com-
mented on in several different languages—including, in 1912, in the
main French psychiatry journal of the time*—these reports documented
the fact that losses due to psychological conditions had been sufficiently
extensive to justify the establishmenr of “special sections for the treatment
of insane soldiers.™ According to the historians, the lack of preparation
explains both the chaos in the medical services generated by the psycho-
logically wounded and, particularly, the approach raken by psychiatric
practice towards these “patients,” which was decidedly more inquisitorial
than compassionare,

However, these historians suggest a more qualitative explanation for
the psychiatric violence. As José Brunner points out in the case of Austria-
Hungary, and Sophie Delaporte and Frédéric Rousseau show for France,
the theoretical lineage of war neurosis—which passed through the great
work of Oppenheim, Charcot, Freud, and Janet—in no way accounts for
the therapeutic methods established from the very beginning of the war
to treat traumatized soldiers. These authors, like those who hold to a
chronological historiography of traumatic neurosis, take the view that
war psvchiatry, because it adopted the patrioric ideal, was forced to mod-
ify early theories on trauma in order to make them compatible with the
expectations of the military authorities." Thus, according to this interpre-
tation, the war resulted in a detour in the history of traumatic neurosis,
marked by extreme diagnostic and therapeutic techniques which some-
times went as far as brutality."! Placed under the supervision of the mili-
tary authorities, war psychiatrists had little choice but to conform ro their

* The Anmales medico-psychalogigues [Annals of medical psychology], which still bore
the subntle Jowrnal de Paliénation mentale et la médecine épale des alidnés [Journal of
mental insanity and forensic medicine for the insane], was probably the French psychiatry
journal most widely read by French psychiatnsts, both civilian and military, ar that tumne,

* Cygielstrejch (1912a and b).

" In order to exonerate psychiatry in general from responsibility for the implementacion
of therapeutic methods that sometimes amounted to little less than torture, the classic hisoor-
ical account of war neurosis usually anribures the maost problemaric aspecrs of this period to
a handful of individual psychiatrists—notably Protessor Wagner von Jauregg, whose widely
publicized trial in Vienna ar the end of the war offered the undeniable advantage of a scape-
goat (see Brunner 2000, Barroas 1985, Crocg 1999,

' Brutalization s a concept that was developed by the German histonan George Mosse
{1999} to explain the violence meted out to soldiers during the 1914=1918 war. Sophie
Delaporte (2003) rakes up this concept and also applics it to military medicine, at
least in France.



The Long Hunt « 45

expectations. According to this view, Clovis Vincent’s famous “tor-
pille,”"* electratherapy, psychological coercion, and persuasion were sim-
ply consequences of this passive acceprance of military pressure. More-
over, it is suggested, the failure to anticipate the extenr of psychiatric
damage reinforced the need to hunr out malingerers.

In fact the case is far from proven. In contrast to this theory that the
brutality of some war psychiatry was an accident of the history of trau-
matic neurosis caused by the unexpected extent of the tragedy and power-
ful pressure from the military, we want to advance a different reading, in
which World War I, rather than marking a temporary hiatus in the clinical
treatment of traumatic neurosis, actually leads to a convergence between
scientific conceptions of war neurosis and the ethical ideas that were 1o
remain associated with it until the late 1920s. This convergence occurred
during World War I, when the image of the soldier traumatized by combar
revealed the limitarions of patriotic rhetoric. For it was above all the
moral gualities ascribed to trauma patients, their lack of nanonal or patri-
otic pride, their weakness of personality, and the suspicion in which their
medical conditton was held, that determined the social and medical re-
sponses to trauma that were established during the war vears. The event
itself, psychiarrists thoughrt, the horror of combar, was simply the window
thart revealed the weakness of these men who were ultimately more un-
worthy than ill. In this sense, war psychiatry does not derive from the
theoretical genealogy of the carly twentieth century, Freud's early work
had no influence in France and very little in Austria, art least ar the begin-
ning of the war. In Britain the first psvchoanalvses did not begin pracosing
until about 1917, and the content of their writings shows how little they
were heeded. Janet’s model had no more authority; as we have seen, 1t
remained limited to a particular experimental psychology of hysteria,
which was only much later associated with traumatic neurosis.

In 1914 the dominant paradigm in the psychiatry of war neurosis was
still that of forensic medicine, with its suspicion that trauma, hvsteria,
sinistrosis, and malingering were all motivated by personal advanrage.
Thus, if we restore war psychiatry to its proper place in this genealogy—
that of the forensic medical trearment of traumaric neurosis—the hypoth-
esis of a major change in thinking does not hold. On the contrary, the
model implemented by the various military health services 1s on a contin-

uum with experts’ reports on traumartic neurosis relating ro workplace
accidents. From this point of view, instead of seeing in their response a
lack of preparation, we could sav rather that the European armies” health
services were fully prepared, but prepared to receive “psychic deserters”
and not the psychically wounded. The medical straregies that were very

¥ Electrical “rorpedo.” —Trans.
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quickly established testify to precisely this expectation. Moreover, the
data from the medical literature on the Russo-Japanese War already
tended in this direction.

In two articles published mm 1912, Adam Cygiclstrejch articulated the
basic principles which, combined with experience of civilian expertise in
traumatic neurosis, were to form the ground for an overarching medical
strategy within which suspicion of rank-and-file soldiers was the domi-
nant force. Analyzing the material gathered by the Russians, Cygielstrejch
compared reactions following unexpected accidents, such as natural di-
sasters, with those that resulted from more long-term conflicts, such as
the Russo-Japanese War or the Russian Revolution of 1903, which he
termed “social upheavals,” The key point in trauma, as we know, is gener-
ally to evaluate the role of the event in the emergence of a reacrive mental
disturbance. According to Cygielstrejch, there could be no doubt thar it
was not the event itself that was traumaric, but rhe surprise which it en-
gendered. This explained why natural disasters could incite disorders in
any subject, regardless of predisposing facrors, while social upheavals
only gave rise to disorders in people who, even without this particular
upset, would have presented with mental problems: “The only victims of
the revolution in Moscow were those who, by virtue of their psychopatho-
logical constitution, were predestined to this fare. Any other physical or
moral agent might have produced the same effect. Political trauma should
he considered a trigger rather than a determining cause of mental ill-
ness.” " In Cygielstrejch’s view, surprise could not account for battlefield
trauma. Soldiers expected extreme experiences and prepared for them;
some were even impatient for battle because they wished to be released
from their anxietv. Thus, neither the event itself nor the element of sur-
prise could be held responsible, since surprise was after all relative. A
soldier knows that even the most alarming event—the explosion of a shell
during a period of calm, for example—could occur at any moment. The
dara from the 1905 Russian Revolution showed that the more committed
combatants were to the revolutionary ideal, the less susceptible they were
to pathological reactions. Here we recognize the thinking thar was wo
become so firmly entrenched. High morale among the ranks, parriotism,
and the commitment of each individual to the just cause of the war were
not only indispensable to the ultimate victory, but also factors that re-
duced the number of psychiatric casualties. The key element of this theory
appears in Cygielstrejch’s final remark: “It is generally thoughr thar those
who suffer nervous illness are almost exclusively officers, educated and
refined people. It has always been assumed thar the rank-and-file soldiers,
recruited from among peasants and farmers, are resistant to disturbances

" Cygielstrejch {1912a, p. 144).
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of this order and thus not subject 1o nervous illness. This data appears to
confirm long-established thinking that neurosis is extremely rare among
rank-and-file soldiers and should not detain the attention of docrors.™™
This comment makes explicit a notion that was widespread in psychiatry
in the early twentieth century, namely that purely reactive neurotic condi-
rions were to be found only in more educated subjects capable of analyz-
ing the totality of a situation, perceiving its dangers, assessing its risks,
and thus of feeling irs consequences, first intellectually and then emotion-
ally, to the extent of becoming frozen with fear. Accordimg ro this theory,
the ranks, less cultivated than the officers, lacked precisely these faculties
of analysis. Since they were incapable of comprehending the rorality of
the issues facing them, any fear they showed was explicable only as the
product of their own constitunion, their condemnable selhishness, or their
lack of fAighting spirit. Thus, traumaric neurosis was not a tvpical mental
illness in rank-and-hle soldiers. Yet it presented in numbers that surpassed
all expectations.

The question occupying the health services throughout the war was,
therefore, not what events are liable to produce long-term pathological
effects, but which soldiers are likely to develop a condition inappropriate
to their social standing. Who were the men who were not protected by
patriotism? What was the reason for their weakness, given that the event,
the war, could not be the sole cause? Why did some vield to fear or anxiety
to the exrent of developing a mental disorder, while others subject to the
same ordeals not only resisted but found resources within themselves to
galvanize their comrades? Who are these soldiers who refuse the supreme
sacrifice of their lives, preferring to take refuge in iflness rather than to
hght alongside their brothers in arms? These questions, put to war psvchi-
atry by the military authorities, were accompanied by another, perhaps
even more crucial question: Were these men not liable to undermine the
morale of the ranks? Could they communicare their fear to others and
cause epidemics? Should they be removed from the group in order to
avoid contagion, or should they be forced to return to the front and take
up arms again as soon as possible? The mental health procedures estab-
lished by all the armies reveal how these questions were settled. The proce-
dures adopted focused on the traumatized individual rather than on the
situation, still less on the events thar caused the trauma. Doubts regarding
patriotism were resolved by presenting these men as malingerers and cow-

* Cygiclstrejch is contrasung nervous illness (in this case combar shock) with psychosis
{Cygielstrejch 1912k, p. 2601 Some Russian docrors asserted, on the contrary, that with
berter conditions for the examination of patents, and the abandonment of preconceived
ideas about the rank-and-hle, the proportion of those sutfering newrosis would be the same
as thar among the otficers. But the statistics showed 8.1% of othoers suffering from neurosis,
compared to only 1.3% in the ranks.
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ards. The arguments put forward by medical experts, who even before
the war had been suspicious of traumatic neurosis and of its oft-cited
similarities with hysteria, provided further weapons in a medical arsenal
designed to expose malingerers, unmask cowards, tnighten the fearful,
discredie the sick, and above all discourage other men of the ranks from
adopring the same tactics to escape combat. The procedure most widely
used by all military medical services was “faradism,” the application of
electrical current to the skin" Ininally developed to treat muscular paral-
ysis, electrotherapy found a secondary use as a diagnostic and therapeutic
method in the treatment of “hysterical pseudo-paralysis;™ where the elec-
rrical current was believed to thwarr malingering and ro relieve functional
hysterical paralysis. The same principle was applied to war neurosis: psy-
chic immaobility was likened to a hysterical paralysis that could be relieved
by the application of an often paintul electrical current that would force
malingerers to admir their deception.

In France, Clovis Vincent quickly became known for his “persuasive”
methods. He was doctor-in-chiet for a local garrison in Tours, but he
accepted patienrs from any of the fronts who had proved resistant to the
usual therapies. Vincent was a devotee of the use of high-strength galvanic
current, which he combined with injunctions ro ger well, or even with
threats when the patient refused to recover. He boasted of regularly ob-
taining rapid results after what he termed a “merciless struggle™ between
patient and doctor. This struggle should be primarily psychological, he
asserted, with the electric current serving simply as an illustration of the
doctor’s determination. The patient who “refused”™ to get better had to
be persuaded thar he had no choice unnil he finally admirred his weakness
and expressed pleasure and gratitude at his recovery, Ina 1916 lecture to
the French Neurological Society, Vincent described his methods: “Many
inveterate hysterics whom we treated and cured immediately showed
great joy ar their recovery. Only a moment before, they were hghring us
and seemed to be doing everything they could to avoid getting better. To
‘get them,” we had to engage in a real battle. For an hour or sometimes two
hours we hounded them {(with exhortations repeated a thousand omes in
different ways, insults very often unjust, oaths, anger manifested in vari-
ous ways, all supported by strong galvame excaitation), and through all
this we had the impression that they were resisting recovery, that they
wished at any price not to ger well. Inevitably, the exhausted docror,
whose efforts seemed all in vain, would begin to suspect that they were
malingering. But a moment later they became and remained happy.™'*

U S Eissler (1986) and Brunoer (20080 on the vse of this method in Avstoa-Hungary,
Poror and Hesnard (19190 and Roussean (1997) on France, and Rivers (1918) on Britain.

I8 See Socierd de neurologie, session of June 29, 1916, “Au sujer de Physeérie et de la
simulanion, par le docreur Clovis Vincent™ [*Omn the subject of hystenia and simulation, by
[ Clavis Vincent™ |, pp. 104-7.
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Recovery, he continued, could only be medically confirmed if the patient
himself admitted, after the treatment, that he was better and wanted to
return to the front.

For the most severe cases, Clovis Vincent had invented an electrical
machine that delivered currents much stronger than those used by other
medical services. Known as the “rorpille” (“torpedo™), rthis machine
sowed terror among rank-and-file to the extent thar some would stop
speaking of their suffering and their symptoms at the very mention of this
shock treatment. Its reputation, however, remamed unsullied in medical
circles even afrer a long trial in which its use was challenged by a soldier
with severe camptocormia,'” In one “torpille™ session, this man had re-
sisted the doctor violently, punching him in order 1o escape the elecrric
current. At no pomt in the trial was Vincent's reputation called into ques-
tion. Some experts expressed reservarions about the use of strong galvanic
currents, but none dared challenge this prestigious colleague who had
published extensively and, moreover, enjoyed broad popular support.'
The affair made headlines in the newspapers, and it seemed that the whole
of France supported the brave docror, champion of the patriotic ideal.

Mot all doctors resorted to such methods, As a rule, low-intensity cur-
rents were used, and the aim was not necessarily to cause pain. However,
in all cases the primary intention was to expose malingerers, and then,
through repeated sessions and the use of authoritarian arguments, to stim-
ulate a decisive rejection of everything that these “weak™ men were al-
leged to prefer to their parrioric dury, Neither faradism nor the efforrs at
persuasion aimed to treat the soldier’s symptoms, which might include
nightmares, anxiety, or pseudoparalysis. The treatment focused instead
on his personality, his faults, what caused his weakness, all the factors
that made him different from his comrades in arms.

T Camprocormia, or progressive lumbar kyphosis, is a postural anomaly marked by ab-
normal flexion of the trunk. It appears in standing and s exacerbated by fatigue. It 1s due
1o weakness of the lumbar paravertebral muoscles caused by fatry invalution of the paravene-
bral muscles and most ofren affects patients over the age of sixty, especially women. During
the First World War the muscular ongin of this condition was not vet recognored, and st
was classed as hysteria or even malingering.

® In her book on World War [ doctors, Sophie Delaporte (2003) recounts the Deschamp
affair. which made headlines berween June 1916 and Aogust 1917, Deschamp, a Zouave,
was prosecuted for refusing treatment {subject to the same punishment as desertion, i.e., the
death penalty) and assaulting an officer. In the end the prosecunion went forward only on
the charge of assaulting a supenor, removing the threar of the death penalty. Medical opin-
ion was divided over this affair: some more svmpathetic specialists artempted to show that
Deschamp was not directly responsible for his violence, this being due rather to the “tor-
pille™ rreatment which prompred the assault—thus tarnishing Vincent's image somewhar.
Popular opinion was equally impassioned: the public supported Vincent and expected the
malingering Dieschamp to be convicted. But the verdict was in Deschamp's favor, and he
was awarded an exemption from service with pension, although he was 1o remain under
strict medical supervision.
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Thus war psychiatry, with or without electrotherapy, offered both an
answer and a solution to the questions posed by the military authonties:
Who are these men? And how is it possible to bring them back into com-
bat? They were the “weaker” soldiers, and authoritarian methods of per-
suasion, combined with electrotherapy, would transform weaklings into
true fighters with a hunger tor victory., By imposing a violent discipline
on bodies and minds, war psychiatry was thus able to pride itself on trans-
forming a hysterical rrauma victim into a healthy soldier—in other words,
on making a man who was different into a man who was normal (shell
shock being by definition an illness thar did not affect the normal man).
All accounts of the cures of traumarized soldiers culminare in this vicrory
of moral values, No mention is made of the disappearance of the symp-
toms, still less of any permanent side effects. Semiology, so prevalent in
the diagnostic stage, 1s completely absent from the evaluanion of the re-
sults, Only the newly acquired values of the recovered soldiers are exhib-
ited, like trophies attesting to the victory of these disciplines of body and
mind in the service of patrionsm." In other words, pain was not the object
of these trearments that so dominated the field of military psychiatry, With
the exceprion of Clovis Vincent and a few others, who maintained thar
the essence ot the treatment lay in pain and fear, most clinicians drawn
into the practice of war psychiatry deplored what we would today call
the side effects of the technique.”” What was crucial in these treatments
was not pain, which was of no use or interest; but rather the ability to
extract a confession, and then to convince the patient to give up his trivial,
individualist motives that were incompatible with the moral values under-
pinning patriotism,

AFTER THE WaAR

The medical service of the Austrian army was deeply involved in the use
of electrotherapy, with strengths of current that varied widely depending
on the ¢linician.”’ But it was also in Austria that this therapeutic method
was challenged, in a well-publicized court case brought against Professor
Julius Wagner von Jauregg in 1920, tor the use of inhumane technigues.

"In their responses to Clovis Vincent's tamous lecture, Babinski and Meige supported
his assertions. Babinski sees them as conhrmation of his own ideas about Ysurprise treat-
ment.” In Meige's view, “when the patient admits defear—recognizes thar he is betrer—his
burst of gravitude is ver another sign confirming the nature of his illness™ (Société de MNeuro-
logie, seasion of June 29, 1916, p. 1050,

“ Fissler (198&).

* Brunner (2000} for an overview of military psyvchiatry in the armies of the Austro-
Hungarian Empire.
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This was the most radical challenge to the method in the history of war
neurosis. The record of the trial, which has been faithfully retranscribed
by Kurt Eissler,”* gives the measure of the issues surrounding traumatic
neurosis during the great war. But the very fact that such a trial took
place, challenging one of the most respected figures in Austrian psychiatry,
also reflecrs specific historical conditions in Austria that help us to under-
stand why the trial had such importance in the historiography of trauma.

A number of elements plaved a decisive role in the conduct and out-
come of Wagner von Jauregg's trial. First, the defeat of 1918 marked the
collapse of the Austro-Hungarian Empire and the failure of the national
ideal that underpinned it. In this context, it was much easier to envisage
and to mount a challenge to patriotism, which had been the justification
tor using brural therapeutic methods to treat neurosis patients and malin-
gerers, particularly because there was ar the same time an urgent need
to provide Anancial compensation to soldiers humiliated by their defear.
Second, while electrotherapy found its most widespread application
in the Austrian and German armies, it was also in these countries thar
the first war psychiatrists challenged these brutal methods, proposing
that they be replaced with a psychoanalytic approach. Thus, already
having suffered artack from within its ranks during the war, Austrian
psychiatry was vulnerable to infileration from the outside by psychoanaly-
sis. There was no danger that the charges against Wagner von Jauregg,
and through him against classic Austrian psychiatry as a whole, would
devastate mental health care in Austria, since Freud and his disciples
were in position to step into the breach, There was thus a homegrown
alternative, which meanr thar this trial could not result in the “suicide”
of the profession.

Wagner von Jauregg, director of the prestigious Vienna Neuropsychiat-
ric Clinae, was already well known for his work on the treatment of de-
mentia praecox using a range of inoculations, work that earned him the
Naobel Prize for Medicine and Physiology in 1927, Freud was called as a
witness in his trial and, while he stated his opposition to electrical meth-
ods, which he saw as vseless and unethical, he defended the honor of his
colleague and friend. It was clear, he said, that Wagner von Jauregg did
not set out to cause pain; it was essentially because he was mistaken about
the etiology of shell shock that he was able to believe honestly in the
efficacy of electrical methods. The cause of war neurosis was not located

£ Eissler creaved the Freud archives in New York in 1950, and continued as director uneil
1980, It was in this role that he unearthed the archives of Wagner von Jauregg's trial, in
which Freud appeared as a material witness. But it was also becanse Eissler himself had
been fascinared by combat shock during the Second World War, when be served as a psychia-
trist with the American army {Eissler 1992).
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in the consciousness of soldiers, still less in a reprehensible desire to avoid
combat, but in their unconscious, something to which they had no access
and which nevertheless over-determined the meaning and function of
their symptoms. Wagner von Jauregg was unaware of these principles, he
concluded, because of his vigorous opposition to psychoanalysis,

In this famous statement Freud proved himself extremelv inventive as
he managed in one stroke to protect the honor of his colleague, condemn
electrotherapy, destroy the etiological hypotheses of his opponents, and
ridicule their naive conceptions of neurotic psychology, while at the same
time preserving the link berween hysteria and traumaric neurosis that was
absolutely central to his general theory of neuroses.” Recenrt historiogra-
phers of post-traumatic stress artach a great deal of importance to this
trial, probably exaggerating its consequences™ in their desire ro see
the breakthrough of psvchoanalysis in the vears 1916-1920 as a definitive
ruprure with the anomalous period of medical brutalization during the
war, This version ignores two key points, however, First, there were
no other trials like Wagner von Jauregg’s anywhere in Europe, and no
contemporary source indicates that this trial had any influence in other
countries. Second, suspicion continued to hang over the social manifesta-
tions of traumatic neurosis for many years to come. In 1920 the break-
through introduced by psychoanalysis in this domain was stll far from
solidly established.

In a parallel development, psychiatrists in Britain had begun protesting
against the stigmarization of psvchically wounded soldiers as early as
1917, but 1t was only atter the war that their view became more widely
accepted, particularly in the United States. The greatest advocate tor thas
view was probably William Halse Rivers, a psychologist and anthropolo-
gist already well known for his ethnographic work in Southern India and
Melanesia. He had studied the psychoanalyric technique and approved
its theoretical approach, despite some differences with Freud.” From
1914 to the end of 1917, Rivers practiced at the Craiglockhart military
hospital, where he had the opportunity to treat British soldiers whose
courage in battle could not be doubted. The case of Siegfried Sassoon,™

2 Questioned by the presiding judie, who was irricated because he was unable to distin
guish neurosis clearly from malingering i the variows experts’ reports, Freud answered:
“All nevrotics are malingerers: they simulate their illness unwattingly, and thar is their ill-
ness.” Cited by Eissler (19925,

* Wagner von Jawregg was acquitted by the Austrian court and continued his already
brilliant career without difficulty untl his Nobel Prize in 1927, Austnan psychiatry did noe
collapse after this trial, and in fact was late to take on the Freudian legacy in its entirery.

5 Pulman (1986).

# Siegfried Sassoon (1886-19671 became well known as a poet afver the war, Extracts
tfrom his work, partcularly from his collection The Huntsman, can be found at horpadf
woww.geocbes comfCapitol FLEE 103/5ass00n 1 hemil.
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officer and war poet, soon became famous because, according ro Rivers,
it showed thar shell shock could occur in the bravest of men and thar
pacifism was not necessarily a characreristic of cowards, In his lecture to
the Psychiatry Division of the Royal Academy of Medicine on December
4, 1917, which was reprinted in its entirety in The Lancet of February
1918,*" Rivers took the opposite view to the theories then current and
attempted to reveal, behind the horror of combat, the humaniry, solidar-
ity, and courage of the ranks and of their superiors. It was not patriotism,
he said, nor fighting spirit, nor even hatred of the enemy thar best charac-
terized these men’s bravery, but rather the sense of fraternity that linked
them one to another. And it was perhaps also this powerful feeling
that made them vulnerable when the atrocity of war caused them to lose
their closest comrades. But this humanist theory, with its symparchetic un-
derstanding of the soldiers, was not popular with the British medical ser-
vices. Trauma patients continued to be compared to deserters for a long
time to come, and sometimes they shared the deserters” ragie fate: 1e.,
the death penalry.

In France, in contrast to Austria, there was never any official condem-
nation of these psychiatric practices, and unlike their British colleagues,
French psychiatrists never questioned the brutality of their supposed treat-
ments. This fatlure to criticize war psychiatry—or ar least some of its
compromises with conscience™—was due in part to a unique convergence
in France of military psychiatry, forensic psyvchiatry, and what was to be-
come colonial psychiatry. This little-known aspect of the history of war
neurosis 15 crucial to understanding the suspicion thar continued to hang
over hysteria and trauma unal the 19705, despite new theoretical perspec-
tives which appeared o have moved beyvond stigmatization. From the late
1920s onwards, hysteria and shell shock were indeed no longer dishonor-
able conditions thar brought shame on anyone suffering from them. The
stigma was not, however, removed from sufferers in all social categories.
Two groups remained unaffected by the reevaluation, and they inherited
all the earlier stereotypes: these were workers who had suffered occupa-
nional accidents, whether they were labelled with trauma neurosis or sin-
istrosis, and natives of the French colonies, particularly the “Muslims™ of
North Africa and the “Blacks™ ot sub-5aharan Africa. Ler us see how
this came abaout.

I Rivers (1918,

* With the notable exception of Frédérie Roussean, there has been nor the slightest con-
demnation of the practices of French military psvehiatry. On the concrary, the lack of a trial
equivalem to that of Wagner von Jauregg in France seems to have been interpreted by ro-
day’s commentators as proof that therapeutic brurality was only imposed on Austro-
Hungarian troaps, This observation is all the more surprising given that those writing at
the time explained their ideas and their practices in degail. If any proof is needed, rereading
Yincent, Babinski, Régis, Poror, and Dumas, o cite only the most famous, will provide ir.
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A FrencH HisTory

After the war, the patriotic ideal remained common currency in France.
Military doctors who had won fame for their treatment of shell shock
enjoved much higher prestige than did their colleagues in the defeated
armies, as well as moral and scienafic authority derived from the dreadful
vears they had dedicated to treating the wounded. It was these same doc-
tors who, a few years later, were to take over the field of war-injury com-
pensation, and once again they were particularly harsh toward those suf-
fering from psvchic trauma. Some of these demaobilized military doctors
also contributed to the rapidly developing discipline of colonial psychia-
try. In 1919, in their treatise on war medicine, Antoine Porot and Angelo
Hesnard were still justifying the use of electrotherapy both for exposing
malingerers and for treating hysteria-trauma partients, bur the question of
what caused these disorders had become critical. In their view, only acute
psychotic reactions directly imputable to a specific evenr conferred the
right to a war pension. Otherwise things had not changed since the war.
The same accusations were levelled at trauma sufferers: weakness of char-
acter, selhishness, “debilitating flaws.™ and, of course, a lack of commu-
nity spirit, which took the place of a lack of patriotism, since the goal was
no longer to send men back ro the front, bur to reduce the number of
thase with a right to a war pension” Georges Dumas’s summary of mili-
tary medicine, also published in 1919, repeats this same list of character
rraits, and it was to remain the standard text on traumatic neurosis until
the 1950s.

However, from 1925 onwards the gradually increasing influence of psy-
choanalysis on French psychiatry did muoch to reduce the stigma attached
o hysteria and to neurosis in general.” The concept of traumaric neurosis

ras no longer in favor with official psyvchiatry which, under the influence

= Poror and Hesnard (1919).

* Dumas {1919), This professor of experimental psychology at the Sorbonne was a pupil
of Janet. Hiz virulently anti-psychoanabvtic views dominated the French scene for several
vears, Like his academic colleagues, who were also close 1o the neurologists, he had a deci-
sive influence on forensic psychiatry.

" Roudinesco (19861, With the launch of the journal L'Erolution peyehiatrigue {Devel-
opment of psychiatry] and the formation of the association of the same name in 1925,
psychoanalysis entered the French medical world. The association and the journal were
ser up following a split with the Sociére Médico-psychologique [Sociery of Medical Psychal-
ogy]. which remained dedicated o psychiatry and forensic medicine. For the first time in
France, psychiatrists like Eugéne Minkowski (or later Henri Ey), and psvchoanalvsts, in-
cluding René Laforgue, Sophie Morgenstern, and Rudolph Loewenstein, collaborated in
founding an organization. It was nor until the early 19305, however, that it came to exert
any influence.
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of Freud, gave it a very marginal place, somewhere between a vestige of
military psychiatry and an almost experimental model of hysteria. Theo-
ries of psychic trauma were enriched by contributions from psychoanalysis
and particularly by the introduction, in 1920, of the death drive, a concept
that could help to explain the recurring nightmares charactenstic of trau-
matic neurosis without departing from the general principles of dream
interpretation. ™ From the 1930s onwards Freud’s writings were principal
references for official psychiatry on the question of trauma. The dominant
psychiatric paradigm had moved far from the idea of the traumatic neuro-
sis caused by a violent event. Trauma had become a concepr free from the
event in the generic sense of that term. It now inhabited the grearer world
of general psychopathology. In this view, inherited as we have seen from
Freud's second theory of hysteria, trauma is neither the event itself nor the
psvehic consequences of the event. It is primarily the economic process
that overwhelms the psyche’s capacity to adapt. It 15 in a way the source
of neurotic symptoms, whatever they may be. The tragic event represents
only one source of trauma, among many others, with shell shock bemng
only a particular case. But discussions in the academic arena were far re-
maoved from the everyday uses of the concept of trauma as it was applied
in forensic psychiatry and, increasingly, in colomal psyvchiacry.

On the one hand, medical specializarion in traumaric neurosis ex-
panded markedly, to the exrent that a number of forensic medicine con-
ferences were devoted to ir. Impenetrable to the new developments in
psychoanalysis, forensic medicine remained the main arena where ex-
perts still discredited those suffering from rrauma, condemned their quest
for compensation, and cast doubts on their moral character and commu-
nity spirit, Successive conferences on forensic psychiatry followed the
same pattern. The identification of traumatic neurosis with sinistrosis and
hysteria remained the dominant model, at least until the 1954 report in
which civil procedure was still driven by suspicion of the two conditions. ™
This suspicion mostly fell on the character of accident victims, whose
usually modest social origins allegedly prompred them to seek either ex-
emption from work on the grounds of disability or financial compensa-
tion, if not both.

On the other hand, the emerging discipline of colonial psychiarry took
whar it had learned from its military heritage and applied it in a new
sphere, adding to it the culturalism and racism then prevalent among med-

1t is in Beyond the Pleaswre Principle (1920} that Frend introduces the concept of the
death drive. For the first time some dreams can be imterpreted as relating not o the essential
principle of dream interpretation {the realization of a desire in a dream), but as the converse,
the mark of a reperition compulsion directly relared to the rauma.

Y Evrard (1954), Héacan and Ajuriaguerra (1954),
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ical doctors in the tropics. Public health was beginning to develop in all
the colonies, and with it colonial psychiatry, which made its first appear-
ance in Africa.™ Antoine Porot, the tounder of the Algers School, was
one of the central hgures. War had given him the opportunity to examine
a large number of soldiers belonging to “colored™ regiments who served
under the French flag in North Africa. In 1918 he published *Notes on
Muslim Psychiatry,” which was to remain an authorirarive text until de-
colonization. In this essay the so-called Muslim mentality is described as
particularly conducive to hysteria, the tendency to claim benefits, deceit,
and malingering in order to escape the responsibilities of more civilized
men. In his 1919 treanise on war psychiatry, Porot returned ro this theory
to explain the etiology of the mental disorders of war and asserted that
*Muslims” affecrive life is reduced to the minimum and plavs our within
the limired circle of basic instinces.”™ This, he explained, accounted for
their low level of Aghting spirit and their tendency to prefer flight to com-
bar. However, when they could not escape combat they showed hittle ani-
ety and tended ro be indifferent “rowards the emotions of war. ™ Narives,
it seems, were different from other men on the battlefield,

Thus, alongside the intellecroal history of trauma, with its brilliant de-
bates between internationally renowned psychiatrists, psychologists, and
psychoanalysts, great figures like Freud and Janet, there was everyday
mental health practice, forensic and colonial, that confronted trauma
with a mix of scientific valgate and prejudice {in the former case of class,
in the latter of race). It is remarkable, and generally lictle known, thar
these partially autonomous fields in French psychiatry communicated not
only synchronously (through exchanges of ideas) bur also diachronously
(through the rransmission of ideas). On rhe one hand, forensic psychiatry
and military psychiatry shared moral values and social judgments, re-
sulting in the same disparagement of those suspected of failing to meet
the expectations of the nation. On the other hand, there is a shift in space
and time from military o colonial psychiatry, but native soldiers were
merely an exotic clinical curiosity which bolstered the suspicion of malin-
gering on the part of trauma patients and reinforced the well-established
contempt tor the colomzed. In a hnal rwist, colomal psychiatry, returming
to France atter independence, reencountered torensic psychiatry; the issue

4 See Rend Collipnon (2002) and Richard Keller (20011 en French colonial psychiatry.

* Porot (1918), Poror and Hesnard (1919). According to the laner, *The heavy military
comtribution required of Morth Africa, which necessitated the calling up of ennire classes,
gave us a great mass of natives, a formless block of primitive men, deeply gnorant and
credulovs for the most part, very far removed from our mentality and our reactions, and
with no experience of any of our moral concerns or of the most basic of our sodal, eco-
nomic, and political concerns.”
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was still crauma, or rather sinistrosis, and the patients were still workers,
but this time former colonial subjects who had become immigrants, We
will explore later this ultimate irony of the history of trauma in France.
But first we must return to the period after World War 1, in order to
understand the role plaved by psychoanalysis in changing the way in
which trauma was viewed by both scientists and the general public.



CHAPTER THREE

The Intimate Confession

IN ORDER TO UNDERSTAND the major shift in artitudes that occurred in
the mid-1960s, we need to look back at the growing influence of the psy-
choanalytic undersranding of trauma during the first half of the twentieth
century. Right from rthe outbreak of rhe First World War, Freud was con-
vinced that everyone should participate in the war effort. In particular, he
was resistant to issuing exemption certificates to neurosis patients who
consulted him, taking the view that these patients should serve their coun-
try like everyone else, since their symproms were not incapacitating
enough to justify refeasing them from their duties. His theory of secondary
gains tends in the same direction, since it suggests that if the subconscious
benehrs of illness are greater than the discomfort of the symptoms, the
illness is likely to continue indefinitely. The concept of secondary gain is
essential, but radically different from the idea of a conscious—for exam-
ple, Anancial—maotive. The patient is clearly unaware of the benefit con-
ferred by the illness and may even complain of the problems it causes him.
In no case does secondary gain equate to a deliberate exaggeration of
symptoms. But the doctor is aware of the function of the symproms and
in rreatment must thware this regrettable tendency to maintain a patho-
logical, and, moreover, pathogenic equilibrium. In this light, refusing ex-
emption and urging neurosis patients to respond to the call of their coun-
try could be seen as therapeutic methods.

Nevertheless, before Freud testified in Wagner von Jauregg's trial
in 1920, he had played only a minor role in the controversy. It was his
disciples who had the greatest influence, notably Karl Abraham, Sandor
Ferenczi, Ernst S5immel, and Victor Tausk. Today these four psychoana-
lysts are generally considered the true originators of the modern theory
of psychic trauma, even though each in his own way drew heavily on
Freud's work.! Their contribution, however, was not limited to theory.
History also records that they were among the hrst to oppose the thera-
peutic brutality imposed on those suffering from war neurosis. Adherents
of authoritarian psvchotherapeutic methods based on suggestion and
threat did believe that, ultimately, the contribution of electric current was

"In the chaprer on traumaric neurosis in his general theory of neurosis, psychoanalyst
Ot Femichel {1953) describes the four as a decisive influence, though he believes thar i
wias Ferencai’s contributions that had the most lasting mfluence.
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small compared to the results that could be obtained by psychotherapy
alone. The goal of therapy was for the patient to recognize that he was ill
and thar his motives were selfish, and then to renounce his symptoms and
accept the values of the group. But it was these four psychoanalysts serving
in the Austro-Hungarian armies who actually worked to end the use of
repressive therapeutic methods, proposing that the psychoanalytic method
be adopred in their stead. Their conrribution was essential, though its sig-
nificance only became apparent afrer the war. So we must now return to
this history and its repercussions (which continued even bevond World
War I}, in order to grasp how, under the influence of psychoanalvsis,
suspicion of trauma victims changed course but did not disappear.

War PsyYCHOANALYSIS

In Austria, psychoanalysts emerged strengthened from the debate on the
use of brutal and inhuman techniques in the treatment of war neuroses.
They proposed an approach based exclusively on the words of the patient.
They also denounced the use of persuasion or intimidation, preferring to
devote themselves to listening to the psychically wounded, Contemporary
historians are divided as ro whether this represented a genuine break with
accepted practice or should simply be classed with the other therapeutic
methods of the rime, with some preferring to pay tribure to the few psy-
choanalysts who were bold enough o oppose medical brutalization.?
Abraham and Tausk stood up on several occasions in defense of soldiers
prosccuted for desertion, arguing thar their atotude, while it was repre-
hensible from the military point of view, was the result of a reactive disor-
der.’ The important thing, in rtheir view, was to expose the irresponsibiliry
of soldiers charged with actual desertion or with faking a nervous illness.

At the Ninth Belgrade Evenings of Medicine, in March of 1916, Tausk
delivered a lecrure on an unusual and highly polemical subject, the psy-
chology of the deserter.” While summary execution of men who aban-
doned the barttleheld was the norm, and the verdict of military courrts
on any who were tried tended to be extremely harsh, Tausk sought to

* Emphasizing the advances advocarted by war psychoanalysis, Rousseau (1997, p, 27),
adds: *The followers of psychoanalvsis, still few in number and with little influence, were
unable to impose either their ideas or their methods,™ Brunner (2000) is more critical, draw-
ing a distinction berween war psychoanalysis and post-war psychoanalyvtic theories thar
abandoned the parrionic model. However, he does not address the question of the persistence
of the suspicion paradigm, which was to be the dominant model in theory and pracrice over
the succeeding decades,

FTechel | 20061,

Y Tansk (1916).
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understand the deserters’ motivations and to classity them in relation to
context and personality structure, in order to plead for greater clemency.
His position did not endear him either to the military hierarchy or to
other army doctors. However, his training in law, which he had studied
before psychiatry, gave him the authority to question the values of patri-
otism where they served not to defend the homeland, bur to accuse and
condemn compatriots. He drew a parallel between deserters and sufferers
from shell shock, of which he gave a subtle and detailed account, and in
conclusion asserted thar like some deserters, those suffering from shell
shock were not cowards. The source of their illness was to be found nei-
ther in their conscious motivation nor in the event irself, but rather in
their unconscious—in other words, in something that was out of their
control and more powerful than their will, Putting these men on trial
was therefore unjust, because they were nor responsible for what was
happening to them. Authoritarian or even brutal therapeutic methods
would never be effective, because they targeted only the will, which was
not the source of the disorder. Tausk’s essential argument thus rested on
uncovering unconscious motives n order to assert the innocence, under
the law, of those suffering from neurosis. In this sense, there is a significant
rearientation here: the aim is to denounce the repressive pracrices of mili-
tary psychiatry and to penetrate deeper into the psyche to unveil motives
which, being unconscious, cannot be evidence of guilt.

Yet this is where the ambiguity of the psychoanalytic approach emerges.
Bringing the unconscious into the guestion undoubtedly offers a much
maore honorable way out for neurosis patents, and also, incidentally, for
psychiatrsts. But it simply shifts suspicion to the unconscious, ascribing
to the symptoms the same function as in the classic psychiatric approach.
Those suffering from shell shock are no longer classed as malingerers or
cowards, but the guestion sull remains: Why does their illness lead them
to avoid combat? Moreover, even in the psychoanalytic view, the uncon-
scious motive 15 not far removed from the conscious motive, since psycho-
analysts, like their more repressive colleagues, do not see the event itself
as sufficient to explain the onser of war neurosis, given that most of the
soldiers exposed to the same conditions emerge psychologically un-
scathed. The norm is for soldiers always to endure war conditions. Even
the most progressive, andacious, and ardent defenders of neurotic pa-
tents, like Vicror Tausk, made the same observation: these men were
motivated by an unconscious desire to avoid combat. Some German psy-
choanalysts’ even took the view that these patients were traumatized
not by whar they had experienced, bur rather by what they had not
wanted 1o face.

" Brunner (2000},
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What made them able ro take refuge, unwittingly, in their illness? The
investigation into the depths of the unconscious made possible by psycho-
analysis proved far supernior to all other techniques in explaining the na-
ture of the unconscious desires and conflicts involved in trauma, but there
was still no questioning the moral prejudices, which psychoanalysts
shared with their psvchiatrist colleagues. Karl Abraham took the view
that it was the power of intrapsychic conflicts in shell shock sufferers
that prevented them from adhering ro the just principles of warfare. As
reluctant to die for their country as to kill, these weak men were governed
primarily by an overdeveloped narcissism. Abraham began his keynote
lecture on the psychoanalysis of shell shock as follows:

A soldier, called up at the outbreak of war, was wounded on the 12th of August,
1914, Before he was completely cured, he secretly lefr the military hospiral,
returned ro the front, and soon afterwards received a second, and some months
larer, a third wound. When he returned once more to the front, he was buried
by an exploding shell and was unconscious tor two days, After this fourth
rrauma he showed emotional but no neurotic disturbance and certainly no signs
of anxiety, depression or agitation. Another man went to the front, tell into a
pot-hole during night hghting, was unhure, but immediately afterwards devel-
oped the most severe type of neurotic tremors and presented the picture of a
nervous breakdown. How are such ditferences to be explained?*

The answer to this question lay in the unconscious:

The histories of such people, and even more a deeper analysis, reveal to us why
one man remains essentially well all through the most severe physical and men-
tal trials of the war, whilst another reacts to a relarively small incident with a
severe neurosis, It is found with grear regularity thar war neuronics were even
before the rrauma—rto call it for the time being by the common name—emotion-
ally unstable, especially with regard ro their sexuality. Some of them were un-
able ro tulfl their duties in everyday life; others were able to do so, although
thev showed little initiative or a weakened drive. In all cases sexual acrivity was
restricted, and hibido inhibited by hxadons, Many war neurotics had, already
before the war, shown poor or limited potency. Their relanonship to the female
sex was disturbed, by partial fixation of the libido in the developmental phase
of narcissism to a greater or lesser extent. Their social and sexual funcnoning
was dependent on certain concessions to their narcissism,

In wartime these men are ]':-]ﬁq,.'::n;] under l!TIl"iH,"I‘_,-' different conditions and are
faced with extraordinary demands. They must at all times be prepared to sacn-
fice themselves uncondinonally for the general good. This involves the renuncia-
tion of all narcissistic privileges, Healthy individuals are able to suppress their

* Abraham (1923, pp. 60=61).
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narcissism entirely. Just as they are able to transfer their love, so they are able
to sacrifice their ego for the community. In this respect those predisposed to
neurosis fall behind those who are healthy.

Their passivity is apparent not only in the sphere of the ego drives, but equally
in the sphere of the sexual drives. Narcissism breaks through, The capacity
for transferring the libido is lost, like the capacity for making sacrifices for
the community.”

Thus, shell shock had its roots in the subject’s early life. The violent event
made neurosis manifest, but it did not cause neurosis. The problem was
with the patient, not with the war. The similarity between this dis-
course and the suspicious, accusatory attitude that most of society then
held towards the psychically wounded testihes to the powertul influence
of social convention on the theoretical positions taken by these war
psychoanalvsts.

Mot all were so clear-cut in their judgments. Sandor Ferenczi, for exam-
ple, was less accusatory. He accepted the idea that neurotic symptoms
following combar could persist in order to prevent a return to the front,
the illness otfering secondary gains which might range from exemption
from service to obtaining a pension. But he did not believe that war neuro-
sis necessarily derived from this. Unlike Abraham, he held that overdevel-
oped narcissism—which he also detected in most of those suffering from
‘l‘r‘.‘lllrn:'l—-i:l::luld inh:pirr: Flgl'lting h]'}il:'il‘ :i“ SENITIL :‘il.l'._ll.‘l‘_"'l'.'t!'i-, or :in :}ﬂ'lr:]’ﬁ mllj_;ht
result in a desire tor recognition and military prestige. When confronted
by a traumatic event, these subjects, who were in the habit of overestimat-
ing their capabilities, would experience a sudden collapse in their feeling
of ommpotence, which would produce a deep narcissistic wound that
would in turn give rise to the symptoms of trauma.” Thus, the same ingre-
dients functioned very differently in Abraham’s and Ferenczi’s models—
etiologically for the former, reactively for the lartter. Nevertheless, they
both rejected the idea that the event was the determining facror. Both
maintained that traumatic neurosis was not suffered by all World War I
soldiers; the personality of the victim played a major role, as did personal
history, sexual activity, internal conflicts, patriotic aspirations, relation-
ship to rhe group and to the notion of the “good,” and a sense of dury or
sacrifice. Trauma was always the individual response of non ordinary men
confronted with basic ethical choices which they were unable to take on.
Unlike other psychiatrists, whose moral evaluation they nevertheless
shared, the psychoanalysts refused to blame these men.

However, our point here is not to condemn what could be seen as a
compromise that the war psychoanalysts made with the patriotic ideal.

" Abraham {1923, pp. 61-62}.
*Ferenczi (1918, 1978).
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The First World War was probably the historical event of the twentieth
century in which the patriotic ideal was most fully shared by all European
peoples. It would be naive and anachronistic to imagine that psychoana-
lysts alone could have been spared this sentiment, which did not, in any
case, preclude condemning the horrors of the war. Whar is much more
striking is the basic presumption behind the positions taken by the war
psvchoanalysts. Whatever their attitude towards shell shock parients—
sympathetic on the part of Ferenczi and Tausk, more accusatory in Abra-
ham's case—they did not view these patients as respected wimmesses of
the horrors of the conflict. Their illness was not the product of historical
circumstance bur of their own rendencies. These were not ordinary men
placed in extraordinary situations, as they would come to be seen in the
second half of the twentieth century, To trear them, psychoanalysis had
to help them finally to understand what disnnguished them from their
comrades in arms. To reach this self-knowledge they would have to un-
earth their flaws, delve into their unconscious desires, search in their life
history for early harbingers of their current weakness, and explore their
fears and their cowardice. They must be enabled to admat, without threat
or violence, why they had been traumatized, why they were so different
from the others. And then they must be able to change so as to resemble
the others, to accept common values, appreciate them, and submit to
them. In order to be freed from suspicion, victims of shell shock had to
take the long and tortuous path of mtimate confession through psvcho-
analysis. This was the price for having their trauma recognized as an acci-
dent of their personal, individual history.

And this trajectory of confession fitted almost perfectly into the mecha-
nisms of suspicion thar the Austro-Hungarian medical services had purt in
place. It did of course create much more humane conditions for the vie-
tims of trauma, bur it did not radically deparr from the requirement for
avowal imposed by the military authorities, In fact, the effect of the struc-
tures of suspicion was not only to pave the way for the therapeutic brutal-
ity unleashed during the war vears; they also helped to develop another,
much more lasting therapeutic tool, which was already emerging in the
practice of civilian trauma neurosis specialists. Therapy would now re-
quire the acknowledgment of intimate weaknesses, whether great or
small, the revelation of selhsh rendencies, the admission of guilt to the
extent of revealing unconscious desires, and it would entail a process of
subjectification by which the individual motive, personal history, and ule-
mately the self-confession were systematically seen as more important
than the event deemed rraumatic. Inaugurated by electrical methods and
therapeutic brutality, once the war psychoanalysts had humanized it and
removed its cruelty, this discipline of avowal was subsequently able to
extend to the treatment of all forms of trauma. Self-confession came to
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represent the central motif of the trauma narrative, The event fearures in
this narrative only as the pretext for intimate revelation, for the trauma
is already present, within the individual history of each patient, and i
is this preexisting-—strucrural—trauma that will ultimately explain the
impact of the event,

A PROFITABLE SICKNESS

“It is time for us to revise our ideas about traumaric neurosis and shell
shock. The end of the war will probably leave us in deep economuc disar-
ray. It is essential thar at this time the stare’s fragile budger is not endan-
gered by thousands of parasites leeching money from it: If we are not
careful, it we do not plan correctly, we will see a legion of false war inval-
ids. Our duty as doctors is to defend the community against such abuses.”
This patriotic exhortation opposing war pensions for those claiming psy-
chic wounds was issued early in the war, in 1916, and it was tollowed by
a meticulous denunciation of the social factors favorable to the produc-
rion of traumatic neurosis. [he rhetoric is worthy of Clovis Vincent in
full oratorical flight. The author, however, was not a military psychiatrist:
Marcel Moreau was a well-respected Belgian specialist who had gaimed
solid experience in the courts defending the state and private insurers
against financial claims from accident victims, particularly in cases ot
workplace accidents. It was for this reason that he emphasized the resent-
ment felt by workers towards society, arguing that they used traumatic
neurosis as a way of “receiving monev without providing their labor in
exchange.” His knowledge of the drain on resources caused by compen-
sating accident victims prompred him to alert Belgian specialists, judges,
and health authorities to the risk of an epidemic of “lucrative neuroses”
in wartime. However, unhke his French colleagues, Moreau did not reject
the concept of traumaric neurosis, nor did he class those suffering from
it as malingerers, He did not even accuse them of a conscious desire to
escape their military duties or deny their suffering. Like all sick people,
thev had a right to the attention of doctors and society. But that nght did
not imply a right to financial compensation.

This was the nub ot the 1ssue. Traumatic neurosis was seen as a genuine
mental illness, sometimes leading to incapacity. It always caused suffering
to the patient and often to those close to him who had to bear with his
complaints. It could result in the loss of employment and financial re-
sources, to the point where the sutferer became completely 1dle. But it
was not the accident that caused the traumartic neurosis. Rather, the fact
that it mighr lead to monetary compensation directly engendered the
symptoms—hence Moreau's preference for the term “lucrative neurosis.”
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Why should society pay these patients, who were no difterent tfrom other
mental illness sufferers who received no financial compensartion? The de-
ceptive etiology of travmatic neurosis, mistakenly sought in the event,
which was at best the trigger, did not justify making it the responsibility
of the narion, or even of mmsurance companics. These patients were not
responsible for what was happening to them, but neither was the state,
unless it passed laws awarding compensation for accidents at work. As
proof of his argument, Morean asserted, on the basis of the German medi-
cal literature, that traumartic neurosis did not occur unless accident vic-
rims were potentially ehgible for compensation, nor in cases where the
victims belonged to social or professional classes with little interest in
financial reparations. This was the case, he noted, with skilled workers,
company directors, and senior avil servants, who always preferred o
continue exercising the profession they enjoved rather than receiving an
income paid out of state funds. Traumatic neurosis did not occur in these
classes simply because, in the absence of any anticipated gain, there was
no motive for the neurosis.

Quoting hberally from Emil Kracpehn,” Moreau asserted that in
every country where a large number of sufferers from traumatic neurosis
were found, these disorders had appeared only after the introduction
of occupational compensation laws. In Germany, for example, when Op-
penheim coined the term “traumaric neurosis™ in 1889, the law on acci-
dents at work had been in force for four years. In Japan the epidemic
came later, starting in 1911—exactly one vear after the implementation
of a similar law. In the last years of the nineteenth and the early vears of
the twentieth century, the same coincidence occurred in all the countries
that passed laws supporting workers’ rights—in France, Switzerland,
Sweden, Denmark, Italy, and even Australia. According to Moreau, the
patients themselves were not solely responsible for this exponential
growth in traumatic neurosis. They shared responsibility with sympa-
thetic docrors, families intent on insuring their incomes, and in fact with
the entire nation, which was over-benevolent toward what amounted to
a disguised workers’ protest. Moreau held that curing rraumatic neurosis
should be entirely a medical matter and should not invelve financial com-
pensarion. Commenting ironically on the waiting game plaved by other
ﬁpl:l.'.iﬂll.st.‘i., pnrticularly Fﬁ}'l;hll;]llﬂl}'!’irhi W]'!I::l !iuught SO l'l'_"[ll'dtl'.l'[]H l]‘f
psvchic mechanisms as a sign of complete recovery, he argued that there
was “another, rapid and radical, way of cuning neurosis: refusing any
compensation to the parient.”

* German psychiatrist Emil Kraepelin took as his life's work the development and refining
of a classification of mental illnesses: the cight edition of his handbook Climical Psychiatry,
which appeared between 1883 and 1909, charts the development of his theories,
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These words could have been written during the First World War, so
characteristic are they of the climate of suspicion that reigned in psychia-
try at that time. But they appeared in the Journal belge de neurologie et
de psyehiatrie |Belgian journal of neurology and psvchiatry|™ in 1942,
when Europe was once again devastated by an almost equally bloody war.
There were, however, two major differences between the new ideas and
earlier concepts, both in forensic medicine and military psychiatry. First,
traumatic neurosis was now accepted as an authentic illness. After more
than twenty vears experience dealing with victims of workplace accidents,
forensic psychiatry had ar last secured a solid understanding of this pa-
thology. Traumatic neurosis was now recognized as a separate clinical
category, distinct from malingering. It was a genuine illness thar followed,
bur was not caused by, an accident. The more radical, like Moreau, rook
the view that the etiology lay in compensation; while more moderate spe-
cialists saw traumatic neurosis as similar to Brissaud’s sinistrosis, and
thus as a virtwally hallucinatory conviction constructed around the dam-
age caused by an accident bur withour the altered consciousness charac-
teristic of psychosis. The second difference affected rhe status of vicrims.
Like the first it derived from the experience of mental health specialists
dealing with civilian cases. They had come to recognize that trauma was
characreristic of the psychological condition of some accident victims.
The source of the disorder was stll nor deemed to be the event itself, but
rather the benefits expected from ir. Nevertheless, victims had a right to
seck compensation, and it was this idea that Moreau challenged in his
article. Previously, factors existing before the event—the sufferer's person-
ality or his onginal, underlving trauma—had undermined the victim’s le-
gitimacy by dissociating his pathology from the accident or event he had
experienced. Now it was circumstances afrer the event—the benefits that
the victim, consciously or unconsciously, hoped for—thar sustained the
illness. Paradoxically, this idea created a real hink, albeir indirect, berween
the accident and the disorder.

VicTiMs OF THE SELF

These conceptions—that traumatic neurosis was a consequence of the
search for compensation—also became established in World War I mili-
tary psychiarry. However, the influence of psychoanalytic concepts on
trauma in this arena was much less central than the traditional historiog-
raphy of psychoanalysis and post-traumaric stress suggests, Most French
writers—whether military doctors like Claoude Barrois and Lows Crocg,

¥ horeau {19420,
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or historians of psychoanalysis such as Elisabeth Roudinesco—see World
War Il as marking a radical shifr in thinking abour trauma, a shift that
had already begun after the Grear War under the influence of psycho-
analysis. We have already seen that this reading of World War I is inaccu-
rate. It is even more deceptive in relation to World War 11, because it
confuses two radically different developmental paths and ascribes to war
psychiatry concepts that were unknown to it until much later, several
years after the liberation of the concentration camps. In fact the etio-
pathogeny of trauma—as psychoanalysis conceprualized it following
Freud's introduction of the death drive m 1920—was not a major issue
in efforts to diagnose and prevent war trauma. Psychotherapeutic models
based on early abreaction of trauma (the reduction of the emotional stress
that results from the simultaneous release of affect and verbalization dur-
ing the course of psychoanalytic treatment) did, however, become widely
established in the treatment of rrauma victims, wherever the influence
of psychoanalysis was beginning to be felt, alongside the techniques of
hypnosis and readaptation which still prevailed.

The situarion in Britain offers an example of this gap berween theory
and practice. From the moment Britain entered the war, the military au-
thorities expanded the range of psychiatric involvement by inviting some
psychoanalysts to participate in the recruitment and selection of members
of the armed forces. Experts in psvchological functioning were asked to
identity candidares suitable for officer training. Whereas it normally rook
several months to identify and then train officers, personality tests and
group role plays observed by psychoanalysts made it possible to form a
relatively accurate assessment of the personal qualities, sense of responsi-
bility, and leadership potennal of candidates within a few hours."* At the
same time, the therapeuric approach to war neurosis was being reinvigo-
rated by the group methods inspired by North American psychoanalysis,
But in this case too, the experiments were of limited influence and short-
lived. In general, the dominant pracrice remained detection of malinger-
ing, and those suffering from shell shock were treated so that they could
be sent back to the front. Sell suspected of wanting to evade combat, they

" See Barrois (1998), Crocq (1999 and Roudinesco {19861, In fact this desire to impose
a putative conceprual conrinwity is part of the rhetoric of psychiatric victimology, which
seeks to validate itself through a continuous history in which the discipline becomes recog-
nized in the mental health feld at the same time as, or even before, the recognition of vicoms'
rights. Bur as we shall see, matters were much more complex than a simple translation of
science into policy, and the forces involved much more powerful than those ascribed o a
handful of trauma specialises,

" As Major Turguer acknowledged when he was invited to the one-day conference on
British psvchiatry organized by L'Evolution psyvebiatrigue in 1947; even after it had been
accepted, this innovartion came to an abrupt end around the middle of che war,



68« Chapter Three

were far from enjoying the status of war casualties. The reality of their
trauma was still being measured in terms of their personal fragility,

Nevertheless, in September 1945, after a three-month stay in London,
Jacques Lacan expressed enthusiastic approval of these practices, which
he saw as deriving their efficacy from Freudian psychoanalysis, and which
he pronounced revolutionary. In his impassioned text he lauded the two
great proneers, John Rickman and Wiltred Bion, the psychological meth-
ods used to select tuture officers, and the innovative group psychotherapy
treatment practiced at Northfield Hospital, Enthusiastically classing the
group practices based on reinforcement of the ego (which he later opposed
adamantly in his teaching) with the changes in British psychiatric theory
wrought by the influence of psychoanalvsis, Lacan omitted to mention
that the military authonities had quickly terminated the experiments."
Wilfred Bion, as his biographer conhirms, was regularly sidelined within
military psychiatry. He was never given positions of responsibility despite
his illustrious history as a veteran of World War I; in fact, he was probably
the only psvchiatrist who was not promoted during World War II. Even
the experiment at Northfield ended in failure for him, when he was trans-
ferred for no apparent reason after only six weeks, It was only much later,
afrer the idea of therapeuric communiry had become commonplace, that
the experiment became a classic and was taken up by others, including in
the United States." During the war British psychiatry was largely closed
to such innovations.

In the US armed forces the situation was just the same. Abram Kar-
diner’s writings,"” which urged early detection of traumatic reactions to
war and the use of methods inspired by psychoanalysis, had some influ-
ence on theory. The dominant model in the military medicine, however,
remained thar of challenging trauma victims, and the central concern of

% Lacan's enthusiasm m this lecture {1947) testifies both to a lack of knowledge of the
penerality of psychiarric practice during the war in Brirain, and a desire to defend the place
of psychoanalvsis in French psychiatry. It is worth noting, too, that in this text, which runs
to more than twenty pages, Lacan says virtually nothing about shell shock, and when he
does he uses the denigrating and suspicion-laden vocabulary of the time.

" Hli,.i'l :ll,‘]l:'n'lll | |':|':|'|i],

" After undergoing psychoanalysis with Freud in Vienna in 1923, Abram Kardiner re-
rarned to the United Staves and artempred to apply psvchoanalyric principles to the rrear-
ment of trauma victims he was seeing at a veterans” hospital in New York, Faichful o
Freud's teachings, hes writing on shell shock retained the stamp of psychoanalysis, though
he was keen to emphasize the autonomy of the condition relative 1o transference neurosis
(Kardiner 1941). He was also close vo Rivers and caregorically opposed to questioning the
fighting spirit of those suffering from trauma. His ideas were recognized in American psychi-
atry during World War 1, though the principle that the previous personality of the patient
was a determining facror was retained.
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clinicians was rooting out malingerers.' The image presented by psycho-
logically destroyed men was intolerable in American eyves. The heroic
ideal of the freedom fighter setting our to save old Europe and returning
victorious, crowned with glory, did not match up with the haggard faces,
the accounts of nightmares, of waking drenched in sweart, and of paralyz-
ing fear, even far from the front.

The military authorities were clearly aware of this. After commission-
ing the director John Huston to make a propaganda documentary on the
treatment of soldiers traumatized during combat, they refused permission
for it to be distributed, let alone broadcast. Let There Be Light, made in
1946, was to be the last part of a trilogy directed by Huston celebrating
US combatants in the Second World War. With no political agenda, and
anxious to keep scrupulously ro the task he had been given, Huston ap-
plied to the letter the principle of objectivity he had followed in the two
previous documentaries. For more than three months, he filmed the daily
life of former combatants hospitalized at Mason General, a military hos-
pital on Long Island. The courage and sense of sacrifice of these men was
clearly portrayed, as the Pentagon had requested. But equally apparent
was the fact that some of them were utterly destroved: their fear, their
shame, and their rears showed clearly, as did their contempt for military
authorities. The film also documented the arrogance and harshness of
the psychiatrists and the brutality of some of their therapeutic methods.
Remarkably, when the film received its world premiere at the Cannes Film
Festival in 1981, the emotional response of the viewers and the critics was
muted, for the film did not meet the expectanions of an audience seeking
revelations about the military and medical practices of the time."” Essen-
tially, the documentary showed what everyone by then knew: war not
only kills soldiers, it also destrovs the lives of survivors, who carry forever
the psychological scars left by their horrific experiences.

The difference berween the interpretation of earlier periods and the
reading of today demonstrates how views on war and its victims have
changed. In 1946 the horrors of war could not be expressed by showing
the psychic suffering of those who had fought for freedom. These unfortu-

" Kurr Eissler (1986} explicitly confirms this mn his book on the wrial of Wagner von
Jawrege. In an appendix, he takes a devour o which he tries oo show thar malingering, n

fact much rarer than was believed by milicary psyechiatrists during World War 11, should be
considered a form of rraumaric neurosis, But the purpose of this digression s to emphasize
mure clearly the climate of suspicion that prevailed in the ranks of the US army,

" lrrook an intense campaign by Jobn Hoston and the American Association of Directors
to persuade US Vice President Walrer Mondale to order the public release of the film.
Bur afrer the first showing, the well-known critic Andrew Sarris, reviewing the film in the
Village Vioice, judged it conventional and unoriginal, a simple propaganda film glerifying
psychoanalyss,
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nate casualries were far from courageous witnesses to the events of their
time. Their suffering did not suggest heroism; nor did it indicate a thresh-
old beyond which whatever humanity remained would be lost in a sort
of painful insanity. Their nightmares had not yet come to represent traces
of a collective memory that would persuade those with power in the world
rhat such things must never again be allowed to happen. In 1944, the
suffering of these soldiers who had been psychologically destroyed by the
war was considered only a pale reflection of the reality of war, which must
be hidden from view—not in order to conceal the horrors of war (they
were well known and widely condemned), but because the suffering of a
group of men who were more vulnerable than others said nothing about
the war itself. It simply exposed the intimate inner life of a few who could
not or did not know how to stand up to war, These ravaged combatants
were not victims whom it was possible to honor for their courage or their
sacrifice. Legal or governmental recognition of the position of these men
was also problemaric, particularly because of its implications for financial
compensation. Kardiner’s position on this question is very revealing.
While he makes a point of defending the semiological unity of trraumaric
neurosis and rejects the idea that compensation produces it, while he rakes
up the cudgels in defense of trauma victims and pleads for not only hu-
mane, but also comforting methods of treatment (going so far as to sug-
gest that nurses offer affectionate mothering), he is nonetheless categori-
cally opposed to compensation. “On the basis of what we know . . . about
the traumartic neuroses, we can pose the question of whether this neurosis
should be compensated. The answer is decidedly that it should not. What
then should be done with these cases? They should be cured.™ In Kar-
diner’s view, combat shock should not confer the right to compensation;
rather it should be treated as early as possible. Only rare cases resistant
to all kinds of therapy merited an invalid’s pension. Kardiner added that
awarding compensation as a war casualty too early would prevent any
clinical improvement, as the patient would take refuge in secondary gams.
In the eyes of the psychoanalysts, as of American society in general, those
suffering from war trauma had not yet gained victim status.

THE ISSUE OF SURVIVAL

It was a different historic encounter thar was to revolutionize social sensi-
tivities, culmimmanng in a complete reconhguration of the notion of
trauma. And in this case psychoanalysis immediately provided a key

that the concept of traumatic neurosis, whether civilian or military, was

" Kardiner (1941, p. 2371
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completely unable to offer. In the course of its brief and unfruitful partner-
ship with military psychiatry, psychoanalysis, which had since the 1920s
been developing rheories of rrauma independently of civilian work in
traumatic neurosis, was to have its seminal encounter with the experience
of the survivors of the Nazi concentration camps."” The psychoanalytic
advances, which had hitherto made little headway in the public arena,
suddenly found a very broad audience. For the hrst time, it was possible
to pur words, concepts, and images to the unspeakable, an experience
humanity could not imagine: the planned, industrial-scale extermination
of millions of individuals, with the aim of destroving what was human
in mankind.

What did remain of the human after such an experience? The concept
of traumatic neurosis was clearly incapable of answering this question.
MNone of the etiological factors hitherto adopted to explain the develop-
ment of traumatic neurosis as a chronic condition (whether pre-morbid
personality traits or external circumstances favorable to the persistence
of symptoms) bore any relation to the experience of the survivors. The
notions of malingering, cowardice, selfishness, overdeveloped narcissism,
secondary gains, class interest—all the stigmas attached to traumatic neu-
rosis, could not be applied ro these people in striped pyjamas who were
emerging directly from hell. An encirely different paradigm was called for.

Bruno Bettelheim sketched the first outline of a new approach as early
as 19437 A psychologist of Austrian origin, he had been interned in the
concentration camps at Dachau and Buchenwald from 1938 101939, Re-
leased just before the beginning of the war, he was able to emigrate to the
United States where he would become director of the Orthogenic School
in Chicago, which specialized in the treatment of autism. He based a num-
ber ot articles on his experience in the camps, which were published to-
gether in 1952, in the tellingly titled collection Surviving, and developed
a model of aurism based on imprisonment in the concentration camps. In
his early writing he sought to explain the psychological consequences of
incarceration and the psychic adjustments it demands of the would-be
survivor. Inspired by the work of the British psychoanalyst Melanie Klein,
he proposed a reading based on what was known of child development,
emphasizing the psvchic qualities existing prior to incarceration. Since
Bettelheim had no experience of the extermination camps, the world of
the concentration camps that he described, while terrifying, is not com-
mensurate with the horrors Primo Levi and Robert Antelme later revealed

" Marcus and Wineman (1985),
“ See the amicle “Individual and Mass Behavior in Extreme Sitvarions,” fournal of Ab-
normal and Social Psychology 1943, 3%, pp. 417-452, reprinted in Bettelheim 1979,
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in their writings,*! which later were the subject of studies by other psycho-
analysts. Nevertheless, his ideas remained a key influence in clinical prac-
tice until the late 1960s, particularly thanks to the support of two im-
portant psychiatrists, Robert Lifron and Mardi Horowitz, and the
creation of a new clinical entiry, “survivor syndrome,”™ which replaced
traumatic neurosis as a description of the symptomatology ot civilian vie-
tims.” Two aspects of this new clinical presentation have generally been
ignored in the work of historians, although they are signihcant in the
history of the rediscovery of post-traumatic disorders, They relate to the
two distinct paths—initially social, then clinical—taken by the notion of
trauma, and they prefigure the uses of this notion that would become
widespread throughout the Western world thirty vears later.

The first aspect is the way the traumatic experience was repositioned
to become a testament to the unspeakable.” Whereas previously trauma
related to an individual and subjective experience, the concept was now
enlarged to represent universal human experience. It became the locus of
a particular kind of knowledge that eminently suited, it would seem, the
psvchoanalynic paradigm: the subject’s own knowledge of himself and his
limits, knowledge of others who did not survive the ordeal, and knowl-
edge of man in general. This gave rise to an abundant literature—psycho-
analytic of course, but also philosophical, sociological, psychosociologi-
cal, and even hterary—on trauma and memory.” With this shaft, the
experience of the concentration camps became the favored model for ex-
plaining what can happen to human beings in extreme conditions. Giving
form to the memory would, it was suggested, leave a kind of moral rrace
m the collective consciousness that should prevent humanity from re-
peating its horrific mistake. On this level, survival depends in a sense on

U Bettleheim recognized this himself in a larer text, “The Holocaust One Generation On™
(1979, See also Levi (1959) and Antelme (1992),

2 Rabert Lifton joined the US Army as a psychiarrist afrer the war, and served in Japan,
working with survivors of Hiroshima. He was influenced by Bertelheim's concepts, and was
particularly interested in the influence of the context in triggering pathological emononal
reacrions {Lifron 19685 Iris worth noning at this poine thar Reberr Litron and Mardi Horo-
wite were to play 2 key role in the transformation of travmatic neurosis into ITSD on the
basis of the experience of Viemam veterans. Lifton’s book Home from the War (197 3] be-
came recognized as the great classic of psychological Iiterature on the Yiemam War, See also
Horowiez (1974].

I |"-: | |,,':I'irl.|;_||lq_' |:|!|' I;|'||_' AR R [R5 ] |.1'[ I"':-'-'“‘“"E H'i[l'll."\"- [k I!|'||.' lu1'|'~=.|‘.ll.':'l]-mI'-]r.'.I S |:!||.'I:'I.~i|.1.|:!|'|.1 {1[]':] 1 :I
and Rechtman (2005],

“* The list of rexes ranges from accounts of cxperience of the camps to critical analyses
of theories of trauma. Wrirers of the latter favor the psychoanalyne reading as a ol for
deciphering reality: see, tor example, Carhy Caruth {1996, Ruth Leys (2000), Paul Ricoeur
(2000}, and Régine Robin (2003}, However, with the notable exceptions of Allan Young
(1995} and lan Hackimg {1995}, these works fal ro grasp the actual contribution of psvcho-
analysis 1o the creaton of this paradigm.
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the scar left by what happened to those who are no longer present. In
contrast to the image offered by the combat shock patient of soldiers
psychologically damaged by bartle, the trauma of the survivors testified
to the transgression of a fundamental boundary, beyond which social life
was destroyed. Thus, the psychic destruction of the survivors became the
corollary of the physical disappearance of all those who did not return.
If the survival of some testified to the elimination of others, it was also
because psychic trauma had become the essential constituting factor in
this memory of the unacceptable, a memory of which the survivors be-
came the gouardians.

The second aspect thar has been ignored in the historiography relares
to psychiatry, The reconfigurarion of traumaric experience as collective
social memory did not have the impact that might have been expected on
clinical and therapeutic pracrices established to treat Holocaust survivors.
At the end of the war psychiatric thinking was already oscillating between
a tendency to deny the existence of psychological problems among the
survivors {they had survived because they were the strongest)” and an
opposite tendency to believe that the absence of feelings of persecution,
nightmares, anxiety, and depression in a survivor was a sign of mental
illness (a normal person should experience these symptoms).” Berrel-
heim’s understanding of the suffering of survivors offered a more nuanced
approach to this dichotomy berween those who survived and those who
died, and inverted the question that had haunted the earlier concept of
rraumatic neurosis. The question was no longer, who were these men who
presented with psychological disorders, but rather, how had they man-
aged ro survive the impossible? In his attempr to understand the phenome-
non of survival, Bettelheim explored the whaole range of psvchological
factors that might have been involved in the process of exterminarion,
studying how some psychic processes were able to resist destruction while
others, no doubt more essenrial to the psvchic economy, broke down,
drawing the subject on to certain death. Thus Betrelheim did not deny the
decisive influence of the context of the events, but he put it in a perspective
with the intrapsychic shifts caused by such an experience. It was in the
combination of the two thar the prisoner’s fare was decided. Therefore,

contrary to the reproaches that have often been levelled at him, Bettelheim
did nor argue that the weakest had died. He tried to understand how, in

such extreme situarions, some could survive, and asked what psychic and

¥ 1In one of the very first reports on Holocaust survivors, presented in Washingron ar the
1948 conference of the American Psychiatric Association, Friedman argued against the idea
that the survivors possessed psychological and physical gualities superior to others, on the
grounds that the “implication of this statement . . . dishonored millions of martyred dead”
(Krell 1984),

* As Krell puts it {1984): “To be sane ateer the camps 1s not sane.”
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moral qualities were needed in order to escape death.” In doing so he
shifted the focus of the psvchoanalytic theory of trauma by suggesting
that the trauma-generating situation carried at least as much influence as
individual psychological factors. In this sense he departed radically from
the exclusively psvchogenic approach and was the first to incorporate the
nature of the event into the unfolding of the process of tranuma, and by
extension, of survival. Paradoxically, this break with tradition prefigured
future developments along both paths, which eventually would run
counter to one another. On the one hand, psychoanalytic reformulations
focused precisely on determining the nature of trauma-generating situa-
tions in order to identify the intrapsychic and situational processes that
combined ro engender the disorder.® Bur on the other hand, the theores
that were later developed in North American psychiatry, and emerged in
DSM-II1, used Bettelheim’s break with rraditional thinking as a basis for
rejecting the psvchogenic view, for criticizing the focus on the personality
of the trauma sufferer, and for treating the situation purely as an event
“outside the range of usual human experience.” The image of the survivor,
though altered from that of the sufferer from traumatic neurosis, never-
theless remained imprisoned in ambiguiry. In its emphasis on whart distin-
guishes the survivor from a hypothetical fellow prisoner who did not
survive, Bettelheim’s clinical approach fails to separate the two images
and postulates a priori that the fate of the former is closely linked to thar
of the latter.”” Even in therapy, survivors would give accounts of the deaths
of the others.

The notion of survivor guilt appears for the first time in Bettelheim's
early writings, It derives directly from his conception that survival is deter-
mined above all by the prisoner’s will to survive, sometimes art the cost of
neglecting others. Robert Lifton and later Mardi Horowitz took up this
idea and gave it a theoretical foundation, making this symptom the main
element in survivor syndrome. However, in the view both of these authors
and of Betrelheim, survivor guilt is not justified by the actions, behavior,
or even the ideas the survivors might have had abour their comrades in
misfortune during their detention. The survivor’s self-blame is un-
grounded, but it remains present, obsessive, destructive, and it reveals an
insistent unease about the reasons for his survival, It 1s not the therapist

T This theoretical position is based in a moral view of survival for which Bettelheim has
been justifiably condemned, notably by Michael Pollak (1990,

T s ploneering wiork l':n}' Dutch p&yuh:ial!ria‘t Hans Keilson {1980, 1992) on orphan
child survivors of the Holocaust, Rather than identifyving a single rraumatic event or trauma-
generating context, Keilson argues for a series of traumatic sitwations, each presenting its
own limes of tension and leading to muleiple dissimilar trauma processes.

* For a critical reading of this comparison of the dead and the survivors in therapeutic
pracrice, see Rechtman (2006},
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who suspects the survivor of bearing any responsibility, it is the victim
who suspects that she owes her survival to something shameful or even
underhanded, since so many others in identical circumstances died. For
the clinicians who brought it to the fore, survivor guilt was not evidence
of legitimate remorse, but a clinical sign of pathology. It amounted to an
almost hallucinatory idea thar would never find any genuine confirmation
but that, by virtue of this very fact, could never be allayed. Thus survivors
remain hostages ro guilt, ro the point that they constantly seek in their
memory, in the inmost depths of their intimate thoughts, even their most
fleeting and wildest thoughts, the true source of this guilt in order to at
last break the vicious cyvele of doubt and suspicion that overwhelms them.
As long as they do nor know why they are still alive, they are uneasy,
because there was no justice in the death camps. Their very lives accuse
them; the very fact that they had the good fortune to survive is reason for
remorse, Survivor guilt became the defining symptom of this traumaric
suffering. It was both the focus of psychotherapeutic treatment and the
diagnostic marker actively soughr by clinicians, sometimes to the point
of suggesting it or of doubting the legitimacy of the trauma in cases where
it was not present.

In this emerging relationship between trauma and the moral qualities
of victims, the artention focused on this symprom seems like a relic of the
suspicion of the previous era. It was now the victims who directed suspi-
cion at themselves and gave expression to it in their accounts of their
experience. But it was also in the confession, promoted in therapeuric
practice, that this suspicion could be resolved {as previously in patients
with combar shock}), by reconciling the intimate experience of the victims
with moral inquiries into the enigma of extermination. With this lasc ava-
tar of suspicion, the treatment of survivors also crosses paths with the
social trajectory of traumatic memory. The hypothesis of survivor guile
offered practical confirmation of the recast image of victims as wit-
nesses.” By virtue of their presence alone, survivors were the only evewit-
nesses to the destruction of those who were now absent. Through their
guilt they inscribed within their suffering the memory of those who could
no longer bear wimess.

Thus it was in this dual role, of survivor and trauma victim, thar Holo-
caust survivors were called on to testify to what happened to human be-
ings in the death camps. Even though, as Agamben suggests® (and Primo
Levi before him), the only true witnesses were those who were no longer
there to testify, those for whom the process of the destruction of humanity

# For a discussion on the aporia of the wirness in the camps, see Fassin (2008).
' O the basis of the testimonies of the survivors, in particular Primo Levi, See Agamben

{2000,
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was completed, survivors remained under the obligation of testifying in
their place—often in their name, but always in their memory. There is
nothing here thar compares to the experience of the traumatized soldier,
whaose testimony to shell shock was as unwelcome as his illness was sus-
pect. With the survivors of the camps, testimony to trauma—more even
than the testimony of the trauma victim—was gradually recognized as
offering ultimare truth abour the human condition. It is in relation to this
unprecedented perspective that we can now consider the universalization
of victim status in the last three decades.



CHAPTER FOUR

An End to Suspicion

THE YEAR 1980 saw THE PUBLICATION OF DSM-III, the third edition of
the American Psychiatric Association’s classification of mental disorders.’
It included a new clinical entity, post-traumatic stress disorder, or PTSD,
The result of vears of debate within the organization, the disorder was
the outcome of negotiation and compromise around its definition and
its interpretation. Even the name “post-traumatic stress disorder™ was a
subject of controversy. The idenrifying criteria were precise. The patient
needed to have experienced a stressful event such as would lead to clear
symptoms of distress in most people, The symptoms, which might occur
in any combination, were of three types: recurrent, intrusive recollections,
such as waking dreams, frequent nightmares, or painful flashbacks; avoid-
ance of situations that aroused recollections of the event, accompanied
by a numbing of general responsiveness to the external world which might
seriously atfect social interacrion; hyper-alertness and exaggerated startle
response. In order to be classified as PTSD, these symproms should persist
for at least six months. The semiological outlines of PTSD were virtually
identical to classic descriptions of traumatic neurosis, merely refining and
stabilizing the criteria for the diagnosis. The first criterion, however, was a
major departure. I effectively affirmed that any normal individual might
suffer from such distress if he or she were exposed to an event deemed
traumanc. This marked a complete reversal in artitude, There was no
longer any need to posit a weak personality, since the symptoms repre-
sented a statistically normal reaction to the event, There was no need 1o
seek out any oniginal trauma, since the event alone was sufficient to pro-
duce the distress. The sincerity of the victim of trauma was no longer in
doubt: he or she was a priori credible, The question of secondary gains
was no longer raised: the diagnosis conferred the right to appropriate
reparation. A new era in thinking about trauma had begun.

Ar least, this is the generally accepted version of the history of PTSD,
According to this version, the formulation of the new diagnostic category
ushered in the second—modern—era of trauma. However, while we do
not wish to downplay the major role plaved by US psvchiatrists, the APA,

' See the American Psychiarrie Association’s Diagnostic and Statistical Manual of Merntal
Disarders (DSM-111), 3rd edition (1980,
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and the new DSM classification, we believe thar the importance of the
medical history of trauma is to a certain extent outstripped by the role
that social history plaved, both prior to DSM-IIT (because the inclusion
of the new classification resulted from the actions of players with no con-
nection to the mental health field), and afterwards (given the widespread
adoption of this classification over the last twenty years, in contexts
far removed from the psychiatric arena). In this chapter, therefore, we
explore the interactions of these two historical trajectories. Two con-
texts—sexual politics, on the one hand, and military claims, on the
other—were key in the development of PTSD. The protagonists were,
respectively, US feminists and Vietnam veterans. Both were campaigning
to assert rights on the basis of a recognition of trauma. Bur the focus of
their struggles and the alliances they formed with mental health profes-
stomals were very different.

WoMEN AND CHILDREN FIRST

In the early 19605 US society was basking in euphoria and prosperity, as
the middle classes gradually discovered the benefits of economic expan-
sion. The model US family became the supreme icon of this new utopia,
in which the role of women was central. The private house, the tamily
car, domestic appliances, shopping malls, and, of course, television
emerged not only as the instruments of this economic miracle but also,
and perhaps even more, as the actual indicators of social success. Women
had won a new place in this society, a place that was enthusiastically
promoted in advertising aimed specifically at them. No more tiresome
domestic chores! Electrical appliances, made possible by advances in tech-
nology, would from now on do the housework, more or less auromati-
cally, Women would finally be free to devote themselves entirely to the
mission conferred on them by a triumphant nation: ensuring the welfare
of furure generations as “loving wives and dedicated mothers.”™ Bur far
from celebraring the grear advances wrought by the rechnological revolu-
non, in 1963 Berty Friedan oftered a radical deconstruction ot it, which
was to become the manifesto of the emerging women's movement.* The
“happy housewife heroine™ was the rarget of all the movement’s atracks:
her much-vaunted well-being was condemned as a fabrication designed
purcly to reinforce the ahenation of women. The economic miracle was
of no beneht to women; on the contrary, it imprisoned them in a role for
which there was no justification.

*In her famous haok The Femmine Mystigue, Friedan offered a detailed critique of the
condinon of modern women.
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From the outset, the attitude to Freud in these feminist texts was one
of ambivalence, a combination of respect and condemnation. He was re-
spected because the feminists located themselves within the disalienation
movement initiated by psychoanalysis. Psychoanalytic theory grounded
their aspiranion to fulhl themselves as individuals. They also observed 1n
psychoanalysis an attempr to liberate individuals from the moral preju-
dices that condemned them to conform to social expectations. But as ac-
tivists concerned with the lot of women in societv, their view of psycho-
analysis was much harsher: first, the Freudian theory of femininity based
on penis envy cast woman as an incomplete man and introduced a hierar-
chy between the rwo; and second, the place given to sexuality in psycho-
analytic thinking restricted the role of the woman, who had gained far
less from the much-trumpeted sexual liberation movement than had men,
Thus it was a question of gender politics as much as of sex. The place of
the mother in Freudian theory added a third polemical dimension, be-
cause it amounted effectively to reconciling the mother to her assigned
role, a role that society wsed to marginalize her, and it anticipared that
she would feel guilt if she moved away from this role. Bur the most deci-
sive attack on Freudian theory came not from feminists but from the de-
fenders of childhood, with whom the femimists made common cause. The
issue of trauma was at the heart of the debare.

While violence against children has always existed, the issue of what
we now call “child abuse™ only became a political priority in the United
Stares in the early 1960s." It was in the context of the *War on Poverty”
that charitable associations campaigning against “crueley to children,”
which had begun to form in the Victorian era but had not been partico-
larly active since that rime, expanded their activities. With wide public
support and enjoying broad political consensus, they targeted the social,
economic, and even psvchological tactors that formed the context in
which violence against children occurred. They did not, however, address
sexual abuse within the family. As in all industrialized countries, cam-
paigns against child abuse helped to establish new public policies enshrin-
ing the state’s right to scrutinize the intimate environment of the family,
and recognizing the child as a person with rights. Combining social and
moral concerns, the movement aimed ro support economic development
of the poorest families, but also to help mothers by reasserting the value
of their role. In Parents Anonymous groups, modeled on Alcoholics Anon-
ymous, “abusive parents™ relearned family values, maternal sacrifice, and
wifely devotion. The defense of these values was articulated within a naru-
ralist vision where abuse was interpreted as a “biological™ aberration in

T The history of this recognition has been raced by Barbara Nelson (1984), See also lan
Hacking (1995, 1998) and, for developmens in France, Georges Vigarello (2005).
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human behavior. In 1977, in the inaugural issue of Child Abuse and Ne-
glect, the first scientific journal devoted exclusively to child abuse, the
editor-in-chief began his declaration of intent as follows: “Next to making
sure of its own survival, the prime task of any organism is to reproduce
and provide offspring to ensure the survival of its species. In child abuse
we see a seriously distorted form of this basic biological process.™ This
was far from the feminist arguments against motherhood as the narural
role of women. Nevertheless, although everything seemed to set them
against one another—rthe family ideal, religious values, male domination,
the privileging of motherhood as women's key role, respect for traditional
US values, silence on sexual abuse—progressive feminists unexpecredly
found themselves aligned with the campaign to protect abused children,
and thus were able to win a new audience, one legitimized by trauma.
Florence Rush, a social worker already active in the women's move-
ment, was the first to recognize this convergence of interests. In a paper
she gave in New York on April 17, 1971, to hundreds of women who had
come together for the Radical Feminist Rape Conference, Rush lifted the
veil on sexual abuse of children. She showed vividly, on the basis of her
professional experience with sexually abused girls, that child abuse was
very often sexual, that it prefigured the lot of women in society, and thar
the fighr against this deliberarely ignored phenomenon was also, if not
first and foremost, a women’s struggle. Denouncing the silence of public
authorities, and even more that of psychiatrists, she was the first to
counter the psychoanalyvtic orthodoxy: women who, twenty or thirty
vears after the events, revealed a history of sexual abuse perperrated by
relatives—apparently benevolent tathers or uncles—were not expressing
vague Oedipal fantasies, confusing what they had not experienced with
whar they desired. The psvchological effects observed in sexually abused
girls—their mghtmares, their anxiety, their panic in the presence of men—
were symptoms attesting to the reality of their experience. And if the dis-
tress of some children was now seen as incontestable proof of the violence
they had suffered, why should similar traces not be found in the psyche
of women and accepted as evidence that they had really undergone what
was so often denied?” Rush’s paper thus opened a new arena in the wom-
en’s struggle: while denouncing sexual violence againse girls, she proposed
thar similar abuse suffered by women should also be exposed. Expanding
the assault on “the Amernican way™ that had been so successful for Frie-
dan, sexual abuse of children became the mark of male domination, the

1 Hrl.'l."ll.' I 19757,

' Florence Rush, “The Sexnal Abuse of Children: A Fermmist Poing of View.” Paper pre-
sented ar the New York Radical Ferminist Rape Conference, New York, April 19715 re-
printed n Rush {1980},
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unacceptable privilege of the patnarchy, and the verv symbol of trauma-
tized sexuality, At this time sexuality did not yet represent, as it would
for the second generation of feminists, a legitimate playing held.® At best
it was simply a distraction that diverted women from true fulfilment, par-
ticularly professional fulfilment. At worst sexuality degraded, abused,
raped—in a word, traumatized—within a vast conspiracy of silence main-
rained by men (through their institutional structures in media and poli-
rics), and ultimately by psychoanalysts.

Thus it was in the name of their past traumas, of all the abuses they
had suffered in childhood, but also in the name of the silence imposed
on them and the unacceptable indulgence shown to their oppressors that
feminists were demanding a right to reparation. “Incest survivors,” as
they began to call themselves following Rush’s speech, having learned
the lessons of the psychiatric and psychoanalytic notions of trauma that
were developing at the time, began to compare their experience of trau-
martic memory to thar of Holocaust survivors, The shift from traumaric
experience to bearing witness to the unspeakable, introduced a few years
earlier in psychoanalyric discourse, gave them a new perspective from
which to assert that the suffering of women who had been subjected to
sexual violence was comparable, ar least in certain respects, to that of
the survivors of the Nazi concentration camps. Like the latter, they faced
massive denial—the denial of the abusers, of course, and that of any wit-
nesses, but also that of the victims themselves, who were often unable to
talk about the horrors thar had so damaged them. According to psychoan-
alytic thinking on traumanc memory, the silence of vicnms can be inter-
preted as additional proof thar an event of violence, so far beyond the
pale thar it cannot be expressed, has taken place. The victim’s demal thus
emerges as the last defense of a traumatized psyche, powerless in the face
of an event that cannot be humanly tolerated. Once the psychological
effects of sexnal violence had been revealed, the verv silence of the victims
became evidence against abusers who believed themselves protected by
thart silence.

Here the artack was on Freadian theory itself. At the time clinical prac-
nice was heavily dominared by psychoanalysis and, being based on Freud-
ian theory and not receptive to new ideas on trauma and memory, did
not allow for this recognition of sexoal trauma in childhood. Feminists
condemned Freud's fanrasy hyporhesis, maintaining that he knew the
range and extent of the abuse his temale patents had suftered. He had
explicitly stared as much in his frst theory of hysteria, when he said thart

* At this point the debate is far from the militant feminism where sexuality became “baoth
the engine of liberation and the instrument of domination™ of women, as Eric Fassin puts

it {2005,
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the suffering of these adult women was the direct consequence of incest.
Why had he changed his mind ar the turn of the century? Why had he
retracted and invented the fantasy hypothesis? Why had he opposed his
most faithful disciple and friend, Sandor Ferenczi, who still believed in
seduction theory? The answer seemed clear: He did not want to face real-
ity. Fantasy theory, Rush argued, was simply an invention that formed
part of the great conspiracy of silence around incest and sexual abuse,
into which Freud had allowed himself to be drawn despite being the first
to realize the truth. A few vears later this theory found unexpected sup-
port in Jeffrey Masson’s highly controversial book, The Assanlt on Trieth.”
According to Masson, although he had irrefutable proof of the traumatic
etiology of hysteria, Freud commirted the sacrilege of hiding the truth in
an effort at accommodation with the society of his time.” This book was
the first in a great wave of artacks on Freud and psychoanalysis, which
now stood accused of every possible crime. Psychiatrists” and psychoana-
lysts’ concealing of the truth of sexual abuse became the central tenet of
campaigners for abused children, and a lineage was established for the
conspiracy of silence that led from the first psychiatrists to the present
generation, from Esquirol to Freud.” But this controversy also points
to another aspect of the rediscovery of post-traumaric disorders, which
has been insufficiently recognized by historiography, even though ir fore-
shadowed major changes taking place in US psychiatry ar the time,

For despite their attacks on Freud, it was in psychoanalysis that femi-
nists sought the support they needed to establish the truch of sexual abuse.
In this they followed the path raken by advocates for victims of child
abuse, who based their arguments on the work of clinicians, Radiologists
were the first to suspect physical abuse of voung children, when X-rays
revealed multiple fractures for which there was no medical explanation;"

"Trained as a psychoanalyst, a friend and pupil of Kurt Eissler, and the director of the
Freud archives in Mew York, Jeffrev Masson became interested early on in Freud's corre-
spondence, With Eissler's support he was able ro consult the unpublished archives freely,
notably the lerters ro Fleiss that Anna Freud had not included in the selected correspondence
in The Origins of Psychoanalysis (1954). Convinced that there was a link between all the
unpublished letters, Masson took a stand against all psvchoanalyric insuturions, arguing
that Freud had deliberately abandoned seduction theory under pressure from the Viennese
middle classes: this is the central theory of Masson's The Assault on Truth (1984,

*In fact Masson produced virally no evidence to suppart his argument. While doubts
can be detected in Freud's letters, what emerges is the theoretical interest he found in fantasy
theory, rather than an acgniescence in denial, See, for example, the review of Masson's
book by Charles Rycroft in the New York Review of Books (April 12, 1984), which high-
lights its inconsistencies. Sec also Masson's defense in the same magazine, in the issue of
August 16, 1984,

* Dlafson, Corwin, and Summin (1993,

U The key text (Kempe et al, 1962} was systemarically reprinted chroughout the literagure
[RH | n.!'|'|i|1.‘| abuse,
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pediatricians then began to alert the authorities and helped to bring sus-
pects to justice by producing irrefutable clinical evidence." American fem-
inists therefore felt that proof of sexual abuse in childhood should also
be provided by medicine. They expected doctors to testify in the name of
all abused women, to speak for women who remained imprisoned in the
silence of rrauma, and to emulare their pediatrician colleagues by raking
a public stand to expose the indelible traces of sexuval abuse. Bur how
were these traces to be found, so long after the acrual violence? This was
where the expectations placed on psychoanalysis were greatesr.

For psychoanalysis, even if the fantasy hypothesis was discarded, the
discovery of trauma symptoms in a woman who recounted experiences
of cruelty in childhood did not automartically imply a link berween this
abuse and her suffering, and hence did not constitute legally admissible
proof. In order to give expression to their past and present sutferings,
women still had to undergo the ordeals of the trauma narrative and the
revelation of intimate fantasies, and they had to confront the hypothesis
of underlyving incestuous desire, as well as suggestions of complicity on
the part of the victim, Working within these therapeutic structures, which
were still based on the model of intimate confession inherited from the
war psvchoanalysis of 1914-1918, eliminating suspicion was still a
lengthy process. There was no guarantee that the external cause of the
suffering would finally be acknowledged, and it was this acknowledg-
ment that the feminists most needed. The i1ssue was not finding sympa-
thetic therapists—there were already many who were addressing the dis-
tress of these women—nor denouncing the institution of psychiatry, as
did the anti-psychiarry movement of thar rime.' The feminists needed
legitimate clinicians whose word would not be questioned. In order for
women to be at last heard, psychiatrists had to step bevond the individual
dialogue and testify publicly, not only to the authenticity of the suffering,
but above all to the reality of the abuse,

Clinicians were indeed able ro testify to the suffering of these women,
and they did so, but their tools, unlike those of the pediatricians champi-
oning abused children, were such thar they were unable ro expose the
perpetrators, much less to bring them to justice on the basis of irrefutable
proof. In these circumstances, the gap between the women's movement
and the response of psvchoanalysts could only deepen. Although psycho-
analysis had encouraged the recognition of long-term trauma and enabled
US feminists to recognize their own experience via the notion of the survi-
vor's traumatic memory, the feminists eventually rurned on psychoanaly-

" These docrors created the Internanional Society for the Preventton and Treatment of
Child Abuse and MNeglect, and founded the journal Child Abuse and Negleer in 1977,
2 See in particular Caseel {19804,



84+ Chapter Four

515, criticizing its powerlessness to demonstrate publicly the reality of trau-
matic events affecting individuals. Thus, the attacks made by the women’s
movement on Freudian fantasy theory are part of the disconnect thar we
have demonstrated berween the language of collective trauma and indi-
vidual clinical practice with trauma sufferers as it was introduced by psy-
choanalysis after World War I1. On the one hand, psychoanalysts purt for-
ward a conception of collective trauma which establishes a moral link
between the collective memory of trauma and the traumatic event. On
the other hand, individual clinical pracrice sought to relocate this event
in the history of each subject, which amounts to questioning its signifi-
cance. The increasing gap between these two social trajectories of rrauma
testifies to the rnse of a shared aspiration to transform clinical practice
with trauma victims into a politics of trauma.

THE CONSECRATION OF THE EVENT

The proof that the feminists so urgently needed was to come from a very
different strand of psychiarey, It was a minor strand ar the rime, but was
destined to grow and to spread its influence well beyond the United Srartes.
Robert Spitzer, a New York psychiatrist imtially trained in Reichian psy-
choanalysis, proposed to give psychiatry a more scientific basis and to
align it with the new aspirations of US society. This unexpected conver-
gence, between a clinical movement seeking scientific legitimacy and a
social movement looking for political legitimization, sealed the fare of
the traumatic event. From now on the event would be recognized as the
exclusive etiological agent of post-traumatic disorders.

Since the early 1970s a huge internal reorganization, both theorerical
and institutional, had been under way in US psychiatry. Reeling from its
clash with the anti-psychiatry movement, the discipline’s image was dou-
hly tarmished.' In the medical world psychiatry was regularly accused of
lacking a scientific basis. Both its diagnoses and its theories were routinely
contested. Seen as unreliable, because they had a low level of reproducibil-
ity from one clinician to another, and of little validity, because climcians
were relatively unsure of the pathological reality of what they claimed to
describe, psychiatric diagnoses were viewed by many doctors as a hazy
amalgamation of moral judgments, received ideas, and outmoded theo-
ries. Public opinion saw psychiarry as an instrument of social control,
which wrongly classed all of the undesirables thar US society did nor

B Kirk and Kurchins {1998).
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know how to deal with as insane.” It was in order to combat this image
that the American Psychiatric Association (APA) undertook to revise its
classification of mental disorders,” modifving not only the title and etio-
logical hypothesis for the majority of diagnostic categories, but more fun-
damentally, quire literally revolutionizing the social uses of psychiatry.
Under the direcrion of Roberr Spitzer, work began on the new official
classification in 1974, Each diagnostic category was reworked by a group
of clinicians comprising the senior specialists in that held. In addition to
increasing the reliability and validity of diagnoses, the goal was to rid
psychiatry of tradinonal hypotheses that had not been scientihcally
proven.' This provision, which aimed to put psychiatry on an atheoreti-
cal basis, necessitated a purely descriptive approach to the categorization
of mental disorders. Published amid a blaze of publicity in 1980, DSM-
IIl had within ten years become the standard reference for modern psy-
chiatry. For the first time in the history of the discipline, new hypotheses
and the new ideology they supported were resonating with the needs and
expectations of users. Twenty-five years and three revisions later,'” there
15 less enthusiasm. Having conguered the world in the name of a radical
scientific revolution, the different versions of the DSM have reverted to
being no more than a classification system, and they no longer carry the
promise of a radical new vision. Even the great advances in diagnostics are
now being reevaluared. Allen Frances, the direcror of DSM-IV, recently
acknowledged rthar lirtle had changed in the evervday practice of clini-
cians. Robert Spitzer himself no longer hides his disappointment, admit-
ting that many problems remain ro be resolved 1t psychiatry is to be ren-
dered truly scientific.”™ However, although DSM-IIT has not produced the
promised scientific revolution, social reform i psvehiatry since the 1980s

" See the controversy unleashed by psychosociologist David Rosenban's famous expen-
ment {1973}, in which mental healch professionals presented themselves at psychiatric insti-
turions claiming wo hear vorces, and were admireed withour therapises questioning their con-
dition, For a critical reading of the influence of this controversy on the development of US
pevchiatry, see Rechuman (20004,

" The APA had already produced rwo classifications of mental illness, the Diagrosiic
and Statistical Manseal for Mental Disorders, DSM-Lin 1932, and DSM-Iin 1968, Heawly
intluenced by psychoanalyric cheory, these two manuals no more met the needs of mental
health professionals than they did those of insurance companies, which sought more reliable
psychiarric diagnoses that could be imcluded in the policies they offered. This point is essen-
tial if we are o understand the success of DSM-LIL

"0y chas penne, see Bicalior ¢ 2000007, Drespire the ANy Criticisms of the classification sinee
it was issued, both of its categories and of its hegemony, it has 1o be recognized thar these
have been restricted o mental health professionals, while the influence of the new psychiarry
was growing in American public opinion during this nme (Rechiman 2002, 2003),

TDSM-NL-R (19875, DSM-IV (1994} and DSM-IV-TR {2004},

" See the Janoary 2008 inrerview with Spiceer and Frances in The New Yorker (Spiegel
2005,
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remains a significant consequence of this movement, which began in the
Unired Stares. The place given to psychic rrauma and the recognition of
the status of victim are probably the maost striking illustrations of this,

The encounter with the aspirations of the women’s movement offered
an opportunity to demonstrate psychiatry’s new capaciry to meet popular
expectations, particularly those of groups oppressed by the social order,
which psychiatry had alwavs been reproached for serving. Robert Spitzer
had already garnered a major victory in 1973, when the APA’s Assembly
voted to strike out the diagnosis of homosexuality, Afrer several vears of
debate, internal struggle, threarts of splits, and external pressure, the
Unired Srates thus became the hrst nation to *de-pathologize™ homosexu-
ality.” After this victory over the conservative elements within psycho-
analvsis,” Spitzer was appointed director of the DSM-IIT task force, a post
that was hittle sought atter at the time. The aim of the task force was
clearly srated from the outser: ro bring scientific eriteria to both the classi-
fications and the practice of psychiatry, but more importantly, to redefine
mental illness independently of any moral judgments.

Redehining the condition formerly known as traumartic neurosis meant
that the concept would be recast free the stigma of suspicion, in the hape
of winning over feminists in the same way as gay rights activists. Adopting
the new name of post-traumaric stress disorder (PTSD), the rask force
quickly agreed to abandon the term *neurosis.” While the movement to
eliminare this term mn other categories (particularly depression and the
anxiety disorders) mer with remarkable hostility, to the extent that the
whole process of revising the DSM was called into question,*! there was
broad consensus on the abandonment of “neurosis™ in the definition of
trauma reactions, Nevertheless this marked a sea change with profound
political implications. By jettisoning “neurosis,” the architects of the new
DSM were rejecting a century-old legacy of suspicion. The clinical signs
of PTSD remained those of classic traumatic neurosis, but the status of
the traumatic event had fundamentally alrered, becoming the necessary
and suthcient eniological agent, The withdrawal of the neurotic paradigm

I 2002 the World Peychiateic Association launched a new campaign ro raise awareness
among scientifc psvchiatric associations in all member countries, inviting them o withdraw
the diagnosis of homosexuality from their classifcations, where it is stll included in many
LCASES,

“ Porreayed as a vicrory of progressives over psychoanalytic conservatisin, for the pro-
moters of DEM-1I the withdrawal of the diagnosis of homosexvality marked cheir break
with traditienal psychiatry (Baver and Spitzer 1982, Bayer 1987). For a discussion of the
influence of minority groups on contemporary psychiarry, see Rechtman (1999).

4 For an overview of this debate, see the article by Ronald Baver and Robent Spitzer
(1985,
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marked the end of searching for the causes in the unconscious of the vie-
tim and of the crusade to discover fraud or malingering. The task force
on post-traumaric disorders came to a consensus: the event was the sole
etiological factor. This conclusion neatly fir the agenda of supporters of
victims® rights.** No longer was it thought that intrapsychic activity and
the combination of a fragile personality with an evenr thart thar personal-
ity was unable to assimilate, were the key to trauma; now it was an event
“outside the range of usval human experience™ that disturbed the psy-
che’s normal capacity for resistance. There was no longer any need to
delve into the depths of the soul or to seek out predisposing factors in the
subject’s personality or history. The event had become the sole cause of
the pathology. Suspicion had definitively disappeared. This about-turn
from previous theories was remarkable: for the first time, under the deh-
nition proposed in 1980, the formerly pathological response had become
a normal response to an abnormal situation.”” Bearing no relation to the
trauma narrative, removed from an individual's history, withour reference
to previous personality structures, trauma thus appears as solely ateribut-
able to an unfortunare encounter berween an ordinary person and an
extraordinary event.

This definition, which was immediately hailed as a great leap forward,
suited all those campaigning on behalf of victims, since all that was now
required was to diagnose characteristic symptoms and to locate an ante-
cedent uncommon event as the cause. A century of clinical suspicion di-
rected against traumatic neurosis patients by both civilian and military
practitioners collapsed under the effect of this new definition—even
though it had vet to receive any empirical validation.* Vietnam veterans
drew lessons trom this radical shatt that they would put to good use in
their campaign to obtain financial reparation and bring abour the end of
the war.

“In relation to the expecrations of the women's movement, whar made it possible o
win public recognition for traumas resulting from the sexuval abuse sutfered by women was
of course the invention, at the same time, of “multple personality disorder™ (Hacking 1995,
Mulhern 1991, 1998), Bur this diagnosis would not have been possible withour the prior
recasting of traumatic nevrosis, and above all withowr the opening statement that the event
was exclusively responsible for PTSI.

n the definivive version published in P9840, DSA-INT gave the following defimition of
FT50D: “The development of characreristic symproms following a psychologically dis-
tressing event thar is outside the range of usual human experience. These symproms include:
recurrent recollections of the traumatic event, numbness or diminished responsiveness to
the ourside world, and various nevro-vegerative, dysphoric or cogninve svmproms™ [APA
1983, p. 256).

M Mo empirical epidemiological data were available at the time when the PTSD task force
decided to define the traumatic event as the sole enological agent.
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THE Last WITNESSES

The task torce that designed the new diagnosrtic category in DSM-11T was
comprised of psychiatrists who were particularly sensitive to the problems
affecting Viernam veterans. The theme was of course of particular interest
to them, since the best specialists in post-traumatic disorders were to be
tound among the ranks of military psychiatrists. Some had already be-
come known for their support of veteran rehabilitation programs, and
for the stand they took against the war® All were keen to widen the
boundaries of PTSD to include a number of clinical symptoms that had
been gathered together in the condition popularly known as “post-Viet-
nam syndrome,” an unofhcial diagnostic category that did not confer the
right to compensation. A great deal was at stake. The Veterans™ Adminis-
tration, on the one hand, was not in favor of this broadening of criteria.
If all vererans who had experienced “uncommon events” were to be com-
pensated, this would enormously increase their administration’s burden,
Activists, on the other hand, hoped for a double gain from rhis merging
of categories, since it would confer not only the right to financial compen-
sation but also the social status of “war victim,” which was more attrac-
tive than thar of defeared soldier.

The long-drawn-out, thorny debate contribured o delays in the defini-
rve incorporation of PTSD inro the ofhcial classificanon system.”® From
the ourside 1t must have seemed that the new theorerical framework
would be very open to the immediate inclusion of psvchological disorders
related to the Vietnam War. In fact the semiology of PTSD was virtually
identical to thar of the condition formerly known as shell shock, which
developed, as we may recall, on the model of traumatic neurosis to de-
scribe pathological reactions o combar in World War 1. Moreover, the
new definition of the traumatic event meant that soldiers suffering from
the condition would no longer be challenged, and allowed this mental
disorder to be considered a normal response to an abnormal situation.

“* The eask force mcluded Roberr Lifton :H'l-;l :"|-1i'||"l.il Huorowisz, w I"||1 |'|,'|_d l"'||1l:|‘| .._'n:|1'||i'i|_:-|_|[¢':_|
ta the definition of survivor syndrome, as well as Chaim Shatan, a colleagoe of Lifton's,
and Jack Smith, a former marine who had been active since his return from the war in the
organizanon Vietnam Vererans Against the War, For more details on the composition of the
rask force, see Young (2002,

* To mark the appearance of DSM-I1 in 1980, Roberr Spitzer gave an interview to one
of the APA"s official journals, Hospital and Compnuenity Psyebiatry, in which he stressed
the transtormation ushered in by PTSIDY (Spitzer 1980}, Expressing his delight ar having
contributed ro creating a new theoretical framework tor this complex concept, he neverthe-
less admirred thar the inclusion of Viemam vererans was one of the most difficule points in
the drafting of DSM-II, and probably the most contentious.
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Things had changed so much since World War II that the average person
could readily empathize with the confusion, fear, anxiety, and trauma of
the young conscripts, with no discredit to them. Since the horrific discov-
ery of the genocide of the Jews, the role of trauma in the moral economy of
US society had legitimized compassion for such formerly silent sufferings.
Combat shock sutferers were no longer to be hidden away, the better
to glorify the qualities of their braver comrades in arms; moreover, the
increasing unpopularity of the war meant thar the latrer were no longer
seen as heroes. The brutality of the bartles, the mounting casualty num-
bers, the anxiety of soldiers” families—all these factors, highlighted by
intense media coverage, made this war more and more a presence in the
everyday hife of the United Stares. It seemed to be happening under the
very eyes of the people, on their doorstep, within their own being.
Trauma—which evervone understood and, at least to some extent,
shared—was no longer a mark of cowardice or malingering. Suspicion no
longer had any place in this conflict thar sent young men into hell.
However, the inclusion of the symptoms presented by Vietnam veterans
in the PTSD rubric still posed a crucial problem, both to the editors of
the new classification and to US society in general, Whar should be done
about the suffering of soldiers who were guilty of war crimes? A few years
earlier, im November 1969, the US people were stunned to discover that
their Gls were implicated in wide-scale carnage. Revelarions abour a mas-
sacre in My Lai, a Viemmamese hamlet where more than four hundred
people (women, children, and the elderly) were killed by a US company
on the morning of March 16, 1968, stunned a public convinced thar this
was a “just war.™*" No US soldiers died in the incident. The villagers had
been execured wirth inexplicable savagery. The massacre caused a scandal
and prompted a major investigation focused on identifying responsibility
in the chain of command, but more particularly on the personality of the
soldiers involved. Were these bloodthirsty monsters or ordinary men who,
when placed in an exceptional situation, became capable of horrific
crimes? Even if the war was to blame for the atrocities, courr-marrialling
the individuals involved and their officers could not answer the question.™

7 Hushed up for over a vear by the military authorties, who were nonetheless well aware
of the carnage, the atfair was revealed |‘-':r' an i|1-|,|1,'|'|q'1'|dq'111' jenernalise, 5.;_1.'|1111-|,|r Hersh, in the
November 20, 1969 issue of Life magazine. It was taken up the same week in Tere maga-
rine, then in Newsweek, and finally on CBS relevision.,

* Licutenane Calley, who led operarions ar My Lai, was found gmley and searenced o
life imprisonment, bur was pardoned a few vears later by President Nixon, Most of the
depositions made at the court-marnal are soll available on the Interner. A surprising poll
conducred ar the time, which showed widespread public sympathy for Calley and disagree-
ment with the sentence, can also be found at hupddwww law.umbke edufacultyfprojectsd
frnals/mylai'mylai.heml.
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Wheo were these men who were capable of commirting the worst possible
crimes, in cold blood?

After eliminating the hypothesis of prior mental illness or even of
pathological symproms that emerged at the moment of the events, psychi-
atrists and psychologists were astounded at the extent of the impact of
the war on combatants. It became clear that in extreme conditions where
violence had become an everyday phenomenon, where the fear of death
drove men to anticipate an attack ar every rustle of sound, where the
discovery of the bodies of their comrades, sometimes savagely murilated,
aroused murderous impulses, and where isolation from the rest of the
world meant that they ended up relving only on themselves and a handful
of comrades for their survival, the limits of good and evil could be pushed
beyond the imaginable. These men were not completely responsible for
what happened to them, Robert Lifron claimed. More precisely, it was
the war, and particularly the nature of combar in the hostile Vietnamese
jungle, where invisible enemies were an ever-present danger, that had led
these men to become what they were never meant to be.” According to
Lifton, normal behavior derives from the subject’s capacity to adapt to
his environment. In the very specific context of Vietnam, adapting to the
extraordinarily difficult conditions of life sometimes required such ex-
treme psychic reorganization thar civilian moral values could not stand.
Among themselves these soldiers were inseparable comrades, bound by
powerful values, to the extenr of sacrificing themselves without hesitarion
to save one of their own, bur these same men were capable of the worst
brutality towards their enemies {or those they perceived as enemies), to
the pomnt where they forgot that these enemies were human beings.™ In
support of his argument, Lifton focused on the case of the only soldier
who had refused to participate in the massacre. He had not managed to
integrate with his company and showed signs of psvchological unease that
marked him as an outsider even before the massacre. Lifton argued that
on the day of the massacre his reaction was not “normal,” even though
taday it seems to us the more “right.” In any case, we cannot know the
exact reasons for his refusal. Was it clear-sighted ethics or pathology that
prevented him from merging with the collective formed by his group?
Whatever the case, the experts came to a unanimous conclusion in rela-
tion to the other soldiers: these were ordinary men placed in an extraordi-
nary sitnarion.

¥ Lifton (1973) wsed the term Hatrocity-producing sitnarion” to describe the context in
which these soldiers became capable of committing incomprehensible crimes.

In his deposition Calley built his defense on the notion that he had never had the sense
that he was killing human beings; he was simply “doing his job that day,” applying to the
lewter the orders he had been given “to destroy anyone supporting the Viercong ideology.”
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So should they be condemned? Of course, said the psvchiatrists: even if
they had been mortivared by powerful internal forces thar merired medical
attention, they were still aware of whar they were doing. However, they
were also victims of the Vietnam War, who held the details of the atrocities
in their tormented memory, reliving them in nightmares. Sometimes even
when awake thev could smell the stench of death, hear the footsteps of
their enemies, taste blood and gunpowder; they experienced the full range
of their fears over and over, as if they were still in the war zone. These
men should therefore be considered war victims, broken by whart they
had witnessed and by what they themselves had done—men traumarized
by what the war had made of them. But they were also men who, it was
claimed, had acted under the influence of survivor guilt. Purting a radical
twist on a concept he himself had put forward a few vears earlier to de-
scribe the psychological symptoms of survivors of the Holocaust and Hi-
roshima, Lifron suggested thar these soldiers, who had seen so many of
their comrades die, had been consumed by the same survivor guilt as the
Jewish and Japanese survivors. By destroying the illusion of their group’s
imvulnerability, the death of one of their number raised an evitable ques-
rion for the survivors: “Why him and not me?” Ar My Lai, this outlook
unleashed brutal violence that gave meaning to the sudden senselessness
of survival, making it possible both to restore the group’s cohesion and
to recover a sense of self that could discharge survivor guilt.” Both victims
and survivors, these men were also witnesses to the most horrific scenes
that war could produce.

The members of the PTSD task force, who were heavily involved in
defending the interests of veterans and particularly in the campaign
against the Viernam War, wanred to include the traumaric symproms of
those who had commirted atrocities in their new category. The signs pre-
sented by these damaged soldiers were identical to those of PTSD: the
event they had encountered was clearly outside the range of usual human
experience, even if they had been the perpetrators of it rather than the
victims. Survivor guilt, although it was far from extending to the memory
of their victims, also bore witness to the trauma they had undergone. On
the strictly psychiatric level, there was therefore nothing to distinguish
these trauma victims from others who would be diagnosed as having
PTSI.* The issue in the decision of whether or not the psychological
sequelae of Vietnam veterans belonged in the category of PTSD, was to

T Lifton {1973, p. 46).

 As a New York specialist in PTSD pointed our to us at a conference in Paris in 2000,
“For a doctor, when someone breaks their leg the diagnosis doesn™t depend on the contex
{whether he broke his leg kicking someone or being kicked). A broken leg is still a broken
leg, regardless of the reason, good or bad, just or unjust, for the fracture.”
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decide also whether the perpetrators and the victims of atrocities could
be combined in a single category. Should psychiatric investigation be lim-
ited to identifying the characteristic clinical symproms of PTSD? Should
those who had commirted such atrocinies be considered, from the strictly
medical point of view, ordinary trauma victims and be subject to the same
diagnosis of PTSD, independently of any moral condemnation of their
actions? Or should a moral dimension be introduced into the medical
practice, preventing the victims and the perpetrators from being included
in the same diagnostic category despite the similarity of their symptoms?

The solution was ulumately simpler than it appeared, since classing
the perpetrators of atrocities with the victims offered significant political
advantages for both pacifists and supporters of the war. For Vietnam Vet-
erans Against the War, it was essential to reveal the full horror of the
war’s atrocities, particularly those committed by US troops, but it was
equally important not to place the responsibility on the soldiers them-
selves. The image of the soldier traumatized by his own actions, an out-
growth of Lifton’s concept of the *arrocity-producing situation,” allowed
them to denounce the war without directly condemning those fAighting it.
On the other side, for the military authorities who, after My Lai, could
no longer cover up the extent ot the crimes committed, the soldiers’
rrauma offered the undeniable advanrage of mirigating some of the horror
by showing men now destroyed by whar they had done. For both sides,
the “self-traumatized perpetrator,” to use Allan Young's terms,” became
an essential image that supported their position, however much they di-
verged politically in their account of the American defeat. For My Lai
was not an isolated case. As clinicians gathered the testimony of trauma-
tized veterans, the scope of the abuses committed by US troops against
civihan populations grew, and horrifving details came to light. Some verer-
ans had been directly or indirectly involved in acts of torture or summary
executions; others admitted thatr they had taken some pleasure in raping
and mutilating. It was these veterans, returning from the war with hith-
erto unknown psychiatric symptoms, who would beneft from PTSD,
since they were directly traumatized by the actions they had commirted
during their service.” The members of the DSM-III steering commirtee
therefore accepted the task force’s recommendations and included in
PTSD the conditions presented by all military personnel atfected by the
war, regardless of whether they had soffered or cavsed the traumatic

Y Young (20023, As Allan Young notes elsewhere (1995, p. 125), of the seven classes of
events liable to provoke PTSD, only one related o violence suffered: the other six comprised
situations {distinguished from one another by the degree of awareness of the horror, and
the degree of pleasure) where the trauma victim was the perpetrator of the atrociny,

" Levenberg [1983).
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event., The dehnition of the disorder did not call for any analvsis of the
moral circumstances. Acts committed with full awareness and even with
enjoyment could give rise to PTSD. Continuing the move away from a
psychology thar delved into the depths of the unconscious, the new con-
cept of psvchic rrauma thus also abandoned investigation of the twists
and turns of consciousness.

THE HUMANITY OF CRIMINALS

The inclusion of perpetrators of arrocities was, however, not merely an
accident of contemporary US history. We agree with Allan Young that
classing perpetrators together with victims in this way was the perfect
way to manage Vietnam veterans, both polincally and financially, but we
do not concur with his suggestion thar this makes the reclassificarion a
purely circumstantial phenomenon that would disappear once the condi-
rions favoring its broad acceprance by society had faded away. In our
view, the gesture has a broader and more lasting significance, The recogni-
tion of the self-traumatized perpetrator is not simply the product of the
sudden emergence of this “ecological niche™™ created by the return of
Viernam veterans: it derives more fundamentally trom rhe encounrer be-
tween traumatic social memory and individual testimony to horror, which
now became merged in the image of the victim. Indeed, if we consider the
dual lineage of theoretical models and social nsages of trrauma thar we
have documented, we see that the cooperation between victims and perpe-
trators, mtroduced in response to a temporary situation i the United
Stares, marks a break thar we can describe as anthropological. For the
first nime since World War |—but on diametrically opposed grounds—
the clinical paradigm and the social norm come together and mutually
reinforce one another, making trauma the universal language of a new
politics of the intolerable.

As far as the clinical paradigm was concerned, abandoning suspicion
meant thar the uncommon nature of the event itselt had ro be brought to
the fore, in order to highlight the very ordinariness of the victim. In terms
of social norms, classing perpetrators of atrocities with victims ot violence
offered a new insight, reinforcing the notion that ravma was indeed the
locus of incontroveruble fact. In this version, tesnmony to trauma—inde-
pendently of any individual narrarive, but also of any moral evaluarion—
holds ethical truth that clinical practice can hnally confirm: trauma is
irself the proof of an unbearable experience, We should be clear here thar

“To quote lan Hacking [1998), who proposes this concepr 1o explain the birth—and
death—of short-lived catepories of mental illness or transient mental illness.



44« Chaprer Four

psychiatry did not exonerate these soldiers; it simplv attributed to the
perpetrators of arrocities a vestige of humaniry thar was manifested
through their trauma. Their suffering—even if they expressed no re-
maorse—showed thev srill shared in the humanity thar their cruelty would
seem to have destroved. Clearly, the image of the atrocities commuitted by
the US forces could not simply be erased because a few psychiatrists de-
clared that the men responsible for these acts were victims of the war.
The media, in any case, was not deceived, for these men continued to be
caricatured as “baby killers,” a term of contempt thar still today™ revives
the antagonism berween supporters and opponents of the Viernam War.

Films and novels make no concessions in their depictions of these men
capable of the worst. From Michael Cimino’s The Deer Hunter (1978) to
Barry Levinson's Good Mormng, Vietnam (1978), through Francis Ford
Coppola’s Apocalypse Now (1979) and Ted Kotchetf's Rambo (1982),
to Oliver Stone’s Born on the Fourth of July (1989), portrayals of these
soldiers’ suffering do not exonerare them.™ In his novel The Human Stain,
Philip Roth sketches, over a few pages, a hyper-realist portrait of a Viet-
nam veteran suffering from typical PTSD, who cannot rid himself of the
zhosts that haunt his mightmares. Transformed into a killer in civilian life,
he feels murderous rage at the mere sight of the slant-eved waiter in a
small Chinese restaurant, Bur there should be no mistake: although the
courts were lement with veterans who had committed war crimes, the
new classification of menrtal illnesses did not exonerate them, for it no
more explained than it excused the acts they had commirtted. In fact it
said nothing about them,

North American psyvchiatry offered two levels of response to the ques-
tion of who were these men who were capable of commirtting the most
odious crimes. On the one hand, it allowed the nation to confront its
defeat in Vietnam. Instead of facing up to the impossible choice of either
condemning some of its soldiers for their actions or itself assuming re-
sponsibility for their crimes, the nation could rest easy in the psychiatrists’
comforting conclusion: these were ordinary men placed in extraordinary

At the beginning of the second Gulf War, those opposed to the US intervention revived
this rerm. During the 2004 presidential campaign, John Kerry, himself a Viemam veteran
and subsequently active in Viemam Vererans Against the War, was artacked by Vietnam
vererans who formed an association, Viemam Veterans Against John Kerry, for this parpose,
and accused him of having used the term “baby killers™ against US soldiers. See heopa
WY, '..'irm:nln'.':-lrr:um:ng:lim:inhnl-c CFEY.COML,

" However, this tendency of LIS cinema to reveal the arrocities of the Viemam War shafred
atter W11, The release of Randall Wallace™s hlm We Were Soldiers {2002), which celebrates
Vietnam veterans and comaided with the beginning of the campaign in Afghanisean, marked
a turming point that was immediarely recognized by the media. One Wall Street fournal
columnise expressed his approval in an article tieled “We Were Soldiers, Not Baby Killers™:
hrepiwww. opimionjournal.comfcolumnises/bminiter/2id=105001721.
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conditions who needed to be cared for rather than judged and perhaps
condemned. Trauma, and particularly PTSD, which included them in rhe
same diagnostic category as victims, provided a compromise solution. It
gave all veterans, including the perpetrators of atrocities, a status that
conferred the right to compensation. Moreover, it allowed the larter the
benefit of the doubt with the aim of rehabilitating them, crediting them
with a residue of humanity evidenced by the traumatic memory they re-
tained of their actions. But most of all, it mroduced a radical shaft in the
social significance of violence, While the new concept of trauma eschewed
any valuartion of the individual act, it revealed the unbearable character
of the event in general. In the eves of clinicians the perpetration and the
suffering of crime were rendered equal under an identical diagnosis of
PTSD, but the rrauma revealed thar something had happened thar was
suthciently terrible to leave a trace in the psyche of apparently healthy
individuals. Thus it demarcated a new normative field, separating the nor-
mal from the abnormal, the ordinary from the extraordinary, the accept-
able from the unacceptable. In other words, trauma as reinvented by US
psvchiatry in the 1980s removed the moral dimension trom chmcal prac-
tice {since it refused to draw any distinction between the criminal and his
victim} and arnculared an ethical truth thar lay bevond individual judg-
ment (since it claimed to recogmze the locus of the intolerable). From the
moral to the ethical: this was clearly a profound change in the outlook
on violence. However, as we shall see, in the practical activities of psychia-
trists and psvchologists, as well as in the lay application of their catego-
ries, moral evaluanon conomues to be reintroduced, even when the imtan-
gibility of the ethical is acknowledged.

Beginning with the attempts to formulate a psychoanalytic and historical
analysis of the genocide of the Jews in Europe, the notion of trauma had
acquired a social usefulness without equivalent in human psychology. Ir
was the mark of trauma that revealed the extraordinary persistence of
humanity among the survivors of the Holocaust; and it was rthe pain of
trauma, inscribed in the collective memory, that would prevent a repeni-
tion of the horrors. The persistence of the psychic scar guaranteed thar
the memory of the intolerable would never be erased. Bur the meaning of
that trace was still inextricably linked to the moral qualities ascribed to
survivors—their innocence and their weakness in the face of the brutal
forces that overwhelmed them—and to the empathy they inspired. Now,
through this encounter between conceptions of memory and clinical prac-
rice, trauma was seen as the locus of an essential truth about humanity
that stood apart from the moral qualities of the vicrim. This thinking is



9% « Chapter Four

far removed from the dominant ideas abour the damaged soldiers of
World War [, whose symproms were seen as evidence of cowardice or
duplicity. Tr is also a long way from the theories that tried to explain the
suffering of soldiers in World War I, whose weakness, while it was more
acceptable, nonetheless still had to be concealed.

Now perceived as a normal response to an abnormal situation, the con-
cept of psychic tranuma entered the public arena and trauma became a
common word., With or without PT5D, with or withour DSM-III, the
spread of this new language of trauma encouraged victims who had not
vet seen themselves as such to recognize their victimhood. Specialized
journals were launched,™ societies were set up, and popularized versions
of the latest scientfic thinking about trauma became widely available on
the Internet. Victims of all forms of violence {domestic, political, or ather)
awoke to the reahzation that, through the medium ot PTSD, psychiatry
now recogmized their psychological pain.™ From the mid-1980s on, more
and more books on trauma, aimed ar a general audience, were published.
Chimicians, therapists, and former vicnims gave accounts of their experi-
ences, but especially of the traumatic sutfering and the entorced silence
that the category of PTSD now enabled them to break. A call to experi-
ence the liberation of speaking outr was the basic element uniting all these
imitiatives. [ he pathological response to trauma was a normal one, so
there was no reason why victims should hesitate to come forward.

It was now in fact possible to be traumatized without knowing ir. This
marked a significant qualitative leap from the rradirional concepr of psy-
chic trauma, Not only did victims no longer have to prove the reality of
their trauma, but those who did not recognize themselves as victims were
being sought out, offered help, and enabled to obtain the compensation

* The Vererans’ Administration maturally published s own bulletin, PTSD Besearch
uarterly, which became the official journal reviewing US research on post-trraumaric disor-
ders. Bur it was the creanon of the Society for Traumaric Stress Srudies in 1983, and then
of the International Sociery for Traumans Stress Studies and its Jowrmal of Tranmatic Stress,
thar conreibured mosr 1o the -;,|1,''.'l.'|.|:1:|'|1'|'|¢_'|'|I1 the wnrernational '-i]1rv|,'4'|d1 aid the ]1i5;h lewel of
visibility of FT50 on the world seage,

¥ Thus the home page of the site devoted to Brinsh veterans reads as follows: “How do
[ know if [ am sutfering from PTSDE [A list of simple questions follows:] Do vou feel any
of these apply to you: 1 was on active service during my career; 1 was victimised during my
service, erc, Are you suffering any of che following which might be relared o the above: |
suffer Hlashbacks and mightmares; Since my service | now have a serious drink or drugs
problem; 1 feel depressed, msolated, lonely and confused: 1 have tried to commt suicide be-
cause [ just cannot cope with my feelings; [ am irvitable, hyper-alert and have sleep problems;
Fam angry with life; | feel | am the only one suffering like this and think 1 am going mad,
erc, Remember . . . Post-Traumartic Seress [isorder 15 a natural emotional reaction to a
deeply shocking and disturbing expencnce. It is a mormal reaction to an abnormal situa-
toen.” (httpdfwwwptsd.orgook)
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to which they were now entitled. This progression paved the way for
the development of a vasrt system for identifying sufferers, increasing
public awareness, and guiding patients to reputable specialists. This sys-
tem was at once a reflection, a product, and the instrument of the new
social visibility of post-traumatic stress, The proliferation of Web sites,
dedicared journals, and specialized support centers, and the emergence
of new disciplines (psvchiatric victimology, humanitarian psychiatry, the
psychotraumatology of exile} testify to the vigor of trauma psychiatry.
But 1t was above all the acceptance, by society, of the idea that trauma
was a variant of normality, that enabled the rapid spread of the concept
into new arenas. Long rejected or hidden, trauma became a genuine public
health concern—and this worldwide, since, contrary to sociological pre-
dictions abour civilization and prophetic announcements of the end of
history, violence of all kinds was clearly all too evident in many parts of
the world.

Thus rhe expansion of the concept of trauma seems ro indicare a general
approval of the attracrive idea thar something of the human resists all
forms of moral descruction. It is in the name of this vestige of humaniry
that compensation is demanded for damage suffered, that witnesses res-
ufy against all forms of oppression, and that proofs of cruelty endured
are brought forward. However, behind this consensual rhetoric of
trauma, which has produced its own grammar of analysis and its own
vocabulary for action, ditferences and disagreements are emerging.
Trauma is asserted as a principle in whose name indignation is expressed
and legitimized, but at the same time it annuls other moral or political
positions. On the one hand, we note thar not all accepr the starus of victim
conferred on them through the medium of trauma in the same spirit. And
on the other, 1t becomes clear that individuals themselves are nor content
to behave as passive victims of the labelling process, but are redefining
trauma, or even denving it. This is whar our studies on the explosion in
Toulouse, the war in Palestine, and asvlum seekers in France definitively
demonstrate.



PART TWO

The Politics of Reparation



THE BRESEARCH, WHICH WE HAD BEGUN A FEW MONTHS EARLIER, had led
us that day to the French Mimistry of Health, to the othce of the Haurt
Fonctionnaire de Défense! (HFD) who headed the National Committee
for Medical and Psychological Emergencies (CNUMP). Ser up by a decree
of May 29, 19977 and launched with grear ceremony by rhen Healch
Secretary Bernard Kouchner at its inaugural session in January 1998, this
committee had been slow to establish itself. As soon as Koucher had taken
up his post, the HFD had decided to reactivate its National Network for
Psvchological Emergencies, by organizing task forces to prepare recoms-
mendations which the Naronal Committee was to present the following
September. At this time the three most recent major events in which local
Medical and Psychological Emergency Units (CUMP) had been heavily
involved were the Mont Blanc Tunnel fire (March 1999), the Air France
Concorde crash (July 2000), and the hostage-taking ar Fresnes high-
security prison {May 2001}, But it had proved difhcule for the Ministry
of Health’s HFD reams to involve themselves in the organizanion, regula-
tion, and national co-ordinanion of psychological emergency services, be-
cause the stare authorities remained doubtful, even suspicious, about the
clinical reality of post-rraumatic stress disorders. The lack of epidemiolog-
ical data and of prevalence studies that could demonstrate the nature of
the population’s psvchological needs in disaster situations, the lack of
consensus within the profession on the benefits of early debriefing, the
problem of training psvchological emergency workers, and of course the
financial implications were still troubling those in charge of the state’s
centralized services. Not entirely convinced of the existence of a health
threat from a disorder that was sull somewhat hypaothetical, burt fearing
that they risked neglecting a future health problem with unpredictable
consequences, the healeh authoriries were seeking the assurance of a regu-

"Created under a 1959 edicr, the cor P of Hauts Fonetionnaires de Défense {High Civil
Servanes tor Defense, HFD) is directly attached to the Peime Minister's office via the relevant
minister for each deparmment. Within each major ministry departmene, except for the De-
partment of Defense, there 1s an HFD responsible for co-ordinanng the logistical and opera-
tional infrastructure of protection of the population within the field covered by the ministry.

! The decree of May 19, 1997, provides for the creation of a hierarchical national net-
work for medical and psychological emergencies, subdivided inro seven super-regions coor-
dinated by a Matonal Committee {CNUMP). In cach region a permanent unic (CUMP)
comprising a psychiareist, a psychologist, and an administrative team monitors, regulates,
and coordinates structures within the region, The regional authorities are resericted 10 ap-
pointing (from among local practitioners) a referring psychiatrist responsible for drawing
up a list of volunteers who can be mobilized in case of need.
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latory framework comparable to that of the Mobile Medical Emergency
Service (SAMU) The “contaminated blood” scandal of a few vears ear-
lier, when for lack of preventive measures thousands of persons had re-
ceived HIV-intected blood, was still fresh in evervone’s memory, That
affair had unleashed a crisis within the Ministry of Health and led to the
HFD's services being placed at the center of an extensive regulatory sys-
tem created to oversee “the held of protection of the population’s health
in exceprional situations arising without warning,” in the words of one
official. Our meeting with the HFD, which had been postponed several
times, was for 3:00 pm on September 11, 2001.

The interview was supposed to last only an hour. However, by the nime
we emerged, still in a state of shock ar what we had just witnessed on the
second floor of the main Department of Health building, it was 7:00 pm.
The foyer was strikingly deserted, and drawn-looking security guards
were bustling around rthe few visitors. Outside, the lively activity of the
last few days of summer had suddenly been replaced by collective stunned
inactiviry. Opposite the building a group of passers-by were crowded
around a car stopped at a red light, its radio turned up to full volume,
broadcasting a newstlash. Further down the street, the same announce-
ment was heard from dozens of motionless cars, whose drivers had forgot-
ten to continue driving. All the radio stations had interrupted their usual
programs to relay and comment on the news. In the space of a few hours,
the hitherto hypothetical threat of collective trauma, which had haunted
the state services, seemed to have been dramarically realized on a global
level. The experience of the artacks in New York was immediately trans-
lated into the new language of rrauma, in France just as elsewhere.

For us everything began at 3:50 M in the Department of Health's cen-
ter of operations, two doors down from the HFDY's office where our inter-
view was taking place, when the HFD's depury burst into his office to
inform him of the disaster. Despite the rension and the lack of precise
information—it was still thought that other planes were flying towards
FEuropean capitals, including Paris and London—crisis organization im-
mediately got under way. The first meeting was of all statf, in the deputy’s
othce, bur there was still no detailed informarion.* The Vigipirate plan®

"In France, general hospitals have their own emergency ambulance services, called eicher
SMUR [Service Mobile d'Urgence et de Reanimartion] or SAMU [Service d” Assistance Medi-
cale d"Urgence], which are directly connecred to the resuscitation ward, More than an ambu-
lance, the SMUR or SAMU 15 an authenoic outdoor medical team with physicians and nurses
specially trained in emergency medicine and resuscitation.

' The secure communicarions nerwork was soon swamped by the flood of contradiciory
informarion and, astonishingly, it was the American cable channel CNN thar provided the
news in the HFD's office.

" The Vigipirate plan is a national security system with several levels of alert.
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was immediately put into effect, together with a plan of action co-ordi-
nated by the HFD. There were fears of an artack from the air, with the
threat of huge numbers of injured swamping hospital services; and collec-
rive panic was anticipated. Within an hour the entire civil defense system
was activated. At this stage the emergency was clearly not of a psvchiatric
nature. However, the HFD’s administration was bombarded with calls
from medical and psychological emergency units in the provinces. While
awairing instructions, most of them had already mobilized their reams
and were ready to travel to Paris to deal with the psychological conse-
quences of an artack, or to leave tor New York to provide international
aid. It was only towards 7:00 PM that the first request tor psychological
assistance was recorded. It came from the offices of Air France, which was
calling the emergency services to Roissy-Charles de Gaulle Airport to meet
passengers coming off a Paris-New York thight that had been forced to
turn back. The captain had taken the precaution of telling his passengers
that crowded airspace and bad weather conditions had prevented him
landing ar JFK. The passengers onlv learned the real reasons for the
change in plans when they arrived back in Paris. A total of ten minor
anxiety episodes were noted and easily cared for by the main airlines’
ground statfs. The psychological emergency services were ready for action
within an hour after the official announcement of the attacks in New York
and Washingron, and they remained on alert throughour the week.
However, the new emergency psychiatrists did not restrict themselves
to waiting in the shadows for a government decree authorizing deploy-
ment of a humanitarian mission to the United States. Unable to be active
in the field, a parade of specialists came forward to contribure their analy-
ses of the evenr and its psvchological consequences on relevision, radio,
and in the daily press.” With a leginmacy now equivalent to that of retired
army officers or government officials—the usual commentators on this
kind of event—psychiatrists and psyvchologists explained to the popula-
tion shocked by images of the collapse of the Twin Towers that this visual
sharing of the event could result in psychic trauma almost as serious as
that affecting the direct wirnesses of the artacks. It was later claimed that
the continual replaving of the images trom %11 had produced, in both
children and adults, recognizable psychic trauma in the form of recurrent
nightmares, startle reactions, and a painful feeling of powerlessness,
which required rapid treatment.” Thus, although the attacks ook place
on the other side of the planet, the potential for rrauma in the public

* Under the alarmist headline * Major Risks of Psychological Afrereffects,” the September
14 edition of the French daily Le Monde carried articles by the main representatives of
medical and psychological emergency services in France.

T hee the study by Courbet and Fourguer-Courber (2003),
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arena—even once the fear of similar attacks in France had passed—was
established. But the French could rest easy, it was asserted: Medical and
psychological emergency units were on standby throughout the country,
and experts in psychiatric victimology were ready to step in.

In the United States during this period, huge numbers of health profes-
sionals were mobilized. Scores of clinicians, both psychiatrists and psy-
chologists, spontaneously rushed to offer their services to the people of
New York, paving little attention to the open letter to the American Psy-
chological Association from nineteen eminent specialists in trauma, who
warned of the iatrogenic risks of “wild debriefing.™ Calls for people to
speak out proliferared in the media and on huge billboards, inviting survi-
VOrs, rescuers, witnesses, or even those who had merely viewed the events
on I'V to contact a wlephone help center.” Richard Mollica, an interna-
tionally recognized psvchiatrist and the founder of the first center for the
identification and trearment of PTSD in Southeast Asian refugees in Bos-
ton in the 1980s, alerted the world to the risk of exponential growth in
post-traumatic disorders, not only among New Yorkers, but throughout
the whaole of the US population exposed to the TV images of /11, The
restraint shown by the media, which refused o broadcast images of dead
or dismembered bodies, altered nothing: the impact of the first pictures
was enough to produce an emotional shock on a level equivalent ro whart
the viewer saw. The hrst epidemiological studies focused on this 1ssue and
sought traumatic afteretfects well beyond the area directly affected by the
attacks. The main study, conducted on a broad sample of the population
in the five days following the artacks, established that more than 45%
of US residents were showing signihcant symptoms of stress, and 90%
exhibited at least one clinical sign." While it was subsequently widely
cited, this study nevertheless said nothing about the nature of the trauma,
Was it patniotic emotion or identification with the victims, the loss of the
feeling of US omnipotence or an empathetic reaction that caused cirizens
to suffer like (and for) those who had lost loved ones? Of course, neither

* Republished on the otfhcial APA Web sire, together with the response of the Associa-
pon's  governing  body  and  wvarnious  commenes: httpafaesaeapaaorgfmonitonfmovi
||_'r||.'|:~\..||r|'|'||.

" Advernsements posted by the Mew York Public Health Depactment in the subway and
most public places read, “Even heroes need o talk, New York needs us srrong, Call 1-800-
Lifener,”™ or “Feel free to feel berrer,”™ The ads were intended o CICourage the ]"ll.'l:||'|-|1.' aof
Mew York 1o seek |'|-e;||'|-.

t Sehuster et al, {2001). In their conclusion the authors drew the attention of US clini-
crans o the health risk represented by this problem, suggestng that they should be ready to
treat traumatized patients even thousands of miles trom the site of the rerrorist artack. Ths
study was cited in 272 international publications over less than four years {according 1o the
Scopus citanon index), and extended by huge lengitudinal stedies analyzing the ongoing
progress of these imitial trawmas.
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of these hypotheses conformed with the new definition of post-traumatic
disorders, tor while the notion of trauma can readily be broadened ro the
collective on a metaphorical level, extending it to the clinical assessment
of individual experience is much more conrroversial.

There is indeed no doubrt that the US population was shocked, dis-
tressed, stunned, saddened, angered, and that many may have felt deep
pain, sincere compassion, and a sense of injustice. Bur that is quire differ-
ent from asserting that all or a large proportion of Americans were trau-
matized as contemporary US psychiatry understands the term. In order
to meet the current criteria, these persons would have had to experience
the event, to have felt intense distress approaching a feeling of imminent
death, and amid this overwhelming emotion, their psychic defenses would
have had to have been overcome by stress. Was this clinical reality pres-
ent? This was whart the later studies, extending the first survey, attempted
to establish, emphasizing the correlation berween the images on relevision
and the development of post-traumartic pathology. The argument was that
TV viewers, more than those on the spot who were generally unaware of
the full extent of what was happening, saw simultaneously the planes
flying into the towers, the fires and the collapse of the towers, the bodies
tallimg from the buildings, the panicked crowds in the streets, the
wounded, and the smoke and dust. No immediate evewitness would have
experienced thus level of “realiev.” The enological hvpothesis theretore
conformed ro rhe requirements for a PTSD diagnosis,'’ and “remote
trauma” was established as the new name for this variant, effectively iden-
rical to the classic form because there was indeed a real and affective
experience of the event—in this case through the images on television.

Thus, both i Paris and in New York, both among the specialists on
the French National Committee for Medical and Psychological Emergen-
cies and among US psychiatrists conducring major epidemiological stud-
1es, trauma as collective ordeal and trauma as clinical entity were tending
ro merge. The evidence furnished by the 911 tragedy reinforced the aban-
donment of suspicion: the event was traumatic for everyone on both the
metaphorical and the medical levels. Not only did 9/11 extend this con-
vergence, or even confusion, far bevond national borders (and even be-
yvond the Western world), it also widened the population of victims be-
yvond those directly exposed (by including remote viewers). What was new
here was that in order to have experienced trauma as the resule of an
event, it was no longer necessary to have been directly affected by the
event. Even though one had not lived rhrough the war, endured the perse-

" However, later studies reduced the emphasis on the media as an ctiological agent, class-
ing it instead as one of the contmbutory factors, See in particular Ahern, Galea, Viahov, and
Resnick (2004) and Manos {2003).
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cution, or experienced the sexual violence, it was now possible to be trau-
martized by virrue of the fact thar one identified oneself as part of the same
human community, the community affected by the event." The contribu-
tion of psychiatry here was at once crucial and marginal. It was crucial
because it confirmed the reality of individual trauma far from the sire of
impact, and thus demonstrated thar the meraphorical level of collective
trauma is not simply rhetoric or an illusion: individuals indirectly exposed
to the event can suffer from post-traumaric distress. It was marginal be-
cause this clinical proof of the reality of trauma did not need to be repro-
duced in each individual: in facr, the sratistics did not confirm the hypoth-
esis of a health crisis, since later epidemiological studies showed levels of
rrauma symproms which, while they were higher than those commonly
observed in a reterence population, were well below the normal threshold
of PTSD in a population subjected to one or more uncommon events, "
Despite the active participation of mental health specialists and the re-
peated use of the metaphor of collective trauma, 911 did not become an
objective psychiatric event, but remained a subjective social experience.

In this the attacks in New York both crystallize and illustrate the ten-
sion berween the clinical approach to post-traumatic stress and the social
uses of rrauma, as demonstrated by the parallel rise in psvchiatric victim-
ology and medical and psychological emergency units in France during
the 1990s. This tension was revealed with special intensity by the explo-
sion at the AZF factory in Toulouse on September 21, 2001, In this case
the concept of trauma was called into play in order fully to recognize
the suffering of victims, and especially for the purposes of offering them
compensation for the consequences, both psychic and social, of the event
they had experienced.

“ This is what gave George W Bush legittmacy when he embarked on his crusade against
terrorism the day after the %11 atracks, and converselv what made him unpopular after
Hurnicane Katrina, when everyvone observed that he did not feel himself 1o be part of the
community of victims, who were mainly African-American and poor

" International studies suggest that the threshold for PTSD s onethird of people
presentng the complere syndrome, one-third showing non-specific signs of psychological
sulfering, and a further third remaining free of any pathology (Breslau and Davis 1992). In
the period following 9711, the fhgures never reached these levels (Schuseer er al. 2000;
Schlenger 2004,



CHAPTER FIVE

Psychiatric Victimology

THE WAVE OF TERRORIST ATTACKS thar took place in Paris in the summer
of 1995 pushed the issue of psychological emergency to the forefront of
public policy concerns. The first incident, the July 25 bomb explosion ar
the St-Michel RER station, plunged France into the horror and anguish
of terrorism: the emergency workers who went to the aid of the injured,
the ambulances racing to the scene with sirens screaming, and the grim
toll of the dead drew the media spotlight." Less than three weeks later,
on August 17, a second bomb in the Place de 'Eroile once again called
emergency workers into action. Bur this time a psychological emergency
assistance team was on hand to trear those who were emotionally af-
tecred, and the press, in what was to be the start of a long period of
cooperation berween media and emergency services, made much of this
mnovation in care for the victims of terronst attacks. It was generally
agreed that this new development in crisis response was due directly to
the intervention of the French President. On July 28 Jacques Chirac had
visited the injured in the company of his Secretary of Stare for Humanitar-
ian Action, Xavier Emmanuelli, and a group of psychiatrists. Chirac
praised the courage of the emergency workers but, noting the bombing
victims' “inrense state of shock,” expressed surprise thar no psychological
support was available. He is therefore credited with initiating the intro-
ducrion of psychological treatment into the range of first aid offered by
French emergency services at the scene of collective disasters,

Over the next few days Xavier Emmanuelli was asked to set up a team
of experts to study ways of responding to this newly idennified need. He
was well suited to the task, having close links with the very few specialists
in what was still an embryonic discipline, psychiatric victimology. He
himself had taughr the only university-level victimology course in France,
Emmanuelh’s team included Lows Crocg, a former mihtary psychiatrise
well known for his work on psychic rrauma and for setring up the frst
treatment center specializing in this field; Francois Lebigot, also a military
doctor; and Parrice Louwille, a psychiatrist who already worked with the
SAMU of Paris. The group had met only once when the second bomb

' Eight persons were killed and 117 injured at the Saint Michel station artack claimed by
the Armed Islamic Group. In the antacks ar the Place de PEroile and Musée 'Orsay, 17 and
19 persons were injured, respectively.
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exploded at the Arc de Triomphe. Although they had had no time to
develop a strategy, some of them accompanied the emergency services to
the scene, On October 17, 1995, there was a third atrack at the Musée
d"Orsay metro station, and the medical and psychological emergency as-
sistance team, which was now up and running, became more extensively
involved. The team’s nurse described for us the extremely difficult work-
ing conditions at the scene. Her testimony clearly expresses the distress
of the first psvchological emergency workers:

Whart I remember is the disorganization, there were lors of emergency workers,
but we didn't really know where to go in, we ended up standing around looking
at each other, At first there was a big fechng of . . . | was going 1o say, wanting
to give up. It was really difheolt, and then very quickly we got our teet on the
ground because there were vicrims in distress. My first memories are of people
crying, shouring, reaching out to us—and paramedics who said they didn’t
know what 1o do becavse there was nothing pracucal that could be done for
them, they weren't injured, but they were holding up the How of medical treat-
ment. At the same time they couldn’t be ignored; they had been pare of the
event. Before they would have been put in a bus and taken to the emergency
wards, But now thess were the people we would be caring for at the scene,

Medical and psvchological emergency units {CUMP) were set up over
the following months with remarkable speed. The development of this
imstitutional structure 6 often linked to the emergence of the new disci-
pline of psvchiatric victimology, and to the existence of a network of
trauma specialists, particularly among military psyvchiatrists. These two
facts are undemable, but what underhes them is the increasing power of
a new player: the victims' movement, which had come into being a dozen
vears before.

VicTims' RiGcHTS

The artack ar a Paris restaurant on December 23, 1983, marked a turning
point in the history of the victims’ rights movement in France. Thar eve-
ning a large bomb exploded in front of an upmarket restaurant, Le Grand
Vifour, where many customers were still dining, The blast devastared the
restaurant and injured a number of people who were quickly taken to the
nearest hospitals. No one has ever claimed responsibility for this act. The
armed group Action Directe, which had carried out several attacks during
this period, demied any involvement, adding that the targer would have
had no political significance for their campaign. A maha racker or an
insurance swindle were suggested, bur there was no evidence to support
these theories. The case file was closed.
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A few months later, when the restaurant reopened, the event was almost
forgotten, and the media celebrated the rebirth of this prestigious Paris
establishment. A reporter from the Figaro newspaper went so far as to
claim thar the arrack had ulumarely generated “more fear than harm.”
But the twelve people injured in the blast included a woman who re-
mained in critical condition for several weeks. Francoise Rudetzki fought
fiercely for her life and ro maintain her bodily integrity (rejecting the
doctors” recommendartion thar one of her legs be amputated). Her stecly
determinanon inspired others with new fighting spirit and led to a victims’
campaign against silence. In January 1986, Rudetzki set up the organiza-
tion SOS Arrentats [SO8 Artacks], and she went on to become famous
on all fronts of the struggle for state and government recognition of vic-
tims’ rights.

The Grand Véfour attack offers a perfect example of the way victims
were treated up to thar point. The physically injured were adeguately
cared for by the health services, but they were immediately forgotten by
the authorities. As for the psychological consequences, a link could have
been made to the notion of trauma already current in the United States,
but there was as yer no collective awareness of such aftereffects in France,
No reference was made to the traces that might be left by the event in the
psyche of people affected. No special measures were put in place to help
these women and men who had suddenly found themselves defenseless in
the face of violence and who, in some cases, were left with serious psvchic
scars, irrevocably changed by their experience. Obtaming financial com-
pensation was akin to negotiating an obsracle course. Not only did vic-
tims have to imstigate court proceedings in their own names, they also
had to locare a guilty or responsible party with sufficient funds to pay
reparations and, obviously, they had to win the court case. When psycho-
logical damage was claimed, each individual victim had to prove the valid-
ity of her or his claim throughout the entire course of a process in which
suspicion outweighed compassion, and lawyers and judges constantly
called into question the claimant’s good faith. For at this ome vicnims
were still subjecr to suspicion—not (as in the cra of rraumatic neurosis)
suspicion that they might be responsible for their suffering or that they
harbored a personal weakness that was fertile ground for their disorder,
but rather suspicion of their honesty, or more precisely, of the trurhfulness
of what they were saying and of their motivations. They were suspected
of secking financial gain. To express one's suffering was not ver viewed
as a public testimony to human tragedy, but merely as a personal affair. It
was rrapped within the confines of the individual. Victims were no longer
blamed, but they were not histened to either, much less heard.

In her autobiography, written and published nearly twenty years after
the atrack, Frangoise Rudetzki writes in great detail about the agony of
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her long months in the hospital and the many obstacles she faced in ensur-
ing that the damage she had suffered was recognized and addressed by
the authorities.” Courageously she disclosed the depths of her pain and
described the wavs in which her body had been maimed. She was candid
about medical procedures that violated her intimate, personal space,
about the recurrent psychic suffering, and about her distress at the with-
drawal of loved ones, and she provided meticulous descriptions of dozens
of surgical operations. Each line seems imprinted with a sense of veracity.
And this i1s crucial—for the detailed narration of her experience is above
all the basis for an account that went beyond the individual story, an
account of a truth common to all victims. This generalization of her expe-
rience is based on two major changes in the tone of the victim’s account:
she replaces compassion with condemnation, and she calls tor collective
compensation rather than mdividual reparanon,

On the one hand, Francoise Ruderzki’s testimony definitively rejected
the language of pity, replacing it with an assertive appeal for social jusrice.
The people affected by rerrorist attacks were doubly victims: first of the
violence of the act itselt and s physical and psvchological consequences,
and secondly of the conspiracy of silence that surrounded them, plunging
them into oblivion and denial. Thus the victim’s personal story was trans-
formed into a polirical cause. The language was that of social struggle,
except that whar was denounced was not oppression but the indifference,
denial, and even contempt that was the victim’s lot. Paradosxacally, it was
by pushing the intimate revelation of her suffering to the limir that Fran-
coise Rudetzki was able to make of her story so much more than a plea
for compassion, For the issue was no longer to appeal to readers to under-
stand her unhappiness and to piry her tor whar she had endured. Her goal
instead was to show, through her suffering, that the struggle for “sur-
vival™ waged by everv vicim was an unjustly solitary one, ignored by the
public and receiving no social or political support. The thoroughness of
her account exposed the negligence of others, of those who refused to
acknowledge the harm suffered by victims and ignored their political resti-
mony. The scandal was precisely this collective inditference, which con-
demned victims to facing alone the painful consequences of the events
thar had damaged them. By denouncing this inditference Frangoise Rudet-
zki was accusing the legal system of unfairness in which the government
was complhicit. Her accusations raised the issue of national solidarity.

* Ruderzki (2004). While her personal tragedy and her courage in exposing it to public
view in order to establish a collective cause were clearly crucial vo the recognition of victims
of terrorist artacks, the success of this campaign can only be understood in the light of
sociological developments that transtormed the public’s perception of disasters and of che
polineal legitimacy of the vietims, (Vilain and Lemieux 1998},
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On the other hand, the aim of this plea was to reintroduce the thorny
problem of reparation in a new wayv: by publicly claiming collective com-
pensation rather than waiting patiently for individual charity. Right from
the starr, SOS Artentars’ fight to persuade the government to set up a fund
to cover compensation for victims of artacks was both a central 1ssue and
the source of the association’s appeal. Quite apart from the fAnancial as-
pect, setting up a fund would represent public recognition ot a fundamen-
tal right granted no longer to 1solated individuals, but to a legitimately
constituted group within society. The establishment, in 1986, of the Guar-
antec Fund for the Vierims of Acts of Terrorism and Other Crimes, ar the
same time as the National Institute for Support of Victims and Mediation
(Inavem) was established, assured the place of a new category in the social
arena, that of victims, and enabled this group to win legitimacy through
activism, through the work of its organzations, by political lobbying, by
a media presence, and by its newly recogmzed rights.

Although the part played by Francoise Rudetzki and SO5 Attentats was
key to this public recognition of victims' rights, social mobilization had
begun several years earlier with the efforts of victims' rights associations
to support litigation brought by crime victims. In February 1982, Robert
Badinter, the then Garde des Sceaux [Minister of Justice], had initiated a
study of the assistance available to crime victims to counterbalance his
department’s efforts ar berter sateguarding the rights of those charged
with crimes. The committee set up for this purpose was asked to come up
with proposals to ensure that assistance was “open to any victim, without
discrimination, available and easily accessible, neither inquisitorial nor
restrictive.” The proposed measures were to be “focused on the victims’
tuture, so that they are able, after the interruption caused by the attack,
to return to normal life.” In September 1982, the Department of Justice
set up a Vietims' Office within its Directorate of Criminal Affairs and
Pardons, to coordinate and develop, in collaboration with the courts and
all departments concerned, the reforms and actions required in the arena
of victim protection. Thus the Victims® Office had a dual mission: to im-
prove compensation claimants® experiences in the legal system, and to
support the establishment of associations thar could offer victims infor-
mation, advice, and a hstemng ear.

Inavem was to become the umbrella organization for these associa-
tions. It brought together their aspirations, defined their areas of acriviry,
coordinated their missions, managed their relations with public authorn-
ties, and acted as intermediary in the authorization of state subsidies. It
had representatives in all the main governmental bodies that offered
support to victums—the Guarantee Fund tor Victims of Acts of Terrorism
and Other Crimes, the National Parole Authority, and the Narional Coun-
cil for Victim Support—and quickly became the kevstone tor the imple-
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mentarion of victims® rights. For the first time victims had a structore
dedicated to advancing their cause publicly and collectively, and one to
which all victims’ groups could relate, regardless of any differences be-
tween them. Until that point, the movement had been suffering the conse-
quences of irs rapid and uwncoordinared development. Victims® groups
would form spontaneously after particular incidents, but the very nature
of these mobilizations around a given evenr necessarily meant thar they
were ad hoc, ephemeral, and prone to fall apart in the face of lengthy and
costly legal proceedings.” The establishment of the Guarantee Fund and
the creation of Inavem marked the emergence of a united movement that
could now bring together ditterent interests under a single banner, and
that was likely to grow, given the regularity with which new issues relared
to victims emerged.

In the space of less than ten years, between the end of the 1980s and
the beginning of the new century, victims” activism succeeded in moving
them from the back burner to the foretront of media atention. And this
success, which was of course due to the efforts ot the victim-activists
themselves, who were now ready to mobilize on any front where injustice
still reigned, was largely demonstrated in the unlikely arena of psychic
trauma. Even before the French version of DSM-I1l—and with it, the con-
cept of PTSD—appeared in 1983, revised ideas of psychic trauma were
beginning to ind public acceptance. But lay understanding of rrauma was
still based on World War I1 notions about traumanc memory, and the term
“trauma,” only vaguely understood, was more often used to designate
symptoms of sutfering than the core nature of the damage. Moreover, the
clinical practices used by psychiatrists and psychoanalysts with patients
suffering trom psvchic trauma were seriously out-of-dare, still stemming
in a direct line from the suspicion-laden notions about traumatic neurosis
that prevailed during World War 1.

In June 1986, when the French parhament was preparng to vote on a
law on individual compensartion for vicrims, SO5 Artenrats commissioned

the National Institure for Health and Medical Research (Inserm) to carry
out the Arst epideminlogical study of the psychological consequences of
the terronst attacks. Its “clearly dehned focus was to determine whether
there was such a thing as collective experience that should be raken into
account i determming compensation.”™ The results exceeded expecta-

The Commuttes for Compensation of Crime Yicoms (CIVE, set op i 1977, provided
mdividnal compensation for victims in cases where the perpetraror did not have funds o
pay it. Given the slow case-by ~case nature of the process, and the three years before compen-
sation could be awarded, this response was onsatisfactory, particularly afer the wave of
terrorist attacks in the 19505,

"Dhab, Abenhaim, and Salmi (1991} The person feading this study was the brother
ot Frangoise Ruderzki, Dr William Dab, himself personally involved in the campaign for
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rions and showed significant correlation berween the seriousness ot physi-
cal injuries and the associated psychotraumatic symptoms; they also re-
vealed thar a significant proportion of those who had wimnessed the
attacks but had suffered no physical injury also presented symproms of
psychic trauma.

This first study provided the victims® rights movement with a weighty
argument for the recognition of the legal status of all victims of terronist
artacks, as well as data on the kind of the damage they had incurred,
even when there was no physical injury. Victims® associations had found
themselves confronted with the problem of people who had been present
at the scene of an attack bur had suffered neither physical injury nor dam-
age to their property. Despite recent advances, the legal definition of the
victim was still narrow and excluded so-called involved individuals.” This
limitation was doubly important to the victims™ movement. First, in the
movement’s view those involved were survivors, in other words people
who had experienced the same event as the injured and had an acute
awareness of what they had escaped, which brought them close to the
phvsical victims. By virtue of their identihcation with the victims, they
represented a potentially large group highly sensitive to the issues con-
fronting the victims and likely to reinforce the ranks of the activists. Sec-
ond, in supporting their demand for recognition, the victims’ righrs associ-
ations demonstrated a capacity to take on new causes and to expand their
range of activity beyond the existing rigid caregories of victims, For the
victims® rights movement, the “involved™ were unquestionably as much
victims as those who had recently been granted rights.

The central argument regarded the issue of psychic rrauma. Activists
insisted that the vietims recognized as such by the law and persons in-
volved by virtue merely of their presence shared, bevond any differences
between them, an identcal invisible injury, often neglected and rarely
compensated. Public recognition came later, during the spate of attacks
in Paris in the summer of 1995, Bur with the results of Inserm’s study on
the epidemiological consequences of terrorism, the movement already had
gained a powerful tool that could unire all victims under a common um-
brella, even those who did not yet recognize themselves as such. By hlur-
ring the boundary berween visible and invisible injuries, trauma became
the mark of all victims: the injured, the survivors, and the “involved,” a

recognition of victims” rights, His contriburion was to offer scientific proof of the conse-
quences, parmicularly the psychological effeces, of the artacks. Bur as Stéphane Lané (2001)
notes, it was only after completing rhe study that, through meeting Louis Crocg, he discov-
ered the existence of PTSD and was thus able to put a name to the psychological symproms
he had observed.

"For a derailed analvsis of the development of victims' righrs, see Cario (2006}, For an
overview of the issue in relation to the question of rrauma, see Cesoni and Rechtman {20055,
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group thar would include rescue workers and therapists, and soon even
television viewers. Thus psychic trauma complered the process of victim
legitimization by providing the unifying element it had lacked: a common
hub joining the destinies of all the affected.

However, clinical proot remained to be provided. In France, it was a
long time before the victims’ associations’ appeal to psyvchiatrists was
heard. Whereas in the United States feminists had found powerful allies
among the reformers of psychiatry in their campaign to establish the au-
thenticity of traumatic memory, i France the representatives of victims’
associations had to rely only on their own energies and on a handful of
clinicians who were marginal to the psychiatric establishment, Collabora-
tion between the broad spectrum of victims’ rights campaigns and psychi-
atry was hmited to drawing up lists of practitioners, psychiatrists, and
psychologists who were potentially sympathetic to their cause. Generally
disseminated by the victims’ associations, these lists helped victims find a
therapist who would listen to their complaints. This was a far cry from
mobilizing the support of the psychiarric community as a whole.

What was true for the victims of terrorist attacks was even more true
for victims of sexual violence.® The helds of psychiatry and psychoanalysis
were accused of fostering a reactionary, stereotypical image of women
and of blocking the path to their liberation. They were also suspected of
lending support to the idea thar male sexual violence was a response to
temale masochism. These prejudices remained n play even though wom-
en's estmony to support organizations regularly emphasized the falure
of their previous attempts at psvchotherapy, Taken as a decisive argument
against the entire insttution of psychiatry, these failures, in the support
organizations’ view, revealed the indifference or even hostility of psychia-
trists and psychoanalysts to the harrowmg problem of sexual abuse.
Nevertheless, the movement quickly accepred the concept of trauma,
SeCIng It as a way to win recognition of the social scourge of sexual abuse
and to come together with other victims™ support organizations, while
remaining at arm’s length from the professionals involved. Despite being
“de-psychiatrized,” the language of rrauma thus remained a powerful fac-
tor in drawing victims together. It enabled potential members of the move-
ment to recognize their common injury and established bonds between
them through the offer of therapeutic alternatives drawn from their own
resources, such as help centers and support groups, usually led by former
victims of sexual violence who had already emerged from whar they
termed their “passage™ through rrauma.

* Az Marie-Anne Bach and Svlvia Klingberg show in their study of organizations support-
ing victims of sexual violence, See their contribution in Fassin and Rechtman (2005a).
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Thus, ar the beginning of the 1990s, the victims® organizations’ inten-
sive campaign to use the notion of psychic trauma in calling for the rights
of victims to be recognized, stalled ar the door of official psychiatry, which
showed little inclination to subscribe to the cause. Not finding the kind
of support in the psychiatric establishment that they were winning from
the legal system, activists turned to the few specialists who were cham-
pioning a new approach to psychic trauma within the as vet unestablished
discipline of psychiatric victimology. As we have seen, the caregory of
PTSD eliminated all suspicion of victims, When this classification reached
France, through the publicarion of DSM-1ITin 1983, it might have enabled
the aspirations of the victims” movement to come together with psvchia-
trv. But on the conrrary, the context in which the new manual appeared
only exacerbated tensions between the parties, leaving victimology to de-
velop on the margins of official psychiatry.

THE RESISTANCE OF PSYCHIATRY

Amidst the turmoil of a discipline seeking renewed legitimacy within the
medical establishment, rtwo radically different events converged to redraw
the map of French psychiatry. The first was the publication of the French
version of DSM-IIL in 1983, The second was the institutional acceptance,
in 1982, of psychiatry as a medical discipline on an equal footing with
fields such as cardiology or hematology.

Coordinated by Pierre Pichot, who at the time was professor ar the
neuropsychiarric clinic |Clinique des maladies mentales et de Pencéphale]
of Sainte-Anne’s Hospital in Paris, the publication of the French transla-
rion of D5SM-IIT was greeted with relative indifference in psychiatric cir-
cles. Even the 1984 conference organized to promote the manual” was an
almost private affair, attended by only a handful of psvchiatrists in addi-
tion to the ream of translators. The reviews in scientific journals were
equally lukewarm, barely mentioning the debates and controversies that
the new diagnostic svstem had already generated in the Unired Srates.”

" Proceedings published the same year (Pichor 195841,

* Articles relating to the French rranslation of DSM-TI1 in the main psychiatric journals
numbered only six, most of them short. They included a rwenry-line review in the 1954
edition of L'Evolution psvehiatrigue, 2 mildly humorous editorial in Sysapse on the low
impact of this manual on French thinking {Olivier-Marin 1984), and an article in L Infor-
mation psychiatrigue summarnzing the changes introduced by DSM-TT (Bourgeois 1984).
Only the private-sector psychiatrists’ journal devoted a sharply eritical article o ir, con-
demning the abandonment of the Freudian viewpaoint and particularly the removal of hyste-
ra as a diagnosis (Leclerc 1984, [t was only laver in the 1980s that the first comparative
analyses exploring potential convergence andfor divergence berween French and American
ideas appeared (Ohavon and Fondarai 1986; Rager, Bénézech and Bourgeois 1986; Garrabe
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The social advances furthered by DSM-IIL such as the abandonment of
the diagnosis of homosexuality and the support it provided to the wom-
en's movement, were either ignored or derided. Reviews simply noted
this as the latest in a long line of attempts to group mental illnesses ac-
cording to a simple, essentially symptomartic principle inherited from the
nosology of the early twentieth century (particularly that of Kraepelin).
In a psychiatric culture where references to psychopathology prevailed—
whether psychoanalyvuical, phenomenclogical, or inherited from Henri
Ev's organodynamism—the tendency was rather to scoff at the atheoreti-
cal nature of the manuval than o entertain the improbable idea thar i
might influence French thinking. In the main, DSM-III was seen as an
exotic curiosity that provided amusement in official circles, where casual
readers occasionally cast a glance ar the non-psychoanalytic publicanons
of US psychiarry. Thus, when it appeared on the shelves of specialist librar-
ies, no one imagined that this 500-page volume {more than a third of
which consisted of appendices) would be capable of usurping the throne of
French psychiatry, ler alone of eroding the supremacy of psychoanalysis.

The reasons tor this reaction to DSM-II are to be sought in the particu-
lar circumstances that prevailed in French psychiatry at the time. In 1968
the disciplines of psychiaory and neurology had gone their separate ways,
and psychiatry became a specialization with its own course of clinical
training. Non-academic psvchiatrists practising in specialist hospitals
(what were previously known as “asylums™) achieved a level of intellec-
tual and clinical authority generally reserved for academic staff ac reach-
ing hospitals. As pioneers of the sector, that is to sav of the French psvchi-
atric care establishment, these hospital psychiatrists"—clinicians such as
Lucien Bonnafe, Georges Daumézon, Henrn Ey, Philippe Paumelle,
Georges Lantén-Lauvra, Gérard Oury, and Paul Sivadon—continued the
lineage of the grear French specialists in mental illness. They trained a
generation of younger clinicians, edited the main scientific journals, orga-
nized the professional associations, and wrote most of the theoretical
texts that made up the corpus of French psychiatry. In the early 19805
France was clearly not the Unired 5States! Psychiatry was soll drawing in
new generations of clinicians, attracted by the dynamism of its institu-
rional perspective and its close links with psvchoanalysis. The death of
Jacques Lacan m 1981 in no way lessened the intellectual and social in-
fluence of psvchoanalysis. Despite the schisms between different psycho-
analytical schools, Lacanian psychoanalysis was as popular with future

1989, Bur even in these rexts the tone was not polemical. The institutional and policical
delares thar would fan crincism of DSM-I were sull o come.

* Usually referred to as “hospital-based™ or “secror-based™ psychiatrists to distinguish
them from those working in teaching hospitals.
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chnicians, psvehiatmsts, and chimical psychologists as initellectual circles,
where it influenced the analysis, commentary and interpretation of film,
literarure, politics, the social sciences and, of course, the misfortunes of
contemporary humanity, and was seen as an essential key to understand-
ing the world. Less prominent in the public arena, bur still dominant on
the clinical scene, the psychoanalytic associations, which were members
of the International Psychoanalytic Association, maintained their hege-
mony in the reaching and practice of psychiarey, to the extenr thar the
various branches of the Freudian tradition competed with one another
for the training and recognition of new generations of clinicians, And they
did so without paving the slightest attention to developments on the other
side of the Atlantic, the first wave of which had just quietly arrived on
French shores,

At the same time, in 1982, legislation brought psychiatry into the
fold of medical specialties. A retorm of medical training abolished the
channels thar had previously allowed doctors who had not passed cheir
resident examination to choose a medical specialty. Among other effects,
this measure replaced the possibility of exclusive training in psychiatry
with a common course of training for resident specialists in general aca-
demic hospitals, in which psychiatry, now only one discipline among the
others, had a much smaller number of posts than the previous structures
had offered. Despite student campaigns, the law came into force the fol-
lowing year and laid down a regulatory framework in which the newest
residents trained in academic teaching hospitals would for a number of
vears work alongside the last generation of residents formed in psvchiatric
hospitals'' The conflict bevween hospital psvchiarrists and their university
colleagues intensified in the late 1980s. While stll in the minority, the
academic psvchiatrists held the keys to the future of the profession, and
they jealously guarded the privilege of recruiting and training most of
the new professionals. With the legislation favoring the teaching hospital
specialists, hospital-based psychiatrists shifred the terms of the argument
and disparaged the kind of teaching given to budding psychiatrists, and
more particularly the place of psychoanalysis in their training. Criticizing
the psychopharmacological and biological onientation of university psy-
chiatry (despite the fact that many chairs were still occupied by psycho-
analysts), the hospital-based psychiatrists mounted a major campaign to
challenge whar they saw as the damaging effects of the recently imported
American paradigm.

" Law no, 82-1098 of December 23, 1982, on medical and pharmacentical studies.
" Decree no. 83-T85 of September 2, 1983, establishing the starms of interns in medicine
and pharmacology.
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Although it aroused no controversy when it was published, and few of
the teaching hospiral services tried it ourt at the time,’* DSM-IIT gradually
became a central point of contention. For some it represented the culmina-
tion of the academic anti-psychoanalysis movemenr and a sign of the de-
cline of psychiatry. Others saw it as a vehicle tor the modern principles of
a psychiatry that had ar last become scientific. From the 1990s onwards,
there were countless publications in which the mere term “DSM-1IT"—
sometimes shortened to DSM, although the two previous versions, parric-
ularly DSM-11, had been strongly influenced by psychoanalytic thinking—
was used to criticize the positivist drifr of psychiatry internationally and
the risks to the discipline in France, or conversely to assert the emergence
of a psychiatry freed from the stranglehold of Freudian theories.” How-
ever, rather than sparking productive debate about the new nosology,
which was as vet little used (even by those who championed it}, DSM-III
was used as a weapon in a polemic tocused on other ssues.

We should note, moreover, that the dividing line between the psychoan-
alysts and anti-psychoanalvsts did nor by any means coincide with that
between the teaching hospital specialists and the hospital-based psychia-
trists. A number of chairs in psychiatry were still held by influential psy-
choanalysts, like Daniel Widléicher and Serge Lebovici in Paris. In Stras-
bourg Lucien Isragl raught psychoanalysis in his capacity as professor of
psvchiatry, and many of today’s Lacaman psvchoanalysts are sull influ-
enced by him. Antoine Porot’s studenes, who obtained a number of profes-
sorial positions on their rerurn from Algena, combined psychoanalysis
with a social psychiatry ninged with culturalism and philosophically in-
spired phenomenology, With the exception of a handful of units that were
conspicuously oriented towards psychopharmacology, academic psvchia-

SN and ars Javer versions were not recogmized in day-to-day practice, except in a
few teaching hospiral services thar used them in their psyvchopharmacological research, and
by some pracritioners of cognitive behavioral therapies (CET)Y. The World Health Organiza-
pon's International Classiheation of Dhseases, 1CD- 10, remained the onlly ofthoal reference
for psychiarric data collection in France, whether in relation o epidemialogical studies ar
health admimistragion.

14 l |w LeEin ol Y LT e .u:..lill L T |'|-e: ||w.|.'|.|. E1|.'||:|r._'|r|'.'|.'l_1.' i rl'u; -e;.'|r|3. VTS -:|F lhn
CEnbry, with the rise of copmitive behavioral r|'|1:l':l|‘:-j' (CRTY For QpEponents ol these tech-
migues, [XSA-IT and ses revisions (DSM-11-K, DSM-1V, and DSM-IV-TR) abruptly became
the symbaolic targets for attacks aimed ar the new paradigm of CBT—all the more so as
supporters of CRT were guick 1o proclam its scientific legitimacy on the basis of DSM, See
the debares ansing from the amendment 1o the French Public Health Code, presented o
parliament by depury Acover in October 20005, which proposed regulating the pracrice of
psvchotherapists, the controversy aroused by Inserm’s study evaluanng the efhcacy of psy-
chotherapies in February 2004, and the poleme tollowing che publication of the Lere moor
de la peyelanalyse |Black Book of Psychoanalvzis), which crincized Freud and his followers,
int the Fall of 2005, This opposition to the Freodian legacy is analvzed by Vannina Micheli-
Rechtmam | 2007,
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try was no more anti-psychoanalysis than some of the hospital-based psy-
chiatrists, whose numbers included ardent opponents of the Freudian her-
itage. Thus the belated rallying of the reaching hospiral psychiatrists,
whatever their ideological and theoretical orientations, to DSM-III, owed
more to what they clearly recognized as their interest than to shared con-
viction. Now that “evidence-based medicine™" had replaced the episte-
mology of the individual case, clinicians had to show their good will by
submirting to internationally recognized merhods of evaluation. The new
nosology offered an opportunity to regain some credibility within the
medical estabhshment.

In this context, the appeals of the victims’ associations were unlikely
to be heard by offcial psvchiatry, Preoccupied with 1es internal dispures
and its shore-term future, the psvchiatric establishment, whether inside or
outside academe, was htle inchined to explore the nuances of PTSD. Sup-
port was therefore to come from an emerging discipline—one rhar was
still struggling to define itself.

A AMeicuous ORIGIN

Victimology in France was born out of a double ambiguoity, On the one
hand, as the new discipline emerged in the mental health feld it called
itself by a name creared in the field of criminology in North America. In
the late 19505 a specialty had developed that focused on the “victims™ of
violence and was based on studies published a decade earlier.’” Noting
that psychology’s contribution to understanding crime had thus far been
limited to analysis of the perpetrator, the founders of victimology held
that it was equally important to understand what was happening to the
person subjected to the criminal act. Paradoxically (in the light of the
subsequent social use of the term) bur logically {given the inherent suspi-
cion of the victim ar the time), the new discipline aimed ro unearth “vic-
timogenic predispositions”™ that made the person who suffered the vio-
lence a “latent victim.™ In The Criminal and His Victism, Hans von Hentig
even wrote that *in a considerable number of cases, we meet a victim who
consents tacitly, cooperates, conspires, or provokes,” making her/him “a
causative element™ of the crime.'” During the 1970s and 1980s, the devel-

* This term, used in the United Stares and Britain {Marks 199%), implies stoict rules for
measuring the efficacy of medical intervention, often on the basts of controlled therapeutic
trials, and hence making use of stansncs.

" See Mendelsohn {1956) and von Hentig (1948), generally considered the inventors of
the term “victimology,™ For a recent reevaluation of this field, see Farah {1992).

% See von Henng (1948), This kind of caregorization and analvsis later led some people
to accuse victimology of sharing the logic of *blaming the victim.”™
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opment of criminal victimology followed a similar path to that of psychia-
try and sociery at large, towards rehabilitation of the victim who was
gradually freed from suspicion of complicity with the criminal and began
to have her or his rights recognized. But although victimology in France
was constructed around a notion of trauma that had been entirely recast
by American psychiatry, French victimologists hesitated to adopt the
new reading suggested by FTSD. They preferred to dust off the old con-
cept of raumatic neurosis, and claimed that they were returning o the
Freudian purity of the concepr, particularly following the line of Sandor
Ferenczl, who had shown concern early on for the fate of victims.” The

terminology varied significantly, the only common denominator being the
refusal to make use of the term “PTSD.™ Some used the classic term “trau-
matic neurosis, others coined the term *psychic rauma,” and some sim-
ply discarded the prefix “post™ and ralked abour “traumaric stress,”'
For these French pioneers anvthing was preferable to adopnng the US
nosology, despite the fact thar it had been the vehicle for the full recogni-
tion of victims.

The designation of this branch of psychiatry is still subject to debate.,
As Stéphane Latté notes, “victimology is one of those things that every-
body talks abour, but nobody does.”" With the exception of Gérard
Lopez, who was one of the small group that founded the French Institute
of Vicnmology, the university degree in victimology, and the Victimo net-
waork, most of the pioneers in this field hesitated to lay claim to the term.
The risk tor military psvchiatrists, who played an essential role in estab-
lishing the discipline within the health service administration, particularly
through the medical and psychological emergency units, was that they
would become even more marginalized in relarion to civilian psvchiartry—
academic or otherwise—since as we have seen civilian psychiatry, for vari-
ous reasons, was not inclined o accommodate DSM-IIL, sull less PTSD.

" The breach between Freud and Ferenca took place in 1932, at a lecture Ferenczi gave
ennitled “The Passions of Adulrs and Their InHuence on the Sexual and Character Develop-
ment of Children,™ at the conference organized to celebrare Freud's seventy-hifth birthday.
T some extent Ferencz was rebabibtating seduction theory, and this won hio eriticism and
hostilicy from his audience. This text was one of the key elements in the debarte on the return
to seduction theory among North American feminmsts, and later in France when it was re-
printed there (Ferencai 2004).

* See Barrons (1988), Brioke [1993], and Crocg (1999}, Significantly, these three pioneers
of psychiatnic victimology—or ar least, the men responsible for introducing rhe issue of
trauma into contemporary psychiatry—were all military docrors.

¥ See Latte (2001, p. 18). The author even jokes about the “parts des sans-logie™ {-logy-
less parey), playing with the reference to the “sans-logis™ (homeless) and quoting the presi-
dent of the Victimology Association who told him, “*The word came later. Pve never liked
nsing it—I thought it was a meaningless term, All these “ologists” and “ologies” springing up
everywhere, 1 don’t like rhis talk abour vienms; | prefer 1o speak with vicnims or 1o speak
of the .‘\.I_Ir.l'-l.'l'u'lg of victims,™
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Speaking ourt alongside victims” associations to champion a field with du-
bious scientific foundarions and an unoffcial institutional framework was
problematic for them. Only a few took the plunge: they included Louis
Crocg, the founder of the French Association for the Study of Stress and
Trauma. Others, like Guy Briole, director of the Val-de-Grice School (the
military hospital of Paris), preferred to keep their distance. The issues
were different for private psychiatrists, who also entered the fray. For
them access to the media (through the victims), to publication (via their
writing}, and to the universiry (through their teaching) represented a clear
added value in terms of social recognition. Potential confusion with the
criminological branch of victimology was not an issue, since some of the
criminological specialists were collaborating with them in their writing
and reaching on the subject.

These ambiguities in psvchiatric victimology (including even the name
of the discipline) persisted until the lare 1990s and contributed to the
instability of the nascent field. Irs few supporters, whether civilian or mili-
tary, largely worked in close partnership with the victims' rights move-
ment, at the risk of becoming identified with the movement and thus
reinforcing the reservarions of their colleagues. They were also crinicized
for these “dangerous liaisons™ by the health authorinies, particularly the
mental health office of the Directorate-General of Health, whose officials
frequently questioned the need for the care facilities dedicared exclusively
to victims of psychic trauma thar they were asked to subsidize. The issue
for the authorities was not whether they should be treating victims® psy-
chic travmas: all the international literature as well as the recent Inserm
study demonstrated the high incidence of traumatic disorders among vic-
tims of attacks and accidents, as well as the need for earlv and appropriate
care. Their problem, as the director of the Office of Menral Healch rold
us some vears later, was rather to decide if it was necessary to set up
treatment structures outside of the existing treatment system: “Why was
the existing network of psychiatry in the outpatient sector, which was
supposed to ensure almost complete coverage of mental health needs
throughout France, not deemed capable of raking on this new mental
health need? Why should these associations’ services be supported,
thereby legitimizing a new specialization within psychiatry without first
seeking the approval, or at least the opinion, of medical authorities in the
discipline?™ he asked.

The public health authorities received no opinion other than that of
the victimologists themselves and the representatives of the victims’ asso-
ciations, and this, to quote people we interviewed, gave “the strange
impression of a conflict of interests between the two sides.™ There was
no input from general psychiatry, either from the university or hospital
pracritioners,
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The very choice of the term “victimology,” with or withour the adjec-
tive “psychiatric” {or sometimes “clinical™} ro distinguish it from crimi-
nological victimology, reflects the ambivalence of the field’s founders
about what it actually was, On the one hand, the term clearly arniculated
a desire to locare this clinical practice on the side of the victims, in close
partnership with others who supported victims, such as the magistrates
who had been won over to the cause and themselves claimed their own
held of judicial victimology., On the other hand, the choice also reveals a
decision to define this new feld not by its clinical object, psychic trauma,
but by the subjects it aims to support, the victims—and this is unique in
the history of psychiatry.

Rather than seeing this rerm, adopted with so much ambivalence, as a
simple circumstantial effect of the increasing recognition of victims (as
those involved themselves maintain), it seems to us important to situate
the new field within a longer genealogy, that of forensic medical expert
apinion. Once again, as during the grear era of traumatic neurosis, it is
in the judicial archives, the summaries of civil law and the reasons given
for judgments in compensation cases, that we find the earliest traces of a
movement towards victimology. As we have seen, the first form of vicrim-
ology was a branch of criminology that emerged during World War 11, in
the context of extending understanding of the motives and character of
criminals to understanding their victims with equal clarity. In the view of
crimminologises, the encounter berween the criminal and the victim was not
due to mere chance. While the criminal had an “innate™ propensity to
commit crimes, it was nevertheless believed that he had to come into con-
tact with a victim sufficiently “docile™ to allow him to exercise his “ preda-
tor’s talent.” The psychological victimology of the 1950s and 1960s put
forward an analytical model based on the psychological characreristics of
victims themselves; we find a remnant of this today in studies that seek
to determine whether the perpetrators of sexual crimes were themselves
abused in childhood. However the issue was not, as today, to understand
the effects of violence on the victim, but rather to show that the victim
already presented specific psychological characteristics that inevitably led
him/her into an encounter with the aggressor” And here we gain a sense
of the journey made by this discipline as it moved from evaluanon of
circumstances prior to the crime (the terrain of the victim) to analvsis of

“One adherent of this viewpoint, Henri Ellenberger, who was professor of criminology
at the University of Montreal, put forward one of the first tvpologies focused on the masoch-
ism of some victims, Alongside the “criminal-victim,” who would shift from one role to the
other aver the course of his life and depending on circumstances, Ellenberger identified a
group of “latent™ or “potennal™ victims who presented “general, permanent, and uncon-
scious disposinions leading them to play the role of victim, through masochism, lack of
mterest i life, or fatalism, or through a feeling of guilt associated with poorly integrated
success, | Ellenberger 1954,
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the aftermath (the effects of trauma). This change in perspective enabled
the second version of victimology to abandon once and for all the difficult
issue of “favorable rerrain”—f{or the crime, in one case, or for the neuro-
515, 10 the other— to focus exclusively on the traces left by the violence.
Although the psvchiatric victimology of the 1980s and 19905 defini-
tively broke with its criminological past (when the reasons for the victim’s
misfortune were sought in his or her character), it nevertheless retained
one fundamental element of that heritage, namely the role its practitioners
played as experts in legal proceedings. In the recent expansion of psychiat-
ric victimology, expert reports prepared for legal proceedings have played
an even more decisive role. Remarkably, most of the pioneers of the disci-
pline, as well as its later proponents, were either trained in or joined the
ranks of civilian psychiatrists working as expert witnesses, like former
military psychiatrist Lowis Crocg, or like civilian psychiatrists Gérard
Lopez and Pierre Sabourin, who made major contributions to the instiro-
tonal development of psychiatric victimology and to the care of victiims
of sexual violence within the family, respectivelv. And it was because of
their position as experts that the victims’ rights movements called on them
for help. In fact, when victims began speaking out through their represen-
tatives, a major shift occurred in the focus of medical expertise. Until that
point victimological expertise had been considered a judicial tool lirtle
concerned with the fate of victims, bur it now became an additional
weapon in the victims™ arsenal or, more precisely, in the compensation
process. In the United States in the 1970s, this weapon was primarily
aimed at making public the evidence of the reality of trauma for the pur-
pose of justifying compensation, but paradoxically this was not the case
in France, since the language of trauma had already been widely adopted.
Here it was used principally to demonserate that compensation was also
a therapeutic act that could speed the healing process.” In other words,
at the same time as confirming the social legitimacy of compensation, vic-
nmological expert opinion also suggested a possible way out of trauma.
It had never before been claimed that expert opinion could produce a
therapeuric effect, even though this might occur if the expert’s skill was
combined with an equal desire to encourage the subjecr to seek therapy.
During the era of traumatic neurosis, experts had indeed conceded that
granting compensation might improve the psychological condition of

' Thas theme of the therapeutic or pre-therapeuric effects of psychiatric expert opinion
was widely exploited by some specialists in preparing expert reparts on perpetrators of sex
crimes. Roland Couranceau, for example, argued for a criminological psychology devoted
to the perperrators of sex crimes, suggesting that a period of expert examination allowed
the criminal 1o face his actions, his motives, and his unconscious associations, and could
lead him o acceps the principle of therapeutic treatment. (Paper presented at the conference
of the Sociérd frangaise de médecine légale [French Forensic Medicine Associanion], Novem-
ber 17, 2003, in Paris).
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claimants, but the process depended not on the effect of the expert exami-
nation nor on the financial compensarion, but simply on the disappear-
ance of the reason for the persistent complaint. Victimology now went
turther, suggesting that compensation 1n itselt had genuine therapeunc
value, This argument established a new relationship berween society and
its vicrims, anticipating the subsequent shift of the language of trauma
towards a politics of reparation. The argument had already been made
bv the early campaigners for victims’ nights, such as Francoise Rudetzki:
in order to establish the legitimacy of reparation, they suggested that fi-
nancial compensarion represented above all a public recognition of vic-
tims’ status. Without it, victims were doubly dispossessed of their per-
sonal history—first by the event, which had changed the normal path of
their lite, and then by the legal decision that they had no case, which
literally suggested that what they had experienced had no realiry.

However, evoking the therapeutic value of compensation, which was
widely proclaimed by vienims, their representatives, some magistrates,
and the media had remained a purely rhetorical device which in the courts
could at best soften the hearts of those present, at worst leave them indif-
ferent. Now, however, the testimony of an expert victimologist could vali-
dare whar had been no more than a metaphor of psychological rehabilita-
tion. Like an invisible wound awaiting the applicarion of salve to begin
healing, trauma, now seen as common to all vicims, whether injured or
witnesses, called for radical therapeutic measares such as might interrupt
the progress of disease, even if they could not restore the subject to his or
her previous condition, The new alliance between victimology experts
and victims' support organizations made much use of this validation pro-
cess, highlighting the expecration thar compensation would in irselt have
a healing eftect on a stull-gaping psvchological wound. Therapy was thus
a direct product of the expert’s report, since the 1ssue now was not simply
to compensate for a past injury but to prevent progression of the condi-
tion, in the medical sense of the term. Thanks to this reversal of the tradi-
ronal model of expert opinton, psychic trauma soon found a place in
official psychiatry.

A RELATIVE AUTONOMY
Beginning in the early 19%0s" there were many new initiatives in viciimol-
ogv. Louis Crocq set up of a Psychotraumatology Clinic at the Saint-

Antoine Hospital, and Gérard Lopez subsequently established the Insn-

“ For an analysis of the institutional development of psychiaeric victimology in France,
see the study by Stéphane Latee {2001).
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tute for Victimology. Crocg and Lopez were also involved in developing
the first university degree program in victimology, which today is offered
by the medical faculty at Necker Universicy Hospital in Pans. A number
ot books were also published, all by auchors from within the restricred
circle of the civilian and military founders of the discipline, headed by the
prolific Crocq and Lopez. A lietle later the first issue of the International
Jowrnal of Victimology appeared; this was an elecrronic journal published
by Christophe Herbert, who defined himself as a “clinical victimological
psychologist,™ At the same time help centers, help lines, support groups,
specialist clinics, and professional training courses and monitoring struc-
tures were developing rapidly throughout France, as the map drawn up
by Action Research for Exchange between Victims of Incest (Arevi)
showed.”' These led ro the emergence of new specialists to populate
this rapidly expanding field: social workers, educators, and of course
psvchologists. The latter, raking over from the psychiatrists, made major
contriburions to the development of the day-ro-day pracrice of victimol-
ogy, while the psvchiatrists retained the privilege of producing the scien-
tific literature.

Thus the beginning of the twenty-first century presents a stark contrast
to the previous climate of the ostracism of people suffering from the con-
sequences of violent events within the mental health held.”® French psychi-
atric journals regularly referred to trauma in their pages, and even devored
one or several special issues to the subject. Even among psychoanalysts,
of all persnasions, the theme was popular and became the subject of nu-
merous conferences, scientific meetings, workshops, seminars etc., where
the exogenous nature of some traumas could be openly debated, without
rejecting psychoanalytic theories bur while recognizing the ills of the ear-
lier clinical climate of suspicion. Even PTSD was no longer a contentious
1ssue that divided practitioners, insofar as each agreed to recognize that
this US entity was simply a variant of the much more fundamental redis-
covery (which French psychiatry and psyvchoanalysis had already brought
to the fore) of the reality of trauma. However, the new legitimacy of vic-
rimology and the calm acceptance of post-traumatic stress resulted less
from a revision of psychiatric and psychoanalvric theories than from the
universalization of the 1ssue of victims and the dissemination of the con-
cept of trauma m sociery at large. In France even more than in the Unired
States, the dynamic in operatnon dernived much more trom the social

* For the map, sce htepafincestearevi.org/pagefressourcesguidesaidesh. him.

*On April 29, 1997, French daily Le Monde hailed the birth of vicimology in an article
ntled * A Mew Branch of Criminology,” a ritle thar shows that the discipline’s eriminological
heritage had not been forgotien by everyone, and thar vicnmology was snill most often 1w
be encountered in the legal arena. The arnicle highlighred “serious gaps in psychological
support for vicrims.”
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sphere than trom the protfessional field. It was victims who jostified victim-
ology, not the reverse.

For that very reason victimology enjoved only limited avtonomy. Its
undemable success remained closely dependent on progress in the recogni-
tion of victims' rights, a process initiated by the victims™ associations,
Both the public authorities and official psychiatry saw victimologists as
serving the interests of the pressure group. The founders of the discipline
were aware of this weakness, asserting that “victimology is, as everyone
knows, a separate discipline,” and thar “the French Victimology Sociery
sitnares itself in an academic and scientific contexr rather than an ideologi-
cal and polemical one, in order to facihitate genuine dialogue thar wall
further the development of knowledge.”™ But victimologists had diffi-
culty in escapmmg mstitutional marginahization, which was evident even in
the physical spaces they occupied. Either relegated to modest outbuildings
on a hospital’s premises (like the psychiatric department in the Saint-
Antoine Hospital where Louis Crocg ser up his clinic) or entirely separate
from public health care structures {like Gérard Lopez’s Institute of Victim-
ology, which operated from private premises), victimology or psychic
trauma clinics were still supported mainly by the networks of associa-
tions. The dominance of the larrer was also revealed in their contribution
to the training of future victimologists. Not only were victims’ organiza-
tons associated with university training programs, on which some of
their members taught, they also supplied victims with lists of “trusted
practitioners,” a practice thar rendered the new uwniversity degrees
somewhar suspect.

Thus, despite the sudden visibility of their field, victimologists remained
bound by the circumstances in which their discipline had been born. The
tenuous links they had skillfully woven with the domains of expert opin-
ion and therapeutics—the very links thart had enabled them to win a deci-
sive hearing alongside other parties involved in victim support—led them
to limir their field of operation to self-declared victims or to those direcred
to them by the victims' associations, In this way, psychiatric victimology
remained a specialist pracnice thar intervened ar a secondary, and gener-
ally subsidiary, level in the overall process ot the recognition of victnims.

As we saw in the attermath of 9/11, the encounter berween new con-
cepts of psychic rranma and the admimistration of emergency psychologi-
cal care was to transtorm this power relationship by lifting the boundaries
that had previously defined the population potentially affected by trauma.
This development is often ascribed to the activism of victims and victimaol-
ogists. While this activism, to which we have devored a lengthy analysis,
s important, it seems to us that the way in which the concept of trauma

H Lopez (1996),
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became shared knowledge forms part of deeper—whar we might call an-
thropological—transformartions that made this acrivism effective and
even possible. More still than the “risk sociery™ that Ulrich Beck identified
and analyzed, whar the rerrorist artacks, acaidents, and disasters have
produced 1s a “danger sociery.” The issue is not so much the statistically
measurable and more or less predictable possibility ot a real event. Rather,
trauma has become commaon property, part of everyone’s life, its reach
extending tar bevond the scope ot psvchiatric experr opinton, This was
what French society was to discover on September 21, 2001
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Toulouse

TEN DAYS AFTER THE COLLAPSE of the World Trade Center towers, France
was rocked in its turn by an event rhar sent a shock wave through the
country, arousing fears of a repeat of the atracks in New York and Wash-
ingron, At 10:17 am, a violent explosion shook the city of Toulouse, Its
torce was such thar it was felt thirry km away, and initially it was impossi-
ble to tell anything about either the locanion or the nature of the explo-
sion. Within minures the city was virtually paralyzed: telephone lines were
cur, public rransportation was suspended and the main roads blocked. In
the districts closest to the site of the explosion, houses were gutted, and
a thick layer of dust and white particles lay over a scene of devastation.
Local radio stations began ro broadcast alarming and contradicrory re-
ports, calling on the people of Toulouse first to leave the city, and then to
hunker down ar home, At first it was thought that a series of explosions
had simultaneously deronared ar several of the city’s nerve centers—the
Town Hall, the aerospace manufacrturing plant, the gunpowder and ex-
plosives factory, or the chemical industrial zone—and there were fears of
a major terrorist attack, Around 11:45 it emerged that the explosion had
i fact destroyed the AZF chemical facrory in the south of the city. Ten-
sions rose still higher at this point. An opaque cloud had spread over the
city, giving rise to rumors of chemical contamination. However, by mid-
afternoon the city authorities were able to announce thar there was no
threat of toxicity.

Despite the initial confusion, emergency teams were quickly in place.
A hrst aid post was set up at the edge of the factory zone. The dance of
the ambulances then began, their progress slowed by traffic jams that
worsened by the hour. The entire city was in a state of shock, everyone
rushing to aid those worst atfected, or to the explosion site in search of
news of a loved one. By the end of the afternoon, the initial roll was abourt
twenty dead at the factory site, and several thousand casualties in the
immediate area and further away within the city. There was huge damage
to property, affecring the whole of the district around the factorv—
houses, schools, businesses, public buildings, and even roads. Of the
twenty-seven thousand dwellings hit by the blast, ten thousand were virtu-
ally destroved. Outside of Toulouse, the entire nation watched in dishelief
as a scene reminiscent of the artacks in the United Stares was playved our,
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to the point where the press began to speak of *Manhattan Syndrome.™
The same group of commentators appeared on TV screens and radio
broadcasts, putting forward their hypotheses on the cause of the tragedy
and also on its consequences. From the outser, the theory of a chemical
accident was combined with the hypothesis of a terrorist artack. Among
the people of Toulouse the terrorist theory dominarted, despite initial deni-
als that pointed ro an industrial accident. Some believed that the truth
was being covered up for political reasons; others refused to credit the
idea of human error, which would point the finger at workers in the fac-
tory who were already devastated by the death of thirty of their fellow
employees. Those with hindsighr observed sardonically that the city had
been living on a powder keg for twenty-four years, and thar it had been
feared it would explode ar some point. But the inquiry was just beginning,

In a succession of reports that essentially rehashed the commentary and
analysis on 9/11 heard throughour the previous week, everyone used the
same language ro describe their shock. As afrer /11, the term that re-
curred the most frequently in the expression of collective emotion was
trauma: the trauma of the injured and of those who had lost loved ones,
the trauma of the city of Toulouse, the trauma of the entire nation as,
through this generalization, the French people as a whole had the feeling
thar they shared in the ordeal. The tone was set within hours of the aca-
dent. That afternoon Philippe Douste-Blazy, the mayor of Toulouse, is-
sued a solemn appeal to all the city’s psvchiatrists and psychologists to
come to the aid of the traumarized population. Inspired by a simultaneous
burst of compassion and sohdarity, many mental health professionals
made their way to the Town Hall to await instructions, while others
rushed to the accident site itself, Within a few hours 226 doctors, 45
psychiatrists, 486 psvchologists, and 200 nurses had responded to the
mavor’s appeal.” In offices and factories, in schools and high schools,
those in charge adopred appropriate measures to ensure security, reassure
those present, enable a How of information and thus contribute to the
collective effort, and all either demanded a psychological support unit ro
care for people atfecred by the disaster or ser up one of their own,

While the mayor’s appeal was certainly a caralyst for this mobilization
of mental health professionals, who are rarely to be found at such scenes

'See the arnicle in Le Monde on September 23, 2001, the day afrer the rragedy: “From
Manhattan Syndrome to the Fear of a Toxie Cloud,™ The reporter commented, “Toulouse
is gripped by Manhartan Svndrome. Some swear that a plane crashed into the factory.™

! Figures supplied by the reporr of starements from Toulouse Town Hall ofhcials, pub-
lished in the report of the Committee on the Explosion at the AZF Factory in Toulouse,
commissioned by the French Department of Health, Available ar the Web site of the Na-
tonal Insticute of Health Monitoring (InVS): heopafwswew invs.sante. frirecherche/index2
AasprrxrQuerv=azf.
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of public drama, it does not entirely explain the extent of this collective
phenomenon. The reason that most of the people we met in Toulouse
immediately idenrified with the qualification of rrauma, whatever their
degree of involvement in the actual event, and that five vears later, when
the compensation procedure was finally reaching its conclusion, they were
still using this language, was no doubt because recognition and reparation
were now independent of clinical verification. Before the Toulouse disas-
ter, trauma was still a climical concept that the general public was begin-
ning to appropriate, with the support of a number of specialists. After
this event, trauma was freed from its medical roots and became a concept
central to a new ordering of reality, of which everyone, or virtually every-
one, could appropriate a part and use of it in relation to his or her own
way of thinking. The universe of meaming in which the trope of trrauma
was being used no longer questioned the authenticity of the psychic
wound: it took it as a given and went on to gauge, oppose, or even con-
demn the way in which trauma was recognized and rreated. For the first
time, clinicians had to reap the consequences of the success of the concept
they invented. They met increasing competition for the righr to manage
the treatment of trauma, as public initiatives and self-help groups mush-
roomed. Just at the point when psychiatrists had made it possible to esrab-
lish the clinical reality of post-traumanc disorders, vicoims and their sup-
porters were beginning to seek freedom from this expert authority, which
they saw as a hindrance to their own efforts.

Thus we need to analyze the conditions in which psychiatrists and psy-
chologists were summoned to the scene of the disaster, the medical and
psvchological emergency assistance structures that formed the context for
their work, the appropriation of the new language of the event by local
participants, and fnally the place of rrauma in the debates and conflicts
that arose around the issue of victims’ compensation.

THE SUMMONS TO TRAUMA

Located in a working-class districr in the south of the city, the AZF tactory
adjoined a psychiatric hospital with 370 beds (the Marchand Hospital)
and a large housing project {the Mirail) built to house working-class fami-
lies, and where unemployment rates were much higher than the average
for the city. The explosion devastated the hospital: its entire infrastructure
was destroved, and its operations, including its mobile units, were thrown
into disarray., This included the Toulowse Medical and Psychological
Emergency Unit (CUMP), which was based at this hospiral and which,
rendered inactive for several hours, was paradoxically unable to contrib-
ute to the initial provision of psychiatric assistance, Cut off from the rest
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of the world, hospital staff had to deal with the panic of mentally ill pa-
tients at the same time as treating the injured, despite the fact that their
working facilitics had been destroved. But by carly afternoon, patents
were being transferred from the Marchand to other hospitals up o two
hundred km away, and by evening the hospital had been fully evacuated
with the help of emergency services from adjacent regions thar had come
to reinforce the Toulouse teams. At the same time, the injured were assem-
bled near the hospital enrrance where an emergency aid post was set up,
close to the emerpency ward and the pharmacy, and first aid was adminis-
tered by the hospital’s care staff to victims from within the AZF facrory.
However, no attempt was made to locare porential victims from inside
the hospital itself. The scene in the Mirail district was one of similar devas-
tation, The streets were full of debris, cars were destroved, houses gurted,
many mjured people wandered the streets. While wainng for assistance,
local people organized themselves and dealt with the most pressing issues.
Class ditferences were erased; the wealthiesr offered shelter to those who
had lost everything.

The city authorities” firse action, before any assessment of need had
been made, was to set up a psychological help center ar the Town Hall
So many people turned up thar those staffing the center took the initiarive
to expand its operations and, following the model of response to a medi-
cal emergency, improvised a “control center™ that dispatched mental
health professionals throughout the city, sending some to officially orga-
nized unirs, and others out into the streets to offer debriefing to people
there, Because ot the urgency of the sitwanon, instrucnions were issued in
haste and the mobilization of resources was hurried. At no point were the
qualifications and skills of volunteers checked, and they were given no
specific tasks, simply asked ro put their name on a list. Once they had
dispersed, lack of coordination made it impossible to gather information
on the number of people attended to, the nature and gravity of the distress
observed, or the help offered. Many of the volunteers were practicing
in an emergency situation for the first time, and they did not have the
protessional experience or the institutional contacts to refer the mosr seri-
ous cases of shock to specialists. The following day, when the official
Medical and Psychological Emergency Unit {CUMP) starred work again,
it was already roo late to ser up the standard framework for controlling
a disaster situation, which normally is the exclusive responsibility of this
unit. Marginalized by the mayor’s mobilization of his own medical net-
works (he is a former cardiologist), the CUMP was forced to restrict its
operation to setting up a frst aid post close to the factory. Eventually,
most of the psychiatric resources were concentrated at the university hos-
pital. Thus the structure set up in the hours following the explosion con-
tnued to operate for two weeks. Many independent psvchiatrists re-



132« Chapter Six

turned to their former public clinics and volunteered to meet with the
rraumatized people who continued to arrive. The university hospirtal re-
sponded to the demands of a crisis situation, extra shifts were organized,
and more than four hundred diagnostic charts drawn up, but there was
no coordination with the CUMP.

At the same time, initiatives were springing up throughour the city. In
the districts most directly affected some residents coordinated individual
efforts by creating victims® groups, and these soon became more formal
associations. Thev were joined by lawvers, social workers, and even insur-
ance agents, who volunreered to provide informartion, advice, and assis-
rance to the already socially disadvantaged people of these districts. Vol-
unteer psychologists offered support consultations on the same premises.
While some residents were surprised at this sudden concern for their psy-
chological welfare, others welcomed the opportunity to share their emo-
nons and talk about their problems (sometimes unrelated to the event)
with someone specialized in listening, while waiting their turn to meet
with a lawver or social worker, Across the board, in primary schools, high
schools, businesses, and public facilities, there was the same concern to
listen to the victims and to do wharever was possible to prevent trauma
and its furure consequences. This broadening of the psychological re-
sponse to the disaster suffered by the people of Toulouse went beyond the
intervention of specialists. For example, a glazier, describing his role
among the “windowless™ {as one group called themselves), showed no
hesitation in saying, *You know, by listening to people at the same time
as repairing their houses, [ was also giving them psychological support.”
Even offering urgently needed items (blankets, food) was recast in terms
of psychological support, as one coordinator of logistical aid emphasized:

What I can say is that our teams who were with the victims have done really
good work; | think they've really done a lot of listening, although they're not
psychologists. In the end I think evervone’s been giving psychological support.

The same rendency was evident among the victims® associations, as this
activist makes clear:

Psychological support means being available even on a Saturday. This guy
turned up, his wife was in a real state. [ was supposed to be somewhere else,
but [ couldn’t leave them. And when they left they said, *Can 1 give you a hug?”
S0 [ think we're really giving them psychological supporr . . . 1 really think seo,
I really think rhe work we're doing 15 psychological support, and it gets results.

The vicnms did not concern themselves about whether they had been
tortunate enough to be seen by a trained psychiatrist or psychologist; they
were simply glad to have found a listening ear. Most of them, in any case,
did not know whether those they talked to were psychiatrists, psycholo-
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gists, nurses, or simply laypeople. But all of them were disappointed when
they found that they could not come back and ralk to the same person,
as the volunteers went to difterent posts cach day.

The volunteers found the situation no easier. Without a firm structure
tor their intervention, they found it ditheulr to assess their contribunion.
Ar some sites the number of psychologists available was greater than the
number of people seeking support, so some volunteers held back from
offering their services and waited patiently to be called on. Others were
thrown by the narure of people’s needs, which took them far from what
they encountered in their usual practice. One of them recalled:

We were dealing with evervthing, not just psvchological issues, far from ie: there
were the 1ssues of property damage and legal questions. Somenmes they weren't
seeing us as psvchologises ar all. In those cases it was hard because we had 1o
explam that we couldn't do anything abourt this or thar particular issue. They
hoped we would help them get practical assistance, so we had to explain
straightaway thar no cernficate we signed could support a request for rehousing
or compensation, that we could do nothing, People were disappointed, Some-
times also it was difhculr to distinguish between their distress and the pracrical
1ssues of compensation.”

As the cnisis progressed many came to question the usefulness of this
work. The apparent importance placed on the treatment of trauma in the
aftermath of the disaster contrasted sharply with the confusion of support
methods and the disorganized delivery of psychological assistance: the
proliferation of volunteers, the undifferentiated nature of the listening of-
fered, and in some cases even competition between different participants.

These problems were interpreted in varving ways by the different
parties involved. Some maintained that they were due to the huge scale
of the accident, described by one specialist as a “resource-exceeding
disaster.™ According to this point of view, the lack of coordination, the
tailure ro verify the skills offered and ro garher informartion on volunreers’
activity, and the concentration on relarively less damaged areas (like the
Town Hall distrnict) to the dernment of the districts most aftected (Like the
Mirail) were results of the nature of the crisis. Others felt that the immedi-

ate management of the disaster revealed more serious problems. The au-
thors of the Department of Flealth ream report, for example, crivicized
the city and national authorities’ overall lack of preparation, given the
location within the ity limits of an mdustrial zone where some of the

' The interviews with volunteer psychologists were carried our by Svéphane Lareé,
! See the report of the Institutional Commitees for Epidemiological Follow-Up of the

Victims of the AZF Accident, inaugural session, Octaber 30, 2001, Unpublished, availahle
from lnavem.
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plants were classified as “Seveso-level” (i.e. high-nisk). Rivalry berween
the national and local administrations was also demonstrated by their
different understandings of their responsibilities in these difficult cir-
cumstances. According to official emergency psychology specialists,
both in Toulouse and in Paris, the problems were due to the sidelining
of the Toulouse CUMP and the city government’s willingness to short-
cut the regulatory structure. One psychologist from the Toulouse CUMP
rCf'I'IEIr]l:I'_"LI:

There was no question of gerting involved in this huge mess, mixing up every-
thing and anything. You have to understand thar it just wasn’t possible, you
have o imagine a list of hve hundred psychologists and psychiatrists signed up
at the Town Hall, who were deploved through the city. And then add to those
the ones who didn’t register and all che psvehs who sprouted up under the arm
of the Red Cross and Catholic Awl, It was incredible.

As the spontaneous volunteers at the ad hoc units set up at the Town
Hall and at the teaching hospital saw i, however, these problems reflected
the shortcomings of the CUMP teams and their inability to cover the
whole of the area in this major disaster. In a university city like Toulouse it
seemed to them unthinkable that an emergency unit should not be closely
linked o teaching hospital structures, and the disaster only strengthened
that conviction. The acaident in fact revived antagonism that had surfaced
some vears earlier, when the Marchand psvchiatric hospital and the Pur-
pan university hospital had been in competition to house the CUMP,

Some took their crinicism sall further, artacking victimology as a whole,
They believed that the problems stemmed from the very concept of a psy-
chological emergency, and even of trearment for psychic trauma, De-
nouncing psychiatry’s growing monopoly over human suffering, these
crirics found in the failures in Toulouse the evidence they needed for their
condemnation of the *psychiatrization of the social,” as they phrased it.
According to them, the idea of emergency care for psychic trauma was so
diluted in rhe common understanding that it had lost all real meaning,
The lack of discrimination among the categories of those who acted to
support the shaken population, and the unease of the volunteers during
and especially after the event, reflected the vagueness of the field of victim-
ology, which was largely media-led. Other professionals would have been
able to undersrand and to treatr the people’s rrauma. All the criticisms,
even this radical view, had one thing in common: they condemned the
failures of care and the limitations of the structures, but they never ques-
tioned the value assigned to trauma. In other words, far from declaring
the end of the trauma paradigm, they reinforced it.

In this sense Toulouse marked a rurning point in the history of trauma
in France. For the first time, the primacy of scientfic discourse and clinical
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psychological practice was challenged by a political vision of trauma. The
1ssue was no longer, as during previous campaigns, to advance the cause
of victims by using the evidence of clinical trauma, bur rather to appro-
priate the mobilizing power of trauma as a social facr. Victimologists thus
lost a major plank of their credibility and legitimacy. Previously their
knowledge had been sought out in order to establish the legitimacy of
victims’ rights campaigns; now it represented an obstacle to the expansion
of trauma politics. Already of secondary status in the past, victimology
now became insignificant, even suspect, at the very moment when care
tor the victims of trauma had gained the greatest social visibility and was
recognized as a political imperative in the tace of collective suffering,

This reversal must of course be seen in the context of psychic trauma’s
dual lineage —scientific and social. This is a genealogy that we have traced
through many twenteth-century twists and turns, bur it emerged even
maore clearly in the mid-1990s, ar least in France, when the state made
the decision o become directly involved in managing the psychological
consequences of the wave of rerrorist arttacks in Paris in the summer of
1995, Trauma, 1t seems, has become “too serious™ to be left in the hands
of specialists,

EMERGENCY CARE 1IN QQUESTION

In the early 1990s the idea of carly mental health intervention for people
exposed to events carrving a high risk of rrauma (such as acaidents, terror-
ist attacks, or natural disasters) was begimning to become established in
the scientific literature, on the basis of the reported benefits of the “de-
briching process.™ This process, also described as “de-shocking,”™ mvolved
producing a release of emotion immediately after the evenr in order to
prevent post-traumatic disorders, Bur although it was widely used by the
military health services, it was some time before early debriefing found
equivalenr applicarions in civilian medicine. Rescue workers were the first
to dare to articulate a parallel between the problems inherent in their
work and in military medicine, though they were more concerned with
the rrauma of the professionals than the victims, And indeed, like frontline
troops, rescue workers underwent powerful experiences, the psychologi-
cal consequences of which could include psychic exhaustion or even col-
lapse. Military experience theretore appeared 1o offer fertile ground for
studving the phenomenon, provided it was accepred that “collateral dam-
age” (to the rescue workers) in emergency operations was comparable
to the “psychiatric casualoes™ of armies in war, Iminally considered the
equivalent of “burn-out™ (reactive professional exhaustion, usually af-
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fecting overworked senior managers or company directors’), the emer-
gency workers” fatigpue was subsequently renamed *post-traumatic
stress” and this ar the very moment when the military debriehng rechnique
oftered hope of better therapeurtic results than those obtained from more
traditional therapies. Thus, in the early vears, emergency psychiatrists
worked at the emergency reams’ bases, treating staff affected by psycho-
logically distressing operations; they did not yet accompany mobile teams
to the actual scene of the incident.

There were a few 1solated attempts to include psychiatrists in emer-
gency teams attending the scene ot an accident or caring tor the families of
victims, but they remained the exception. For instance, when the Furiani
tootball stadium, on the outskirts of Bastia, collapsed on May 5, 1992,
the military doctor Louis Crocg was sent to the scene to make an initial
assessment of psychiatric casualties. Similarly, when the passengers on an
Air France plane were taken hostage in December 1994, the families were
met by a psychiatric ream in a room set aside at Orly airport. But ar the
same time, the Paris fire department asked one of their chiefs, a depart-
mental doctor trained as a psychiatrist, to introduce psvchological care
into their emergency operations, and the doctor found that “the inrerven-
tion context was much too complex, and the role of psychiatrists in it
needed to be rethought.” Moreover, “the pracnice of debriehng couldn'
be applied with a broad brush. What was needed was not just particular
skills, but above all vears of experience of medical intervention in emer-
gency situations where the victims are by definition unaware of whar they
have escaped.”™ He belhieved that survivors should not be inundated with
information on the nature of the incident. In fact, forcing on them the
full tacts about whar had happened could generate a secondary, possibly
traumatizing fear. The art of debriefing was not withour iatrogenic risks.
In his view, this aspect of the work was so delicate that he rejected any
assistance from volunteers rushing to the aid of porential vietims, His
prudence meant that a few years later, when the medical and psychologi-
cal emergency units were set up, he was relegated to the margins.

Dismissing such doubrs, specialists in victimology had proposed creat-
ing a network of permanent units through France, which would be admin-
istratively attached to regional emergency services and able to mobilize a
vast network of volunteer practtioners, Psychological emergency care
was thus given equal weight with medical emergency care, and the two
were to follow the same organizational structure. Based on civil defense
models, the units were to respond only under clearly defined circum-
stances and to follow rigorous guidelines. Only the regional prefect {the
state representative) had the nighe to call out an emergency unit, and n

" Leovriol (2000008
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its turn the unit would mobilize its nerwork of volunteers. When the de-
cree for the creation of a national network for psychological emergencies
was issued on May 29, 1997, several regions already had a unit. Despite a
shortage of resources and organizational problems, the network received
unprecedented media coverage. Every time a team was called our to deal
with an incident that canght public attention, comments appeared in rhe
press. Each time, the presence of psvchologists was highlighted: they were
interviewed and hlmed.” The media now focused more atrention on the
“emergency psvchs™ than on the other rescue workers,

Training programs proliterated, offering a huge range of the skills re-
quired ro deal with all kinds of trauma, and they were open to new catego-
ries of practitioners. Specialist journals in emergency care, which formerly
had given little space to psychological treatments, began to devote whole
issues to them. Tradional psvchiarric journals followed suir, one pub-
lishing a series of articles focusing on psvchological emergency care under
the title *Current Practice in Psychic Trauma.™ Emergency care came to
precccupy the practice of victimology to such an extent that it virtually
effaced previous concerns. Even the debares on expert opinion and its
links to care for victims were seen as a secondary issue. Just when victim-
ologists were finding difficulty in freeing themselves from the shackles
imposed by the vicoims™ associations, psvchological emergency care
pushed them into the limelighr, placing them ahead of the associations at
the very forefront of events. Since the concern was no longer the treatment
of symptoms developed some time afrer the event, but intervention ar the
scene itselt in order to prevent those same symptoms, it became impossible
to put limits to the range of those at risk: people who were directly or
indirectly affected, rescue and support workers, and witnesses {even those
who witnessed at a distance) all became potential victims, It was through
this shift—from diagnosing trauma to simply declaring ir, from treating
it to preventing it—that trauma specialists were fnally able to detach
themselves from the world of the victims,

But with this unarguable success came growing unease within the pro-
fession, which gradually extended to all those who supported it The ex-
tension of the domain of CUMP inrervention effectively marked a new
relationship berween society, its victims, and those who cared for them.

* For example, on October 1, 2002, the lead irem on the §:00 pyM news bulletin on the
Framce 2 channel was the 1'r|'r-|.'1'|i|'|5 af the trial |:-[ the pl.-_'r]_wl:rmnn. of the 199% wrrorst ag-
tacks. Right at the start of the report, the anchorman announced that “special arrangements
are in place, with an emergency psychological unit set up next o the courtroom,™ hirp:f
www.ina.frfarchivespourtousfindex. php.

" Spe the December 1996 issue of the Jowrnal européen des wrgences [European Emer-
gency Journal] 9, no. 4,

! See the 2005 1ssue of Synapse,
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And the heavy media coverage of “emergency psychs”™ made the field of
psychic trauma intervention once again problematic. Blame was no longer
leveled at victims; instead protfessionals were put on the rack. Units could
be called out to floods or fires, a suicide or threatening grafht in a high
school—in facr the range of their activiries became so broad thar victimol-
ogy was in danger of losing its focus. Pracritioners began to accuse one
another of straying from the core principles of the discipline. The criteria
for intervention, call-out procedures, and treatment technigues were regu-
larly questioned, as this specialist in psychological emergency, responsible
tor one of the largest services, ironically remarked:

One of my colleagues is a high-level professional in terms of skill and knowl-
edge, but last year he struck out on his own fortv-seven times because he keeps
his radio tuned o the news all day, and every time some disaster happens he
goes down there and says, “Hello, 'm a psychiarrist, how can [ help you?#”

The professionals were not the only ones ro be challenged. The authori-
ties were widely accused ot calling our reams just to cover themselves, or
even to palliate social ills they could no longer manage. The same psychol-
ogist added, “I see psychiatrists and nurses called our by the prefect ro
look after a farmer because he has to slaughter his herd. It makes no
sense.” For local and national governments, which already had misgivings
about the creation of the emergency units, the overuse of emergency psy-
chological intervention and the lack of consensus among professionals
{on the criteria for calling out mobile teams) provided further grounds
for freezing financial support while awaiting clarifcarion. In 2001 the
Mational Commirtee on Medical and Psychological Emergencies was
therefore mandared to draw up guidelines for CUMP intervention. Under
the leadership of the HFD for the Department of Health, a number of
working groups were set up and coordinated by a project leader who
was an emergency care specialist. But in the fall of 2002 the Natonal
Committee, having failed to reach a consensus, was dissolved.

The press, mitally full of praise for emergency psychiarrists, now
scoffed at the “shrinks™ who rushed to the scene as soon as a “trauma
alert™ was sounded. The press was, however, equally damning if they were
absent or late to intervene n caring for people “in shock™ —who were
now generally assumed to be already victims of trauma. Forums and de-
bate were evervwhere in the national daily press, with each writer striving
in his or her own way to shed scientfic light on a hitherto marginal phe-
nomenon that had suddenly become a reflection of the Zeitgeist. The issue
was not trauma per se, nor distinguishing between true and false victims,
bur rather the management of trrauma. It was no longer the newly con-
ferred rights of victims thar were questioned, nor the campaigns of the
associations; it was the “psychiatrization” of individual or collective emao-
tion that was the 1ssue. Thus it was the professionals who found them-
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selves in the dock, When they refused to “debrief” every individual pres-
ent at the scene of an incidenr and judged it more appropriate to offer
the less shocked a list of specialist practitioners, as thev were entitled o
do, they were mocked as “buck-passers.” But in November 2004, when
they set up their mobile unit in the midst of stalls providing hot drinks and
blankets in the arrivals hall at Roissy-Charles de Gaulle Airport, ready to
meet the haggard passengers coming off the plane that had brought them
back hurriedly from the Ivory Coast, the other support workers expressed
surprise at their methods. In this context where there was no life-threaten-
ing emergency, they were not high on the priority list, as this response
trom a Red Cross volunteer who was manning a support unit set up for
children waiting for their parents to complete administrative formalities
testifies: “I'm sure it"s useful, but it’s more like something from a vacation
center for children than professional deshocking treatment.” It seemed
that psychological emergency workers were always doing either too much
or too little—and since they were present at every incident covered by the
media, they were exposed to criticism from all sides.

In 2002 the debate took a scientific turn when The Lancet published a
meta-analysis of all the studies then available on the effects of early, single-
session debriefing and concluded that the method posed some risks.” Reac-
tions were quick to follow. Some immediately challenged the authors’
method and conclusions, arguing that their bias led them to ignore the
conditions under which emergency care was practiced and the criteria for
the use of early debriefing." Others pointed out that the care offered by
the units was by no means limited to US-type debriefing, which was very
different from French practice.” However, the consensus as to the essen-
tial legitimacy of immediate treatment by victimologists had been lost.
This series of challenges had a powerful effect on those involved. Now
themselves experiencing the suspicion that had formerly hung over vic-
tims, specialists in emergency clinical psychology swung between collec-
tive defense of their working methods and criticism of colleagues alleged
to have strayed from the principles of the discipline.

How are we to explain the shift in the perceprion of psychological emer-
gency, within the space of a few vears, from innovation to illusion? To
understand this, we need to rerurn for a moment to the founding act
atrribured to Jacques Chirac in 1995, which the accounts of all partici-
pants and commentators take as their reference point.” This moment
serves, in fact, as a kind of origin myth, imposing a retrospective interpre-

D Soir {2004 ),

" De Soar (2004,

" Crémuniter {2002).

* In her interview with us in 2004, Nicole Guedj, Secretary of State for Victims' Rights,
herself naturally cived this prestigious origin 1o emphasize “the clear-sightedness of the Presi-
dent, who had already anncipated victims' needs.”
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tation on an event that brought immediate visibility to the cause Chirac
was promoting, and rhus blurred the contradicrions it also raised. With-
out underestimarting the contextual, even opportunist dimension of the
French President’s gesture, we also need to understand its strictly political
significance, In effect, by artributing the origin of the medical and psycho-
logical emergency units to the state’s highest authority, the myth promul-
cated a basic misunderstanding of the central issue in his speech. For
the import of Chirac’s remarks was not so much an invitation to set up
specialist-led units, but rather to underscore the correctness of the general
public’s assessment: concern for victims is not the province of profession-
als, even if professionals must be the first responders. He was evoking
collective responsibility, a responsibility that was universally acknowl-
edged. Both President Chirac ar Saint-Michel in 1995 and Mavor Douste-
Blazy in Toulouse in 2001 expressed the sentiment that the misfortune of
one group becomes a pain to be shared by all: “We are all victims of the
attack or the accident,” they might say. Whar the cameras focused on and
the media atrempted to reveal through their comments on “shrinks™ was
not a few psychiatrists and psychologists inding renewed credibility, bur
trauma itself, or rather the reflection of it thar could be grasped through
legitimare discourse by politicians as well as professionals.

It was precisely on this issue that victimologists and other emergency
trauma specialists were challenged, being told, effectively, that they were
not the only ones who could understand the reality of trauma, Other
approaches, other viewpoints, could comprehend and analyze it. Trauma
had become an essential human value, a mark of the humanity of those
who suffered it and of those who cared tor them. As the othcer responsible
for logistical support in Toulouse pointed out in an interview, “You don’t
need to be a psychologist to listen ro, calm, and comtort fellow-citizens
in pain or distress.” But everyvone already knew that, What one did not
know, however, was that the work of lay activists would evolve into treart-
ment for rrauma that was administered not by professionals but by society
at large.

INEQUALITIES AND EXCLUSIONS

Thus the recent history of trauma i1s marked by a series of appropriations
and dispossessions, In the United States in the 1970s, the trauma victims’
movement broughr renewed legitimacy to the psychiatric profession. In
France, however, the victims' campaigns of the 1980s gradually freed
rrauma from the conceprual framework forged by psychiatrists and made
of it a platform for demanding rights, During this period mental health
protessionals, such as the new victimologists, continued to be called to
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the scene of trauma events, but more in the role of secondary experts;
these events, unlike individual acts of violence such as sexual abuse, were
now viewed as collecrive dramas with a meaning rhat was partently obvi-
ous to evervone, With the institutionalization of emergency psvchological
assistance in the 1990s, the protecrion of victims was added to the respon-
sibilities of public aurthorities. This transfer of responsibilities took the
field of trauma management out of the hands of specialists, whose role
was now beginning to be challenged. The AZF accident in 2001 under-
lined still further this dispossession of the professionals, consolidaring the
general public’s appropriation of trauma, but it also marked our new
inequalities and distincrions berween groups of victims.

One thing was clear from the start. The deployment of psychiatric and
psychological resources on a wide scale showed that trauma was no
longer the business of a handful of vicumologists attached to emergency
units. As the activities of victims® associations and neighborhood groups
took over from ofhcial structures, it became clear that it was in fact no
longer the sole prerogative of mental health professionals of any stripe.
Trauma had slipped our of the grasp of the experts. The many statements
we gathered show that the entire population of Toulouse identified both
with the image of the victim and that of the therapist. Both evoked feelings
of compassion and solidarity. Everyone was both a victim, if only by
proxy, and a kind of volunteer therapist serving others. We cannor, of
course, ignore the performative effect of such statements which bring into
being what they express, starting with the affliction irself. By calling one-
self a victim one takes on vicimhood; by calling oneself a therapist one
assumes rtherapeutic powers. Nor can we forget that this kind of language
comes most easily at times ot wide-scale disaster, when there can be no
doubt that trauma, by now a familiar word in the lexicon of suffering, is
what we are seeing. Who could doubt it? But beyond this dual rhetorical
dimension, we argue that rwo profoundly contradictory forces came into
play in the AZF accident—forces that can be found at all scenes of trauma.
The first asserts the universality of the victims, while the second institutes
inequalities among them. We shall elaborate on these points,

At least in the first analysis, the AZF accident seemed to have affected
everybody, While the districts adjacent to the factory were of course the
most seriously hit, the explosion was so powerful that damage to property
occurred as far away as the city center. The emotional shock associated
with the violence of the blaze, the spectacle of devastation, the uncertainty
as to the cause and consequent fears of terrorism, the fear that the entire
city might be chemically contaminated, and—less concrete, but certainly
decisive—the feeling of sharing a highly dramatic experience, all these
factors worked together to produce a sort of communion of suffering,
The metaphor of trauma brought people together, giving everyone the
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impression of being as much involved, as much a victim, as anyone else.
In all our interviews, the subjects related derailed personal accounts of
their own trauma, a testimony to the widespread impacr of the explosion.
And without being prompted, every interviewee related his or her own
experience as a part of the collective experience. No one was spared
the emononal contagion, not even the “eight-vear-old child traumarized
just by his teacher’s tears,”™ Politicians, first the city’s mavor and then the
President and Prime Minister, reinforced this sense of unity by talking
about how the people of Toulouse, and then the entire nation, were
brought together in a community of tragedy. It is clear that the ordeal of
the AZF accident created a lasting form of collective identity in afflic-
tion—within Toulouse, if not the whole of France. By presenting the entire
population of the city as victims and asking each individual to tend to the
psychological wounds suttered by ther fellow-citizens, Mayor Douste-
Blazy himself embodied the new double-identity of the citizen of Tou-
lovse—both umversal victim and umiversal therapist. Uniting the entire
population behind him, art least for the moment, in the same dynamic of
compassion and solidarity thar did not regard social status or political
allegiance, he estabhshed a virtual community of victims while at the same
time conveniently forgetring that the map of the zones worst hit by the
explosion was almosrt idenrical o thar of the cirv’s economically and so-
cially disadvantaged areas.

And indeed, the “sacred bond™ soon came unstock. Following the ini-
tial rush of spontaneouns solidarity, which in the immediate aftermath saw
all citizens united as equals with all the old divisions forgotten, boundaries
slowly began to reassert themselves, On the one hand were the direct
vicrims of the accident (in the districts close to the factory), on the other
the mdirect victims (more distant from the epicenter of the explosion)."
In the areas with the greatest marerial damage, a hierarchy of trauma was
established, as if to underline that the different degrees of exposure of
the population reproduced preexisting social disparities. But among the
political elite of Toulouse this hierarchy was ignored in favor of the notion
of a collective trauma that took no account of the individual’s place in
society. This discrepancy of viewpoings is reflected in the results of an
epidemiological study undertaken by the National Institute for Health
Monitoring {InV5)." This study, as the authors poinr out in their final
report, marked the first time in France that “a comprehensive structure

“lIris a regular phenomenon in disasters that imequalines are exposed after the sacred
order of solidarity 15 invoked. See Fassin and Vasquer (20081 on the 199% “Tragedia™ in
Venezvela.

O Seprember 22, the authonties decided o arrange for epidemiological monitoring
of 1he consequences of the accident, coordinared by the InVs. After the emergency response,
the monitoring was the responsibility of rwo bodies: a scientific commirree led by Professor
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for epidemiological assessment of the health consequences of a disaster
was set up as early as the day atter the accident.™ The fact 1s remarkable,
and rightly emphasized, in a country where the health information moni-
toring system is regularly criticized for its failure ro react quickly (in the
contaminated blood scandal of the 19805, tor example, or in the heatwave
crisis in the summer of 2004), Still more remarkably, the study incorpo-
rated social analysis from the start. Social variables were taken into ac-
count in the design of the studv—and not only in identifying differences
in exposure to risk, but also in recognizing ditterences in the consequences
of the acaident."” Thus, professional status, place of birth, and of course
district of residence were among the factors taken into account. At the
same time, the effects monitored were not restricted to health in the medi-
cal sense, but extended to property damage, living condinons, and the
effects on everyday life.

Using the methods of soaal epidemiology, the study highlighted the
unequal distribution of distress and symproms among different popula-
rions. For while acure stress affected the entire city in the early stages of
the crisis, longer-term consequences were closely linked to social inequali-
ries.'” What the report’s authors described as *post-traumatic stress™ oc-
curred much more frequently among “the most exposed,™ that is, those
with “greater intensiry of exposure o the explosion, whether personal
{proximity, injuries) or indirect (a loved one affected)™ and “more difficult
circumstances as a result of the explosion in the medium term, in particu-
lar if their house was uninhabitable, thev had financial difficulties or, for
those with jobs, a neganve impact on thewr employment {tor example, a
temporary layv-off).™ All of these factors defining “most exposed™ (spatial,
social, matenal, somane, atfective) describe the same population: those
who lived in the districts close to the factory, who already before the
accident were hiving in precarions economic circumstances, These were
the victims who now would suffer the most serious and most lasting ef-
tects of the explosion To round off this first series of observations, the
authors also noted that post-traumanc disorders were most often found
mnt “the most vulnerable,” whether their “vulnerability™ was individual
{for example, “prior experience of trauma” or “prior treatment for psy-
chological problems™) or collective {membership in “the most disadvan-
taged social groups,” which included the residents of the zone close o

— —_— . P — S ——————  ——

Thierry Lang, commissioned o undertake in-depth studics, and an operational commites
that would evaluare and disseminare the resuls,

" Unaware of this sociological approach to the effects of the rravma on the populanon
of Touwlowse, some authors nevertheless continued o evoke the collective and generalized
character of the Toulowse tranma. See Pechikoft, Doray, Douville, and Gueton (2004].

¥ The chair of the scienofic commites had just co-edited the first French book on social
inequality in health, See Leclerc, Fassin, Grandjean, Kaminski, and Lang (20001,
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the explosion, people born outside of France, people with a low level of
education, and also, among those employed, manual workers, tradesmen,
craftsmen, and low-level white-collar workers). Thus a social map of
trauma was drawn, in which economic background, professional starus,
and immigrant origin intensified the impact of geographical proximiry,
which as we have seen was itself socially determined because the poorest
neighborhoods had been relegated to the same outlying district of the city
as the dangerous chemical plants. Thus the consequences of the disaster
could no longer be separated from the socal realities agamst which they
were set. This pointed to a “collecrive responsibility,” as the chair of the
scientific committee put 1t —which later provided a basis for assigning
financial compensation independent of the assessment of individual cases.

These issues were at the heart of the social activism that followed the
accident, Over a dozen victims’ associations { Association des sinistrés du
21 septembre [Association of September 21 Vicrims]), organizations sup-
porting the injured (Vivre aprés AZF |Living after AZF]), bereaved fami-
lies” groups, and residents’ commurtees were set up to represent the people
of Toulouse, Although an initial compensation payment was made, the
community of the “windowless™ struggled ro win provision for the resto-
ration of all housing. There was uncertainty abour the reconstruction of
the district, which reactivated the residents’ anxaenes. In response, the
victims' associations came together in the collective Plus-Jamais-Ca-Ni-
lei-Ni-Adlleurs | Never-Again-Here-Or-Anvwhere-Else], and demanded
guarantees from the city authorities. But their energies were focused espe-
clally on the painstaking work of rebuilding the social fabric ripped apart
by the disaster. Before the explosion, life had not been easy in these dis-
tricts—unemplovment, petty crime, and stories of abuse and violence fea-
tured regularly in the local press—but for all that there was a sense of
commumty and sohdarity among residents. The explosion of the factory
and the destruction it caused, the departure of residents, the uncertain
future of the chemical industry zone (with the jobs and businesses it sup-
ported), all these factors created further strain on the prospects of the
district, To hght for tuture survival, campaigning groups seized all the
tools available to them, and trauma was to prove the most effective.

In the Mirail, said one representative of a victims’ association, “people
were experiencing internal explosions again and again, even worse than
the property damage. What I mean is thar underneath the damage to prop-
erty, there are all these inner wounds that spring up suddenly and are so
difficult to cope with.” The explosion not only reawakened old humilia-
tions and mequities, but made them even more unbearable, giving rise to
a sullen anger that carried risks of its own kind of explosion:

T Minutes of the Committee tor Epidemiological Follow-up, March 30, 2004,
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The city authorities love us, but especially when we keep quiet . . . most of all
when we keep quiet. . . . Well we don’t want to keep quiet, we don’t want to
because its . . L D think they don't realise thar the secial explosion could be huge
. . . huge and uncontrolled, uncontrollable. . .

Aware of this danger, which risked destroying the district tor good, the
organizers of the associations worked day and night to restore a sense
of democracy o their neighborhood. Trauma offered them a shared ex-
perience with which everyvone could identify without a specialist’s help.
The same organizer added, “People don't go off to shrinks on their own
steam, they know them all too well™; they have all had prior dealings
with psychiatry, and that too “is a traumatic element of the past.” Indeed,
she continues:

We're asking for compensation in money, something concrete, For people who
can't even put words to whart's intangible, 1 think it's important to give them
an identity and recognize them as victims, in whatever way. I mean, the word
victim has meaning for them. And once vou're recognized as a victim, you can
prieve for certain things. I'm realizing that the explosion is a way of remedying
other things apart from the explosion.

Her words testify to hopes for building a kind of social and political ciri-
zenship that would produce results bevond compensation tor the acci-
denr, giving its victims hopes for a future free of the despair and isolation
of the past.

Whereas previously the campaigns of victims’ rights associations had
always made a point of restricting their action ro rhe specific condition
of victim, the survivors’ associations worked in the opposite way. They
approprated the monf of the victim and the language of trauma in order
to give voice to much older grievances thar remained unsettled. The Mirail
was the scene of this new collective awakening. The monopoly of the
powerful over the management of the consequences of the explosion was
countered by the insistence of the poorest on telling rheir own story, a
story that began long before the destruction of the AZF factory, They
responded to each mention of a generalized collecrive trauma by evoking
specihe aspects of their tormer circumstances, The language of trauma
enabled them o voice inequaliry.

But bevond the widespread social disparinies that were exposed and
accentuated by the disaster, two categories of people were affected in a
very specific way. These were the in-patients of the menrtal hospital and
the emplovees of the chemical factory. The former remained invisible,
despite the face thart they were, by virtue of their location, among the most
affected. The latter were trapped in rtheir dual position as both victims
and suspects. Both categories were thus deprived of the social status of
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rrauma victims or, to put it another way, were excluded from the moral
community of victims, They thus demonstrate one of the essenrial truths
of trauma.

The destruction of the Marchand Hospital, which lay close to the site
of the explosion, and the hurried redistribution of patients to various
neighboring hospitals, in some cases more than two hundred km from
their homes, did not generate any particular concern among the people
of Toulouse. Immediately after the explosion, large numbers ot politicians
visited the site of the factory, but none crossed the street to offer support
to the patients and staff of the psychiatric hospital, who were nevertheless
seriously affected. It was several days before public health minister Ber-
nard Kouchner remedied this injustice and wvisited the hospiral site, but
even then his statement was addressed exclusively to the staff. During the
meetings of the follow-up committee, the tate of the mental hospital’s
patients was mentioned only once, during the introductory session, but it
was then immediately linked to the fare of the hospital’s statf. The epide-
miological study did not extend to them either, admittedly to the great
regret of the study’s scientific director. This exclusion clearly indicates
that the mental hospital patients were not considered victims of the
disaster: they remained above all mentally ill patients to be catered to by
the psvchiatric care provisions already in place for them, rather than
by the structures set up to care specifically for trauma, In the light of
international scientific literature, the logic behind this is somewhat baf-
fling, since the mentally ill are generally recognized as one of the groups
mast vulnerable to post-traumatic stress.' In tacr this exclusion does not
simply reflect society’s traditional tendency to push its “mad” people ever
further away, an impulse that is now somewhar outrmoded. Nor is it ex-
plained by the fact that, since they already had access to specialist care,
these patients did not merit exceptional measures and would receive the
necessary treatment in the hospitals to which they were transterred, since
even in this case they would have had to be recategorized, at least par-
tially, as “trauma victims.” The truth of their suffering, which has never
been contested, was not recognized because of their double status as pa-
tient and vicrim.

Why were these people categorized solely in relation to their preexisting
pathology? As we have shown, the efhicacy of the trope of trauma presup-
posed both the existence of a specific regime of truth and the recognition
of trauma as distinct from previous pathology, No longer was the person
testifying to trauma regarded with suspicion, but he or she still needed to
be rooted in the collective reality of a tragic event in order tor their testi-
mony to be credited. This was not the case for mental patients. Not only

¥ Frame and Morceison (20001, Muoeser et et al. (1998).
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did they lack the ability to make use of trauma on their own behalf, but
no one considered it necessary to do so in their stead. As the psychiatrists
maost devoted to their patients” cause admitted afterwards when we inter-
viewed them, the mentally ill truly became an invisible category.

A different scenarto was being played out in the devastared factory.
From the start AZF emplovees had the sense of being subject to suspicion,
and they feared a general hostility that might lead to the closure of the
chemical industry zone and the loss of their jobs." Although they were at
the forefront of the event, they did not share, or feared they did not share,
the teelings of their immediate neighbors. The creation of the organization
Plus-Jamais-Ca-Ni-lci-Ni-Ailleurs, which directly challenged the furure of
the industrial zone, redoubled their fears, distancing them snll furcher
from the support structures established outside the factory. In any case,
in the eves of the local population, the AZF workers were not victims in
the same way as others: they bore some responsibility, and this distanced
them from those to whom they were socially closest before the disaster.
This first breach in the general unity surrounding the trauma came almost
immediately. The fate of the workers was addressed by a number of parti-
cipants in discussions of the Committee for Epidemiological Follow-Up:
the unions argued that it was important to recognize the position of the
workers within the collective drama, so that long-term health conse-
gquences could be recognized. But while the studies had been able to estab-
lish a link between social conditions and healch issues, this was, as we
have seen, not possible in the case of the AZF workers. Within the factory
the same tension was manifested: two inherently conrradictory processes
operated side by side. On the one hand, psyvchological support was offered
to workers traumatized by the accident, but on the other, the issue of
responsibility for the accident within the factory, either of workers or of
the management, was never raised. The campaigns which were forming
outside ot the factory, denouncing the Total group, the world’s fourth-
largest gas and oil company, and the whole of the industrial zone, offered
reason enough to be wary of such questions. For the unions a critical issue
was at stake: cohesion within the company must be maintained ar all costs
in order to preserve jobs, This precluded raking a position that cast the
workers as victims of the company,

The factory management therefore engaged a team of psychologists,
The unions welcomed this, abandoning their traditional relucrance to en-
page with psvchological support structures—which they generally ac-
cused of concealing the social causes of workers” suffering by individualiz-
ing their problems. Buot the union’s decision to acknowledge trauma and

" The interviews with AZF employees were condocted by Sréphane Lamé and repored
in detail in our collective research report (Fassin and Rechtman, 2002},
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to accept the consequent psychological treatment was radically different
from what was happening in the rest of the city. Here, the issue was pri-
marily to ensure that whar the workers conhded ro the psvchologists did
not come out in public, Recognizing trauma made it possible to recast the
workers as victims of the accident, at the same time as excluding them
from the general movement for recognition of trauma. During this process
the tactory presented a united front, despite the tensions and conflicts
arising in the new alliance berween unions and management; but nothing
of these discussions, except the fact thar, like the rest of the people of
Toulouse, factory employees would be offered psvchological care—in-
house—fltered through into the public.

Thus, apart trom the special cases of the patients at the Marchand men-
tal hospital and the AZF employees, and despite the disparities we have
noted, trauma became a commonplace in the social landscape of the city,
Although psvchologists and psychiatrists were involved from the start,
and sometimes contributed to preventing or treating post-traumanc disor-
ders, they were no longer the experts whao testified to the reality of trauma.
This reality had become a fact that went wirhout saying, bur also a shared
resource in the quest for reparations.

CONSOLATION AND COMPENSATION

Since the earliest davs of traumartic neurosis, compensation had been at
the heart of the debate. The early specialists, who were asked to deter-
mine the correct amounts, saw compensation as the cause of the illness,
and throughout the rwentieth century, at least until the 1980s, it was the
focus of the suspicion thar hung over the victims of trauma. In France
during the 1990s, victims' rights campaigns took up the theme of compen-
sation, insisting on it as the legitimarte follow-up ro injury. Instead of
seeing it as the cause of the illness (the quest for secondary gain producing
symptoms and preventing recovery), they made it into a cause for the
sick [compensation becoming a legitimare demand paving the wav tor the
recognition, and psvchic recovery, of victims). Thus, victims were no
longer expected to wairt for consolatory charity, burt rather to demand just
compensation. Consolanon did not disappear, but 1t became somewhar
secondary to financial reparation, in the sense thar compensartion broughe
consolation with ir,

But although the nght to reparation was now recognized in the collec-
tive consciousness and in law, the path rowards it remained complex,
painful, and strewn with obstacles. The first, and by no means least of
these, expert scrutiny, involved the delicate question of imputability. This
question was particularly tricky in the assessment of traumaric psycholog-
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ical sequelae. If the victim had previously presenred psychic disorders or
had received prior psvchiatric rrearment, was it reasonable to impute re-
sponsibility for their present disability to the traumatizing event, thus con-
ferring a right to full compensarion? Or should the traumatizing event be
considered merely to have aggravared preexisting symptoms, thus deserv-
ing a lower level of compensation? In the United States the caregory of
PTSD had been torged precisely in order to get around this problem, since
it presupposed that the symptoms could be directly imputed to the event.
In France, where PTSD was nor widely accepted in civilian expert witness
circles, the debate over impurability remained heated. Victims™ associa-
tions were prepared to offer support to all victims on the grounds that
the difficulties they would encounter in their quest for compensation were
such thar an individual, withour legal resources and often suffering from
mner wounds, could not cope with them alone, Thus expert scrutiny re-
mained a key point, on which all the rest of the process depended. The
Guarantee Fund, set up in 1986 following the campaign by SOS Artentars,
did provide compensation for all phyvsical and psychological injuries re-
sulting from acts of terrorism. Bur an accident in which the responsibility
of a third party was at issue was a martter for civil law, reactivating the
thorny guestion of imputability,

Thus, atter the AZF accident the normal procedure would have been
to obtain a court ruling, because the case involved a third party, the Total
group, and the plaintitts were, potentially, the entire population of Tou-
louse. Such a procedure would involve, in addition to civil litigation, a
preliminary battle of expert opinions between insurance companies, in
arder to determine the responsibility of the Tortal group. On the initiative
of the Department of Justice, a protocol for compensation was agreed
berween Total, the insurance companies, and the victims, so that the nor-
mal procedure could be bypassed. Withour such an agreement there was
a danger thart the city’s courts would be completely taken up with this
case for years to come, since Toral admirted civil responsibility bur denied
any criminal responsibility. The factory management feared, in effect, that
civil court proceedings would imply a symbolic presumption of criminal
culpability on the part of Total. The protocol of agreement provided for
expert scrutiny of every individual applying for compensation, without
the requirement that they first present a medical certificate arresting to
genuine mjury. In case of disagreement, there was provision for a private
second opinion to be obrained, wirh a new expert examination, again so
as to prevent the conflict becoming the subject of litigation. Finally, m
order to avoird conflicts of interest, the appointed expert witnesses had to
be included in a list of expert witnesses registered with the courts of ap-
peal, thus eliminating those who had connections with insurance compa-
nies. Under these arrangements, much more flexible than the usual proce-
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dure for civil expert scrutiny, more than twelve thousand requests were
registered, of which only thirty-five hundred were for physical injury.
Fewer than three hundred were brought before the courts, where cases
were systematically settled by negotiation rather than by a legal decision,

Despite this simplified procedure, the first expert reports were unfavor-
able to the claimants, as they rarely displayed the classic symptoms of
trauma.” Afrer some discussion, the chief experts agreed to add a cate-
gory, ofhcially dubbed “specific damage,” that would include in its crite-
ria a variety of psychological signs and take into account as well more
general social and economic considerations, such as the life difficulties
faced by the claimant since the disaster. The amount to be awarded de-
pended not on the clinical condition of the claimant, but on the cumula-
tive weight ot hus or her problems. One of the main experts interviewed
justified the procedure as follows:

Specitic damage could be seen as bodily injury in a way, burt it’s injury that
t‘:.":-iUl[:-': il& }‘.I:I‘I.rhlt.'[]li "u'llitl'l L"I-'l.‘]':l.'li.l;.'l.}' ||'|-'i|'||_.r|.| -'”'H.! 1.h¢,'!'|.|.'. My I':IL: Hl::ll.:i“-l.,'i:l:l!'l['l'ml-l.: il]
nature. For example, say someone has lost their job, or seen their home de-
strayed, or their relatives injured because of AZF—the impact of all these events
15 more or less indirect, ourside the range of bodily injury. They may have a
socio-econonne component, but m all cases they also have psychological effects,
which have ro be included in the assessment of suffering. So it's a psychological
[ r'fT'“.'l'H:L' A ['Ilj 1t'|l:lr.l| '1|.|Fr.l']'|'| 155 TI'_'li'l.Tﬂ.'I:I T Tl'll" k1 ]I:.'i.”-l"{ﬂ:l'l'll::ln'l'il.' CONSUGUENCes l]f
T]'II'." ..l'..'l.'iLlL"l'H'. Thﬂt":\ 1.'.'!1?.' "';T'l["ﬁ."ir:li: -I;]ﬂl‘l'l.i,'l!:{" Ilq.."; H| ﬁf:ll.,'il:,'tﬂt ASHECT, I_-Ifl.:ﬂl._'lﬁ:_" '[h{"ﬁ.l_"'
people mav not have suffered direct physical injury, but they suffered because
peaple they were close to suffered, because their flat was damaged, or because
their work sitwanion completely changed. S0 in this case it's not a question of
bodily injury in the narrow sense. It's the devastation of their life, Tt's bodily
inpury i a broad sense, if vou rake the bodily vo include changes i the condi-

tons of life.

This extension of the definition made it possible for a large proportion of
the population of Toulouse to receive compensation, at least those who
agreed ro sign the protocol. According to the experts, virtually nobody
was ineligible for compensation. Even those who had not been in the city
on the dav of the explosion could benefit from the principle of specific
damage, on grounds of their emotional experience of the accident and irs
consequences for their everyday life.

“ I the epidemiological study, the occurrence of post-traumanc stress in the zone adja-
cent to the factory was 2.1% among men and 19.1% among womens i the zone classed as
“furrher away,” the levels were 2.4% among men and 5.1% ameong women. See Lapierre-
Dwaval et al. (20004,
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Virtually everyone benefited under the specihc damage provision. The
exceptions were the “invisible,” The mentally il were implicitly excluded
from the agreement. “It’s a huge problem for the mentally ill,” one of the
experts told us, raising his hands to heaven in a gesture of powerlessness.
His feeling was shared by psychiarnises, the most sympathenc of whom
even admirred that there was as ver no plan in the works to provide com-
pensation for the mental hospital patients—despite the tact that they had
been severely affected by the disaster—although of course the matter
would have to be artended 1o at some point. The emplovees of the factory
fared little better. Trapped by the same contradictions as those which had
shut them up in their factory in the first weeks afrer the accident, they
were implicitly excluded tfrom the compensanon agreement. Although
they could have benefited from it withowut prejudicing their rights under
workers” rnights legislanon, regulations goverming workplace accidents
made it nearly impossible for them to sign on to the agreement. As em-
plovees, they were covered by the law on workplace accidents and had
the right to Social Security benefits. But in order to receive additional
compensation equivalent to that awarded ro other residents of Toulouse,
rhey had either to sign on to rhe agreement and claim “specific damage”
or make a claim against the factory tor criminal negligence, Those who
were tempred to take this course found themselves in a difficalt position in
the company, Accused of putting their personal needs before the collective
cause, they were criticized by both management and the unions (unired
once again in detense of the workplace). In the end only hitv-bive employ-
ees made a claim agamst Total ar the Socal Securnity tribunal on the
grounds of criminal negligence, The legal proceedings were not com-
pleted, and evenrually the two sides agreed to sign a compromise granting
the emplovees an additional allowance, Ultimarely, the factory workers
had no more need for individual psychiatric expert reports than did the
rest of the population of Toulouse,

Before beginning our study we had tormed the hypothesis thar the una-
nimiry with which the idea of a collective trauma had been accepred in
almost all social milieux in the city would not withsrand the rest of com-
pensation. But we have to recognize that, for all the strucrural and eco-
nomic reasons we have described, a spirit of consensus overcame resis-
tance to the notion. The only ones excluded from the consensus were the
invisible—the menral hospital patients whose rrauma wenr unrecog-
nized—and the unwanted—the factory emplovees relegated to the do-
main of non-specific benefits, The reason for this consensus, and conse-
quently for the awarding of compensation to all those who identihed
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themselves as trauma victims (with no expert verification required) was
thar the accident had taken on a political and moral dimension based on
the collective identity of the victims. The compensation awarded did not
by any means silence all the complaints or meet all of the demands of the
population, bur it helped to ensure thar these complaints and demands
were heard, including those relating ro social inequality. The campaigns
inspired by the lay appropriation of trauma also had their influence on
the compensation procedure proposed, and particularly on the fine-runing
of it. The concept of specific damage was close to the idea of collective
imputability highlighted and actively promored by the Institute for Health
Monitoring. The emotional charge aroused by the metaphor of collective
trauma also plaved a role in the willingness of expert witnesses to award
generous compensation for what they themselves called a terrible injus-
tice. Seeing themselves as victims like everyone else, they told us that they
considered it their duty to contribute to the collecrive reconstruction ef-
fort after the disaster. Financial compensation did not relieve all the ten-
sions: campaigns continued and matters still remain to be settled with
Total, but the social fabric of the poor districts, ripped apart by the explo-
sion, was mended by a successtul appeal for city-wide solidarity. By estab-
lishing a link between compassion and solidarity, and by allowing suffer-
ing to be transtormed into action, the language of trauma and reparation
plaved an essential role in building the moral community of victims, with
its attendant political implications.

From victimology expertise in the courts to medical and psychological
emergency assistance at the scene of disasters, from the artacks in New
York to the accident in Toulouse, the history of trauma appears as a series
of appropriations and dispossessions, with some peaple being included,
on an unequal basis, and others being excluded. Those who upheld the
cause of trauma on behalf of people who suffered without being able to
express their suffering publicly were gradually dispossessed of their bur-
den; the more their arguments swayed new audiences, the less need there
was for their own efforts. In France, very few psychiatrists joined forces
with the victims® movement campaigns for compensation. This is in
marked contrast to the situarion in the United States, where a powerful
psychiarric establishment affirmed the reality of trauma and made com-
mon cause with the struggle for civil rights conducted by minority groups
and forgotten veterans. However, in both cases trauma came to express
an intolerable aspect of human destiny, the significance of which was rec-
ognized by the public authorities and formed the basis for actions they
rook, While the trauma of Vietnam veterans lifted the veil on the war's
atrocities, the trauma of civilians today testifies to the horror of terrorism,
the unbearable consequences of an accident, the unacceptable aspects of
an event. It is not that our contemporaries are no longer able to bear



Toulonse = 153

lite’s random violence and suffering, but that they have adopted a new
vocabulary for describing and understanding it. Thus concern for victims
15 not simply a “fashion,” pejorarively described as “victrimizarion™ in the
French context. It 1s rather the sign of a human society that places the
issue of suffering at the heart of its common concerns. Trauma has far
exceeded the grasp of psychiatrists and their debates about how to define
it. It is now a part of everyday language. It has descriptive value, but more
importantly prescriptive value, calling for action (clinical, economic and
symbolic) and reparation.



PART THREE

The Politics of Testimony



On March 8, 2002, several hundred psvchiatrists and psychologists,
maostly French, met at the Maison de la Mutualité in Paris, for the interna-
rional conference “Trauma: Care and Culrure,” organized by Médecins
sans frontiéres (Docrors withour Borders, MSF). The large auditorium
was full, as were the workshops afterwards on topics ranging from “ Acute
Emergency Care,” *Post-emergency Care,” and “Chronic Violence™ to
“Babies, Children, and Adolescents.” In addition to the presentations,
there were discussions and debares on the “feld™ experiences of those
who worked—in conflict zones or refugee camps, among asylum seekers
or rape survivors, in the South but also in the North—to relieve the suffer-
ing of women and men affected by the violence of the world. There were
accounts from Armenia and Chechnva, from Kosovo and Bosnia, from
Sierra Leone and Congo, from Guatemala and El Salvador, even from
France, But the major focus was on Palestine, the emblemaric rest case in
the provision of psychological assistance to populations in war sitwations,
The conference of course served to showcase the activities of Médecins
sans frontiéres and its pioncering role in the feld of mental health. But
beyond this promotional aspect—immediately apparent from the banners
announcing the conference and from notes in the conference programs—
was a performarive gesture that, in retrospect, gave the event its signifi-
cance.' The conference proclaimed itself the baprism of humanitarian psy-
chiatry, and by so doing it brought humanitanian psychiatry into being.
Admattedly, ten years earlier Médecins du monde (Doctors of the
World, MDM}* had organized an important conference in Bucharest, enti-
tled “Mental Health, Societies, and Cultures: Towards 2 Humanitarian

"I his famous series of lectures at Harvard in 1955, later published under the ritle Howe
to Do Things withk Words, ). L. Austin {1970} uses the term “performative phrase,™ or
simply “performative,” ro designare urterances thar bring into being what they express. One
of the examples he gives is that of naming, as applied to ships. “To name the ship is o say
{in the appropriate circumstances) the words °I name, ete.” ™ In the case of humanitarian
psychiatry, it was the conference in its entirery that broughe the disaipline into being; that
15, a mecting of pavchiarrists who, within the framework of a humanitarian organization,
were talking about whar it means practice “humanitanan psychiatry,” though they barely
used the term It is worth noring that while there were psvchologists present, the speakers
at this tounding event included only the (medically qualified) psychiatrists, accentuating still
further irts performartive character as the baprismal place of “psychiarric humanitarianism.”

! Médecins sans frontiéres was created in 1971, partially in response to the silence of the
Red Cross dunng the Biafra war owo vears earlier. Médecins du monde was founded in
1980 by a group of dissidents from Médecins sans fronriéres ar the moment of the crisis
of the Vietnamese “boat people.” Bernard Kouchner was present at the founding of both
orgamizations. Their budgets are 458 million euros (MSF) and &7 million euros (MDM).
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Psychiatryv.” For three days, in the international conference center opened
by President Ceausescu a few yvears earlier, eight hundred psychiatrists and
psychologists had discussed the psychological effects of the Romanian
dictatorship and had highhghted the need to recast concepts of mental
health. The conference was initially organized following the discovery
of the terrible conditions in care institutions in the country, particularly
orphanages, but in response to the large number ot international special-
ists present, particularly from Larin America, had broadened in scope to
encompass all expressions of political violence. However, while this was
the first time that the words “psychiarry™ and *humanitarian™ had been
linked in this way, the term did not really become established. There was
more reference o “social linkage™ and “extreme sitvations™ than ro
“trauma.” This meering of the rwo worlds of psychiatry and humanitari-
anism was not the product of a strategy: it resulted from circumstances
and affinities. As a political project it had not vet matured.

It should be pointed our that the phrase “humanitarian psychiatry™
was used by hardly any of those involved in the MSF conference art the
Mawson de la Mutuahté. It did not appear anvwhere in the text setting
out the agenda for the day and presenting the association’s activities in
this held; nor was it found in the ttle of any of the papers given thar
day. The talk was rather of *mental health,” “psychiatric missions,” and
“psychological care programs.™ Phrases such as “psychosocial ap-
proach,” “psychotherapeutic intervention,” and “assistance to people
sutfering from trauma™ were more common than mentions of “humani-
tarian psychiatrv.” But it was nonetheless in this historic conference hall,
where so manv political debates had taken place in the last sixty yvears,
that humanitarian psychiatry was etfectively named, and in the weeks
that followed, the new terminology became established and widely used.
The discipline guickly became an academic held, given legitimacy by man-
vals and reaching, While stll unfamiliar at the time of the conference, the
term now designated an arena that practitioners were keen to be involved
I, a meenng point tor newcomers to the humanitarian adventure.

In his presentanion at the plenary session, Christian Lachal, the psychia-
trist and psvchoanalyst who initiated the MSF mission to Palestine at the
time of the second Intifada, described humanitarian mterventions in
mental health and offered a full-blown defense of the pracrice.” As he
saw ir, the aim of such humanitarian interventions was o COnsruct a

“The text of this paper was published, in modified torm, as an article entitled *Serring
up a Psychological Care Mssion, Why? When? How?™ available at hetpalfwwowclinmgue
tramsculturelle orgfpd frextelachal.pdf, The excracts cited here are taken from that version,
CRCEP for the reference o Mopher f.'e:Jrr:JHr', which comes from the notes we ook at the
conference,
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“pocket of humanity™ in contlict zones, making it possible to “add a psy-
chological and culrural dimension to the moral and politcal representa-
non of the faces.”™ This would require a significant shift from the affective
to the cognitive:

This means moving from empathy to rrauma, Aid workers feel empathy for
the people in distress they go to work with. They may say: psvchologists are
needed to help these people. But we must go beyvond thas firse reaction, which
is emotional and will theretore be shore-lived., We need to move to a chinical
approach, which mav or may not be centered on notions of trauma and post-
traumatic stress.

in other words, humanitarian psychiatry—and Lachal was the only
person to use the term—consists in a process of rationalizing feeling,
translating compassion into acrion, into acts of diagnosis and treat-
ment. The boundary between the emotional and the clinical nevertheless
remains porous, as his list of the five aims of these mental health programs
SuUgEests:

Comfort, through work with the group or in the community, involving pres-
ence, talking, empathy, sometimes prevention; treatment, using methods
adapred ro the contexr; training, by shadowing or other, more academic, meth-
ods; bearing witness, although the role of psychologists and psychiarrises in
[I‘.'ﬁl:ifﬂ[”:l}' I ll.]l.l'i[‘l.‘ |||F'|irL'4.I.:, i,'l.'lll:,l Huu”}', L"i-'..'il'l_li,'l"'i”l'l.

With the exception of evaluanon, which as we shall see is the weak
point of humanitarian psvchiatry {as MSF members themselves recog-
nize), this 15 a remarkably clear summary of the substance of this disci-
pline, which straddles two domains—that of psychiarry (comfort and
treatment, in the tradition ot modern psychiatry since the eighteenth cen-
tury), and that of humanitarianism (training and bearing witness, in a
dialectical practice that consists in dispensing knowledge 1o others while
simultaneously making oneself their spokesperson). Lachal’s paper closed
with a curious reference to Bertolt Brecht's Mother Conrage, in which he
saw an unexpected parallel with humanitarian workers: “She lives
through war, as we do. And like us, she takes care of her children.™ This
comparison was tinged with wrony, as Lachal surely was not entirely
aware. For while deploring the suffering of her children, Mother Courage
still fears peace, since she knows thar her business needs war and its priva-
tions in order to prosper.

But let us return to the conterence itselt. The fact that it was held in a
building so charged with history, in a hall where so many debates had
taken place, so many causes been championed, surely calls for some re-
flection. For those aware of what this center for political activism repre-
sented, deliberately anachronous juxrapositions come to mind, How
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did people talk about the world’s conflicts and injustices twenty vears
ago, when there was as vet no reference to trauma, and psychologists and
psvchiatrists were not being sent to help people facing crisis sitnations?
What termimology was used tor such sitnations? What interpretations and
what solutions were put forward? If we think of Palestine, the period of
dictatorships in Latin America, or, longer ago, the period of decoloniza-
rion in Africa, there were other words, other readings, other methods of
resolution thar were used. The focus was not so much on trauma as on
violence. The talk was of the resistance of fighters rather than the resil-
ience of patients. Those who were being defended were always oppressed,
often heroes, never vicrims, The focus was on understanding not the expe-
rience of people suffering, but the nature of social movemenrts. No one
thought in terms of psychological care; they campaigned for national hib-
eration movements.

A different politics of testimony has emerged—although even today, the
new language has not completely displaced the old. Whar we are seeing, in
effect, is a phenomenon of ideological sedimentation, where one layer is
deposited on rop of the preceding one, without completely obliterating it.
The old language may reemerge, or fusions may occur. This is particularly
the case given that many of those involved, particularly the veterans of
the humanitarian movement, were left-wing militants in the 1960s and
19705, They are now using different words, ditferent concepts, different
arguments to speak of realities which, if not idenrical, are at least compa-
rable to those they spoke of then. In this sense, the present-day causes and
commitments to the disinherited of the world are set in a different political
and moral landscape.® It is this discovery of the previously unacknowl-
edged psychic content of misfortune that we seek to explain,

How are the consequences of the horror of war to be treated when
those subjected to it suffer less from wvisible wounds than from the
“wounds of the soul™ left by the experience and spectacle of violence?
How can the “silent pain™ of the protagonists of contemporary conflict
be brought into the public arena? These are the questions that now face
humanitarian workers in the field, as soon as urgent physical needs have
been attended to by doctors, surgeons, and anesthetists. The reality of
this suffering 15 of course not new, but the recognition of it certainly is.

* As demonstrated by two political science analyses of new humanitarian activism: Dau-
vin and Siméane (2002) and Collovald (20073,

T The Wounds of the Soul™ was the title given ro a special issue of Médecins du monde.
Lo jonernal desting anx donatenrs |[Médecing du monde, Dortors” Towrnal] 56 {1999, de-
voted to “mental health,” The report focused mainly on Kosovo,

# “Silent Pain Also MNeeds Care” was the heading of the editorial in Médecins sans from-
tiéres. Medical News 7, no. 2 (1998), a special issue on psvchological care. This journal is
aimed at “volunteers in the held.™
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And does recognition not make it a little more real? In a report on Kosovo
following the NATO air strikes and the return of Albanian refugees 1o
their homes, the sitwaton was described as a “mental health emergency™
by humanitarian workers. “Post-traumatic stress 1s now the major health
problem in Kosovo,” the director of the Médecins du monde mental
health program asserted at this time. Words, images, and testimony sup-
port such assertions, bearing witness to the universal nature and the seri-
ousness of psychological distress, which often goes unseen, “You can’t go
by their smiles,” says the nurse, looking at children and adults waving ar
the MDM organization’s car. “They hide unimaginable tragedies.”™ Three
photos show a series of images in which a young woman suddenly brings
her hand o her mouth 1in a gesture of distress. The caption reads, “She
has just recognized her brother’s clothes. He was killed. Docrors are close
by to give her psychological support, helping her to put words to her
suffering.” The violence of the images and their caprions cannor fail o
strike the reader. A little further on, an extract from an interview with a
village woman articulates another tragedy of war and its psvchosomatic
effects: “1 don’t have a home any more, and I don’t know what has hap-
pened to my husband,” the woman savs quietly. “His body has never been
found. Since then, I've had nightmares. [ don’t eat much. And when [ do,
[ vomit afrerwards.” We are also rold that in this Médecins du monde
mission, each patient seen by the organization was asked a series of ques-
nons, so that *all those caring for them, even those who are unfamiliar
with psvchic trauma, are able to identify the symproms during a physical
examination.” Suffering can thus be quantified.

These words, images, and studies, then, constitute the mechanisms tor
idenrifying, thinking abour, and making public the effects of violence
within the framework of what is known as humanitarian psychiatry. In
order to begin our examination we need to distance ourselves from rwo
habitual assumptions. The first is thar this reality may be taken for
granted, that it goes without saying that acknowledging trauma and re-
sponding to it with psychological measures are the only possible ways of
dealing with violence and its ettecrs. On the contrary, we need to show,
through a reconstrucrion of the process, how this viewpoint came to be
established over and above other possible perspectives. The second as-
.liurn}'.lh':]n 'Inh'[:th'f:.li il F(‘Hitll‘nrl' L""n"-'.'l.'.'l.lﬂt:ii:ll'l 'I:?F thl.' ﬂl_'t:i(:lr] tnl-:.:.'n h:f' ]'nl:rlt.'l|
health protessionals, which leads to their new forms of intervenrion being
seen as progress in treatment methods, We will need to reject this norma-
rive view of a question that is still the subject ot debate among specialists.
In other words, in contrast to what humanitarians do (quite logically) in
the pages of donors’ journals, we are nor asking if what 15 being said
about the psychological impacr of events is true or if what is being done
about them is beneficial. We are asking a different question: Why are the



162 + Part Three

ettects of disaster and conflict articulated in terms of trauma, and what
effece does this new language have on the way in which the experiences
and needs of victims of disasters and conflicts are viewed? We are ar-
tempting to grasp what it is that has changed with the introduction of
psychiatry into the humanitarian arena,

If journalists and volunteers are to be believed, humanitarian interven-
tion carries the dual aim of providing assistance and bearing witness. But
whereas assistance to victims i1s consubstantial with the humanirarian
movement (it was the founding principle of the Red Cross), bearing wit-
ness 15 a more recent feature, It was in fact the perceived need to bear
witness that brought Médecins sans frontiéres into existence following
the war in Biafra. In the case ot humanitanan psychiartry, we shall see
that while, like other forms of aid intervention, it is justified on the basis
of this dual imperative, actual conditions in the held ofren limit the possi-
bility of giving material assistance and thus shift the center of gravity
rowards bearing witness, an acrivity thar adds new dimensions to aid.
Our aim here is to show to whar extent psychiatry is redefining the politics
of testimony in humanitarianism. First we will erace the history of human-
itarian psychiatry, examining the conditions and reasons for its emergence
after the 1988 Armenian earthquake: Why there, and why ar thar time?
We wall next look at the case of Palesnine during the second Intfada, the
most politically sensitive of situations, and the one where the greatest
proportion of resources is concentrated. How is the condition of those
for whom humanitarians work represented in the language of psychol-
ogv? We will need to reconstruct a success story, and we will need to
decipher a language.



CHAPTER SEVEN

Humanitarian Psychiatry

O Decemper 7, 1988, northern Armema was hit by an carthguake,
measuring 6.9 on the Richter scale, which virtually destroyed several
cities, including Leninakan (now Gumri}, the country’s second largest
city, leaving thirty thousand dead and one hundred and thirty thousand
imjured, Médecins sans frontiéres and Médecins du monde were among
the international organizations that sent aid to the devastated population,
in the form of equipment and personnel—doctors, surgeons, resuscitation
specialists, and logistics experts. Dialysis units were set up to deal with
acute kidnev failure in patients crushed under the rubble. Clinics were
opened and mobile teams organized to care for the injured and the sick.
Blankets were distributed and shelters built to combat the harsh winter
cold. Food was handed out. Returning from a trip to the scene, Xavier
Emmanuelli wrote:

All along the darkened streets, in the cold, we passed silhoverted Agures walking
aimlessly, stunned. The city was enveloped in a freezing, grey mud. And the
braziers glowing in the night without hope, the thousands of coffins spread
through the streets brought o mind certain medieval engravings. It was like the
end of the world.'

Bur at the nme this picture did not prompt those witnessing it to speak
of collective trauma or to try to prevent psychological consequences; nor
did it result in the dispatch of mental health specialists to the scene. The
scale of the event was enormous, the tragedy all-encompassing, but what
was seen were the badily injuries, not the “wounds of the soul,™ as they
would be described in later vears.

On December 26, 2003, an earthquake measuring 6.3 on the Richrer
scale hit southern Iran, destroving a large part of the town of Bam and
killing more than thirty-five thousand people. Once again, MSF and
MDM were quickly on the scene with eguipment and teams, But while the
mission provided nephrology services, tented clinics, and mobile medical
units, and planes were chartered to bring in food and blankets, showers
and latrines, drugs and dressings, the main focus of the mission was quite
different. As the director of international missions for MDM explained,

P Armiénie, Quand rout s"effondre™ [Armema: When everything collapses|, online aricle
(Crerober 18, 2004 under *Diécouvnr MSF—Histoire,”™ hopadiwwwomsf.ir,
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“In terms of technical operations, we knew that by the time we arrived,
forty-eight hours after the quake, there was no hope of rescuing any more
survivors. 5o we focused our work on primary health care and set up a
clinical psychological support service for survivors.” The field coordina-
tor of the mission gave details:

The unigue aspect of our intervention is our empathetic support for the people.
The Red Crescent has put in place a very pragmatic quantitative operation,
distributing water and bread, for example. We focused on the human approach,
with mobile teams of psychologists and psychiatrists ready to listen to the survi-
vors speak of their trauma. It's really good to see people being cared for in both
body and soul.

A doctor at the scene added, *A French-Iranian team of psychiatrists and
psychologists is helping the children and adults who are most distressed
by the tragedy. The frst drawings pinned up in the children’s tent are of
hearts, beautiful houses, and flowers.™ Aid workers were now practicing
emparthy and listening. In their tents, they were nor just giving injections,
but also opening play spaces supervised by psychologists; they treared in-
tections and injuries, but also diagnosed travma; mobile clinics held not
just emergency kits, but also children’s drawings. At a public meering on
the subject of changes in humanitarian activity, held a few months later at
the Sorbonne, the director of missions shared his uneasiness with us: his
association was now sending psychologists, not doctors, to disaster areas,

Thus, two similar events, separated by hfteen vears, gave nise to com-
pletely ditferent analvses and responses. Berween Leninakan in 1988 and
Bam in 2003, humanirarian psychiatry had entered the arena of interna-
tonal aid to disaster-hit populations, and psychological care had be-
come an integral part of intervention. Neither had been present in Arme-
nia. Or rather, it was in the aftermath of thar earthquake rhat menral
health care began to appear among the activities of aid organizations,
particularly MSF and MDM. We theretore need to return to this seminal
event, in order ro understand the origins and rrace the development of
the discipline.

One OriGIN, Two ACCOUNTS

In the medical literature emergency specialists so frequently refer to the
Armenian earthquake of 1988 that it has become a code word for disaster

**Bam, une ville meartrie” [Bam, a wounded city] and “Comprendre, L'ouvermare d'un
dispositive de soutien psychologigue™ [Understanding: Setting up a psychalogical support
service|, Médecing du Monde. Le journal destind anx donatesrs 74 (March 2004) pp. 2-7.
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second only to the artack on the World Trade Center. There are several
reasons for the prominence of this event in the history of trauma.” Besides
its brutal impact and the huge scale of the devastation, two additional
elements plaved decisive roles, The frst was political. Coming immedi-
ately before the collapse of communism in Eastern Europe, the earth-
quake was much more than a metaphor for the approaching break-up of
the Sovier Union. In practical rerms, it gave the West its first opportunity
to enter this region, which had hitherto been firmly closed to all outside
interference. The humanitarian organizations that had attempred to pene-
trate the Sovier world to condemn breaches of human rights and the use
of psychiatry for repressive purposes now saw an opening through which
they could become involved. “It was an earthquake within the earth-
quake—not just a natural disaster, bur also a polinical upheaval,” ex-
plained one member of M5F who took part in the mission. The second
key element in the high profile of the Armenian earthquake was historical.
For the Armenian diaspora throughout the world, the tragedy had a per-
sonal aspect. By making their wav to the scene, they could show solidarity
with the earthquake survivors in a country that was close to their hearts;
more, it was a duty owed to a tragic past, the memory of which had been
reawakened by the earthquake. *1 went because it made me think of the
losses the Armenian people suffered in the genocaide. As of that wasn't
enough, nature was adding her bir,” said an Armenian psychiarrist work-
ing with M5F. This account suggests a current trauma reactivating an old
one. But trauma was not the term used at the time: the talk was of mourn-
ing, not trauma. People were thinking not in the psychological language
of rreatment, but in the anthropological langoage of recognizing a debt,
These two aspects of the event—the political and the historical—account
for the massive mobilization of aid from around the world to help Arme-
nia. Bur they do nor explain why, or even how, psychiatry came to rake
on such a prominent role some months after the earthquake. To under-
stand this, we must turn to those involved and explore the explanations
they gave for their actions and rthe interpretations they put forward.

Ler us look at the case of Médecins sans frontiéres. Marie-Rose Moro,
the organizations’s director of mental health programs, who only visited
the scene some months later, gave her account in an interview:

I remember clearly how the decision was raken, There was the earthquake.
The resuscitation specialists, surgeons, and doctors went out to take on the

“In an article published in Critical Care, the major emergency medicine journal, David
Crippen (2001}, Associate Director of Emergency and Critical Care Medicine ar the Pits-
burgh University Hospital, stated the parallel explicitly: “Comparing the 1988 earthquake
in Armenia . . . with the arack in Mew York on 11 Seprember 2001 reveals similarities,”™ he
wrote, nbserving these in both the circumstances and the effects of the two evenis.
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emergency work, Quite soon, there was nothing more for the emergency spe-
ciabists to do, but the rents thar were put up to house the injured were still
full. People were anxious, bereaved, shattered by the violence of the event, and
many of them returned with symptoms. We told them the program was coming
to an end, but more and more people were coming for treatment. When they
analyzed the demand in more detail, the teams realized thar whar people
really needed was 1o talk; they were coming back in order to be lhistened o,
comforted, reassured. So there was this sense of giving an account, of voicing,
speaking, establishing a link through words. Ar that point some of the teams
said, mayvbe they should send psychiatrists! The first to go were Armenians,
because they obviously felt closest to the event, and it's worth remembering thar
they offered thetr help spontaneously, more as Armenians than as psychiatrists.
There was a series of mussions, At that nme it was considered something exter-
nal to the program: psychiatrists went out, did their work, came back, and
others went over.”

Thus at this stage psvchiatry was secondary, a complement to traditional
humanitarian activiey, and non-specihe, simply oftering psychological
support. Irs role was not defined until some months later: “One day,”
Moro continues, “the direcror of operations said, *Maybe we need to put
something more structured in place.” And then they came to me and said,
You're into psvchiarry and anthropology, vou should be able to do psy-
chiatry in other places.” And | went without really thinking abour it, | saw
the proposition as a great opportunity and an honour.™

In her written version of this story, Moro recalled the conditions in
which psychological symproms were identihed by the MSF mission in
more detail:

From the start of the aid missions, doctors” repores remarked on the high level
of psychological distress among the survivors, A study by Médecins du monde
noted that 70% of children in the disaster zone presented with serious signs of
trauma, bur the report did not give a detailed description of their symptoms.
The psvchologists and psychiatrists who were then sent to the area by Médecins
sans frontiers confirmed these observations. But it gquicklv became apparent
l‘|:1:!|! "l'l.l'_' treatmont rl_ll‘}' WETE i'l.l'.llL' T ufﬁ'r LELN] TI'“," "i-rH"H_' was not ﬂd['l.]l_l..]r{'.. T"II.','
Armemans called on us 1o help devise care strucrures that could offer longer-
term treatment o children and their familics affected by the carthquake.”

! Marie-Rose Moro, imerviewed by Christian Lachal and Lisa Ouss-Ryngaeet in Lachal
(20034 p. 5, The commenr made later that she is ®into psychiarey and anthropology © refers
to the fact that she is a pupil of Tobie Nathan, who tounded a radical form of ethnopsychia-
try in France in the 1980s. For an analysis of this current, see Fassin (1999),

P Tremblement de terre en Arménie: le réanimateur e le psvehintre™ [Earthquake
Armema: The resuscitanon specialist and the psvchiatnst]. Médecins sans frontidres, Medi-
cal News 7, no. 2 (1998, pp, 26-40.
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In this account, which has become the ofhcial version of the birth of
MSF's mental health programs, and by extension, of humanitarian psy-
chiarry as a whole, presents the process as the result of a series of reasoned
observations. First comes the observation of the limitations of specialists
in somatic emergency treatment: once the dead are buried and the injured
treated, they have little to do. Then there is the discovery of the local
population’s need ro speak and be heard. Finally, there is objectihcarion
through an epidemiological study and individual missions that testifv to
the existence of psychological problems.

This rationalist interpretation contrasts markedly with an account of
quasi-mystical inspiration from one of the Armenian psychiatrists who
went out to the scene:

I remember | was in Normandy, where | was leading a course for the elderly.”
In the morning I got a feeling of unease that staved with me right through the
morning. That night, when I went home, I turned on the TV and [ saw pictures
of the earthguake. 1 said, that was it. I'd never tele sick in that way before in
my life. As soon as | saw the picrures, if 1'd had wings, I would have gone
straight there. [ contacted 505 Arménie and Médecins sans frontiéres, not really
Im my capacity as a r.l:--;].':;hi:":ri:--:l1 but as an Armeman, because there was no way

1 could stay here when | knew my place was rhere.

At the scene, his activity was given meaning by a very personal experience.
The coordinator of the on-site team also remembers something like a turn-
ing point in the course of the mission, which the Armenian psychiatrist
recalled in visionary soyle:

At the time | was motivared more by my own history, what my people had lived
through, than by my psvchiatric thinking. One day a phvsiotherapist came to
sce me. She said, “Listen, P've got a little bov with a hypertlexed wrist who's
had his thumb amputated. I'm supposed to do rehab with him. Bur the moment
[ towch him, he }'1:]|:-.-" | went into the ]'I.I:rhrli['.'l.] room where the kid |:I:;'. [ asked
him his name. He said, “Ardagh.” Thae was the name of an Armenian prince
whao sacrificed his lite for Christian Armenia in 461, As soon as he said the
name, | saw my ancestors facing the Persians, | saw that first war of resistance
where a people said no to the superpower of the nme, | saw the dead bodies,
the sickness, the mutilations as an enemy army that was amacking us, and this
little boy as a victim. But he could also be the hero. 1 said to him, *You've got
muscles of steel in vour arm, and that's because with this arm, just like Ardagh
threw the enemy out of Armenia, vou're going to throw out everything the

* Interview with an Armenian psychiatrist conducted and transcribed by Estelle d"Halluin
om February 13, 2002, A longer version appears in our report {Fassin and Rechtman 2062,
pp. 120-123),
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earthquake did to vour body. Bur for that, you need the physiotherapist, you
need her help.” And from that point on, he allowed her to massage his arm.

Identification with a national hero appeared to have vanquished the
child’s resistance. After this first conract, the psychiatrist came every day
to monitor his young patient’s progress,

One day, he continued, | said to him, *I don’t understand why you always walk
on two feet and one hand.” Evervbody was so focused on the problem with his
wrist that no one had paid any attention to the tact that he walked that way.
When | asked him, it was as if | was waking him up from something. He an-
swered, “1 was with my grandfather when | felt the house moving, He said,
‘Ardagh, ron!” [ said to him, *What about you?” And he said again, *Ardagh,
run!’ I ran and the house collapsed.”™ 1 had the sense that the earthquake was
inscribed 1n his body: he had become torally sull. Then, in a Hash of inspiravon,
| said, ® Ardagh, come here,” | took him in my arms and said to him, “Remem-
hﬂ,"r l']'l L "u-'l.'i_'l'l';-ll HH".'.'. ['h‘l.,' CTIETILY IS thl._‘ ﬁﬂj‘i..lil'IH II'I;! '1‘i fi_'l..”.l T F,l.l: WL I"l'lll :I'l.llrﬂ' L | ]l]'l]t.'.l
P with you,” 1 don't know what ook hold of me, bur | took him by the
shoulder and stood him up. Ir was as it he was my son. As if | had given him
life. Events overtake vou. You see unimaginable things happening before your
eves, Afrer thar, it was hke a miracle. Not in the religious sense. But a few days
later I came back to the hospital, and | was told thar the night nurse wanted to
e (N |_||'|.:|:_'r'|[|._l.'. I wene up there, She asked whar 1'd done o ﬂrt.iilHIh | -
plained. She said, *You know, since the earthguake, he's never even closed his
eyes. After you saw him, that was the first night he slept.” It was as if all his
suffering had been resolved ar once.

This narranve reads almost like a catharsis. The past reemerges in the
present, the earthquake reanimates the epic, the history of a people is
incarnated in the paralysis of a child—and speech liberates the patient
from trauma. Although the Armenian doctor dismisses the suggestion of
religious connotations, his instruction to the paralyzed child, “Ardagh,
come here,” clearly echoes “Lazarus, take up thy bed and walk™ in the
Gospels. The psvchiatrist’s emotional reaction is a Christ-like experience
of rranscendence.

These two accounts—the objective analysis by the French director of
mental health services and the subjective remembering of the Armenian
doctor—seem to be stark opposites of one another. Bur on the basis of
factors we identified in documents and interviews with MSF and MDM
warkers, it is possible to recognize a link berween the rationalism of one
and the mysticism of the other. So whar were the beginnings of humanitar-
ian psychiatry, as far as they can be reconstructed?
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Let us look first at Médecins du monde, which sent emergency aid in the
days following the disaster. An MDM administrator of Armenian origin,
aware of observations of psychological distress that were being reported
back from the mission, appealed to a friend who was a member of the
[nstitute of Psychosomatic Medicine in Paris, and together they organized
an exploratory mission.” The Armenian psychoanalysts and psychiatrists
sent over by MDM carried our an evaluarion that rated subjects according
the results of a free-ranging interview or, for children, a series of drawings.
The study revealed that about 40% of people in the disaster zone were
suffering from trauma neurosis, and 60% from post-traumatic depres-
sion; by comparison, the levels were respectively 30% and 10% in the
regions not directly affected by the carthquake.” On the basis of this study
it was decided to roll our a long-term mission (planned to last three vears)
strongly structured around the work of Armeman and French psychoana-
lysts,” and including the creation of networks of Lacanian psychoanalysts
in Armenia.

At the same time, Médecins sans frontiéres was replacing its emergency
aid missions with resources to care for chronic conditions, such as renal
dialysis machines and orthopedic equipment (the latter in parmership
with Handicap Internatonal, which also had personnel m Armema).
MSF's team was a large one, comprising up to sixty people, abour twenty

" The Schoal of Psychosomaric Medicine was founded in 1962 by Pierre Marry. It was
inspired by the work of psvchoanalvsts such as Groddeck and Ferenczi, bur above all by
F. M. Alexander, the founder of psychosomaric medicine in the Unired Stares. A clinic was
set up in Paris in 1968, and in 1972 this became the Institute of Psvchosomatc Medicine,
Staff there included a psychoanalyst of Armenian origin, who was to become the linchpin
of the hrst mussion. See the special issue “Etats rraumariques, &ats somartigues™ | Traumartic
states, somaric states] of the Revwe Frangaise de Psvebosomatique 2 (Julv 1992), particu-
larly Dhiran Donabédian's article *Note d propos des eftets du traumatisme cher lentant 3
["occasion du tremblement de terre en Arménie™ [MNote on the effects of travma in children
following the Armenian earthquake].

* These hgures may be compared o the stansncs produced on the basis of systemaric
clinical examinations carned out eighteen months afver the earthquake by a group of re-
searchers from the Trauma Psychiarry Program ar the University of California in Los
Angeles (UCLAL in collaboration with the Armemia Relief Society Clinies in Gumri. Using
rating scales, they observed 50% sutfering from post-traumatic stress, 28%, from depressive
disorders, and 26% from anxiery, Goenjian et al. (2000),

*The European S5chool of Psychoanalysis played an important role in setting up a net-
work of Lacamian-influenced psychoanalysis berween France and Armenia, following the
MDM mission to Leninakan and s surrounding area. It culminated in the opening of a
pevchological rehabilitation center in Yerevan, the creation of a French-Armenian Associa-
tion tor Psvchoanalysis Research and Inguiry in 1993, and the orgamizing of the Institure of
the Freudian Field's first seminar in Armenia in 1996, See “Moments d'histoire entre la
France et I"Arménie™ [Historic moments berween France and Armenia], hrepa/fwwwenls-cfap
Lomdhistorigue.
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of whom were of Armenian origin. All of them experienced both pro-
found distress and highs of elation.' The few psychiatrists present had
come as medical doctors, rather than on the basis of their mental health
qualifications {which no one considered to be of any use at that time).
When the on-site team coordinator asked MSF's head othee in Paris to
send psvchologists and psychiatrists, the medical director initially re-
fused."’ It was only after a barttle of wills, and by stressing the prevalence
of psychological disorders, thar the team leader managed to ger the head
office to send over a psychiatnist of Armenian origin, then a French psy-
chologist who gave up her holidays to set up a counseling unirt, and finally
a permanent team. Clearly the sequence of events was not quite as
straightforward as suggested by Marie-Rose Moro, the director of hu-
manitarian psychiatry programs; but it was also more down to earth than
the Armenian psychiatrist's account. Both of their stories contribure ele-
ments of the whole, however.

Thus there are two distinet origins. Médecins du monde came rogether
with a psycheanalync institunion, and this led rapidly to the establishment
of a mission, tollowed by a mental health program, through the impetus
of “French-Armenians,” as one MDM human resources administrator put
it. But Médecins sans frontiéres had few professionals with the relevant
skills, and this explains the relative delay in that organization’s sending
our psychologists and psychiatrists; their eventual deployment was the
result of “a chance encounter,”™ in the words of the mission direcror, refer-
ring specifically ro the case of voung Ardagh, which had touched her
deeply. In other words, for MDM mental health was a more central ele-
ment in the initial intervention; for MSF it was more circumstantial, How-
ever, in both organizations, professionals of Armenian descent played a
decisive role in recognizing psychological problems, which were not yer
described as traumatic. From this point on, the invelvement of psychia-
trists and psychologists in aid mussions gained increasing leginnmacy. We
will turn now to the question of why psychiatry and humanitarianism first
came together in Armenia, and why it occurred ar that particular moment,

i an interview we did with her in September 2001, the on-site coordinator of the

program recalled, “It was MSF's first internanonal mission. There were people from the
Metherlands, Belgium, Spain, France. We really did amazing things, We organired holiday
|..':i:|'|'||'|'. wirh 'ﬁlt'iil'l!.: FI:IT [ |'||||.| .|rI:||'|1J'I|.'|.'\- W |:|'|'|1'|1 rl‘[1'1.| Suving |."h:!||1.'r=\. i |!|'|'.'||-!|.' SFVIVOrS CHTIETs.
There were projects on a grand scale and enormous enthusiasm. Head office in Pans just let
us do what we wanted.™

" In the imrerview he gave vs in Ocrober 2001, he clarified: *When the first request came
in from the beld, | remember refusing it Or rather, 1 asked them ro back it up. The mission
coordinator argued, “These people are suttering, it's no good just geting them to make
collages, we need to give them psychological treatment.” But we had never worked in mental
health, We had no experience, except tor two MSF psychiatrists who had undertaken a
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I THE BEGINNING Was HUMANITARIANISM

Into the social arena of disaster and conflict, humanitarian psychiatry
introduced new dehnitions and new descriptions, new plavers and new
structures. It opened up the possibility of seeing and naming, diagnosing
and treating the suffering brought abour by tragedies such as the Lenina-
kan earthquake and, subsequently, a whole series of other events, includ-
ing war, exile, massacres, and forced displacement. In as far as it 1s reason-
able to assume thar the psychological disorders following these events
existed before they were recognized as such by psvchologists and psychia-
trists, 1t could be said that humanitarian psvchiatry was a socal innova-
rion. It created new questions abourt old problems. As we shall see later,
the reformulation of questions transformed the problems in return, but
we should begin by asking what made this possible,

The issue is not an idle one, In an mterview shortly before his death,
Stanislas Tomkiewicz, a psychiartrist who survived the concentration
camps and spent most ot his life trying to understand and treat people
who had suffered extreme violence, asserted that in 1963—soon after the
Evian agreement which acknowledged Algerian independence and
brought about the release of twelve hundred Algerians being held prisoner
in France—he, together with “a group of young doctor friends from the
Algerian National Liberation Frone (FLN), ‘invented’ psychological care
for victims of persecution.” According to Tomkiewicz, this constituted a
first atrempt at what later came to be called “humanitarian psychiatry,”
and, he added, reterring to the “informal psvchotherapy™ oftered in
France ten yvears later to people who had been tortured under the dictator-
ships in Chile, Argentina, and Uruguay, **humanirarian psychiatry” as a
concepr really emerged with the events in Latin America.”™" Here were
rwo milestones, neither of which was recognized ar the time. The history
of scientific advances is lirtered with similar episodes, where a discovery
only gains meaning, and sometimes a name, much later, once theoretical
underpinnings are in place that bolster its legitimacy." Here, however, the
problem is different, and the period berween this “discovery™ of humani-
tarian psychiatry and its naming was not due to a period of scientific
gestation. We do not propose to examine whether what Tomkiewicz refers

more or less clandestine mission to the Soviet Union a couple of vears earlier to gather
information on dissidents in psychiatrnic hospitals.”

¥ See the preface, in the form of an avtobiographical restimony, thar he wrore for the
volume edited by Lachal, Ouss-Ryngaert, and Moro (2003, Speaking of his regrets, he says,
“If I could have mv life over again, [ would have done more of what vou call humanitarian
psvchiarry,”™

Y Cangosthem (1977,
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vo was really humanitarian psychiarry, whether it can be invented withour
being named {as in the case of care for Algerian prisoners), or whether it
15 enough to name 1t in order to invent 1t {as in the treatment otfered
to Latin Americans). We shall confine ourselves to observing thar what
evervone now concurs in calling “humanitarian psychiatry™ was not
constructed on the basis of these early efforts (or others, equally edifving,
such as the care offered to Cambodian refugees by French psychiatrists
in the early 1980s). It is a different history thar we have to recount here—
one that begins not with the prisoners persecuted during the Algerian war,
nor with the victims of the dictatorships in Latin America, any more than
it began with the survivors of the Nazi concentrarion camps. It was in
the ruined cities of northern Armenia, among the survivors of the 1988
earthquake, that humanitarian psychiatry was born.

Allow us to digress for a moment. The 1995 earthquake in Kobe, which
left 5,500 dead and 320,000 injured, was the greatest disaster to hit Japan
since the Second World War. The expression used to describe psvchologi-
cal care tor trauma vicnims afrer the quake was a neologism: kokoro no
kea. Literally translated it means “care for the heart.” However, Joshua
Breslau, who studied the use of the term in this context, remarks that
“kokoro” has broader significance than simply rhe notion of heart. It
incorporates ideas of intention, emotion, thought, and ultimately of sub-
jectivity, as opposed to “seishin,” which represents the spirit and psyche
more specifically and is a root of the word that translates as psychiatry,
Thus, a less rechnical term than thar used by doctors was coined to mark
that place in a person where the experience of the disaster 15 imprinted.
A renowned Japanese psvchiarrist who was open to international trends
in his disciphine took over the term by assimilating it to “PTSD”; then, a
North American public health specialist introduced a Japanese version of
the rating scale used for the syndrome. According ro these authors, ko-
kora no kea and PTSD were one and the same: the first term could be
translated by the second and was thus subject to the evaluation tools and
treatment techniques tested in North American psychiatric institutions.
Close examination might suggest that, whatever its eftects at the therapeu-
ric level, this intervention by the two specialists resulted in an artificial
reduction of two distinet concepts, one moral and the other medical, into
a single notion, with the latter in some sense absorbing the former. But
a finer discernment is needed in analyzing the history of humanitarian
psychiatry. In Armenia it was concern for the other, a characteristic of the
humanitarian ethos, that came first—not the diagnostic category, which
belonged to psychiatric practice.

" As can be confirmed by an intermet search using the kevwords “humamtarian psychia-
trv™ (18,000 resulrs on Google, May 3, 2005),
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This statement can be applied more generally. In a classical analyrical
perspective, an innovation can be seen as a forruitous meeting between
new configurations of knowledge, action, and society, Knowledge offers
tools for understanding reality. Acrion allows the rools to be applied. Soci-
ety can be more or less welcoming to new elements of knowledge and
action. Thus with regard ro humanitarian psychiatry, which really took
off in 1989, it is tempring to suggest that, in chronological order, the iden-
tification of post-traumatic stress at the beginning of the 1980s hrst of-
fered a new tool (designated PTSD in DSM-II), that the Armenian earth-
quake then furnished the opportunity for psvchiatrists to use this new
diagnostic category (with its range of treatments, primary among them
debriefing), and finally thar favorable attiudes toward humanitarian
causes provided recepnive social condinons (both in the area of the disaster
and in the countries supplying aid), However, this logical linear progres-
sion does not quite reflect the realities. All interviews with psyvchiatrists
and psychologists working in aid during this period confirm thar they did
not make use of the concept of trauma or of its various incarnations as
set forth by the North American mental health establishment. In fact, for
the most part, they were unaware of these notions. When they had trained
in departments of medicine or human sciences, the concept of trauma was
not even taught, except for combat shock which merited only brief men-
tion (and was hardly relevant to students not planning to enter military
psychiatry, which in any case followed a different curriculum).

In this regard, the initiaror of psychiatric programs at M5F is absolutely
exphat: “I didn’t go over to treat trauma. | went to treat psychological
suffering resulting from violent events, what in France we called reactive
pathology. [ had no thoughr of PTSD. | hadn’t any particular knowledge
of it, and T hadn’t tried to put it together as a diagnosis. When [ went to
Armenia | was unaware of the literature on the subject.”™ Even the Arme-
nian psychiatrists were not using this diagnosis, she recalls: “They be-
longed to the French school, where there was no particular emphasis on
the category of trauma. Our intervention wasn't based on thar diagnosis.
All the links o it were made after the fact, but theyv're of no historical
value since we weren't thinking along those lines at all.™ In facr it was
only with the first mission to Palestine that trauma as such became a
concern for MSE, first among Palestinian psychiatrists, who made exten-
sive use of this diagnosis, and then among French specialists in military
psyvchiatry, who had published widely on the subject: “We invited Crocqg
to come out specially, asked him to refine aspects of the diagnosis and
contribute his direct experience of these problems.”™ One of the pioneers
of psychiatry in MDM echoed this account: “Before 1996 | had never
heard of psychic trauma. Ir was during the first war in Chechnya that we
began to work with it.” She even remembered specifically the first nime
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she received training abour this condition, in a hospital in the south of
France where she was working at the time. It was Crocq, once again, who
was coordinating the establishment of the French emergency aid network:
“Crocq came to give a workshop on the pathology of disasters when the
emergency clinical psychology units were set up in our region.” In other
words, for both MSF and MDM, the category of trauma appeared on the
aid scene some rime after volunteer psychiatrists had already entered the
held, and it simply served to support their intuitions and legitimize their
actions. The victimologists who had been working in military psychiatry
were the vehicles of this rerrospective recognition, but when MSF and
MDM waorkers encountered them, the trauma concept was already
spreading rapidly along the international psychiatric grape vine and was
finding wide acceptance. The victimologists merely speeded what was an
inevitable encounter with the concept.

Thus it was the ideal of moral commitment—lovalty to the “spirit of
the *French doctors,” ™ as one of the founders of MDM put itr—rather
than any appeal to protessional reasoning or to the validity of the DSM,
that drove the psychiatrists in these two organizations to act. For many,
it was an abrupt awakening to a particularly dramatic and shocking situa-
tion somewhere in the world that prompted them to contact the aid orga-
nization they worked with, whether it was Romania and its orphanages,
or the war crimes of Bosma and Kosovo, The same sense of outrage drove
them to take part in furure missions—in Chechnya afrer the second Rus-
sian invasion, in Palestine during the second Intifada. We detect a parallel
with the Armentan psychiatrists who maintained that they had gone not
as psychiatrists (and indeed, they were working as general practitioners),
but as Armemans, called by their ancestral homeland.

In this sense, it could be said that humanitanian psychiatry belongs
more to the humanitarian epic than to the history of psychiatry."” More-
over, it became much more solidly established as a field among aid organi-
zations (we need only note the recent proliferation of mental health mis-
sions throughour the world, and the increasing number of expatriate
psychologists) than within the discipline of psychiatry. In academic psy-
chiatry 1t had only a marginal presence (as a part of the curriculum tor a
diploma in transcultural psychiatry), and all those who practiced it did

" In his apologia tor this new practice, Christian Lachal (2003, p. 33), writes: “Huomani-
tarian psychiatry is a branch of humanitarian medicine. Humanitarian medicine nacurally
finds its place i the field of humanitarian aid, and psychiatry its own place within the
domain of humanitaran medicine.” He adds, *Humamearian psychiatry is a branch of psy-
|_'|'|I.1[I':|-'. We can :-:|H.‘.’L|v'. of huemanizarian |‘:|~._'g.'-:.'|'|i:|:1|:':. JUsT 4% wWe '-.iu':'lk al infant p\g.'l;hi:_ﬂ_r:.-'. li1
hath cases, these are specihc helds of psychiatry which developed gradually.™ Of these two
defimitions, the hrst seems a more accurate descripiion of an empirically observed reality
than the second,
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so alongside a public or private practice completely separate from their
international activity, Humanitarian psychiatry was much more a practice
of psychiatrists engaging in humanitarian activity that gave added mean-
ing to their work," than ir was the work of specialists in what would later
be dubbed humanitarian psychiatry {in contrast to military psvchiatry).
Moreover, the hrst steps in humanitarian psvchiatry imvolved much im-
provisation and experimentation, do-it-vourself methods combined with
inventiveness. The director of mental health ar Médecins du monde re-
calls, “We weren't afraid of anvthing. At our first meeting we were all
ready to set up ‘Psychiatres du monde.” Ar the time we joked abour ir.
MNow things have turned around a bit, as they have in sociery also. Twenty
vears ago, if [ said to someone, “You need to go and see a psvehiartrist,’
they would have been offended. Now they take it as sensible advice.”™ And
indeed, members of both organizations testify to the inital reticence of
the newly arrived psychiatrists. The head of mental health ar Médecins
sans fronnéres rold vs:

[ got a call from the director of programs. She said ro me, “Whar are we going
to do? We've never sent psychiarrists before, We don't know how to manage
them in the held. We don't know how they're gomng 1o work with the others.
Wouldn'r it be a good idea tor vow to go on an exploratory mission?™ [ sad,
“Why me#” Her answer made me laugh: “For the first tnial with psvchiatrists,
it"s berter if it’s someone who won't frighten the medical workers,™ 1 don't
know if that's a compliment for a psvchiatrist.

But within a few years, psychiatrists found their place. This was partly
because they were also medically gualified. In this they had a marked
advantage over psvchologists. A psvchologist remembers how, during the
1970s, her intuitions had met with a rebuff from the aid organizarion she
now works with:

I'd contacted them to sav that while there would be medical needs to rend o,
there were also psychological needs. For me it was obvious that psychologists
had ther ]':uim;u within humanitarian medicine, [ was told thar this was a mecheal
organization and that only docrors, nurses, and logistics experts were taken on
as volunteers. But | could make a donanon of 1 hked, And 1 did!

This ambivalent relationship berween doctors and psychologists was
already apparent in the prehistory of humanitarian psvchiacry, And it per-
sists. In field teams todav the direcrors of mental health programs are

* Neronigue Nahouwm-Crappe (199, p, 266], writes: “The use of psychiatry i the con-
temporary humastanian aid program derives from the impossibility for everyone, including
medecal ard workers, of facing the totality of hornfic evenrs which they witness as they are
happening.”™
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psychiatrists, and those who implement them are psychologists. While the
former will go out on one- or two-week visits once or twice a year, the
latter generally stay in the field for between six months and a year, some-
times longer. Underlying this distinction are 1ssues of credibility (the
higher status of the medical doctor), bur also, incidentally, of employment
opportunities (the large number of psychologists on the job market). Thus
we should remember that despite what the term “humanitarian psychia-
try” suggests, it is practiced mainly by psvchologists.

We see then that the introduction of mental health care into aid work
did not derive as we had thought from a scientific advance (the recogni-
non of trauma as a valid medical diagnosis) that opened a new held of
knowledge. Rather it was an ethical shift thar was responsible, the recog-
nition of a new locus of engagement (suffering as a moral category). At
the 1992 conference on “Mental Health, Societies, and Culrures: Towards
a Humanitarian Psychiatry™ in Bucharesr, the director of mental health
programs at MDM recalls that there was virtually no mention of trauma:
“It was more focused on all the extreme situations—war, disasters, pov-
erty, refugees—all rhe things thar result in strain, rupture, or distortion
of the social fabric, and thus cause psychic suffering.” MDM’s publiciry
campaigns took up this idea a few years after Armenia, with the slogan
“We also rreat invisible wounds.™ Or, as the title of an article in a Méde-
cins sans frontiéres publication pur i, *Silent Pain Also Needs Care,”"
The fact that the focus was on “suffering™ rather than “trauma™ (in both
climical practice and public relations), and that the word most often used
by those involved to explain what motivates them 1s “empathy,” clearly
indicates that we are in the realm of humanitarianism rather than the pure
psychiarry of trauma: “Trearing psychological wounds means first of all
putting the unspeakable, the ordeals, and horrors that people have under-
pone, into words,” writes Béatrice Stambul in Médecins du monde’s jour-
nal.'" Making a link between violence inflicted on the body and the viola-
tion of human rights is intrinsic to the humanitarian project. Here 1t 15
extended ro the deepest, and thus least visible, traces of tragic events:

" The article formed the introduction o the Medical News special issue on psychology:
Meédecing sans fromtiéres, Medical News 7, no. 2 (1998), p. 2. In her interview with us, the
director of mental health programs at MSF acknowledged, “Around 1994, Médecins du
Monde mounted a huge campaign which basically said, “We take care of the suffering thar
can't be seen.” And that was humaniearian psyehiatey, psychological suffering. Ar M5F we
recogmzed how apt thar wording was: “They've purt their finger on ie.” We were almost irked
that we hadn’t thought it up oursclves. We thought they'd created a very discreet bur really
well made campaign. And I remember huge posters in the merro with black-and-white pho-
tos, nothing flashy, It was beautiful. Tt was aestheric, I wasn't miserabilist. It was really well
done, We said, ‘They've gotir.” ”

%P Srambul, “Pas de santé sans justice™ [Wo health withour justice]. Médecing du
Monde, Le jowrnal destiné aux domatenrs 56 (1999} p, 7.
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“Therapeutic work extends to and includes compensation, which involves
recognizing psvchological suffering on an equal basis with any physical
disorder.”™ Thus humanitarian psychiatry derives from the recognition of
psychological suffering rather than from the identification of mental ill-
ness; it manifests as a stirring of empathy rather than a call for clinical
evaluation.

According to Jan Goldstein, “console and classify™ are the two found-
ing principles of modern psychiatry, from the end of the eighteenth
century on. The hirst of these grows out of a religious tradition, the second
from a scientific process.” Humanitarian psychiatry placed much more
emphasis on consolation, and showed comparatively less interest in classi-
fication. It was an ethical practice, at the service of victims, before it
became a medical discipline presupposing a diagnosis. Trauma was not
the reason for imtervening: at most it justihed the intervention in retro-
spect, albeit with a degree of reticence on the part of many psychiatrists
who disputed the frequency of post-traumatic stress disorder. It is clear
that we need to reverse the accepted chronology: in the beginning was
humanitarianism,

On THE MarGins oF War

While the devastating rragedies of earthquakes—from Armenia in 1988
to Turkey in 1999 and Iran in 2003——puncruate the history of humanitar-
ian psychiatry, it was war zones that soon became the heart of the pracrice.
This is a crucial shifr, On the scene of earthquakes, disaster was anony-
mous: suffering was caused by the forces of nature, and there was no
need ro take sides. In war zones, on the other hand, the issue of partiality
immediately raised its head. Here suffering is caused by human violence—
and it is rare for the two sides to be treated equally. Both in international
opinion and among aid organizations, there is a perception of the arracker
and the artacked, of oppressors and the oppressed. Once it was the Soviet
army and the Afghan people, Iraqis and Kurds, Ethiopians and Eritreans.
More recently it was Russians and Chechens, Serbs and Croatians, Bosni-
ans, or Kosovars. In other words, conflicts call for moral evaluation as
much as for political analysis. What is judged good and whar is judged
evil generally depends on shared public opimon within the world to which
aid organizarions belong. The Russian persecution of the Chechen people,

" Although in her book Comsole and Classify she emphasizes her divergence from Fou-
caults History of Madness, by highlighting these two elements, Goldstein paradoxically
engages with the material of both Ommes er Simgularim (“console™) and The Birth of the
Clinic (“classify™}.
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tollowing on the Soviet invasion of Afghan territory, was widely con-
demmned in the West, despite the Realpolitik that prevailed in government
circles. Successive waves of Serbian violence against the Croarians, Bosni-
ans, and Kosovars were denounced and then countered with varying de-
grees of commitment by Western powers, and ultimarely became the sub-
ject of legal proceedings within the framework of a recently established
international justice system. It is relatively easy to intervene on one side
while proclaiming neurrality. We are on the side of the victims, say the
humanitarians.”” Politics be damned, this is about ethics.

Bur this apparently clear distinction can become blurred—or at least
be exposed for whar it is, a politically contextualized moral evaluation—
when disagreements arise within the humanitarian movement. This is un-
common, since usually those involved share not only the same moral val-
ues, bur also the same political perspective. In opposing the Russian gov-
ernment in Chechnya, the Indonesian government in East Timor, the
Sudanese government in Darfur, humanitarian morality comes together
with international law and, above and bevond this, with a sense of injus-
tice that 1s widely shared in the West. Matrers were not so simple 1n the
tormer Yugoslavia. When NATO forces were used against the Serbs in
1999, MSF and MDM, like many other organizations, set up camps and
clinics tor Kosovars fleeing the bombardment. Later, when the air strikes
were over and the return of the Kosovars had been organized, they contin-
ued to support them, principally in the area of mental health care, But
during the conflict the Greek section of MSFE, which took the view that
Serb civilians were equally victims of this violence, decided to orgamize an
exploratory mission to Belgrade, despite opposition from other national
sectors within the organization. This initiative reflected the fact that in
Greece the moral evaluation of the sitnation in Kosovo was based on
different political premises, linked to ancient affinities with the Serbian
people. This mussion resulted in the expulsion of the Greek secror from
the international movement-—something that had never happened betore
in the history of MSE* Over and above the shock wave sent out by this
unprecedented sanction, the discord revealed a more general aspect of
work in a war zone: there might be different ideas about who the victims

U Rony Brauman (2000, p.65), in reference to the debates that spread throughout the
humanitarian movement as the Viemamese fled communist repression in 1979 {a debate
thart formed the background to the splic in Médecins sans fronnéres in 1980}, writes: “Vic-
tims, all victims, deserve a fratemal hand, extended irrespective of ideclogical differences.”

' The inrernational M5F movement was not the only organization thar refused to accept
the polines of the Greek section. The director of mental health programs ar MDM re-
marked, “We had some problems with the Greeks. It was the Orthodox connection. They
went to the aid of the Serbian victims of the NATO air stnkes; they didn't recognize the
concerns of the Kosovars,”
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were. Moreover, this split made it clear that absolute neutrality was
impossible, and that humanitarians were always implicitly taking sides,
As we shall see, the Israeli-Palestinian conflict took this dilemma 1o irs
mMost extreme.

There is, however, nothing surprising in the fact that war has become
the preeminent locus of operations for humanitarian psychiarry, It was,
after all, on the bartleheld that humanitarian organizations {from the Red
Cross to Médecins sans frontiéres) did their first work, and it was on the
battlefield that military psvchiatrists had their first clinical experiences of
trauma. In France, specialists like Claude Barrois, Frangois Lebigor, Guy
Briole, and particularly Louis Crocq, all professors of psychiatry at the
Val-de-Grice military hospital in Pans, could be tound in conflict zones
long before humanitarian mental health specialists arrived.™ As we have
seen, these clinicians were the descendants of a long line of military psy-
chiatrists who had been identifying, classifying, treating, and publishing
on cases (long grouped under the title “traumatic neurosis™) since the
First World War, and who had extensive experience of soldiers returning
from the front. In discovering war zones and their vicrims, humanitarian
psychiatry was unwittingly reconnecting with an already well-established
tradition, as those involved realized only later. But it was based on differ-
ent premises: it focused not on combatants, but on civilians. It highlighted
empathy rather than clinical criteria. More than simply rreating, it also
bore witness. In these three aspects, humanitarian psychiatry was wriring
a completely new page of history, distinct from that on which military
psychiatry had been set down for nearly a century, It was only later, and
coincidentally, that it came into actual contact with military psychiatry,
through exchanges with military doctors such as General Croceg, who had
ties with MSF and MDM. For military psychiatry, trauma was primarily
a diagnostic category that led the way to clinical treatment. For humani-
tartan psychiatry, it was hrst and foremost a lived reality that offered a
window onto an experience of suffering. It 1s this experience thar we must
now attempt to delinearte.

After Armenia, where it first emerged, it was in the Balkans during the
1990s that humanitarian psychiatry began to evolve. In the interim there
had heen Romania, with its prison-like orphanages and decrepit nursing
homes where disabled children and menrally ill patients sragnated in
squalid conditions—an important revelation, particularly for Médecins

“8ee in particular their monographs, which all bear remarkably similar citles; Les
Névroses trawmatigues [Traumatic neuroses] (Barrois 1988), Le Trawmatisme peyeholog-
iqiee |Psychological raumal] (Briole, Lebigor, Lafont et al. 19931, Les Traumatismes psych-
fpres |Psychic rraumas] {De Clereg, Lebigor 2001), and Les Trauwmatismes psychigues de
guerre |Psychic traumas in war] (Crocg 1999),
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du monde, which ran programs in the country. But the context here was
the psvchological consequences of chronic destitution, rather than a trau-
matic event. It was the exceptionally violent break-up of the tormer Yugo-
slavia that turned humanitarian psychiatry into a wartime clinical prac-
tice. In Croatia, then in Bosnia, and above all in Kosovo, a practice at
least, if not a politics, was being defined. The language and tools of a new
speciality were coming into being. People began to refer more and more
to trauma, or even PTSD; charts and scales were beginning to be used ro
recognize the signs. Bur the move towards full recognition of this diagnos-
tic category and its language was nevertheless a gradual one.

Consider for example the report on MSF's first mental health project
relating to the conflict in the former Yugoslavia. The project took place in
France, starting in November 1992, and it involved sixty Bosnian Muslim
civilians who had been liberated from the Serbian camps in Bosnia-
Herzegovina and were being housed in a Sonacotra® hostel in the Saint-
Etienne region. The report gave a detailed description of the psychological
consequences of their detennion experience. Bur the “chinmical practice of
trauma”™ presented in the report mentions virtually none of the symptoms
used as criteria for post-traumatic stress disorder. The report speaks of
“loss of habitual points of reference underpinning identity,” “destruction
of subjects’ capacity to anticipate,” “difficulties in adjusting to physical,
psychological, and behavioral changes caused by deprivation, mal-
treatment, and torture.” In an explicit reference 1o French ethnopsychia-
try, there is mention of “the loss of the habirual culrural contexr, supports
rthat underpin the group, and language and social rhythms.™ It is only at
the end of the list of symptoms that reference i1s made to “the pamful
entrapment of refugees in a cyclic time that brings back the faces of tortur-
ers as well as the cherished images of family, soiled, humiliated, and pro-
taned™*—a phrascology far from the standard formulae of DSM. The
vocabulary is still largely that of traditional psychology, although for the
first nnme mennon 1s made ot a “PTSD questionnaire,” albeit one which
15 used “fHexibly and adaprively.”

Thus, the words and the tools existed, but relatively few as vet sub-
scribed to the ideas they represented. The vocabulary and the syntax were
being established, less in order to treat Bosnian survivors (since the scope
for humanitarian volunreers to offer therapy was limited by the fact thar
patients were supposed to be treated by hcensed psvchiatrists) than to

“ Sonacorra {Mational Society for the Construction of Housing for Workers), the main
French organizarion providing accommaodation for immigrant laborers.

M 8ee the article by Yves Gozlan and Pierre Salignon (1995), who set up this project
and later worked with other Bosnian former detainees in a transit camp in the former
Yugoshavia.
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put together documentation of the atrocities committed by the Serbian
military (in order to understand berter the realities of ethnic cleansing).
“The task of the team leading the study was nor to offer medical treat-
ment,” note Gozlan and Salignon. “The reports drawn up at this nme
were meant to be included among the working documents of the Investi-
garion and Prosecution Committee of the International Criminal Court,”
“Study,” “report,” “commission”—the focus is first and foremost on evi-
dence garhering, a process thar is deemed to have a therapeutic funcrion
of its own: “Where trauma had broken links, we encouraged construc-
tion, where trauma had resulred in devastation, we encouraged putting it
into words,”™ This first experiment—protected to some extent by the
French environment in which it took place, more comfortable than the
camps and centers where the team was later to work in the former Yugo-
slavia—nevertheless fed into subsequent developments in humanitanian
psvchiatry. Médecins du monde was secing the same process of evolution,
as the director of its mental health programs suggesrs: “In Croatia and
Bosnia, we had psychiatric rteams working around reconsteuction and rep-
aration.” The main project was the Duga Center, set up for “children
traumatized by the contlict.™ Hence, in this contexr, where the effects of
the conflict on the psyche were all the more marked because ethnic cleans-
ing and concenrration camps reawakened the spectre of Europe’s darkest
days, davs that evervone thought were safely behind them—the 1990s
were a period of apprenticeship in war for humanirarian psychiatry (al-
though interventions at the scene of natural disasters also continued). The
decade ended with a final jolt that definitively established the discipline.

In Kosovo, humanitartan psychiatrists and psychologists had heen
working in the field since the starr of the conflict. They were thus in a
position to treat trauma ar the very moment when it arose, withour wair-
ing for the long-term effects to emerge. This is emphasized by what
MDM’s director of mental health programs told vs: *In Kosovo, we ar-
rived before the event, There’s all this debare about the issue of humani-
tarian monitoring of situations. You have to acknowledge that if there
ever was a war that could have been predicred in advance, this was 1t.”
The team on site, in what was then still the Federal Republic of Yugosla-
via, left Kosovo hurriedly the dav before the NATO air strikes began. As
soon as the processions of families fleeing the violence, or more frequently
driven out of their homes, arrived at the border, teams were ready to
intervene in Macedonia, Albania, and later in Montenegro, Evervone saw
the implementation of mental health programs as a priority. “Ir wasn't a
random decision,” the director continues, “It was really [she hesitares|
.. . everything happened in this way that [she hesitates]. . . . Tens of thou-
sands of people were arriving in dribs and drabs, with the wild eyes of
people who have just seen their homes burned, their livestock slaughrered
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betore their eyes. We heard terrible tales of rorture, brutality, executions.”™
In such conditions psychiatrists and psychologists felt themselves useful,
and they were perceived as useful by their fellow volunreers. As the MDM
director admitred in our interview, “It's true that there were really simple
things that had amazing results. Talking in groups helped people feel
calmer. We could identity those who were developing a full-scale trauma
neurosis and those who were simply traumatized, who could be helped by
talking. We did debriehng. There was a lot of psychological intervention,”

The intervention began in the camps, and ended with major support
for the reconstruction of the country’s mental health services.” In the
interim, MDM learned a great deal about the tming ot trauma. For the
first time, humanitarian psychiatrists and psychologists were interven-
ing not in the aftermath of the event, when people were beginning to
show symptoms, but almost simultaneously with the event. Today they
deseribe themselves as having pracnced the then unnamed technique
of “emergency psychiatry.” According to an MDM psychiatrist, this
was also the hrst nme char a chinical evaluation rool was systemancally
used to wdentify patents who required further treatment. This was the
“Crocq scale,” which had been adapted for humanirarian use during a
mission to Chechnva.

Médecins sans frontiéres had also set up mental health programs
among refugees in the three countries bordering Kosovo, complementing
their traditional medical aid programs. But most of the organization’s
energies during the period of the NATO air strikes were focused on chron-
wching the violence suffered by Kosovars. What interested them was not
so much rrauma as what produced it—events rather than their conse-
quences. They therefore produced a report combining epidemiological
data with narrative accounts that confirmed the existence of a Serbian
deportanon policv. The publicity generated by this report helped to legin-
mize NATO's military operation.”® Once the refugees had returned to
their homes, a program was set up to train teachers to lead support groups
and docrors to conduct psychological interviews. The French psychiatrists
workimng in Kosovo, who were not particularly keen on the DSM's evalua-
tion tools, which they found “too based in North American practice,”

* However, reporrs from MAF focused on “the wounds of the soul,” notably in the spe-
cial 1ssue of MA5Fs journal for donors, which bears this nele and s almost exclusively de
vored to traum: “The Wounds of the Soul,™ Médecins de Monde, Le josrnal destind anx
donatenrs 56 (1999),

= Bigmaficantly, the document Kosoro: Accounts of @ Deportation—which made the front
prps af Frengh 1|:l1|:. Fibfration on .-"|.|'|| il 30, 1999 pnder the headline “Kosovo, | 't;l'u||.|('f{
des humanitaires™ [Kosovo: The humanitanan study|—contains noe psychological dara tesn-
fving o the Serban government’s “crimes against humaniry.” Traoma fearures neither in
the statistcal study nor in the narratives included. It had not vet found s place in testimony,
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relied more on their “clinical experience™ and offered, among other
things. home visits for people suspected of being ar risk of disorders, How-
ever, specializing in trauma was limiting and often frustrating, given the
many forms of mental disability they confronted. One psychologist ex-
plains as follows:

The most dithicult thing for me was seeing people where vou realized thar actu-
ally they weren't traumatized, they had been il for a long time. We were meeting
people who needed an enormous amount of help, and we weren't there for thar.

We had to say o them, “I'm sorry, bur we can’t trear vour chald.”

This experience was shared by all the aid organizations. Above and be-
vond trauma, evervday mental illness gradually emerged as the major
problem, aggravated by the shock of war, interruptions in trearment, and
the break-up of the health services—bur these disorders were ourside the
realm of humanitarian psychuatry, and it was time tor the volunteers to
return home. The emergency was over.

THeE FronTIERS OF HUuMmaNITY

Croatia, Bosnia, Kosovo—but also Armenia after the conflict with Azer-
baijan, Chechnva during the second Russian invasion, and Palestine dur-
ing the second Intifada. A geography of humanitarian psychiatry was
gradually being drawn and the map revealed a cruel gap: the African con-
tinent, The 1990s were a decade of particularly bloody wars in Africa,
from Sierra Leone to Sudan, from Liberia to Congo, peaking with the
Tutsi genocide in Rwanda in 1994, which rook place under rhe very eves
not only of the international community {from the UN on down), bur
also of aid organizations which were present but powerless to intervene.
Foremost among them were Médecins sans frontiéres and Médecins du
monde. For many of those who lived through the davs of terror in Kigali,
when several hundred local aid workers emploved by these organizations
were massacred, when those who risked going out into the streets of the
capital were presented with the spectacle of piles ot brutally munlated
corpses, when the wounded who managed to reach the hospiral were
caught and killed there, when Hutu soldiers did everything they could to
block trearment of the wounded, this mission was certainly the harshest
ordeal they had ever faced.” When an uneasy peace was restored, the

7 The most poignant restimony in this regard is thar of René Caravielhe, a member of
the M5F team in Kigali, encitled Ow tor o rten. Le porernal d'un logisticien |Either all or
nothing: A logistician™s journal] and self-published by the author. He recounts how the firse
of the wounded were received: “In my career as an aid worker I've seen murilared bodies,
but never anything like this.” He also quotes from a leteer from one of s colleagues:
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almost unimaginable scale of the psychological consequences, wrought
by the brutal extermination of almost a million people, paralyzed the
mental health specialists. And this despite the fact thar ar this rime, in
other parts of the world, they were using trearment methods more and
muore centered on rrauma. It was not untl 1996 that the first MDM pro-
gram was set up, and even that was ar the imitiative ot a public health
specialist rather than a psychiatrist. Médecins sans frontiéres, which had
been expelled trom Rwanda after the organizatnon condemned a massacre
in a refugee camp, showed a similar reticence, although in 1996 its Belgian
section organized a series of meetings on the issue of psychological sup-
port. How can this delay, even reticence to undertake work that was being
done with fervent conviction at the very borders of Europe be explained?
The qguestion is difficult to ask. The answers are even more complex, and
thev also prove to be extremely painful.

Michel Dechambre, a child psychiatrist, recorded his reflections upon
his return from an explorarory mission ro Rwanda he undertook for MSF
in 1995 ro evaluate the appropriateness of a menral health program. His
case against sending the mission, which he stated with remarkable hon-
esty, may help to explain the attitude of psychiatrists at the time.*® It was
based on five arguments. First, the number of potential victims was far
beyond the capacities of mental health specialists: *We were not talking
about individuals—dozens, hundreds, or even thousands. There were tens
of thousands of children wounded to the core of their heart, sensitivity,
and memory.” Second, the kind of intervention needed was the opposite
of whart the aid organizanion was designed to accomplish. They “purt out,
through a high-level media campaign and ourspoken statements, an image
of ethciency, rapidity, and rigor,” but what was required in Rwanda was
“an extended, lasting intervention, making use of the few local structures
still in existence.™ Third, the very nature of the trauma made any psycho-
logical approach extremely delicate. This was not a narural disaster or
even a war I‘.IET“-'E'E'T.I fwo l;ﬂl.]ﬂl'l'i-E'E. As tI'IE‘ F:l.lf'l"i."l.’l'.l'rﬁ l'hEI'.I'.IF-El"n’E‘ﬁ ].'H..It .H.',_
“We were forced to kill each other because we were persuaded to do it,

= e -_—

“Rwanda was not my first mission or my last, bur in the space of rwenty-two hours it made
me a traumatized man who, out of pride, carried that pain for six years betore T went to a
psvchotherapist.™ The therapist who had diagnosed him wich “PTSD, or cumularive seress,”
took his own life shorely afterwards,

“ These observations are reported in a brief areicle by Dechambre, ©Bilan d’un échec,
Mission exploratoire au Ewanda (Aveil 199517 |Account of a failure. Explorarory mission
to Rwanda (April Y9951, Médecms sans frontidres, Medical News 7, no. 2 (1998), pp. 64—
b6, Bernard Doray (2000, p. 124), who was involved in setting up a MNational Trauma
Center in Kigal with the support of UNICEF in 1995, is equally clear, if less brutal: *On
the one hand, there were no Bwandans able to trear the travma of the survivors, and on
the other, foreigners who came to Rwanda could not establish delicate refationships with
rraumatized people whose language and culture they did not share.™
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we who had been brothers,” with the result that many of them now
had the sense of belonging to a natnon of “wild beasts.” Fourth, the
prospects for peace were not yet certain, so it was too early embark on
self-examination, which required “reestablishing a sense of security on
the emotional as well as the material level.” Finally, relations between
expatriates and local people remained too strained to sustain therapy that
assumes “trust between the therapist and this despair.™ Significantly, ac-
cording to Dechambre, the only action that seemed not only possible but
also necessary was “offering a listening ear to the emotional experience”
of the expatriate workers, so that they could recount the ordeals they had
witnessed and their own experience of them.

As so often when a large number of obstacles are cited, the real under-
lying reason may be found by reading berween the lines. It seems clear
that this was the case here, The thread that runs through Dechambre's
five arguments 1s an ateempt at justification rhar conceals a weakness
deeper than any of those explicitly listed; namely, the awareness of a dif-
ference that is presented as insurmountable, This difference 1s first and
foremost cultural, even geopolitical, “Western media coverage” presented
the Rwandans as “*monsters.” Aid workers were described as “Western-
ers” who were poorly prepared to operate among them. Ultimartely it was
“impaossible to offer them real support on a Western basis.” But this differ-
ence soon came to be expressed in racial rerms: I discovered thar a whire
person could have difficulties in understanding a *black consciousness,’
‘black’ revelations, and a *black truth’ thar is not ours.™ Ir is unusual to
hear the issue expressed in this way, but it articulates a deep truth of
humanitarian psychiatry.

[n order that the different parties involved may recognize the reality of
the traumas, anthropological otherness first has to be eliminated. It has
to be possible to imagine the other, the victim of violence, as another self,
with the same psyvchic structure and capable of the same reactions to the
event and the same suffering of the loss. But he or she must also be cred-
ited with a trust for the person offering a listening ear. By accepting the
support offered, the victim gives a sign that a level of intimacy is possible,
sufficient to allow the sharing of confidences. Here it appears that these
two conditions were not met, Western aid workers saw the Rwandans as
fundamentally different—Dby virtue of their color, their history, and their
numbers—and unwilling to open themselves to Westerners who would
not understand them and mighe even betray them. This radical otherness
was rarely explicitly stated, bur it was everywhere apparent. In January
2000, a team from MSF sent to Sierra Leone stated the need tor a mental
health program for victims of the country’s civil war. After long discus-
sion, the project was abandoned. “One argument that was often put for-
ward,” explains psvchiarrist Christian Lachal (who sees the argumenr as
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unfounded), “was doubt as to the possibility of constructing a program
of psychological care among a population whose traditions and system of
thought were so different from ours.™ In March 2001, an MSF program
director expressed surprise that no major mental health projects had ver
been implemented in Africa. *“You'd think that only Europeans could ben-
efit from mental health care. But I really want to show thatit’s also needed
in Africa,™

This difficulty in establishing mental health programs on the African
continent (where cultural differences were thoughr to be too great) is par-
adoxical, given that those who introduced humanitarian psychiatry inro
MSF also promorted ethnopsychiatry in France, a discipline that by defini-
tion is based on acknowledging these ditferences. When we put this to the
coordinator of mental health programs, she recalled the failure of a num-
ber of exploratory missions in Africa—in Rwanda and Sierra Leone, and
also in Mozambique: 1 think there are different reasons, which are re-
lated to the particular situations, but maybe there is also something struc-
tural.”™ In other words, cultural. But the place we really need to look tor
this “something™ is not in the culture of others, bur in the culture of hu-
manitarianism. As the nurse who served as coordinator of the MSF team
in Armenia explained to us, in an interview conducted ten vears after the
earthquake that occasioned the frst steps in humanitarian psychiatry,
“We don't have mental health programs in the refugee camps in Africa.
We should. But evervone thinks that it's too complicated—that it’s cul-
tural.”™ Attempring to explain what happened in Armenia, she said,
“There was something magical there. S0 many things that were commumi-
cated just through eve contact. It was as if they were European. I've
worked a lot in Africa, and it was the first nme | worked 1n a country
where the people were so like to us.”™ This similarity which she so frankly
evokes 15 actually ontological: it 1s what allows people to be included 1n

' See the article cted above, “Mettre en place une mission de soins psychologigues.
Pourgquoi? Quand? Comment?” [“Setting up a psychological care mission: Why?
When Howr 2™ |, available a h[[]'I;.'Iu"'r'-"h\"'n'n'.-..'IiI'|il.ll.ll.'-qu"lI!l\i.ZI_.lITl]'l'l_‘”l_‘.iH"ﬂ.‘ll_'lll.‘ltlu'llﬂl.'hi!l.pl.u. While
Lachal maintains that the “ambient culture™ must be taken into account and thar 0 may
even be necessary to resort to “rranscultural psychiarry,” he focuses particularly on war
irselt as culture, and asks, “What s more dithcult to imagine, the way child soldiers are
created using psvchological conditioning rechnigues that are often exrremely modern, or
r]'u:' '|.'|.';L}' L.'I'Iilill‘l.'rl Hll g 5 l'|.‘|.':!|r|:'|:i 1] |;"||:|:ri|'i-;,2.'||!i|.:||:!| CEPEMONIES \t'hlq.'h r'I.'E'!II'I:'.‘iIL'ﬂr [r':ln::lir:|:|1'|.'1| P.l: ol L uf
therapy#™

= Ar the MSF board of directors” meeting on December 22, 2000, where Mare-Bose
Moro, the coordinator of memtal health programs, gave a public presentarion, one of the
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“So am I, [ have long been troubled by thos gap, but T thank we're responding nor only o
the needs of people, bur also to how far it is possible to integrate this aspect of care into
M5F teaims.”
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the same circle of humanity, And Africans have long been relegated to the
margins of this circle.

It would be wrong to see our statement as polemical. On the contrary,
it articulares a reality of the field, problematic for those involved, and one
of which they are often aware but rarely able to name. Humanitarians
act in the name of humanity, in the sense both of a species (all human
beings) and of a value (a form of concrete humanism). And so, when the
language of trauma is used to describe and to testify to extreme violence,
our sense of exposing forms of inhumanity is reinforced, and this raises
ontological dilemmas. These questions are of course raised by all war
situations, but the brutality” of recent conflicts in Africa renders them
acutely pressing today. Yet in the field the ubiguitous reference to trauma
to describe the horror of these wars has not been translated into concrete
programs that could help alleviate the consequences. Why should such
inhumanity distance us from African subjects more than European sub-
jects? We may find an explanation in the history of the radicalization of
the otherness of Africa, as Achille Mbembe points our:

The theoretical and practical recognition of the body and flesh ot “the stranger™
as flesh and body just like mine, the idea of a common human narure, a human-
ity shared with others, long posed, and snll poses, a problem for Western con-
sciousness. But e is in Africa that the notion of “absolute otherness™ has been
taken farthest.”

When it comes to trauma, the otherness of the body and Hesh exrends
to the soul and psyche, as the reluctance ot aid organizanions to engage
in caring for these aspects of the person in Africa indicates. In other
words, the ontological difference which those involved identify is also {at
a less philosophical level, we might say} an anthropological difference.
The issue has not gone unnoticed by psvchiatrists and psychologists them-
selves, who express disappointment that, owing to pressing medical
needs, only minimal resources were available for psvchological treatment
m the only African MSF program that included mental health care: the
project designed to help women who had been raped during the civil war
i Congo in 2000, Prescribing antiretroviral drugs to prevent AIDS
among the women took precedence over post-trauma counseling, they
hitterly comment; and rthe lone Congolese psychologist on the program

* The expression used by German historian George Mosse, whose book Fallen Soldiers:
Reshaping the Memory of the World Wars (1990) was highly successful in France. Thus the
term we have rransposed to Africa was coined to designare a violence historically situared
in Europe.

O the Postealosny (2001, Mbembe adds, “Wherther in everyday discourse or in osten-
sibly scholarly narratives, the continent is the very figure of *the strange.” It ts similar to thar
inaceessible *Other with a capital O evoked by Jacques Lacan.”
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staff received support from an expatriate psychiatrist only for a short
period, with the result that in total only fifty women were seen.’” Never-
theless, in the conclusion of a report on the project, the team members
expressed satisfaction with their initiative: “This approach to men and
women in terrible situations can only be adopted in the name of a precise
ethics, which does not constitute a new humanism, but is contained in
the terms ‘console, care and testify.” ™ In Congo, albeit under difficult
and limiting conditions, Africans were included in this moral community,
which they thus shared with the humanitarian workers, tor the first time.
This very belated step forward reveals the dimensions of the gap berween
values defended and actions taken, between the abstract humanity cham-
pioned by humanirarianism and the individual human beings that human-
itarians come into contact with. Significantly, it was the recognition of
rrauma as a universal experience that made this development possible.

How are the three principles of this new ethics (console, care, and tes-
tify) put into practice? And what is the place of trauma within it? In order
to answer these questions, we shall now examine the most emblematic—
if not the most typical—project of humanitanian psychiatry: Palestine,

* The dithculty and delay in implementing a first program of psychological care in Africa
are admittedly parncolar ro the history of MSFE, but Rémy Lomet’s article (in che report D
hien awe som [From link to care], pp. 44-55, horpafwwwmedecinsdumonde.org ) describes a
VErY samilar EXperience al Médecing du monde, albete 1 bess stark terms: “ Afeer the ‘ewenrs,”
for various reasons, primarily the murder of “imellectuals,” the number of *Rwandan psychs’
could be counted on the hngers of one hand; the language and culture barrier made direct
intervention by exparriate “pavchs” unrealistic.”

* Asensi, Moro, and N'Gaba (2001},
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Palestine

THE Davs FOLLOWING Ariel Sharon’s September 28, 2000 visit to the
site in |erusalem thar Palesnmians know as the Noble Sanctuary saw the
beginning of the second Intifada, also known as the al-Agsa Intifada,
Médecins sans frontiéres and Médecins du monde had lictle difficulry in
establishing a footing on the ground. They had already been in the area
for a number of vears, working primarily in mental health care. Humani-
tarian psychiatry was, consequently, the principal field of activiry for both
organizations. Medecins sans frontiéres set up its first project in Palestine
in 1988, and six years later developed its first mental health program in
the Jenin refugee camp, following the Washington peace agreement that
put an end to the six-year first Inntada. The project involved working in
partnership wirh a local team to serup a psychological care unir for people
deemed rraumatized by the years of conflicr. After three vears the unit was
closed, but other projects were established, working among ex-detainees
coming out of Israeli prisons, and with mothers whose children were suf-
fering from malnutrition in Hebron. Médecins du monde had been pres-
ent in the Palestinian territories since 1995, providing medical treatment
programs. In 1998, MDM began to extend its activities into mental health
care, working in collaboration with a Palestinian NGO to set up a project
among yvoung drug users {in East Jerusalem) and running short training
courses for local health professionals to raise awareness of psychological
problems (in the West Bank). In other words, some, albeit imited, expen-
ence of intervention around trauma had already been gained, a degree of
knowledge of the context had been built up, and institutional links had
been established with local groups. However, the second Innfada was o
see a complete reorientation of the activities of both organizations.
Their first response to the resumption of open conflict between lsrachs
and Palestinians, with its roll of dead and wounded {mainly inhabirants
of the Palestinian territories), was to return to their tradiconal modes of
action. Whar was needed, it was assumed, were surgeons, anestherists,
and docrors to support Palestinian teams. But exploratory missions
showed that this was not the case. There were plenty of skilled Palestinian
professionals, and the hospirals were well equipped, said the humanitar-
ian workers: in other words, traditional health needs were already cov-



1900 » Chapter Eight

ered. At a MSF board of directors’ meeting on October 27, 2000, one of
the board members reported:

["ve just come back from Palestine, where T hadn't been for four vears. Things
have changed a lor, in terms of surgical work we don't have much to do, because
the Palestinians are now very well equipped and orgamzed. But we need to be
there in case the sitnation deteriorates. There's such frustration and despair
among the Palestiman people!

In fact there had already been discussions with two MSF psychiatnists,
resulting in a decision to build up the mental health program, as the Paris
coordinator of the Palestine program explained. Three days later, a team
consisting of a psychiatrist and a psychologist arrived in the Gaza Strip.
The two specialists returned to France with chmeal observanions made in
two Palestinian families (where they noted “post-traumatic stress™) and
with specific proposals for a project involving a “mobile clinic system.™
A few months later the director of Middle East programs came to the
same conclusion: “In the Palesnnian territories they've got a well-
equipped hospital system with skilled staff. You can’t bring anv added
value. In countries where there’s a well-developed health care system, the
last sector to be addressed is mental health.” The aid mission therefore
also oughr to be focused—almost exclusively—in this domain, more par-
ticularly around the issue of “psychotrauma,” as he termed it.

However, the point in nme at which humanitanan psychiatey arrived
on the scene was new—it was no longer some time after the violenr event,
but almost immediarely afrerwards. In the former Yugoslavia and even in
weeks or months had wsually elapsed berween the

Ingushetia, severa
events of war and the psychologists’ intervention (although in Kosovo
this time had been shortened); they were therefore operating in the more
or less usual climical condinons in which PTSD 15 idenohed. But in Gaza
and the West Bank, mental health specialists were on the spor just a few
hours after the destruction ot a house, the death of a child, the shooting
of civilians, the bombing of a district. There had not ver been time for
PTSD to anse. This was an unconvennonal situanon, although there were
same recently reported instances of similar experiences in clinical pracrice
with “acute stress,” as well as in the history of “trench psychiatry.” * As
MSF's director of menrtal health programs put it

" See the repore by Karine Pillerte and Christian Lachal, Mission exploratoire de santd
sdennbale O Goaza .'iun'p ||' \]'III:Ir,I.'|I1IE. emental health mission oo the Gaza "s[r|p| MAF, COierober
Wi=Movember 1, 20000, The authors write: “There 15 a double rravma, with a reactivanon
of traumaric events they have expenenced in the past, either ar a very voung age, dunng the
first Intifada or, more generally, during periods of tension.”™

f According 1o an MAF pevehiarrist who went out to Palestune and gave us an interview,
“Military docrors are familiar with acute stress and know how to mrear 1. The three basic
principles are: immediate rreatment, on-the-spot trearment, and (questionably) returning
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we usually let the doctors and surgeons go in fiest, and the zone also had to be
made safe before we could trear psychological sutfering thar had nor disap-
peared spontaneously. But later, a number of US and UK studies demonstrated
the importance of early intervention, before clinical symproms arise and a post-
rraumatic disorder has become established. S0 we could envisage being ar the
tront line, where evenrts were actually happening.

In contrast to the sitwation we noted in earlier missions, starting with
Armenia, it seems in this case that the need for psychiatric clinical inter-
vention was the initial justification for humanitarian action. But this shift
from “after” to “before™ had repercussions beyond the clinical. From
now on psvchiatrists would work sguarely in the middle of humanitarian
missions. They, too, would venture to the front lines o work with the
wounded, rather than remaining behind the lines, in both time and space.

One persistent gquestion remained. What was their reason for “being
there™? The answer given by MDM’s director of Middle East programs
was as follows: “To put it in high-flown terms, one of our founding princi-
ples is ‘to treat and bear wirness.” And it"s true thar psychic wounds are
more easily adapted to the mode of bearing witness. The proliferation of
mental health operations i1s probably not unrelated to that.”™ Given rhe
conditions on the ground in the more troubled areas where there i1s no
possibility of implementing normal trearment procedures, it s easy to
understand why the tocus shifts from treating to bearing witness. In the
work carned out in Palestine, the “added value™ of humanitarian psychia-
try 15 probably manifested more 1in tesnimony than in care. Or rather, the
significance of the intervention resrs entirely in showing solidarity in two
very distinct ways: at the local level, demonstrating a concern for individ-
uals encountered; ar the nternational level, bearing witness to the conflict
in the public arena. As one member of the MSF team in Gaza said, *From
the strictly medical point of view, our visits are more a show of solidarity
and a sort of limited ad hoc psychotherapy than a response to urgent
need.” This is put even more clearly by the directors of the program,
who emphasize the “complex interrelation between bearing witness and
medical intervention,™ the former as justified in its own right as the latter:

Thes 1s held testimony, factual, fed by danly contacr between doctors, psycholo-
EISTS, and famulies, In the face of ther .lmffi:rinp,, our n:.*.p{}n.'-:ihil:it}' 5 tor deseribe
the effects of war on them. Our task is simply to recount what we wimess in
the Palestinian territories. On the therapeutic level, this s particolarly im-
portant tor tamilies.

the soldier to combat, Military psvchiatrists work practically ar the frone hine, We're not
military doctors, but we've retained the first two of these principles.”
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Thus bearing witness becomes the ultimate raison d’étre of humanitarian
intervention as a political gesture—and as a clinical act,

THE NEED TO TESTIFY

The medical humanitarian movement was born on the bartlefield of Sol-
ferino in 1859, out of the spectacle of wounded men dying without medi-
cal care. The hrst era of humanitarianism was personihed by Henri Du-
nant, who, in 1863, founded the International Commuirttee for Relief to
the Wounded {renamed the International Committee of the Red Cross in
1875). It was an era characterized by care for the vicims ot war, imtially
soldiers, and later civilians as well, Throughout the twentieth century the
movement faced obstacles and had to make compromises—particularly
in the Sovier Union and above all in Nazi Germany. Negonation was
preferred to condemnation, for the sake of maintaining access to victims
everywhere, under all regimes. During the war in Biafra, a group of
French doctors employved by the Red Cross became outraged by the orga-
nization’s secret bargaining for the righr to bring aid, and they decided to
set up the Committee Against the Genocide in Biafra. It was a sphit over
exactly this issue, the issue of bearing witness, that led to the second era
of humanitarianism, which was spearheaded by Bernard Kouchner and
took institutional form in Médecins sans frontiéres in 1971 and Médecins

du monde in 1980,

“To act and to speak, to treat and to bear witness, these were to be
their watchwords,” writes Rony Brauman, who also shows that from the
outset the attempt to combine these two activities was not without its
contradictions,” Médecins sans frontiéres’ charter vows “strict neutrality
and impartiality,” which is hard to reconcile with the denunciation of
crimes and their perpetrators. At the organization’s 2001 General Assem-
bly, the issue of whether it was appropriate to retain the term “neutrality,”
when it bore little relation to actual practice, provoked a major debate.
Even today, the greatest tensions in M5F center around maintaining a
balance between its two aims. Not onlv can bearing witness (often
brought cenrer stage in major disasters) be counterproductive, jeopardiz-
ing the continued provision of care (as occurred when MSF was expelled

“In tact, as Rony Brauman rightly notes (2004, pp. 55-56], this was the era ot speaking
out against the ills of the world, bot it polarized around two paradigms, the “third-
worldists™ and the “sans-froneérists.” The former favored long-term projects to influence
collective behavior and public criticism of an international order they saw as reproducing,
in rejuvenated form, the structures of colonial dominacion; che later favored short-term
acrion limited to alleviating individual sutfering, combined with media campaigns to raise
public awareness of distress in Faraway countries,
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from in Ethiopia in 1985}, but, on a more insidious and mundane level,
speech can become a substitute for action (a risk frequently highlighted
and denounced by successive presidents of the organization). The increas-
ingly frequent use of the term “frst-aid workers,” a voluntarily modest
and restricted term, to refer to MSF's members serves ro recall the histori-
cal origins of humanitarianism. Similarly, public recognition of affinities
with the Red Cross demonstrares a return ro the founding principles of the
maovement, and this is one of the major paradoxes of this development.
Medecins du monde, which emerged from a disagreement within MSF
centered around Bernard Kouchner, who championed the droit d'ingé-
rence {right to interfere), has always seemed readier to combine bearing
witness with the provision of care. But whatever the problems, variations,
and divergences that characterize bearing witness, it remains the most
characteristic feature of the second era of humanitarianism.

(O course, this feature is set within a historical context that goes beyond
the sphere of humanitariamsm. Contemporary societies have now entered
the “era of the wirness.”* By this expression, Annette Wieviorka means
the enormous amount of eyewitness testimony from Nazi camp survivors
that is preserved, in particular in recordings stored in the Fortunoff Ar-
chive (Yale University) and in the Spielberg Jewish Film and Video Archive
{an offshoot of the director’s hilm Schindler's List)}—in other words, on
the accounts of the victims themselves, and sometimes of their persecu-
tors. But in this second era of humanitarianism, the Agure of the wirness is
being radically transtormed. In the testimony produced by humamrarian
organizations, the voice that 15 generally heard 1s not that of the victims,
but thar of their self-appointed spokespeople.” In other words, Médecins
sans fronriéres and Meédecins du monde replace the first-hand witness,
who speaks of his or her direct experience, wirth second-hand testimony
by parties who report what they have seen and heard. They were of course
at the scene with the victims who confided in them, and for whom the
facr that there were people prepared to speak on their behalf was no doubt
important, but this kind of testimony is not without its shortcomings. On
the one hand, the witnesses have only parnal knowledge of the experience
(the part they have grasped from a conversation usually lasting no more
than a tew minutes, held under dithcult conditions, and which in any case
was prejudiced by whar the victims felr they should say, given whar they
knew of humanitarian orgamzations). On the other hand, these surrogate

* See her book The Era of the Witness (2006). She cites Mathan Beyrak, director of the
[sraeli satellive of the Fortunoff Archive, who stares the aims of the project as follows: “To
rescue the individual our of the mass number—intimacy as a central concept of oral history.”
This is the function of humanitarian testimony as well,

" For a discussion of the humanitarian witness as compared to the survivor witness, see
Fassin {2008a).
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witnesses only make public the parts they think make sense (in terms of
the general idea they have both of the local situation and of their own
mission}, These problems are common to all proxy testimony, but they
are complicated by conditions of emergency and danger, and by the moral
stance that i1s charactenstic of humamtarian intervention in war zones.
Moreover, as Dominique Mehl has shown, the media, particularly televi-
sion, have forged a strong relationship with their audience around suffer-
ing and misfortune, in which a “protocol of compassion™ (on the part of
the broadcasters) interacts with a “surge of compassion™ (on the part of
the receivers).” Mehl's observations of the way the intimate has been
opened to public view can be extrapolated to humanitarian action and its
work of bearing witness, where use of the media means simplifying causes
and above all giving them emotional color. The Biatran crisis was the
starting point: television acted as intermediary, showing starving children
and presenters pleading for aid, the huge geographical and cultural dis-
tance between the rtwo artificially eliminated. Through the image on the
screen, taraway victims came close to hand. Reducing a complex political
reality to a purely emotional plea was the price thar had o be paid in
order to galvamze public opinion.” But this focus on end results 15 also
humanitarianism’s great strengeth. If we view the last quarter century of
humanitarian intervention in Palestine from these two perspectives, that
ot the strengthenming of the hgure ot the witness and that of the populariza-
tion of humanirarian causes through media arention, it becomes clear
thar tesumony was more central to humamitarian work in Palestine than
traditional medical assistance. And this for at least two reasons.

The hrst of these i1s the sentiment behind the commitment of the two
organizations, or rather of the individuals within them. It was indigna-
rion, more even than compassion, that prompted them to go ro Palestine.
The Israeli army’s occupation of the Palestinian territories, illegal under
international law, the imbalance of power berween the teenage stone-
throwers and soldiers hring real bullets, the systematic destruction of
homes and uprooting of olive trees, the daily humiliation of the popula-
tion at military checkpoints, the indiscriminate killing of combatants and
civilians, adults and children, men and women, and finally the feeling of
powerlessness among rhose opposed to this program of oppression—all

" Mehl 1996, La Téldvision de Uintonitd | The velevision of imnmacy]. Her analvsis focuses
mainly on the emergence of the phenomenon of individuals speaking in public abour their
private lives, But it is clear thar the practice of generating emorion through westimony applies
more widely.

On the role of the media in humanicarian crisis, see Jonathan Benthall (1993, p. 30
Benthall is imerested in “the harrowing details of actual human suffering,” but also =in how
they are refracted by modern markering techniques, broadeasting politics, the cultural styles
of pational humanitanan movements,”
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these factors awoke a sense of injustice among humanitarians in many
parts of the world. Indignation was intensified by the fact thar power
seemed to be so unequally distributed between the occupier and the occu-
pied, the aggressors and the victims—and vnalterably so. In addition, the
high media profile of the Intifada gave a sense of closeness, which facili-
tated identification with the protagonists on both sides. There is probably
no theater of war that has ever been subject to so much international
public attention for such a long period. Indeed the second Intifada marks
the culmination of a half-century long process that took place within the
history of the Middle East, but was also bound up tightly with Europe’s
past. From this point of view, the death of little Mohammed el-Doura,
killed alongside his father in the middle of the streer on Ocrober 4, 2000,
marks if not a turning point, at least an episode that is vividly emblematic
of this spectacle of violence.” The indignation felt by humanitarians found
much more of an outlet in the denunciation of the situation than in the
provision of treatment. *Our parients voice the hope that we will bear
witness to what we see and hear, Clearly, the Palestinians feel abandoned
and forgotten. They ask, ‘Do people where you live really know what
we're going through?™™ wrote a member of MSF in the field journal of
the psychomedical team in Gaza, on November 26, 2000,

The second reason for the central role taken by testimony is the sup-
posed absence of any need for the activity which had comprised and legini-
mized humanitarian action since its inception more than a century earlier;
aid to the wounded. In Palestine there were relatively few wounded, and
they benefired from efficient local healeh services backed up by established
links with the Arab countries of the region for severe cases, Neither sur-
gery nor medical trearment was in short supply. The only need that re-
mained was for bearing witness.” The phrase “we have to be there,” which
is probably the slogan most often heard among humanitarian organiza-
tions, 1s given its full two-fold meaning here, for the task is to “be there”

* All the more because the spectacle of this “living death,” broadcast throughour the
world, also had real political impace since, in the last atempt to restart nepotnanons between
Yasser Arafat and Ehod Barak in Paris in carly October 2000, Barak had accused French
president Jacqgues Chirac of allowing himself to be influenced by the images and even of
contributing vo che failure of the meeting: “You cannor base policy on welevision programs,™
he sand, the tollowing day. See the editonial in Le Monrde headlined “Une erceur diploma-
tique” [A Diplomatc Error], October 8, 2000,

* This duty to bear witness can be fele by other kinds of held workers, particularly anthro-
pologists, In her book on mfant mortalicy in Brazil, Nancy Scheper-Hughes {1992, p. xii)
argues, “The act of witnessing is what lends our work its moral (at times its almost theologi-
cal} character. So-called participant observation has a way of drawing the ethnographer into
spaces of human life where she or he might really prefer not to go ar all and once there
doesn’t know how 1o go abour getting out except through writing, which draws others there
as well, making them party to the acr of witnessing.”
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both in order to speak of whar one is witnessing and to demonstrate one’s
sohidarity. In the “Reflections on Humanitarianism™ posted on its Web
site, MSF offers this explanation for its work: *When the impact of medi-
cal action is limited by the contradictory effects of the violence suffered
by the population, and humanitarian aid contributes to masking this vio-
lence, or worse, reinforcing the power of the aggressors, MSF members
raise public awareness of the distress they are wirnessing or of breaches
of international conventions on the protection of persons, and thus give
an account of their own actions.”

50 the mission is to bear witness, Bur to whar? Humanitarian organiza-
tions must be able to define the boundaries of what their members may
and should say. And these boundaries should be determined less by
the risk of being sent back to one’s own country, as Pascal Dauvin and
Johanna Siméant argue,' than by the efhcacy of one’s message. The mea-
sure of this ctheacy 1s one’s legitimate right to speak on a given topic.
Humanitarians are not the only visitors to scenes of violence: journalists,
lawyers, politicians, and religious leaders also lay claim to the role of the
witness, Humanitarian organizations therefore have to define the arena
of their testimony precisely, in order both to remain credible and to be
heard. Médecins sans frontiéres and Médecins du monde have different,
and even opposing policies on this issue. Médecins sans fronriéres sees its
competence and hence its authority as lving strictly within the domain
of medical assistance. The organization’s sratures stare: * The aim of the
association 15 to inform and raise awareness of situations of distress en-
countered by the medical teams.” Meédecins du monde sees the denuncia-
tion of violations of human rights as part of the organization’s preroga-
tives, justifying their intervention. This is clearly expressed by the strap
line of their journal: “We trear all sickness, even injustice.” During the
1990s, disagreements became increasingly heated berween organizations
that could be described as “first-aidist™ (Médecins sans frontiéres and the
International Commuittee of the Red Cross) and those thar could be termed
“human-righnst™ {(partcuolarly Meédecins du monde and the European

" In their study on che humanitarian muliew (2002, pp. 222=223), they write: “There is
an mevitable choice to be made between the decision to maintain an NGO presence in a
country and rthe act of bearing witness, for example, to violations of human rights in that
country. Whatever the orgamzanon’s motto and irs stared position on bearing witness, testi-
mony usually comes afrer a mission has been withdrawn because ir could no longer work
in sarisfactory conditions,”™ While the consequences of speaking our on a mission while still
working in the field are alwayvs raken into consideranon, restimony given after a ream has
lefr the country, such as MSF published on its work in Ethiopia, Madagascar, and Irag, are
the exceprion rather than the rule. In such cases the causal logic is generally reversed: the
team does not leave because it wants to speak out freely; it i1s because they are forced w
leave thar they speak out publicly in order o explain the decision, whether taken by them
or the government of the country they have left,
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Commission’s Humanitarian Aid Office), although the political alle-
giances sometimes associated with these two parties are not apposite in
the case of Palestine. In his book on “humanitarianism in crisis,” journal-
ist David Rietf argues that the “human rights” approach represents a seri-
ous threat to the humanitarian movement, and that the situation can only
be redeemed by a return to the “first aid” ethos.” In spite of this criticism,
the remarkable fact remains thar in the Palestinian territories humanitar-
lan psychiatry makes it possible, if not to reconcile the two approaches
theoretically, ar least to bring them rogether practically, In effect both
MSF and MDM are bearing witness to psychological distress. Trauma
becomes the medium thar makes it possible for them, from a strictly hu-
manitarian perspective, to give an account of the violence of war, not of
its causes but of irs consequences, not of politics but of suffering. Trauma
becomes the medium that makes it possible, from a strictly humanirarian
perspective as the two organizations see it, to give an account of the vio-
lence of war. Trauma then offers not a last resort in the absence of physical
wounds, but a significant added value in the construction of testimony.,

THE CHRONICLES OF SUFFERING

The following words come from the French daily Libération, reporting
the experience of children and teenagers in the Palestinian territories:

The medical term for it 1s enuresis. In everyday language, it's “werting the bed,”
and it’s one of the most common disorders suffered by young Palestinians since
the beginning of the Intifada. The vouths who throw stones ar Israeli soldiers
by day, displaying more aggression than adulr males, often wet their beds in
the night, expressing in this way the fear they repressed just hours before. The
symptom is discovered by their mothers, who have confided in psvchologists
sent out by humanitarian organizations,’”

Journalist Alexandra Schwarzbrod followed the work of an MSF psychol-
ogist, who told her that the youths are suffering from enuresis because,
as she explains, it is “rheir way of showing that they are stll children,”
while the women are “exhausted by stress,” and the men “feel something
like a narcissistic wound mixed with guilt because they are prevented from

" In this polemical and well-documented work (2002), David Rieff, a former New York
Times correspondent, inds no words too harsh for whar he considers a poliical deviarion,
of which MDM is the example and M5F the exception.

" This article appeared in Libération, on March 9, 2001, under the headline “Les maux
de la peur & Hébron. Avec une psychologue de MSF dans la ville palestinienne sous couvre-
feu™ | The disorders of fear in Hebron: With an MSF psychologist in the Palestinian town
under curfew].
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working and can no longer feed or support their families.” We see a new
kind of language being used in the public arena, a different way of ap-
proaching the conflice and its consequences, a new perspective on the
protagonists and their experience, These bold teenagers who defy the Is-
raeli army during the day “often wet the bed in the night,” we are told.
They risk their lives to present a heroic image to the world {when the
article was written, five months into the second Intifada, 102 young peo-
ple under the age of eighteen had died from the effects of the conflicr, 101
of them Palestinians), bur the reality of war 15 just the reverse: a pioful
picture of frightened children exhibiting psychopathology. Anthropolo-
gist John Collins, who worked in the Palestinian territories with the gener-
anon of the first [ntifada, writes:

The emergence of young people as political actors can generate a diverse field

of discourses, opening up new possibalities for representing the relationship be-

tween the nation and irs children. At no time was this more evident in Palestine

than ar the beginning of the Intitada; while sophisticated analysis of the role of

voung people was lacking ar that point, it seemed virtually evervone felt a need
u

children of the
stones” (atfal al-hifara). For every Israeh government official who argued thar
| i ! E Z

o comment on the activists who quickly became known as the

Palestinian children were bemng sent out into the streets as cannon todder by
cowardly parents, there was a voung refugee camp resident who expressed a
sense of empowerment and insisted on his or her own agency. And for every
rl‘-i}"..:i'llillﬁl;{i!i-l' 1T I.'-!,II.II.'.!['HT '..'..'I.LI‘I'il:ll:'li.'I'I.F| i'III'!IHI][ ti'IL' IH'II.t.';[L‘TIT] T..'I.'II'I”'iL'.'I[I.HJI.h H'. li.'l'lil-
dren’s loss of “respect™ for adulr authority, there was a musician or poet lauding
l"'lL' h{'TEIiI..' L“{rl-li:li'[‘i III": Tl'll:," LA RITRLES L :II'IL'Tl'!FIi!l".'u'I.‘ FH.I :

Thus trauma is seen not as the unigque or definitive truth of violence, but
as one of several possible perspecrives—and it is interesting to note that
in this text the psychologist is placed in opposinon to the poet, and loss
to heroism, Trauma constructs a different landscape, where we see neither
martyr nor combatant, nor even ordinary people, but rather the intimate
suffering of victims, This is an interior landscape, bur through it readers
and donors see the external landscape, the reality of the occupation.

MNarrating war in the language of suttering, treating the psychological
effects of military brutality, rranslating the condirions of oppression into
wounds of the soul: this is the role of humanitarian action in Palestine,
and more specifically the role of bearing witness thar i1s at its heart. On
November 20, 2000, an M5SF press release announced:

* Analvsing the literamre on Palestimian children produced by foreign organizanons,
Collins (2004, p. 44) remarks on “rhe impressive amount of . . . research on children . . . in
which the empowerment of voung people is regularly acknowledged, bur almost abways
subordinated o whart is seen as the larger moral imperative: the need o document, in as
much detail as possible, the vicimisation and suffering of Palestinian “children.™ Publica
tons by humamitarian psychiarrises shows the same patrern,
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Faced with the trauma of the people most exposed to violence, M5SF 15 setoimg
up a medical and psychological suppore mission in Gaza. The closure of the
territories and the constant surveillance, the obstacles to rravel, the witmessing
of confrontarions or violent incidents, as well as the daily exposure to gunhre
and shelling, have seriously eroded the condinions of evervday life for Fanulies
living in the Gaza Strip. “This situanon generates states of acure psvchological
stress that require rapad and specibe trearment. The current situation is more
serious and more rraumatic for evervone than the frse Intifada,” explains psy-
chiatrist D Christian Lachal.

Afrer reporting the story of a voung pregnant woman who had breathed
in tear gas fumes from canisters thrown into her home and since then
had presented classic climical symptoms of paralysis, the press release
went on:

Such events cause both physiological and psychological problems. A doctor can
wlentily and trear the physiological disorders. At the same tme, a psvchologist
can begin therapeunic work enabling patients to express their fear, trear their
trauma, and reduce their levels of stress. In view of the serious trauma sutfered
by the popularion in the zones subject 1o violence, psychological care for fami-
lies has been identified as an urgent need.

The tocus is entirely on the areas where MSF considers it legitimate to
intervene (physiological and psychological problems, with the latter given
much greater weight), and which in turn legitimize its intervention (the
sending our of ten MSF volunteers). Bearing wirness ro violence is always
an act of condemnation ar the same time as communication. The wit-
nesses speak of what they are seeing as well as of what they are doing. The
same is true of the “information campaign on mental health in Nablus™
launched by MDM on December 2, 2004, The press release has a familiar
polemical tone:

A population exposed to distress. “The checkpoins, the repeated incursions,
the occupanion and destruction of houses are traumatizing events,” explams
Emmanuel Digonnet, director of the mental health mussion in Nablus, 90% of
children have already lost someone close to them, and many are suffering from
psychological distress manifested in the form of bed-wertimg, nighmmares, and
behavioral or personality disorders, Adults, faced with unemployment and the
impossibility of predicting what the next day will bring, also suffer from mental
cisorders such as depression. This situation causes family problems which are

expressed through the loss of references or domestic violence.
But MDM's intervention takes an original form:

Treating mental illness is dithcult because of the neganve image of these disor-
ders held by both the public and professionals. There is a very strong culmral
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prejudice against speaking of psychological illness. In order to combat this
stigma, MDM has launched an information and awareness campaign around
mental health, directed at boch the public and professionals. This initiarive
will be accompanied by the introduction of psychological treatment in the
near future.

We see here a shift from treating patients to educating the public and
training professionals, in other words from psvchological care to psychi-
atric proselytizing. The aim is to promote understanding of the categories
and tools of this new form of humanitarian action. In order to be socially
effective, the work of translating violence and oppression into suffering
and trauma must begin by dissermimating information,

The richest collection of testimony to emerge from this dual rask of
translating and informing is undoubtedly The Palestinian Chranicles,
published by MSF in July 2002 (individual parts ot the work had pre-
viously appeared in successive issues of the organization’s in-houose jour-
nal)." For a period of one year, from November 2000 to October 2001,
medical and psychological teams in Gaza and Hebron noted their obser-
vations, their impressions, and their analyvses in “held journals,” creating
“a daily account of intervention among the most vulnerable Palestinian
populations.”™ The result is a collage of narratives, usually in the first per-
son plural, sketches combining description and interpreration, situations
and symproms, tragic anecdotes and probable diagnoses, factual observa-
tions and personal remarks,

Deir el-Balalk, November 21, 20000, after a night of bombing: A nine-year-old
boyv spent the night in a state of acute stress. The boy could not calm down. His
mother says he wouldn't leave her for a second. He couldn’t sleep in his room
with his brothers and stayed with his parents, praying for daybreak. Only then
did he begin to calm down.

Khan Yunis, December 4, 2000, in a district wnder pressure from gunfire and
tanks: A woman followed by her children called out to me. She showed us one
”'F "]'lﬂ If:h.t.l'l;]rﬂ'"‘ h:i}"'i['lﬂ I'“.' t]iid Flrﬂ]'.l]t'l'ﬂ."i .:I.Tllil I'I'Et'dfd I'H'.']I'I‘- ] wWent \'.-'il!'l'l. ht']" i.:ll'llj
spoke with the child. He is ten years old and explained thar after being ar home
when his house was bombed and fired upon, he has had panic artacks every
day at the same time, reexperiencing the terror he'd felt ar that moment. . . .
We also met the director and teachers from the Netzanm elementary school.
'I'hq:].' need someone to Listen to angd advise them, While we were I!:i]l-'.ing, a burst
of gunfire broke out. I thought my heart would stop on the spot. The children,
as well as the school personnel, live wich this every day.

* The sixty-four-page report combines phoros with text written by members of the psy-
chomedical reams, Published in several languages and accompanied by a rraveling exhibi-
tion, it provoked debate throughour Europe, and also in Palestine and Isracl.
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Gaza, fanuwary 6, 2001, following the demolition of houses: | returned to the
place we visited on Wednesday, where | took the picture of the bulldozer, The
house is gone and we met the famaly that lived there. They describe their distress
at what has happened to them. They understand what the loss of land and home
can mean for their emotional healeh, 105 as if they've lost a part of themselves,

Even in this very fragmented form, which leaves out many more facts
than it includes, the event seems to overpower the traces of trauma. It s
as if the testimony, which limirs itself to describing psychological distress
{albeir in very sketchy terms) is straining to express something greater.

In effect the accounts swing berween two poles, On the one hand, they
aim to testify in psychiatric language, where humanmitarian authority 1s
ereatest, but then there is danger thar clinical concerns will diminish the
impact of the testimony to the extent thar its power of demonstrarion is
lost. On the other, they aim to communicate raw experience, what they
have seen and heard of the violence, but they do this ar the risk of ex-
ceeding the legitimate bounds of humanitarian authority.

Visit to a honse the day after a bombing raid: The second partient 1s a man with
visible problems. His face is conrorted and he vwists his ingers compulsively,
His older brother explains that the man has severe attacks, including caratonic
stares in which his body stiffens, he pulls his hair and hies his head agamse the
wall. His throar closes up and he can ear only vogurt. He does not sleep. This
began ten vears ago. The problems occur intermittently, and the brothers
agree that they increase when he is faced with difficulties as he s now, given
the events. The voung man was seriously mistreated during the Intifada, when
he was twenty-rwo. He was arrested and beaten by the IDE His problems
apparently began following this abuse. The descriprion suggests PTSD {post-
traumanc stress disorder) with psychotic fearures. . . . Apparently, this man has
not undergone any psychotherapy. If there is soll time, it could be usetul o
EUHHEET I'I'Iﬂl' I'H; d{'l- L1 “:-'ll':' LSt ﬁr.‘;jt ';..'['FIIZIHTJTI I'I'I.H.' rl"H'.'TI'.' AT Ty I.JTldl'.'r]}'IIJ'I.H
psychotic problems.

In this observation, made under difbicult conditions and reported in
summary form, the tenuousness of both the diagnosis and its etiology
clearly emerge: the elements described would appear to suggest a psy-
chotic condition aggravated by violenr events, rather than the classic form
of post-traumatic stress disorder, and the artachment of the current symp-
toms to the past episode of violence represents a retrospective rationaliza-
tion that would probably not be accepted in other circumstances. Thus,
bearing witness through trauma involves stretching clinical observarions
in order to make them say what they do not necessanly say so unequivo-
cally, in order ro establish causal links where caution is more normally
the rule.
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Indeed, the more the clinical data is fleshed out—in other words, the
more the witness plays psychiarrist according the strict rules—the more
the testimony on the effects of the war loses potency. The two extracts
below offer illustrations,

In a Bedowuin village at Erez: We are scheduled to conduct a personal interview
with a thirty-nine-year-old man about problems he's had for three years but
which have been revived by the current situation. The long, in-depth interview
reveals that he suffers from post-traumatic stress resulting from past experi-
ences, some of which certainly date to his childhood, and which may or may
not be related o the political situanion.

In a district of Hebrom: A mother has come for a consultanon with her mine-
!r'l:'ﬂr-l',,:lld I:Iﬂl'lgh[l;'r.. .I'IL- 'I'-I:,"'Iu'r' 'i'r'l"l.,'k:‘i AR, i TtﬂT'Eii:\ .l'.";:ll“h t—t]l i.]l htr |_'1.JLII‘[!|-':It'L:|. E.I":.:H'.II
rushed to find her children, who are sent home from school when there are
clashes. Bur she fainted and fell, had to be hospiralized, and spent tour hours
in intensive care, Her current fragile state has revived long-ago traumas, includ-
ing the death of a baby eight vears ago (for which her in-laws blamed her)
and her father's death, when she was six (her mother was accused and then
imprisoned ).

In these two cases, as in many others, once the clinical exploration goes
deeper it blurs the link berween war and trauma, revealing the afteretfects
of past violence, the intimate everyday suffering of personal histories. The
testimony is thus less to the psychological effects of the conflict than to
the individual tragedies that the situation makes it more difheult to live
with and sometimes brings painfully back to life.

The mental health specialists were not fooled, but they preferred to step
outside of their professional role to give an account of what they saw and
heard, rather than offering diagnoses which restricted them ro a fairly
limited nosography that could provide little in the way of proof. They
prioritized emotion over precision, the power of demonstration over accu-
rate diagnosis. Thus their chronicles can be read in the opposite light to
that in which they are presented, as an attempt to say more than trauma
psvchiatry practiced according to strict guidelines would allow them to
sav, The testimony certainly gains in power of persuasion what it loses in
clinical rigor. In the following narrative, the psychologist begins with an
account of a consultation with a lirtle boy and then moves very quickly
into a description of his tamily’s living conditions:

The same day, | make another first visit, this one to the home of a nine-year-
old child who is unable to sleep, cries our for his mother at night, and has
become agitated. His mother doesn't know how to calm him, She welcomes us
with a thin smile on her drawn, sad face. She immediately describes the night-
mare she has been living for the last five months. Her house is occupied and
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lsraeli soldiers are stationed on her roof, When we arrived, we noticed weapons
standing between sandbags, When there is shooting, everything shakes; cracks
can be seen in the walls, The roof is considered a military zone and access is
prohibited. The family is only permitted to go up there every ten davs to per-
form essennial tasks. Two shifts of soldiers take turns day and night, coming
and going by the only door to the house. When it rains, the soldiers ser up in
the hallway and the inhabitants must leave their bedroom doors open ar night.
“In the beginning, we were terrorized and we couldn't sleep,” the mother says.
“Then we arranged things so that one of us staved awake while the others slept,
The soldiers leave their mess behind, they urinate in front of our windows; some
are more disgustung than others and even expose themselves in front of our
dauvghter, harassing and upsetting her.”

Significantly, the narrative shifts around the word “nightmare.” The
reader mitially assumes that it is to be understood in the literal sense,
since the first reference is to the child’s sleeping problems, but then realizes
that the word is used figuratively, to describe the everydav experience of
the child’s family, as recounted by his mother. Examples of this kind
abound in these chronicles; in the production of testimony by psvchia-
erists and psychologists without borders, the description of symptoms
serves as a pretext (and often literally a pre-text) for a phenomenology of
everyday violence in the Palestinian territories. And this is indeed the way
these accounts have been read by commentators.

THE EQUIVALENCE OF VICTIMS

“Contrasting diagnoses. While Médecins sans frontiéres still continues
ro attack Israel and Tsahal in s ‘Palestinian Chronicles,” Médecins du
monde’s latest report condemns the violence of Palestinian armed groups
against Israeli civilians. Two politically different approaches to the same
conflict.” This headline of the July 30, 2003 edition of Actualités juives
bebdomadarres [Jewish Weekly News] contrases the two organizations’
ways of bearing witness."” After quoting an extract from the MSF journals
(another description of the life of a family in a house whose roof is oceu-
pied by soldiers), the journalist, who maintains that this extract depicts
“the Tsahal soldiers as more cruel than the Nazis,” conrinues:

“ The two organizations” reports are often used o support opposing theses, with the
champions of the Palestiman cause referring ro the Palestimian Chromicles and the defenders
of the Israel stare citing Les Ciedls isvadliens victimes des attaques des grompes armés fu-
lestiniens [lsraeli civilians under artack from Palestimian armed groups). See, for example,
the use of these reports by the protagonists of the debare provoked by Derek Summerfield's

article in the British Medical Journal, available ar hrepfbmj bmijjournals.comicgiflerrers!
3295747401110,
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When they were asked about how they put their narranves together, the MSF
chromiclers seuck ro their posinion. *We write whar we hear. We rell the stories
that are told to us by Palestinian patients,” the program assistant explained to
us. Did they check the truth of whar they were told, verify the criticisms of the
military? “MNo, of course not, we're talking about suffening, we're not going o
check up.” Bur MSF reports lintle—in fact nothing ar all—on Israeli pain. We
asked them whar their aim was in publishing their Palestinian chronicles. “MSF
has ro justify its fieldwork to its donors by describing the suffering thar exisrs
and that it is trying, as best it can, to alleviare.”

Médecins du monde, on the other hand, finds favor in the eves of this
journalist on the grounds of its “even-handedness™ in halancing a first
report on Israeli army violence with a second one on the effects of Palestin-
ian artacks. “The victims are among the most vulnerable in Israeli society;
it is the whole of Israeli society that is concerned, first of all symbaolically,
as it is the survivors of the Holocaust who are the victims of these at-
tacks.” In this polemical article, the focus on the issue of “measure” is
remarkable (the journalist evokes the necessary “even-handedness”™ in the
evaluation of suffering on both sides). The word needs to be understood
both in the sense of comparative quantification {giving the measure of
facts on the one side and the other) and of relative moderation {offering a
measured interpretation). This issue is central to all debates on the Israeli-
Palestinian conflict, where the two sides set their victims off against one
another, highlighting their own side’s suffering and trauma.,

For Meédecins du monde 1t 15 a matter of principle. “There are no good
or bad victims,” declares the strap line of their double report Israeli and
Palestinian Civilians: Victims of an Unending Conflict.’® The authors re-
turn to the slogan in their introduction: “This was our warchword at the
time of Médecins du monde’s founding mission to the Vietnamese boat
people in the China Sea in 1979, The phrase is kev to the identity of our
organization.” And they go on to list the empirical proofs of their asser-

" The report Les Civils israiliens et palestiniens victimes d"wa conflit sans fin comprises
two parts: “Opération “Mur de protection,” Maplouse™ [“Operation *Protective wail,’
MNablus™], Joint MDM-International Federation of Human Rights study mission, July 2002,
and = Les Civils israéliens victimes des arraques des groupes armés palestiniens”™ [Israeh civil-
ians under artack from Palestinian armed groups], Médecins du monde, July 2003, The
focus in the first report 15 on legal isswes; in the second it is medical and psychological. The
difference in approach is apparent even from the maps of the region included ar che front
of each reporr. The fAirst includes rwo maps that immediately make clear, throegh contrasring
colors, the complex division and the right enclosure of the Palestinian territories and particu-
larly of the so-called autonomous zones. In the second, the map shows only the sites of
Palestinian attacks, against a white background with barely noticeable dotted lines marking
the borders, For an analysis of this report, see Fassin (2004b].
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ton, to demonserate thar the decision to include the two documents in
this report is nothing out of the ordinary:

In countless conflicts, MDM's history has been marked by the concern to testify
to the ordeal lived by civilian populations; from the early 19805 in El Salvador
and Afghanistan, to today in Chechnva, and including both Iragis and Kurds,
Hutus and Tutsis in Rwanda, the Croarian, Serbian, Bosnian, and Muoslim com-
munities in Yugoslavia, the Albanian majority and the Serbian and Romany
minonbes i Kosovo, There are no good or bad victims. These words are
equally true for the civibian populations of the Israeli-Palestinian conflicr.

The emphasis, and the list, are there for a reason. While the first report,
on the sitnatton in the Palestinian rterritories, was well received both
within and outside the organization, the second, on the attacks on the
Israeli population, created deep divisions within the organization and
risked being misunderstood outside of the organization as well.

Humanmitarian orgamizations customarily condemn the ordeals suftered
by the weakest, the oppressed, the dominated. The reality of the Israeli-
Palestinian conflict, to say nothing of the way it is represented in the
global public arena, does not make it easy to justfy a testimony that
places the two sides on the same level. Within Médecins du monde the
preparation and the publication of the document on the effects of the
Palestinian attacks on Israeli population thus gave rise, probably for the
first time in the organization’s history, to accusations of sectarian alle-
glance: some important administrators were suspected to have ordered
the report because they were Jewish. The rifts were less painful in Méde-
cins sans frontiéres, but tensions arose during the early months of the
second Innfada, when some criticized the organization for not speaking
out publicly; here again, accusations of sectarian bias were leveled against
a number of senior figures in the orgamzanon. Contrary to all the evi-
dence of their opposition to Israeli policy, their position was assumed to
be determined by their Jewish identity. Identity-based accusations are of
course particularly troubling to humanitarian organizations that profess
neutrality and reject all sectarianism. In this case the disagreements re-
flected conflict berween some of those working in the Palestinian territo-
ries, who were daily wirnessing the Isracli atracks, and the central admin-
istration, which was responsible for maintaining the organization’s policy
of impartiality. Their concern was particularly with regard to their Jewish
donors, some of whom were threatening to withdraw funding in view of
what they saw as positions too biased towards the Palestinian cause, No
other conflict in the world has had such an impact on the world of human-
itarian organizations. But it has to be acknowledged that this conflict
occupies a very particular place in international political consciousness,
and particularly in France.
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The principle ot the equivalence of vicnms, exphcitly proclaimed by
Médecins du monde, is widely shared by humanitarians. Ultimately, it
simply reiterates the principle thar has justihed their interventuon on the
scenes of war for one hundred and hifvy vears. Bur the debate provoked
by MDM’s report relates to the interpretation of this principle. Can the
same standards be used to assess the Israeli and Palestinian sitvations?
Humanitarians are invariably faced with this question, as we saw in rela-
tnon to Kosova where, with the excepnion ot M5F's Greek section, all
the humanitarian agencies involved considered that sending aid to fleeing
Kosovar Albanians, and not to the Serbians being bombed in Belgrade,
did not refute the principle of “balanced assistance.” With regard to the
second Intifada, Médecins du monde does not question the imbalance of
power, the illegality of the Israeli state’s occupation, or the vielent oppres-
ston of the Palestinian population; rather, the organization focuses its con-
demnation purely on the sutfering of victims on both sides. In this respect
the denunciation of the war is strictly humanirarian, relating solely to its
medical and psychological consequences. As Jean-Herve Bradol, presi-
dent of Médecins sans frontiéres, points out, this denunciation also forms
part of the rhetoric of the protagonists in the conflict: “In the management
of this contlicr, talk about victims—victims of Palestimian terrorism on
one side or of Israel colomzanon on the other—is central to war propa-
ganda, resulting in the creation of two emblematic figures, the eternal
victint, and the victim of the eternal victim.™ The balanced argument that
the MDM report presents is intended to counter this exploitation of vic-
tims by belligerents on both sides, in the interests of promoting peace.
And indeed, meetings between parents of children killed in the contlict
have often been offered as an example of the local initiatives most likely
to encourage reconciliation between the two sides.

However, given the realities of the contlict, on what can the symmerry
of analysis, the “balance™ that some demand, be based? The first docu-
menrt produced by Médecins du monde focused on violations of humani-
tarian law and human rights in the Palestiman territories; it was drawn
up in collaboration with the International Human Rights Federation
(FIDH} and was essennally legal in content. The report dealt with “obsta-
cles ro first aid,” “poor treatment of the wounded,” *attacks on life and
bodily integrity,” “the use of human shields,” “mass and arbitrary ar-
rests,” and the “destrucrion of goods and property.” Responsibilities were
clearly estabhished, on the part of both the Israeh state and individuals,
and the persecutions were described as “war crimes™ subject to the juris-
diction of the Inrernational Criminal Court. The second document was
drawn up by MDM alone, as FIDH had refused to be associated with
it, and while it presented statistics of the dead and wounded, most of
the text consisted of a series of “testimonies™ of victims and analvses



Palestine » 207

of the “medical consequences™ of the attacks. The “effects on mental
health™ were reported at length, on the basis of only briet reports; they
primarily took the form of “post-traumatic stress disorder™ affecring
not only survivors but also witnesses, emergency workers, police, journal-
ists, and “society in general.”™ Ultimately, this analysis allows for terrorist
atracks ro be described as “democide™—a neologism with no legal valid-
ity, as the authors themselves recognize. Nonetheless, they called for rec-
ognition of this new form of crime against humanity, direcred at a parricu-
lar population.

Thus the symmetry between the two texts is only superficial, since the
arguments are constructed on completely ditferent premises. This is easily
understood: political analysis would nor offer any support for such
symmetry; a legal interpretation would be no more appropriate in com-
paring the persecutions of a state with artacks perpetrated by individuals;
death stanistics could be used, bur the manifest imbalance in the figures
would be hikely to weaken the parallel. In effect, only the presentanon
of psvchological effects and individual post-traumaric stress can allow
a symmetry to be established—all the more etfectively when the entire
population of both sides can be presented as vicrims.!” Independently of
any political evaluation, which would be outside the legitimate scope of
humamitariamsm and hable to provoke dispute, psychology allows the
rwo nations to be brought together in common misfortune, At the bound-
ary between psychiarric diagnosis (the all-embracing clinical category ot
post-traumaric stress) and popular thinking (the experience of being trau-
matized by a serious incident), tranma ultimately becomes what testifies
to the universality of suffering and thus to the equivalence of vicrims,

In an interview, a psychologist teaching at Bir Zeit University and work-
ing for the United Nations Relief and Works Agency for Palestine Refu-
gees in the Near East (UNRWA) remarked thar a number of mental health
programs had been set up in the rerritories since the frst Intifada: “In
particular, with the al-Agsa Intifada, NGOs have set up a huge number
of programs around trauma. Its an approach donors like,” she added.
The reasons are not far to seek: not onlv 15 psychology generally a much
easier vehicle than surgery for translating the compassion generarted
through international media focus on the Palestinian situation into action,
but travma also allows tor a sort of consensus around the victims., Who
would think of denyving that children who witness the murder of their
plavmates, whether by Israeh bullets or a Palestinian bomb, share the
same suftermg? However, in reality this attempt to “depoliticize™ con-

" W aeme here an extension of the notion of trauma from che individuaal to the collecnive,
as Anne Kaplan (2003) has noted in relation to a number of events, primanly %11 in the
Llnited Stares,
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frontations between the two sides fails at least in part because, depending
on which side of the conflict the trauma is presented (Palestinian in the
case of MSE, Israeh in MDM’s report), the account will be welcomed by
one side and condemned by the other—and this despite all disclaimers,
proofs of impartiality, and demonstrations of good faith.

Foreign aid orgamizations are not the only parties, nor even the first, to
work in trauma care. Local teams, both Palestinian and lsraeli, are also
involved. The Gaza Community Mental Health Programme was set up in
1979." Its tounder, an Oxford-trained psychiatnst, conducted a number
of studies, primarily epidemiological, that used questionnaires and rating
scales {and hence statistics) to evaluate the proportion of individuals,
and specihically of children, affected by post-traumatic disorders. The
Natal Israel Trauma Center for Victims of Terror and War is a more recent
initiative, set up in 1998." Its members gather accounts from the victims
of attacks, bur also from soldiers recalling their traumatic experience of
war, Thus the testimony of both organizations, as provided on their re-
spective Web sites and also in articles and lectures, demonstrates their
commaon conviction that it is possible to read events through the trauma
they produce.

However, the presentarion and interpretations offered by the two
groups difter. While GCMHP ofters studies backed by statistical data,
Matal reports mainly individual case histories. For example, reading the
GOMHP documents we learn that “in a random sample ot 944 children,
94.6% had been exposed to funerals, 83.2% to gunhre, 61.6% had seen
friends or neighbors wounded,” and 97.5% showed acute, moderate, or
mild “PTSD.” Natal’s texts show us individuals, otten soldiers, like the
man whao recounts, under the heading “Nightmare in a Village,” the ter-
ror he experienced when he found himself trapped in his vehicle, sur-
rounded by stone-throwers, on a dead-end street in an Arab village. Refer-
ring to the mcident, he writes, “Part of me died three years ago.”
Moreover, while GCMHP always situates the trauma in the long histori-
cal context of the tribulations of the Palestinian nanon, Natal sets 1t in

' GUMHTP is first and foremost a mental health care organization bringing together pro-
Fessiomnals 1.'.-'|:11'l:irlp_ in four communiey centers, Iy is descri bed |'|:, s members as SLArrying
out rraditional psychological work™ but “serring its therapy firmly wirhin a cultorally sensi-
tive, community-based approach”™ in order to "adapt Western approaches to the Palestimian
reality.” See the organizanon’s Web site at heepufwwwgembhpnet.

" The word “MNatal™ is iself the acronym of a Hebrew expression meaning “victims
of national psvehotrauma.”™ The organizanion cares for groups of people who have faced
Palestinian arracks, in “groups of victims of rerrorism”™ that are organized atter attacks using
a relephone hotline thar otfers “immediate and specibe aid o victims of national trauma.™
It receives major funding from Jewish organizations in the Unired Srates. See its Web sive ar
httpeffwww.natal.org.al.
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the immediate present of the violence facing the Israeli population. Thus
on the Palestinian side the chronology of the conflict goes back in time,
sometimes as far back as the mythical age ot Abraham, but more often
to the series of tragic events that began with the expulsion of 1948 and led
up to the second Intitada in 2000—violent events that stand out against a
background of “everyday stress, frustration, and humiliation with their
effects on the mental health of the population.”™ On the Israeli side, by
contrast, the drama is presented in the instant present of the “terrorist
attack,” as for example in the account of the atrack thar occurred on
the port of Ashdod on March 14, 2004, “at the shifr change.” Objective
statistics versus subjective accounts, historicization of suffering versus the
immediacy of violence: trauma can be read in various ways, depending
on the political purposes it serves. Testimony makes use of it as a resource,
its precise definition subordinated to the presentation of a cause. As some
have pointed out in crincism of MSF and MDM, in a war sitwation the
concept can only be superficiallv neutral. The strategy of using it to estab-
lish an equivalence of victims is constantly undermined by the tactics of
those who do so. Nevertheless, trauma still opens new horizons in our
understanding ot the world.

Histories wiTHOUT A History

“Really? Palestinians Suffer from Trauma and Anxiety?™ a headline in
the March 25, 2001 1ssue of Israeh daily Ha'aretz asked iromcally. The
writer, reporting on the activity of psvchologists and psychiatrists work-
ing with Meédecins sans frontiéres told ot an incident in which Palestinian
children and vouths, some throwing stones, others playing peacefully near
their homes, had been mortally wounded by real bullets fired deliberately
at them by lsraeli soldiers:

Ar first sight, it seems that people have accepred the fact thar their life is con-
stantly in danger, since wherever they are they are within range of Israch
weapons. Their facial expressions, the jokes they make abour the situanon, and
their ever-present smiles reveal neither fear nor panic, and testify to their incred-
ih‘l: 1:.'I'['1.'|.:."It3r' (4] ;.'I.d APt -illl !'ii“'li.l[i' M, I'“ MWEVET LN LY, '[~|1|.1.1 WL ll'|l"|'| ya F"i}"l:h‘ 11“'
gist serving as a military reservist in the IDF was so surprised to hear fellow
psychologist Hervé Landa say thar Palestinians suffer emotionally from long
days under fire from machine guns, ranks, helicoprers, and mortars aimed at
their homes. *[ was convinced Palestinians didn't sufter from rrauma and anxi-
ety,” he said. The rwo psychologists had met by chance at a checkpoint in the
Gaza strip and had begun malking. Landa works for a French humanitarian
organization, Médecins sans fronnéres. Recently, following interventions in
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Chechnya, Bosmia and Kosovo, the organization realized that it was not enough
to send medical teams o treat physical injuries. Emotional stress was frequent
and no less disabling,

Thus the presence of humanitarians has an unexpected effece—that of
bringing the protagomsts in the contlict together, ar least in their ability
to understand that one side is as capable of suffering trauma as the other.

The revelation that this conversation brought to a naive—or cynical—
Israeli psychologist, thar Palestimians also suffer, might by itself serve as
a justification for humanitarian psychiatry. The shift in the picture we see
of the vouths, who move from being bold stone-throwers to children who
wet their beds, transformed from intrepid combatants into traumatized
individuals, could ultimately rehumamize the enemy by blurning his or
her otherness. While less heroic, these traumatized vourhs would seem
emationally closer and more familiar, because they too suffer. In general
it can indeed be atfirmed that in situations where aid organizations inter-
vene, psychologists and psychiarrists have altered the image of the protag-
onists, restoring their individuality through the recognition of their per-
sonal suffering. Trauma has this virtue of universalization, even if, as we
have seen, the virtue remains largely a theoretical one, dithcult to put
into practice. However, the conclusion of the Ha'aretz article reins in the
optimism. Describing discussions berween inhabitants of the territories
and MS5F psychologists, the journalist writes: K., a teacher at the school
in Rahiah, wonders whether these mtimate conversations help, when
things around them—the causes of the trauma—do not change. He asks
what can really change when every day chuldren continue to be injured
and killed.” Humanitarians are themselves well aware of this: they are
there to alleviare suffering, not to end the war—even it they would like
to help end it by speaking out.

However, since the possibilinies for medical care are so limited, the ques-
rion is not only, as this teacher wonders, what they can change in the life
ot Palestiman children. If testiimony 1s such a prominent part of their activ-
ity, the primary question is: what are they changing abour people’s ideas
of the conflict? Or rather, we might see the two questions as essentially
one: what meaning is given to events and their consequences when the
language of trauma, or more broadly of psychic disorders, is introduced
into care and testimony? This question can be answered on two levels:
that of the individual, and hence of the processes of subjectification in
operation, and that of the collective, and hence of the logics of representa-
tion.” We need to grasp the added significance conferred by the testimony

" Estelle d*'Halluin's report (2001} offers useful understanding and reflection on thas
issne, She compares humanitarian agents” own views of their activiey with the views the
Palestinians have of the humanitanans,
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of humanitarian organizations—and also, as we have seen, of local insti-
rutions—that highlight trauma in their care for individuals and in their
pronouncements on situations. Let us then consider this dual perspective,
individual and collective,

First, at the individual level, mental health specialists tend ro validarte,
ar even to impose, from within the range of possible ways of interpreting
the experience of a conflict, one interpretation that brings rogether three
fundamental features: it personalizes the history of the individual in a
unique, albeit incomplete account; it explores the psychological dimen-
sion, focusing on those aspects that best express the individual's relation-
ship to the violence of the situation; it emphasizes the emotional aspects,
highlighting elements likely to prompt empathetic reactions. Everything
the inhabitants of the Palestinian territories live through is related to the
trauma they experience and the suffering they feel, both of which are
portrayved as undeniable. The aim of humanitarians is, through symptoms
and affects, to attain to the incontrovertible truth of their patients’ condi-
non, one that could not be challenged because it 1s based on restimony
that is by definition impossible to refute or to reinrerpret for political or
partisan ends.

However, people exposed to vanious forms of oppression and terror,
domination and dispossession, have different, complex, and polysemic
experiences. In the case of the Palestinians, they may see themselves as
combatants rather than as victims, a description that many youths reject.
They may think of their daily life in terms of resistance rather than submis-
sion, political violence rather than psychic suffering. Moreover, their ex-
perience is not totally bounded by the war, Their representarion of the
past and their expectations of the tuture are not fixed in the landscape of
trauma.”’ When psychologists and psychiatrists ask their clients to talk of
their suffering, they not only force them to recite their troubles vet again
(and some specialists condemn the pathogenic effect of this process), they
attempt also to make them believe—because the specialists are themselves
convinced—thart this is the only, or at least the mosr effective way to make
their story heard in the international arena.

The humanitarian movement tends to channel the many different forms
of experience that are possible into one voice that delivers a unified mes-
SARC, t}lll!‘i I'{:I'J'L'IL'I.I'IE d Cause toy !‘ii.TI'IFI]I'." ﬂﬂd L'[fl'l'l.‘iﬂ:]'].‘illﬂl ﬂ,:IF'I.'l:.‘i..‘i'ili]l'l?i- In li:II."I'JEI.'
to be heard they have to highlight those aspects that evoke compassion
and bring facts related to what are considered legitimate concerns of the

" Compare the rype of experience recounted by adolescents and youths when they pre-
sent themselves o psvchologists as suffering from psvehie distress, and when they speak
with anthropologists of their nineals of resistance, tn Julie Peteer™s study (1994) of the frse
Intifada.
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organization. Hence the suffering body and, increasingly, the suffering
soul. Given that trauma has become part of the Zeitgeist, this reasoned
argument nevertheless gives rise to some surprising excesses, as evinced
in this interview with a psychologist who has been working in Palestine
tor a long period: “NGOs responded to the sitvation impulsively and
organized debriefing, which involved making systematic visits to families
affected by the events. If a mortar falls on my house, I'll get ‘counselors’
from such-and-such an NGO coming round and asking me, *“What hap-
pened?” And Ull tell them my story. Two days later, another NGO will
come knocking ar the door. And relling the story 15 not enough to make
people feel better, especially if it means telling ir for the fifteenth time.”
This inflation of trauma and its specialists on the market of suffering is
not the only problematic issue; there is also the paradoxical incapacity of
humanttarians themselves to artculare the tacts to which they wish to
testify through the pathological svmptoms they invoke (which remain as
imprecise as they are non-specific) and the clinical vignettes they publish
{with a psychological reading well short of their own understanding of
matters). Despite their efforts to deliver a testimony that is above suspi-
cion, they fail to speak the truth of the scenes and the people about whom
they wish to bear witness.

In the field, volunteers are aware of dissonances thart they find difficult
to interpret and which make the tacts on the ground nort so much contrary
to as somehow subtly ditferent from the version underlying the ethos of
humanitarian psychiatry. Thus in the chronicles written by the MSF teams
we read that a young man “speaks without sadness™ of the death of his
friend the day before, and insists that “it not be said that he felt fear,”
which leaves the psyvchologist “troubled.™ We also learn that in one camp
the retugees are in a “worked up state,” with “laughter, shouting, over-
excited children,” clearly surprising the visitor, who describes their mood
as “hypomanic.” Bur these reactions appear to be rare. In the main, the
Palestinians adapt to their interlocutors. To psychologists they speak of
their suffering, to aid workers they expose their misery.”* In fact no one
knows how this presentation of oneself and one’s misforrune modifies
psvchic subjectivity—though certainly it will differ from one individual
to another. However, it is clear that it affects people as political subjects.
The image a people create of themselves and of the way others view them,
as well as the ranslanon of this reality into pohincal terms, are affected

= Refugees not only develop practices to counter their condition being defined in this
way by humanirarians; they also, in a more subtle and evervday way, construce social rela-
tions that contradicr descriptions of them as vicrims, as Michel Agier (2004} has shown in
other camp contexts. In this they are activating *a politics of a life of resistance.”™
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by the fact that they realize they are seen purely as victims, and that often
their identity 1s reduced to this one aspect.

At the level of society, the process follows a similar logic—all the more
given that the boundary between individual and collective sometimes
tends to become blurred, at least in local orgamzations (humanitanan
organizations generally separate the individual from the collective). Thus
Natal speaks of “national trauma,” while GCMHP declares that the “im-
pact on the psyche, on individual lives, and on the community as a whole”
are indivisible.”” Not only does this rhetoric straddle the boundary be-
tween the individual and the collective, it also vaallates between psycho-
logical theory and common sense, and it is thus easy for terms such as
“trauma,” “suffering,” and “stress™ to be used in both vocabularies, ordi-
nary speech contesting these terms with scientific language. This double
ambivalence, berween individual and collective, and between psychologi-
cal theory and popular opinion, is a key to the success of the post-
rraumatic paradigm and its variants,

The three processes of personalization, psychologization, and produc-
rion of emotion that we have described at the individual level are encoun-
rered as well ar the collecrive level, bur augmented by a turther dimension.
The intervention of humanitarian psychiatry effectively results in a form
of rethcation of social facts whereby the history produced by human be-
ings rends to vanish, replaced by rigid scenarios in which persecutors and
victims are strictly confined to the roles assigned to them. For example, a
psychologist who has been working in the Palestinian terrirories for sev-
eral years recounts her anger ar the role playing introduced by GCMHP
in schools afrer the death of lirtle Mohammed el-Doura: one plays the
child, another the father, and 1,500 pupils are the Israch soldiers, each
repeating his or her part like a robot, “When | saw that I was horrified,”
she says, “l thought: to think a psychologist did that!™ This is certainly
an extreme case, but the “vignettes”™ on the Israeli-Palestinian contlict
produced by psvchologists and psychiarrists clearly show that the roles

* Mot all psychological cheories giving an account of the conflict and s effects refer o
rrauma. Thus, the interpretation of the second Intfada offered by MSF's two coordinators
|;_||‘- |11r.'111;|| |:||.';||||| Fﬁrl:lt;r.il.l!l'l':. [{4] ';l!l."b.lirll.', :"-.1.;||‘|:|."-l'l1..-:r'.1.' Yloro :I|'|-:‘| [:|1r|5'|'lill'| I..1|:h.1| I:E””.;,
pp. 222-2241, derives from a different paradigm. According o these authors, the situanon
of the Palestiobans can be wnderstood in the highe of e “double bind™ theory of the
Pale Alro school, which assumcs two agents, a primary repenitive cxXpenence, a primary
negarive injunction imvolving pumshment, a secondary injunction which comes into conflict
with the frst, and a wertiary negative injunction which prevents the victim from escaping
the situarion. “Double bind situations are powerful for boath populations. The solution is
war, which transforms the double bind into confrontation and permits psychic survival,™
However, Moro and Lachal concede thar “ro say thae the al-Agsa lnnfada s a solution
of this psychological or psychosocial tvpe is of course an exaggeration, if this s the only
explananon offered.”
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are not only assigned to each participant, but also are fully raken on
by all concerned. Historical processes elude analysis, which s replaced
by emotion or sometimes by narrative frameworks thar turn the past
into myth.

In short, whar the testimonies written by humanirarian psychiarry offer
are histories without history—either individual history or collective his-
rory. Biographies and personal experiences culled from both sides of the
conflict, fragments shuftled to suit the needs of humanitanans, to hr the
message they wish to communicate, Whart is rerained of the contexts and
circumstances that underlie these constructs and thar could help the pro-
ragonists to undersrand their position, is above all the events likely to lead
to post-traumatic reactions. T here is nothing surprising in this, given thar
the diagnostic category instituted by DSM-III in 1980 aimed precisely to
eliminate all trace of the cause, recognizing only the etfects: survivors
of disasters or war wounded, victims of plane crashes or sexual abuse,
Vietnamese civilians or US soldiers, all shared the same symproms and
hence the same clinical diagnosis. Thus the recognition of trauma repre-
sents, in the strongest sense, the abolirion of experience in its simultaneous
uniqueness and commonality, set as it must be within an individual and
a collective history. Of course humanitarians recognize these limitations,
They themselves, as we have seen, tend to produce testimony that over-
steps psychological categories. Rather than trying ro hit Palestinian ac-
counts into a rigid diagnostic framework, they focus on communicanng
fragments of life and moments observed. But the power of collective evi-
dence of these psvchological categories has become so strong, in local
societies as well as in the internarional public arena, thar it is increasingly
difficult to escape them.

“Ultimartely whart justifies the humanirarian movement is that its mem-
bers are on the spot,”™ writes Luc Boltanski, “Presence on the ground is
the only guarantee of effectiveness and even of truth.”™ Bur is claiming
an authority that derives merely from one’s presence on the ground—as
l.'TI'II'Iﬂgrﬂ.PI'IL'rH Wl]l.lld. dl'.] 'H'lTI'I ﬁt‘ldwurk—tnuugh L& gLIﬂI'ﬂIl[t‘t ffﬁl‘-ﬂc}'
and rrurh? Today, humanitarian psychiatry assumes thar efficacy of inter-
vention and the manifestation of truth operate through a testimony that
speaks of violence in the language of trauma and suffering. But what 15
gained in familiarity, by bringing those experiencing violence closer to the

“*In his book Dustamt Suffering, Luc Boltansk: (1993, pp. 238=261) describes “humam
tarian sociery and s enemies,” those who criticize it not for *its acnons on the ground™
but for “the media representanion . . . of suffering endured by those o whom the members
of humanitarian organizations wish 1o draw the public’s attenrion.” As the reader will have
understood, our position is thar this distincrion is illesory, and that the work of representa-
nion f5 actton in the held. We are studying a practice, not an ideology.
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public whose awareness is to be raised, making the cause of the former
less abstract and more accessible, is lost in terms of a genuine understand-
ing. The social etfectiveness of trauma does not necessarily produce the
historical truth of the victims.

Thus, within less than twenty vears, a new domain has become estab-
lished on internarional scenes of suffering: humanirarian psychiatry. From
the Armenian earthquake of 1988 to the South Asian tsunami in 2004,
from the Romanian orphanages to refugee camps in Kosovo, this disci-
pline offers a new language for articulating the ills of the world. Contrary
to what might be imagined, it was not born from the discovery of trauma
and its psychic effects at the sites of disasters and conflicts, where roday
the vocabulary and semiology of trauma are taken for granted. Rather,
psvchic suffering was first identified through the reaching out to the other
rhar characrerizes humanitarianism, and only larer was this suffering in-
terpreted as being of traumatic origin, Moreover, before the others could
be ascribed the capacity to feel the same affects and share the same symp-
toms as oneself, they had to lose the burden of their radical otherness and
become in some way another selt. In effecr, the volunreer psychiatrists and
psvchologists initiallv saw cultural distance as an ontological distance—a
distance that survivors of wars and genocides were the last to see elimi-
nated, when it was recognized that they too could be victims of trauma
and in need of psychological care.

Faced with common suffering humanity thus reconstituted, humanitar-
ian psychiatry created a new imperative for itself. Of course it must still
console and provide treatment, but the practical conditions for this clini-
cal work—carnied out in emergencies, in tents, under bombardment, and
in demolished houses—meant that operational possibilities, and espe-
cially the ability to do effective therapy, were severely limited. A different
path, entirely new to mental health protessionals, therefore opened 1n
conflict zones: the task was to bear wirness, specifically on the basis of
those affects and symproms that humanitarian psychiatry alone could re-
veal as the indelible traces left in the psyche by violence. The expertise of
humanitarian psychiatry was placed at the service of victims—all vicrims,
as humanitarians like to emphasize—and trauma became an exhibit for
the defense of the oppressed, and an argument for the prosecurtion against
the oppressors.

In this campaigning work of rewniting causes through psychiatric testi-
mony, an important part of the individual experience and collective
history of the victims for whom humanitarian organizations speak has
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been lost. However, rather than deploring this fact, we need 1o focus on
the way in which the victims have reappropriated this representation
themselves, how they are taking it over or diverting it, depending on their
situation, how they claim it or reject it As a tool of a pohtics of humani-
tarian testimony, trauma contributes to constructing new forms of politi-
cal subjectification and new relations with the contemporary world.



PART FOUR

The Politics of Proof



O NoveMEER 9, 2002, members of a number of organizations providing
medical and psychological aid overseas, and for immigrants to France,
met just outside Paris. The purpose of their meeting was to attempt to
find a common position on a problem they had been confronting for some
years: the increasingly pressing demand for clinical psychological cernifi-
cates artesting to the authenticity of torture suffered by individuals seek-
ing political asylum in France. This demand came either from those seek-
ing refugee status themselves, from lawyers or organizations supporting
their applications, or from institutions responsible for judging whether
their claims were grounded—the latter being the Office frangais de protec-
rion des réfugiés er des apatrides [French Office for the Protection of Refu-
gees and the Stateless, OFPRA], which examines cases in the first instance,
and the Commission des recours des réfugies [Refugee Appeals Commis-
sion, CRR], which hears appeals of requests that have been refused. Once
again, it seemed that new conditions for asylum were to be imposed that
would further erode the ethics of hospitality,! The meeting, which was
not open to the public, was attended by representatives of three organiza-
rions: the Comité médical pour les exilés [Medical Commirtee for Exiles,
Comede], the Centre Primo Lévi de soins et de soutien aux personnes
victimes de la torture et de la violence politique [Primo Levi Center for
Care and Support of Viectims of Torture and Political Violence|, and the
Centre de droit et d’éthique de la santé [Center for Righrs and Ethics in
Healthcare| in Lyons. The Frangoise Minkowska Center, which special-
izes in caring for the mental health problems of immigrants, had also
participated in the discussions begun some months earlier, but none of its
members were able to attend the meeting. The other NGO that specializes
in the mental health problems of people who have suffered persecution,
the Association pour les victimes de la répression en exil [Association for
Victims of Repression in Exile, Avre], was not invited.

From the start of talks tension berween rhe organizations was evident,
despite the fact that for several years they had been united in their struggle

! In the ffth of his seminars on hospitality, Jacques Derrida (1997} exposes this contradic-
tion: “There is an antinomy, a non-dialectizable antinomy, between, on the one hand, the
faee: of enlimited hospitality (to give the new arrival all of one’s home and oneself, to give
him or her one's own, our own, withour asking a name, or compensation, or the fulfilment
of even the smallest condition), and on the ather the laws (in the plural), those rights and
abligations thar are always conditioned and conditional, as they are defined by the Greco-
Roman and even the Judeo-Chestian teadinon, by all of law and all philosophy of law.”
The demand for medical certification, and the increasing prominence of trauma in medical
certificares, are set in the contexr of this contradiction.
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to defend the rights of refugees in a context of increasingly restrictive
asylum policies.” The discussion focused on the problems posed by the
increase in demand for clinical psychological assessments. For a start,
providing expert reports diverted professionals from their primary mis-
sion of care. “Administrative logic is incompatible with therapeutic
logic,” a member of Comede asserted. “Certification disrupts the care
relationship,” added a psychologist from the Primo Levi Center. Second,
it forced organizations into the ambiguous role of expert witnesses for
public authorities. “My work is therapy, and so | place myself in that
context,” a member of the Primo Levi Center protested. “Refusing to
draw up certificates is a political statement. It means refusing to act as a
dispensary.” One of his colleagues in Comede responded, “Are we going
to call the entire legal system into question? How much of this debate is
actually abour medical expert reports or psychological expert scruriny?”™
Finally, there was doubt about the ethcacy of certificates: “We know they
don’t do any good,™ a psychologist from the Primo Levi Center declared.
“How many of those we give certificates to are granted asylum? Legally
we're nothing. We don’t have the same weight as a real expert witness.”
One of the directors of Comede nevertheless seemed more hopeful abour
the value of their opinions: *1 can’t let it go that easily. I have the sense
that the certihcate 1s useful in some cases. That's what we're told by pa-
tients, by lawyers, and by refugee associations.” But all came back to the
same question: Why aren’t the patient’s words enough for the OFPRA or
CRR officer, when they are enough for the doctor who listens to him or
her? Beyond the problematic nature of the certificates themselves lay the
turther question of whether these organizations should continue to issue
them. This question had troubled the activists for more than ten years:
there was a powerful tension between resistance to being used as a rool
by the authorities and concern to maximize asvlum seekers’ chances. In
facr the question had never really been decided: suspending certification
had often been suggested, but the threat remained an empty one. Taking
that step would mean a leap into the unknown, both with respect to the
public authorities who contributed a substantial proportion of the organs-
zations” funding and in relation to the asylum seekers who would be likely
to suffer from the decision.

However, that night the organizations became even more sharply di-
vided. The representatives of the Primo Levi Center wanted to adopr a
common strategy of confronting public authorities: “We are a care
center,” one explained. “We have had a political discussion around
whether we should continue with certihication or not. The guestion

2 The meeting, which ook place at Comede’s offices and was attended by Estelle d"Hal-
luin, is reported in more derail in an article (Fassin and d"Halluin 2005},
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arose because of the increase in requests. We felt more and more manipu-
lated. Our position now is that we will not issue them.” Another ex-
plained the inrention behind this decision: “We have to do more than just
say we are not going to issue any more certificates, We have to combine
this decision with a political declaration from all the organizations that
wish to denounce the myth of proof and promote the right to asylum. Bur
obviously we have to explain our position to OFPRA, ro our partners,
and to our patients.” However, the other orgamizations present at the
meeting were more rencent. A doctor from the Center for Righes and
Ethics in Healthcare hedged: *In spite of everything, you feel it’s a way
of helping them, don’t you?” One of his Comede colleagues agreed: *Our
justification for issuing certificates is that there’s alwavs a possibility it
could help.” In the end, nothing was decided. After some heared ex-
changes—one participant even walked out of the meeting in protest
against the failure to take a common position against certification—the
members of the three organizations dispersed. Ar the time no further meet-
ing was planned. It seemed thar the positions of the rwo sides were ir-
reconcilable and that each would go its own way, But a few months later,
it was learned that none of the orgamizations had actuallv stopped 1ssuing
certificates. The threat was not carried out. There was still disagreement,
but a split had been avoided.

The debate around certification has resurfaced perodically and insis-
tently over nearly twenty vears, bur recently a new element has been intro-
duced: the invocation of psychological sequelae in clinical reports. Inter-
estingly, trauma has become such a commonplace to those involved thatr
this fact has gone unnoticed. For a long rime the issue in certification was
to authenticate the marks lefr on bodies by torture, testifying to the scars.
MNow it relates also to the traces left in the psyche: signs of post-traumatic
distress are sought by experts as evidence of persecutions endured. The
role of psychologists is therefore strengthened and redirecred rowards this
new semiology, which reveals not mental pathology but psychic suf-
fering thar is considered normal in light of the violence the refugees
have suffered. Organizations have been created of speciahists who lay
claim to competence in this new feld, through which menral healrh
is being redefined bevond parthology. The authorities charged with ad-
judicating requests for asvium consider it perfectly natural thar doctors
or psychologists should explain to them in a certificate that they have
identthed psychic symptoms which in some way constitute evidence of
violence endured.

This kind of proof is increasingly present in applications for asvlum,
and is moreover demanded by the applicants’ lawyers. Let us consider the
following letrer as just one example among many:
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Dear Sir:

Following our meeting at my office on 16.11 last, | note that you were going
to consult a specialist in order to obtain a cernficate confirming the comparibil -
iy of the scars on your body with the ill-trearment yvou suffered. | also note thar
vour regular doctor has recommended a psvchological examination relating o
this ill-rrearment. 1 advise you to approach either Comede or the Primo Levi
Center, or a forensic physician.’

Thus, like the physical scars, the psychological effects of violence can
authenticate the account of an asylum seeker. The caunsal relationship es-
tablished by an expert between the signs observed and the alleged persecu-
tion offers proof that this persecution did indeed occur. It gives the
OFPRA officers or Appeals Commission judges the confirmation they
need to decide on the truth of the applicant’s claims. In a context of grow-
g suspicion towards asylum seekers over the last rwenty-five vears,
trauma has become part of the test of truth. This change in the way evi-
dence is administered occurs simultaneously with an inverse change in
public policy and pracrice regarding refugees. More credit is given to med-
ical and psychological expert evidence, but increasingly less credence is
given to polincal asylom,

Mo one doubts that victims of torture may suffer traumatic sequelae,
borh physical and psvchological, from the ill-treatment they have under-
gone. And no one 1s surprised thar doctors, psychiatrists, and psvcholo-
gists devore their etforts to berter understanding and caring for the suffer-
ing resulting from such persecution, The remarkable face thar we wish
to emphasize is that roday trauma, properly certified by mental health
specialists, has become a customary and expected element in the applica-
tion submitted by the asvlum seeker to the OFPRA protection officer or
the Appeals Commission evaluating judge. Twenty years ago it plaved no
part in the assessment procedure; now it forms an integral part of the
proof that French institutions demand from candidates for refugee status.
Clearly trauma has once more enlarged its feld of influence within society.
Of course, psychiatrists and psvchologists working with organizanons
supporting asylum seekers or, more specifically, the victims of torture and
persecution, continue to offer mental health care for their patients. They
see therapy as the core and wltimare purpose of their work, the rightful
apphcanon ot their skills, The tact char they are called to bear witness,
asked to draw up reporrs arresting to the psychological traces of ill-
treatment, transformed into auxiliaries of the instirurions responsible for
granting asylum, is problematic for them. However, even as they condemn

" Lerter from a lawver's othce dared Movember 16, 2001, relating wo the application of
an asylum seeker whose case was to be heard by OFPRA. (From the hles of Arnaud Veisse,
director of Comede).
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this diversion, they continue to produce an increasing number of official
documents authenticating trauma and serving as evidence for asylum
seekers or for the lawyers and organizadons defending them. We need to
assess this change in the administration of evidence on at least two levels.

First, we shall try to understand the conditions in which a new domain
of mental health—parnally autonomous, and particularly segmented—
has emerged, a domain that has crystallized around the politics of asylum
and the question of torture, and which we might call the psychotrau-
matology of exile {although there is no officially recognized term for it). It
15 a field in which the professional and the activist overlap, and it revolves
around the new social hgures of the asylum seeker and the torture vic-
tim—not new in themselves, to be sure, for hospiraliry and violence have
alwavs existed, but for what they represent and for the way in which they
are represented. The meering described above is indicative of the central
issues in this field, in terms both of the discussions berween the parrici-
pants present and of the relationships that may be surmised with those
who were not present.

Second, we shall attempt to gain a detailed understanding of how
trauma has come to be incorporated into the medical cerrification proce-
dure, focusing specifically on an examinartion of certificates issued to asy-
lum seekers over the last two decades. Changes in the role of psychologi-
cal evaluation and modifications in clinical language will provide keys to
the way in which signs of violence find their place in the ordeal of truth
that forms the basis for granting refugee starus. However, our concern 1s
not to prejudge the efficacy of what is often seen by those involved as a
key to opening the doors of asylum (despite the fact thar empirical study
shows its limitations when it comes to actual judgments). Ultimately, far
from following a single, linear path, the journey to establishing rranma
as part of the regime of truth emerges as an uncertain, ambiguous process,
tull of contradictions that say much more about moral and polirical stakes
than they do about clinical and diagnostic issues.



CHAPTER NINE

The Psychotraumatology of Exile

On Apriv 30, 1996, a lawyer arrached to the Courr of Appeals in Parnis
wrote to a doctor on the Medical Commirttee for Exiles in connection
with the case of an asvlum seeker who was to appear before the Refugee
Appeals Commission. Aside from seeking specific evidence to support
his client’s claims in this individual case, the lawyer wondered about the
possibility of developing a more systematic structure for psychological
EXpert reports:

Lawvers are very surprised by the Appeals Commission's responses to the nar-
row scope of the medical certificates you produce. Of course we are only indi-
rect witnesses of whar are often complex situations, and [ appreciate that vour
medical certificates cannot unequivocally confirm or deny the truth of certain
facts. But would it not be possible 1o ser up a medical structure that would
allow for a psychological examination of the claimant’s account followed by a
statement as to the likelihood of a legitimarte claim o asylum?

Drawing a parallel with another area of the law, he described what he
was envisaging in more detail:

In criminal law, there are a number of experts in psychology andlor psychiatry
whao offer judgments on marters even though they were not evewirnesses. These
doctors’ analyses relate essentially to the credibility of the account given by the
individual under investigation. 5o I'm wondering whether it would be possible,
alongside a medical examination proper, to conduct a purely psychological ex-
amination to assess the credibility of the applicant’s account,

Recognizing the dangers of contributing in this wayv ro the adjudication
of cases, he concluded: “Unfortunately there is no solution thar does
not invelve risk, but it seems to me thar a psvchological examination
could give some of your medical certificates more weight in the judicial
process.”

This letter does not raise the issue of trauma, and for good reason: the
concept had not yet reached the arena of adjudication of asylum claims.
Bur while lawyers did not yet have the language of trauma at their dis-
posal, they were already thinking in terms of proof and beginning to see
the role that psychiatrists and psychologists could play in providing that
proof. What is being proposed here, quite explicitly (and this letter is
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valuable for the way it expresses what would later be implicit) is whar
might be called a new regime of truth in which the expert in the psyche
would confirm or mvalidate an account. However, this proposal is unclear
as to whether the subject of the report should be the personality of the
claimant (in order to establish how much confidence can be placed in his
or her account), or the sequelae he or she presents (to determine whether
they are consistent with the violence described). Recent developments
might suggest that the latter hypothesis is more likely, and thar the inquiry
relates to psychological sequelae indicative of persecution. But there is a
substantial body of recent writings by psyvchiatrists and psychologists that
demonstrates inconsistencies in asylum seekers’ memories and seems to
suggest that evaluanon of the hikely validity of their stories is called tor
on some level, However this may be, the target of investigation today is
certainly trauma, probably bevond the hopes of the lawyer cited above.,
The lerter below, sent by a member of the Ecoumenical Mutual Support
Service Cimade to a hospiral doctor a few years later, is revealing:

Mrs, D came ro see us. Although her request for territorial asylum has been
lodged, the outcome is not guaranteed. It needs to be backed up with evidence.
It would be good if she could consult a psychiatrist. In addition to helping her,
he might be able to give her a certihcate conhrming psychological trauma.

Many more examples could be found of similar requests addressed to
mental health specialists with the aim of obraining evidence to support

claims. Within less than ten years, the demand for psvchological expert
reports, which was no more than a working hypothesis in the Paris law-
ver's letter, has become routine practice, a gesture taken for granted, a
standard expectation. Evidence of trauma is now sought as conclusive
proof, and a new field of expertise has grown up around this need: the
psychotraumatology of exile. However, the emergence of this field can
only be understood in the light of the history of the strucrures catering to
the medical care of immigrants.

THE IMMIGRANT, BETWEEN NATIVE AND FOREIGNER

The psychiatry of immigration began to develop in the 1950s, berween
two historical eras dominated by two tmages of otherness: the native, in
the colonial era {(whether resident in the colonies or the metropolis), and
then the foreigner, in the post-colonial world {whether this foreigner had
official status or not, and whether he was seeking work or requesring
asvlum). Berween these two hgures stands another who hinks them chro-
nologically and sociologically—the immigrant, a product principally of
the demand for labor in the French economy, and in Europe as a whaole,
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During this period of transition from one Agure to another, inrerest in the
mental health of these immigrants emerged both on the margins of the
rejuvenated field of general psychiatry and among those who had worked
in colonial psychiatry.! On the one hand, in France, the universalist model
of the French mental health system and the dominant psychopathological
paradigm rejecred a priori any idea of ethnic or cultural singularity. Men-
tal health care for immigrant patients would require neither a special
clinic nor different kinds of treatment. This refusal to make a distincrion
was reinforced by an indifference in French society to the condition
of these marginal groups. Ar best the “overseas-born™ proletariar might
benefit indirectly from the medico-social treatment developed in progres-
sive psychiatry circles. On the other hand, in the colonial empire a policy
and practice of psychiatry had developed that were strongly marked by
cultural and racist prejudices. Attempts to identify specific traits of the
“African personality” or the “Muslim mentality™ inevitably resulted in
mterpretations thar revealed more abour the colonial mindser than about
local psychopathology. A radical reaction against these interpretations did
arise during the period of decolonization, but it related more to the ideo-
logical project of colonial psychiatry than to the essentialist theory of the
colonized mental panient. Although mental health specialists—who were
later to take an interest in the cases of immigrants—rarely mention this
aspect of their discipline’s history, the contrasting landscape of colonial
psychiatry and its crirics is always there as a backdrop to their thoughts
and activity. Let us look in detail, then, at these two histories which throw
light on the development of the psychotraumarology of exile.

At the end of the Second World War, French psychiatry was profoundly
affected by the discovery of the extreme state of deprivation in which the
discipline had lefr mental hospitals under the German occupation: 40%
of the parients housed in them had died of starvation and neglect.” Re-
acting to this tragic abuse of the asvlum as an institution, leading psychia-
trists, including Frangois Tosquelles, Lucien Bonnafé, and Georges
Daumezon, engaged in a collective critique of the practices of psychiatry.
The winds of reform thar blew through the discipline led, ten vears later,
to the first experiments heralding a new psychiatric sector established in
the early 1970s. At this time the focus was on taking professionals out of
the hospital and designing a care structure that would bring them closer
to patients, in contrast to the asylum which represented the archetype of

' For an analysis of the psychiatry of immigration, and more particularly of the tension
between universalism and culturalism, see our article {Fassin and Recheman 2005k},

" On this history, see Roberr Casrel’s book (1976) and articles by Jean Ayme (199%6) and
Max Lafont (2000).
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Erving Goftman’s “rotalitarian institution.™ This questioning of psychia-
try, its practices of classification and internment, and its collaboration
with the dominant power and the established order, took place in a con-
text of fundamentally universalist thinking. There was no place for a dif-
ferentialist approach which would have produced a special, or perhaps
simply retooled, clinical practice to treat first the natives in the colonies,
and later immigrants. At the margins of French society, in their camps,
hostels, and shanty towns, these invisible workers came to the atrention
of psychiatry only when mental pathologies were discovered while they
were being treared for work-related injuries. It was with these cases that
sinistrosis, which as we have seen was born a half-century earher, came
into the limelight.® In a period in history when immigrant labor was essen-
nal to the economic development of the country, absence from work
through 1llness was all the more suspect and vnwelcome if the patient
relared his alleged symptoms to his conditions of work. Thus the illegiti-
macy of the pathology made explicit the illegitimacy of the immigrant,
who not only was no longer socially useful, but also demanded fnancial
compensation, Apart from this particular condition, which was otherwise
relatively marginal within psychiatry, otherness was only acknowledged
insofar as it signified experience of otherness as mental disease. The cul-
tural other did nort exisr.

The situation was very different in colonial psychiatry, which had devel-
oped around the notion of a radically other colonized subjecr. Rather
than the African mental patient, it was the African per se, even when
mentally healthy, who was presented as the paradigmaric figure of oth-
erness,” An eye-opening study of this period s the report by British psychi-
atrist John Colin Carothers, who, at the request of the World Health
Organization, undertook an analysis of the *African menrality in health
and illness.™ On the basis of chinical data, electroencephalograms, and
anatomo-pathological data, he developed theories on the inferiority of
African subjects, which he ascribed to “frontal laziness™ that caused them
to behave like loboromized European subjects. In the French empire, it

T See Erving GoHman {1968) on the conditton of mental patients in American asylums
and his theory of what he calls “rotal institunons,”™ bur which, in the political context
of the rime, translators chose to render in French through a term meaning “rotalitarian
instirutions.”

' See the section on simstrosis i Abdelmalek Savad's chaprer “La maladie, la souffrance
er le corps™ [llIness, suffering, and the body| (2004), rranslation of a 1981 article.

" O this history, see the articles by René Collignon (2002) on French colonial psychiatry
and Richard Keller (2001}, who compares the French and Bninish empires. The most im-
portant reference however is the latter’s recent book on “colonial madness™ (Keller 2007).

* See the reporr by Carothers (1954} and the analysis by Jock McCulloch (1995) of Caro-
thers' psychiacric work and irs political implications tor the Mau Mau rebellion.
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was the Algiers School that in the 1920s applied this differentialist ap-
proach to the “North African native™ and constructed a paradigm of
“Muslim psychiatry.™” According to Antomne Porot, founder of this
school, the “psvchic formula of the Muslim native™ was characterized in
particular by “mental weakness” linked to a lack of intellectual stimula-
tion, and by “a low level of affective and moral life” revealed in a lack of
respect for human life; the rtwo elements combined explained the “crimi-
nal impulsiveness™ of the “native.” For both Carothers and Porot, other-
ness was ultimately less cultural than racial, since it derived from biology
(poorly developed frontal lobes according to Carothers, a prominent dien-
cephalon in Porot's version), and moreover the differences were under-
stood less as culrural traits than as signs of inferiority (Porot links magico-
religious representanions of illness to mental underdevelopment, while
Carothers ascribes them to a lack of conscience). The virulence of the
criticism leveled at colonial psychiatry by Frantz Fanon, for example, is
easily understood. As he reminded readers, it was taughrt in faculties of
medicine and schools of health for decades, including in both the British
and the French empires.” Thus this emergent “ethnopsychiatry,” as it was
beginning to be called, was far from being the meeting between psychiarry
and ethnography that Franck Cazanove, the chief medical officer for the
colonial troops posted in Senegal and the author of illuminating texts on
mental patients in French West Africa (published as early as 1912) had
called for. Instead it was based, from the outset, on an extreme notion
of otherness, essentialized, and racialized, that left no place for genuine
recognition of the other,

In these parallel traditions of general psychiatry and colonial psvchia-
try, which took contrasting approaches to otherness although they never
came explicitly into conflict, the place each gave to war trauma is particu-
larly significant. When it came to war, Africans suffered doubly, sustaining
heavy human losses both far from home, serving in the armies of the
Eurapean powers during the two world wars, and then at home, during
the colonial conquest and the struggles for independence. As to general
psvchiatry, the most remarkable fact is the virtual absence in the hiterature
of references to infantrymen and other colonized subjects engaged in wars
on the European continent, To judge by the psychiatric literature, shell

" See in particular the articles by Antoine Porot {1918 and 1932}, and René Berthelier's
analysis {1994} of the Algiers School, its offshoors, and its crincs.

® “Algerian medical students received this training and imperceptibly, after accommodar-
ing themselves vo colonialism, the éire came also o accommaodare themselves vo the inherent
stigma of the Algerian people,” writes Fanon (2002), in reference to the racialist explana-
nons of psychological peculianities identified in colomzed subjects.

" * A meeting between psychiatry and echnography could produce illuminating and fertile
results,” Cazanove notes in a medical article (1912).
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shock, the subject of so much discussion particularly among French and
German psvchiatrists, apparently affected only European soldiers. When
disorders were observed in soldiers trom the colomes they were inrer-
preted as psychotic manifestations (dismissing any possible causal link
between event and symptroms), and patients were sent back to their coun-
try, thus evading the issue of compensation and hence of secondary gains
around which the debates about European soldiers centered. In other
words, African soldiers were apparently not affected by trauma, although
it 15 known that they had more than average exposure to the violence of
the conflicts. Conversely, colonial psychiatry offered a wealth of interpre-
tations that aimed to characterize the colonial response to war situartions.
The various forms of ethnopsychiatry developed in this context explaned
psychological disorders in terms of malingering. The malingering of these
non-Europeans differed, however, in three significant ways from rthart
of European soldiers: their duplicity was evident and left no room for
doubt; the incidence of malingering was widespread, affecuing all soldiers
and thus it was ulamarely no longer pathological; and finally, it was
manifested in crude ways because it had not been processed through
dreamwork. Opposition to the colonial order, expressed either through
signs of stupor or conversely through violence, was ascribed by these clini-
cians to individual psychopathology, somerimes augmented by psychoan-
alyric factors. In one example of this psychologization ot political situa-
tions, the refusal to eat was described as the negativism and stubbornness
characteristic of the colonized mentaliry, rather than being linked to hun-
ger strikes and hence the practices of resistance.'” In other words, in con-
trast to general psychiatry, in colonial psychiatry there was an over-abun-
dance of interpretations of the manifestations of war trauma.

Berween denial hiding under the cloak of medical universalism, and
over-interpretation based on colonial racism, we can see that the psychia-
try of immigration, as it began to emerge between the end of the Second
World War and the beginning of decolomzanon, developed amid the
contradictions and ambiguitics of the Republican model of color-blind
universalism and egalitarian integration regularly invoked even by those

"We could cite Antoine Porot (1918 at length on this theme, After noting “the fre
quency of, and readiness to ship into aceidents and pithiatic reactions™ {in other words,
malmgering), he continues: “When applied 1o war rraumas, this cast of mind has incalcula-
ble consequences and creates leglons of exaggerators and perseverators. The Muslim native
has a remarkable propensity for passive life, His rather ceude, one-track mind applies all of
it inert mass to the initial ;rauma and the immediate functional incapacities.” Later, deserib-
ing whar happens when these normal proclivities are amplified by pathology, he writes: “As
for the psychopathies proper observed in Muslims in rime of war, they present in simple
form: soane confusion, with stupor, almost always; dreaming, in the Muslim, is rare and
results only from infection or intoxication.”™
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who most strongly rejected it. Whether it took up these rraditions or
reacted against them, the emerging psychiatry of immigration was
strongly marked by this history, It was also, however, remarkably diverse,
and it developed largely in the context of support organizations, on the
margins of public health services. We shall examine the psychiatry of im-
migration in more detail by looking at the treatment of retugees—in other
words, of those whose experience adds the memory of violence to the
suffering of exile.

THE CLINICAL PRACTICE OF ASYLUM

The first psychiarric care faciliies carering specifically to immigrants in
France were set up by a psychiatrist whose personal history is irself em-
blemaric of the upheavals of the early rwentieth cenrury.'" Born in Russia,
raised in Poland, and educated in Germany, Eugéne Minkowski came to
Paris during the First World War. In 1951, in the face of a growing de-
mand for psvchological support from emigrants from Eastern Europe, for
whom the public system was unable to ofter appropriate assistance, he
set up a mental health clinic in rhe offices of the people’s community clinic
in Paris {opened by Doctor Tiomkine during the Second World War to
offer treatment to the needv). Ten years later, Minkowski’s clinic became
part of an independent association funded largely through the support of
a number of private organizations specializing in aid to refugees, but also
receiving public money. The focus was on treating patients, often children,
by taking into account their history, and in their mother tongue. However,
the clinical practice was built not around a culrure (thar of the native
country}, but around an experience (that of exile, and sometimes of the
tragedy and violence that had led ro exile). The phenomenological ap-
proach to mental illness developed by Minkowski emphasized umiversal
models rather than individual interpretations. The use of the parient’s
own language represented a simple adapration to the condinons of the
treatment relationship, which was furthered by the fact thar rather than
using translators interposed between therapist and chent, the clinicians
were Russian, Polish, German, and French psvchiatrists who shared the
same culture as their patients. Each clinie was identified by the language

" For a descriptnion of the Minkowska Center, see the Web site hrepdfwowwominkowska
com. Our account is also based on interviews with stalf of the cenrer, Initially Ainanced by
the Service sogial d'aide aux émigreés |Social services for the assistance of emigrants|, the
center was subsequently supported by Cimade and Secours catholique, by the Pans city
authorities, the Caisse d’épargne bank, and the Service d’hvgiéne mentale |[Mental Health
Services] in Paris, Since 1985 it has been funded by the Caisse nationale d"assurance maladie
[Nanonal Healrh Insurance Fund].
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it used. In 1965, new practices were opened in response to demographic
changes in the migrant population, first in Spanish and Portuguese, then
in Arabic and Turkish. Others focused on regions of the world rather than
language arcas, for immigrants from sub-Saharan Africa, for example,
and Southeast Asian refugees. Thus the structure was adapted to changes
in the immigrant population while maintaining the flexible universalism
that characterized the spirit of the frst clinic. Iv is worth noting thar al-
though the frst patients were suffering from experiences directly related
to war, and some of the subsequent waves included people who had been
persecuted i their countries of origin, trauma was never the focus of
the psvchiatric clinical practice, which was on the contrary based on a
generalist approach to the “mental health of migrants™ (as indicated by
the orgamization’s current mission statement). In the view of the psychia-
trists working at the center, it was exile, rather than rrauma, that dehned
the experience of these patients who were caught between two histories,
between two worlds.

The Centre d’orientation médicale pour les demandeurs dasile [Center
for Medical Advice to Asylum Seekers, Comede] was born out of a similar
response to an emergency. In this case the trigger was a the sudden surge
in applicants for refugee status, particularly from Southeast Asia, which
resulted in the creation of a network of health professionals willing to
offer them free consultations, a network supported by two human rights
organizations.'” This was in 1979, when large numbers of Cambodian
victims of the Khmer Rouge were fleeing their country. The chartering of
the Ile de Lumiére hospital ship brought their tragedy to the attention of
the French public, and the refugees’ cause gained populariry, largely based
on a wave of emotion. Three yvears later, the aid center became the perma-
nent organization Comede, Medical Commirtree for Exiles, with its clinic
in the Kremlin-Bicétre Hospital south of Pans. The historical context was
completely different from that in which the Minkowska Center was set
up. The great political upheavals of the period afrer 1968 were waning,
and new forms of activism were emerging, less radical and more targeted.
Within psychiatry {which had also weathered herce controversies during
this period), a current critical of France's colonial heritage—denouncing

“ For an analysis of Comede, see the organization’s journal, Maux exd [The ills of
exile], and its annual report, on s Web site, hrepofwaw.comede. free.fr. We also conducred
a series of interviews wirth members of the management team and the medical-social staff.
Comede was ser up by Groupe accueil et solidarice [The Welcome and Solidarity Group,
GAS], and funded by Cimade and Amnesty Inrernational, which are members of GAS.
Today Comede is largely publicly funded, mamly by the Populanon and Migration Director-
are, the General Health Directorare, the le-de-France Regional Health and Social Weltare
Directorate, the le-de-France Regional Health Insurance Office, the European Fund for
Refugees, and the United Nations Fund for the Vichms of Torture.
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in particular the pathogenic conditions in which foreigners lived—had
developed in the field of immigration, and this current had crystallized
around the Comité médical pour la santé des migranes [Medical Comnur-
tee for the Health of Migrants|. Comede had a specific focus {on asylum
seekers), and its aims were concrete (to provide treatment to people ex-
cluded from the health care system). As one of its first presidents, Philippe
Magne, put it, Comede catered not to “the star dissidents, but to the
foot-soldiers of exile.” Paradoxically, as the organization became more
professional, moving from relying on volunteers to paying its staff, and
more institutionalized, supported by public subsidies, it gained an increas-
ingly public profile, particularly in the Coordination francaise pour le
droit d'asile [French Coordinating Committee for the Right of Asyluml],
an organization that coordinated the efforts of twenty groups thar op-
posed increasingly restrictive government policies on asylum, Comede of-
fered medicalisocial services that aimed to answer the full range of human
needs, including—from the start—psychological and psychiatric treat-
ment. This service, initially run by Latin American refugees, was con-
tinued by other mental health professionals, mainly of African origin, who
had come through the rapidly growing universiry training in ethnopsychi-
atry. Comede specialized in assistance to asylum seckers (unlike Médecins
du monde which, during the same period of the 1980s, focused much of
its work on illegal aliens at its pioneering community clinic on the rue du
Jura, in Paris}, and increasingly found itself facing the specific problem of
victims of torture. Should these patients, who were in the minority at the
clinic, be singled out from other applicants for refugee status on grounds
of the nature of their traumatic experience or, conversely, should they be
treated like the others in order to avoid crearing moral distinctions in
suffering and hence also a sort of implicit hierarchy among asylum seck-
ers? This difficult question led to a split in the organization.

The Association pour les victimes de la repression en exil [Association
for the Victims of Repression in Exile, Avre] was formed in 1984 in re-
sponse to the idea thar “victims of torture are not patients like others and
require a very special kind of care.”™ The following year, the organization
established a clinic in the Croix-Saint-Simon hospital in Paris.” Its
founder, general practitioner Héléne Jaffé, had been working with Co-
mede where she argued in favour of different treatment for people who

" On the history of Avre, see the brief outline on its Web site, hrrpafunww.avre fr. We
have also drawn from documents produced by the organization, notably its quarterly news-
letter Harre (Haven) and from intecviews conducted by Estelle d’Halluin with staff of the
organization, which was primarify supported by public subsidy from the Fonds d'action
sociale [Social Action Fund], the Furopean Union, and the United Natons. Ies president
collaborared with the government on several programs, The organizacion was dissolved in
206 after the rerirement of its charismanic leader.
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had suffered rorture, bur found no support for her position. Her convic-
tion of the distinct nature of their problems was strengthened during a
mission she underrook for Médecins sans frontiéres to Guinea-Conakry
following the death of President Sékou Touré in 1984, to treat those re-
leased from camps and prisons. On her return, she set up Avre with a
small team of doctors and psychologists. In addition to providing trear-
ment, backed up by teacher training aimed at facilitating the integration
of asylum seekers into French society, Avre worked in a number of other
countries. Financed principally from French and European public funds,
it developed a close collaboration with the French government, even
chairing a Ministry of Health working group on victims of torture. In
general, Avre’s political activity was oriented more towards the interna-
tional arena, where it brought civil prosecutions against former dictators,
than the national context, where it took no part in campaigns for asylum
rights. But the most remarkable paradox in the organization is its position
on trauma. On the one hand, it was the first orgamzation in France to
suggest that the experience of victims of torture and the psychic “se-
quelae” left by the ordeal were unique. On the other, it was systematically
reluctant to engage with psychologists, whom it regarded as ill equipped
to deal with this unique condition, whereas medical doctors who had
worked on such cases had a genuine capacity to “listen™ to patients.
Trauma was rarcly evoked in Avre: the preference was for drug treatment
rather than psychoanalysis. Relegated to a subsidiary role and mistrusted
within the organization, the psychotherapist members lefr Avre,

Thus it was vet another split that led to the formation of the Primo Levi
Association in 1995, created by a group of seven ex-Avre members who
initially set up a small structure they called Tréve [Truce]." With the sup-
port of Médecins du monde, Amnesty International, Juristes sans fron-
tieres [Lawyers without Borders|, and Action des chrénens pour Paboli-
ton de la torture [Chrisnian Action for the Abolition of Torture|, Tréve
set up the Primo Levi Center. Funded initially by these private organiza-
tions, the Center increasingly won public subsidies, and by 1995 received
80% of its budget from public funds. While patients who came to the
Center's clinic were offered medical treatment and social assistance, the
core of its work was psychotherapv. Specializing in trauma, the work of
course included “care and support for victims of torrure and political

* O the history of the Primo Levi Center, see the Web site hripafiwww. primolevi.asso. fr.
We also conducred interviews with several members of the organization, attended two of
their conferences, and consulted cheir public journal Mémaoires. The Primo Levi Center re-
ceives 80% of irs funding from French public institutions {the Prime Minister's Office, the
Population and Migrarions Directorate, the General Health Direcrorate, the lle-de-France
Region, the City of Paris, as well as several national and international bodies), bur also
receives funding from a pumber of NGOs, including MDM.
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violence,” as the organization’s name implies, but it also offered help to
persons exposed to the spectacle of this violence through their work (the
staff of aid organizations, for example) or to the narration of it {such as
members of legal support organizations). This justified the provision of
“debrichng"—psychological support aimed at preventing post-traumatic
sequelae. In addition to caring for patients, the organization campaigned
publicly in defense of the right to asylum and to raise awareness of the
suffering of those “psychically rraumartized by torture.” In the late 1990s
the Center established links with the Association de langue francaise
d’érudes du stress traumarique |French Language Association for the
Study of Traumatic Stress, ALFEST], founded by military doctor Louis
Crocq, the originator of psychiatric victimology and a latecomer to the
field of humanitarian psvchiatry, Thus the evolution from the psvchiatry
of immigration to the clinical treatment of trauma came to its completion
with the establishment of the Primo Levi Center. But this shift extends
bevond the French context. The European Network of Treatment and
Rehabilitation Centres tor Vicnms of Torture and Human Righrs Viola-
tions brings together thirty-eight organizarions. Sibel Agrali, director of
the Primo Levi Association and one of the French members of this ner-
work, explains its mission: “Victims need more than just care related to
their ill-treatment. On top of all their dithculties in building a new life
and getting their past recognized, they remain haunted by whart they have
experienced, traumatized by their journey and by exile. There is no official
training specific to these traumas. And yvou can’t offer a listening ear to a
vichim of torture without yourselt being attected, shocked. You have to
learn to withsrand and manage these situations. And it is not a matrer for
specialist doctors: torture 1s not an illness, The solution 15 not a question
of cure.”™ Torture and trauma, then, go hand in hand. Both call for special-
1ized treatment; both are more a marter tor psychology than for psychiatry;
and both have become targets of coordinated action at the European level,

We see that in the history of medical and psychiarric care for refugees
over the last half-century in France there has been development on rwo
levels. On the one hand, there is a progressive redefinition of the client
group: while the Minkowska Center caters to immigrants, Comede, n
the late 1970s, rurns its focus to asvlum seekers; and from the mid-1980s
Avre, followed in the 19905 by the Prime Levi Center, are dedicared exclu-
sively to victims of torture and persecution. We see both a diversification
in care provision and a degree of specialization around extreme situations.
On the other hand, there is a shift in the time frame that treatment covers:
at the Minkowska Center, although there 15 an acknowledgment of past
suffering, clinical pracrice is centered around the experience of exile. At
Comede a division between the before and after of ermigration begins to
be constructed around the issue of political violence, but this creates ten-
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sions. A split occurs with the emergence of Avre, which aims specifically
to establish a distinction between patients relation based on the kind of
violence they have experienced in their country of origin. However, it 1s
with the Primo Levi Center that trauma per se becomes the central focus
of care. Thus, while the suffering of exile (a present cut off from the past)
is not denied, the legacy of violence (a past inserted into the present) be-
comes the new object of treatment.

We are not, of course, suggesting that one type of patent is being re-
placed by anorher, or one time frame by another; rather, we are attempting
to show a shift of focus to asylum seekers and the question of violence,
at the same time as an accretion of successive lavers of clinical challenges.
Far from thinning out, the organizational landscape becomes richer, and
the professional field more complex, This dual shift, from migrants to
victims of persecution, and from exile to trauma, marks the emergence of
what we may call a psvchotraumatology of exile. We use this term to point
hoth to an increasing specialization around asylum seekers and victims of
torture, and to a persistent tension between a focus on exile and the expo-
sure of trauma,

A CHANGE OF PARADIGM

“The external and internal worlds of voluntary immigrants are vastly dif-
ferent from those of refugees and asylum seekers,” writes psychiatrist and
psychoanalyst Vamik Volkan' in his introduction to the first book de-
voted exclusively to the trauma of “war and torture victims.” However,
the distinction is more complex than it appears. On the one hand, “there
are also common elements that underlie the psychology of both the *nor-
mal” immigrant, who leaves his or her homeland voluntarily, and the trau-
matized immigrant, who is forced to flee by circumstances. . . . Since mov-
ing from one location to another involves loss—loss of country, friends,
and previous identity—all dislocation experiences can be examined in
terms of the immigrant’s ability to mourn and/or resist the mourning pro-
cess.” But on the other hand, in the case of refugees and asvlum seekers,
“their mourning processes are complicated due to actual traumatic expe-
riences. One has to deal with the effects of the acrual trauma before the
individual can become like ordinary, ‘normal’ immigrants.”™ This contrast
between the mourning of exile and the trauma of violence—which, Vol-
kan suggests, gives rise to fundamentally different experiences and hence
demands different treatment strategies for the “normal”™ immigrant vs.
the “forced” displaced person—is now common currency. Today, the suf-

5 Volkan (2004].
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tering of the immigrant cannot entirely encompass that of the vicom of
persecution: there is in the latter something that the former does not con-
tain, which is termed trauma. This notion is the fruit of social evolurion,
the progress of which is revealed by the history of clinical practice as it
relates to the issue of asylum. Clinics shifted only gradually from a model
of mourning to one of trauma, and rrauma did not replace the mourning
paradigm; rather it enriched and partially overlaid it.

The founders of rthe Minkowska Center focused on emigration—
and therefore exile. The very use of the term “émigré” [emigrant] instead
of “wnmigré™ [immigrant], which then had pejorative connotations, is
significant. It implies not only a higher valuation of the migrant (rather
than being a surplus person “here,” he or she is a person missing from
“there™ and who misses “there™), but also an artachment to elsewhere.
The émigré must not only settle “here™ but also must detach him or herself
from a “there™ that continues to have meaning. The very name of the
organization Comede (Medical Commirttee for Exiles) points ro this link.
The treatment Comede offers foreigners who make use of its services
still incorporates both the “before™ and the “here,” distance and pres-
ence, the pain of separation and the difhiculty of sertling in. For the
Minkowska Center and Comede, a refugee is primarily a person within
the complex and many-faceted experience that is exile. This does not
mean that the personal suffering ot the individual victim of persecution
15 not taken into consideration, but it is considered as an individual his-
tory within a universal framework. There is an apparent paradox in the
emergence, in the 1950s, ot a clinical approach ro the experience of exile
that 1s not buile on the model of rauma neurosis, even when it was dealing
with patients from Eastern Europe, many of whom had direct or indirect
experience of the barbarity of World War 11, the inhumaniry of the Nazi
camps, or Soviet repression. But rather than a contradiction or a denial,
whar we see here is the assertion of an ethical stance thar refuses ro see
distincrions between levels of suffering or, more generally, berween forms
of experience.

The creation of Avre ushered in a different model. According to Avre
members, iving through torwure, or through pohtical violence more gener-
ally, produces an individual experience irreducible to any other, and usu-
ally incommunicable. They argued that this ineffable experience merited
clinical intervention as well as intuitive compassion—in other words, psy-
chotherapy. And with the establishment of the Primo Levi Cenrer, the
unique experience of the victim of persecution and psychologists’ recogni-
tion of trauma were brought together for the first time in the field of
immigrant mental health. A name had thus been put to this irreducible
fragment of life, which was henceforth no longer incommunicable, be-
cause it had become the target of psychotherapy. What is new in this
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approach is the isolation of the actual moment when the persecution took
place as the root cause of the rrauma. Today this seems to go without
saying. However, it too is evidence of a significant shift in viewpoint
whereby the experience of political violence takes precedence over all
other experiences, all other forms of suffering thar the concept of exile,
by virtue of its very imprecision, so flexibly encompasses. This model was
neither a hypothesis thar could be rested and validared, nor was it the
product of a prejudice that would lead to predetermined musunder-
standings in other areas. Rather, it was an operational postulate that
tound its meaning enrtirely wirthin the concrete acrivity of Avre and the
Primo Levi Center.

When panents arrive ar these clinics they are ininally passed through
what amounts to a triage to identify those whose cases are suitable for
treatment. At Avre the selection is very strictly based on the criterion of
torture. According to one of the organization’s docrors, “We only treat
people who are or who claim to be victims of torture. We're entering into
an ideological debate here. As | see it, people who've witnessed massacres,
whose loved ones have been tortured in front of them, are vicnims of
torture. But from the organization’s point of view, that’s debatable: fear-
ing for your life is not torture.” Clearly, this distinction in terms of what
actually happened effectively constitutes a rejection of the notion of
trauma, for which the nature and even the truth of the violent event are
not diagnostic criteria. At the Primo Levi Center, by contrast, patients are
accepted on the grounds that they are suffering from trauma. One exam-
ple would be the case of an Algerian patient aged around thirty, who was
referred to the organization by a hospital. He had applied for territorial
asylum, on the grounds thar his life was in danger in Algeria. He had
been a police officer, had been threatened by armed groups, and, having
resigned from his post because he disagreed with what he was asked to
do, he also fteared military reprisals. Serious psvchological disturbance
had brought him to the center. At the end of his first appointment, it
was revealed that prior to the recent events the man had been under psy-
chiatric care in Algenia for alcoholism that was ascribed to an underlying
neurosis. For this reason, he was referred on to the public psvchiatric
service. The aggravation of his clinical condition by the political cli-
mate and the persecution he had sutfered, was not taken into account,
because the prior existence of symptoms made it impossible to identify
post-traumatic signs clearly.

To sum up: in the history of psychotraumatology in France, recognition
of torture as a reality particular to refugees preceded the identification
of trauma as the mark left by the violence suffered. In the 1950s and
19605, neither torture nor trauma was at the heart of the Minkowska
Center's therapy. In the early 1980s, debate over whether victims of tor-
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ture should be given special treatment caused a rift in the organizations
concerned. Those in favour of differentiating these victims from the others
argued thar their experience of violence was so extreme and unspeakable
as to call for distinct treatment, independent of the general notion of
trauma. By the early 1990s, tensions centered around rhe role that should
be taken by psychotherapists in the treatment of victims of torture, but
trauma was still not a widely accepted concepr, since the model being pur
forward was one of empathic listening and social support. It was only
with the creation of the Primo Levi Associanion thar a link was made
between torture and trauma: a special report on the history of the Center
in the December 31, 1997 issue of Le Monde, titled “Les psychotran-
matisés de la torture”™ [The psychic trauma of the torture victim], gave
weight to this development, which was gaining ground rapidly. A few
vears later, when experience of care for victims of persecution was begin-
ning to be exchanged ar the European level, trauma had become a com-
monplace in the chnical assessment of asylum seekers and retugees by all
organizanons. The reality of rrauma was recognized by all, particularly
by psvchotherapists,

This change of paradigm—from the experience of exile to that of vio-
lence, which also marks a transition from mourning rowards trauma—
nevertheless occurred within the same world of ideas. Whether the talk
was of the suffering of exile or of the aftermach of violence, it was placed
m relation to a universally recogmized way of thinking. However individ-
ual the history of each migrant or victim of persecution, wharever its in-
scription in a collective history and, hence, m a parocular culture, ad-
dressing the mourning of exile or the trauma of violence presupposes a
common psvchic world within which these concepts acquire a meaning
and call for a response. This notion of a common psychic world does not
of course preclude historical and cultural variation in the expression of
symptoms, any more than it precludes vanation in the psvchotherapies
that constitute society’s response. But the experience is potentially univer-
sal. The corollary of this imphat presumprion of a common world are
forms of empathy or countertransference that have been described by psy-
chotraumatologists such as John Wilson, founder of the International So-
ciety tor Traumatic Stress Studies: “The accounts of survivors are always
variants of the universal trauma archerype.”™ In the view of those who
support the post-traumatic stress diagnosis, and more generally of those
who made use of the concept of psychic trauma, these categories describe
a suffering withoutr borders, a suffering thar knows no cultural barriers.

Hence, despite their differences, the diverse approaches developed over
halt a century, from the Minkowska Center to the Primo Levi Center,

R som (2004,
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derive from what we may call a universalist reading of the experience of
migration and violence. Their intellectual lineage differs profoundly from
that of contemporary ethnopsychiatry, which is based on a differentialise
reading. We saw the emergence of this discipline, with Antoine Porot and
especially John Colin Carothers artempting to create a science that would
align psychology with culturalism (not without racist prejudices), and
provide a scientific justification for the colonial order. In the 1980s
and 1990s a different ethnopsychiatry grew up around Tobie Narhan at
the Georges Devereux Center in Saint-Denis, where the focus was not on
treating “natives,” but on immigrants or even second-generation im-
migrants. Breaking with Devereux’s “complementarist ethnopsycho-
analysis,” the new ethnopsychiatry proposed an essennalist approach ro
otherness that rejected both the possibility of a common experience of
suffering (since each culture, ethnically defined, constituted a closed
entity) and the wdea of a shared sense of caitizenship (since each group,
identified by origin, was to be preserved and separated from the others).
The influence of this current in mental health practice, and also in social
work and even in the legal profession, had its effect on the emerging
field of the psychotraumartology of exile.” Many of the psyvchologists
and psychiatrists who work with Comede, Avre, and the Primo Levi Cen-
ter have passed through this schoal or have at one point or another identi-
fied with its approach to culture. However, most have since distanced
themselves from it and now call for an approach that insists on the com-
mon experience of exile and travma and denies that communication is
impossible between the cultures in which the experience takes place. In
an interview recounting her professional career, a psychologist who
followed Nathan's reaching explained to us: “As [ see it, ethnopsychiatry
is allowing culture to speak rather than the subject. There is no subject,
just an object of research called the panent.” She contrasts this with
the psychoanalytic approach she now uses: “This approach highlights
the patient’s connection with his own personal history, his own past, and
also with other patients. This allows the patient to become aware that she
can locare her own history within a much broader historical context than
that of the culture that failed to predict what happened to her.™ Thus it
15 the individuality of the person thar forms the basis for the universaliry
of the experience.

These theoretical—even deological—ditferences between universalism
and differennahism did not preclude compromise, The boundaries be-
eween the two apparently irreconcilable worlds proved to be more perme-
able than might have been expected. Individual bridges were created be-

Y For an analysis of the work of Tobie Nathan and his influence in the scientfic feld, the
media, and public action, see Fassin (1999 and 20011).
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tween psychotraumatology and ethnopsychiatry, the most significant
being the path taken by Frangoise Sironi, who was a member of Avre and
subsequently one of the founders of the Primo Levi Center, before she
became director of the Georges Devereux Center. Hybrids of the two ap-
proaches were also developed, such as the psvchiatric service ar the Avi-
cenne Hospital in Bobigny, where the team led by Marie-Rose Moro prac-
rices and teaches both the clinical rreatment of trauma and rranscultural
psychiatry; the “rrauma group™ is led by the same psychiarrists and psy-
chologists as the collective sessions that bring together “co-therapists™ of
varving national origins. The way in which issues of the mental healch of
immigrants—in this case refugees—form part of a debare berween univer-
salism and culturabism, between the chimcal treatment of exile and radical
ethnopsychiatry, is a historical phenomenon specifc to France which can
be observed in several areas, bur which is most sharply expressed in this
articulation berween the theme ot immigrarion (hence otherness) and the
domain of psychotherapy (hence subjectivity).

This uniquely French trait was reinforced by the stare’s ambivalence
about this issue. On the one hand the authorities promulgated a universal-
ist model through a system of care that was oblivious to the problems
of migration, and on the other, they favored culturalist approaches by
supporting institutions that focused on difference. Thus the held we tenta-
tively term the psychotraumatology of exile was constituted on the mar-
gins of the public health care system, through initiatives of privare, not-
for-profit organizations. However, this distinction between the public and
private sectors does not fully explain the dynamics of the relationship
between government policy and nongovernmental pracnice. First, the pro-
portion of the privare organizations’ funding coming from public funds—
whether through direct financing of their activities or through support of
patients under social welfare programs—is increasing, until it amounts
sometimes to virtually the entire budget of the organization. The value of
the proportion raised privately through members” subscriptions and
grants from other organizations (themselves often recipients of public
subsidies) 1s more symbolic than substantal. Second, state mstitutions
increasingly collaborate with private organizations; public hospitals often
refer patients to private health care centers, to the extent that some, like
the Minkowska Center, become as it were complementary to the public
health care system; private organizations draw up documents ar the re-
quest of government bodies, such as the guide to care of immigrants pro-
duced by Comede; members of private organizations sit on ministerial
working groups { Avre, tor example, contributed to the working group on
torture); and the government grants prizes to private organizations, for
example awarding the Human Rights Prize to the Primo Levi Center in
2004. Thus psychotraumatology—and through it, mental health care for
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immigrants, particularly the most vulnerable of them—has been the scene
of complex interplay between the state and private organizations, with
the larter taking the initiative, but with the stare following by supporting
them and thereby deeming iself absolved of responsibility for the humani-
tarian management of the plight of victims of persecution. This relation-
ship became particularly problematic when the government began to im-
plement stricter immigration and asylum policies, ar the same time as it
was funding nongovernmental organizations caring for those who would
bear the brunt of these policies. For their part, the organizations united in
protesting against the action of public authorities whose subsidies enabled
them to continue operating. Nowhere were these tensions so apparent as
in the controversy over medical certificates.

THE EviDENCE OF THE BODY

“Do you need a piece of paper to prove torture?”™ asked the authors of
a special issue of Mémoires, the quarterly newsletter of the Primo Levi
Association.'

Asylum seekers, faced with the increasingly strict criteria of OFPRA and CRR,
are turning in desperation to doctors to obtain a medical certificate testifying
that the marks left by the torturers are compatible with their stories. The phe-
nomenon 15 reaching worrying levels, Whar is happening? Why are these
men and women, who have already been through unspeakable ordeals, chasing
atter a piece of paper drawn up by someone who is a stranger to their past
life, a retrospective witness who saw nothing of what they lived through, some-
one who, while ready 1o listen and possessing established medical skills, cannot
by definition know bertter than the applicant him/herself what happened, and
how it came abour? Today, the asylum seeker who has no certificare feels less
confident of being granted residence, thinks that he or she has less chance of
being believed.

This pressure for evidence from the body was exerred directly on the care
organizations. The Medical Commurttee for Exales (Comede), for example,
which sees around five thousand patients a year, has seen rapid growth in
the number ot expert reports it draws up. In 1984,151 climical psycholog-
cal certificates were issued; in 1994, the figure was 584. By 2001, the
number had risen to 1,171, Since the overall activity of the care center
increased over this period, we must also compare the number of certifi-

" This was the ritle of the report, which mcluded an interview with Dr. Joseph Biot, a
member of the Center for Righes and Ethics in Healthcare, The extracts are cited from the
main article, “The Impossibility of Proof.”
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cates issued with the number of consultations, in order to measure the
actual workload: between 1984 and 2001, the ratio of certificates to con-
sultations multiplied five-fold. This gives an indication of the increasing
proportion of a doctor's day taken up by the writing of expert opinions:
28% of their work related to certificares confirming the sequelae of vio-
lence and torture, and this does include the 19% of their time spent testi-
fying to serious illnesses that justify granting asylum on humanitarian
grounds. The number of certificates issued decreased in 2005 only because
the center adopted a policy of imiting them to five per day. The inevitable
repercussion of this ruling was that asylum seekers were wairing longer
and longer for an appointment to request a certificate. In the face of these
delays, asylum seekers now tend o use their notihcation of appointment
as a way of proving that the procedure is under way when appearing
before OFPRA officers or the Appeals Commission judges; the lamer
sometimes give them the benefit of the doubt.

Thus, within two decades a clinical psychological certibicate has be-
come the key to the door of asylum, At least this was how a range of
participants in the process see it—especially lawvers, for whom this docu-
ment has become one of the exhibits they must to gather in order to defend
their clients. Witness this letrer from a lawyer, addressed to an asylum
seeker:!”

Dear Sir,

In a telephone conversation with the Appeals Commission, | was intormed that
the Commission would take its decision only when it receives a medical certifi-
cate proving that the marks on your body are consistent with your account. To
obtain this vou need ro make an appointment with a doctor at Avre and with
a doctor ar Comede as soon as possible. When you have the certificares from
these two doctors, please fax them to me as soon as possible so that [ can pass
them to the Appeals Commission.

In this letter, as in many others, the focus on the precious document, on
the urgency of obraining i, and on need for duplication of proof through
consultation with two doctors, reveals the lawyers” over-investment in
medical certification. The consequence for the asvlum seeker is clear: no
certificate, no salvation.

Ar the same time, the bodies responsible for assessing cases were in-
creasingly requiring certificates, so much as to give rise to repeated pro-
tests to the director of OFPRA, the President of the Appeals Commission,
and even to the Council of the Ordre des médecins.” For example, follow-

' Letter dated December 7, 2001, This is one document from a fle of similar requests
collated by Docror Arnaud Veisse, director of Comede.

# Order of Doctars, the French dectors” professional association.
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g “pressure which runs counter to the erhics™ of the organization, the
chairperson and director of Comede wrote to the director of OFPRA com-
plaining about its officers:™

Some telephone Comede themselves to get a quick appointment for a cerrificare:
patients often tell us thar they have been told thar they will only be granted
residence on presentation of a certificate; sometimes even if they have a medical
certificate, often from an eminent specialist, they are asked to get it validated
by Comede.

For both Comede and the Primo Levi Center objective complicity with
the bodies responsible for accepting and rejecting the applications of asy-
lum seekers became untenable, despite the fact thar the requests for cer-
tificates demonstrared the high regard they enjoved with OFPRA officers
and the judges of the Appeals Commission. The relarionship berween in-
stitutions responsible for implementing an increasingly restrictive policy
on asylum and organizations whose mission it is to defend the rights of
refugees, 1s clearly problemaric.

The difficulry becomes all the greater when what is to be demonstrated
is often invisible. Physical traces of rtorture can disappear quickly. Ac-
cordimg to a UN handbook:*

The expert must proceed to a medical examination of the presumed victim. In
this regard, the time facror is particularly imporrant. A medical examinarion
should be undertaken wharever the time elapsed since the worture, bur if it is
alleged to have taken place less than six weeks before, the examinarion should
be made as soon as possible, before the most obvious races have disappeared.

But virtually all the asvlum seekers seen in France are seen months or
even yvears after their ordeal. The “psvchological proof™ referred to by
the UN High Commissioner on Human Rights therefore becomes all-
important. As these experts suggest, “almost all those who have under-
gone torture suffer from depressive conditions,” but these symptoms,
while they justify treatment, do not constitute proof of violence suffered.
Conversely, while they argue thar *the simplistic and erroneous belief that
post-traumatic stress 15 the principal ettect of torture™ should be chal-
lenged, this less frequent sympromatology should excite artention because

* Lerter dated May 5, 1994, ro which Francis Lotr, the director of OFPRA, responded
on June 13, 1994, in memo no, 392, ceminding his agents that they are forbidden o “inter-
fere, for whatever reason and in whatever way, in the work of Comede™ and of the need 1o
“restrict requests for a forensic medical cernficate to exceptional cases where a doctor’s
opinion is essential to understanding the case, as a complement to and not a substitute for
the applicant’s words, nor as a substiture for an in-depth interview with the OFPRA officer.™

2 Handboolk for Effective Engutry into Torture and Other Criel, Inbueman or Degrading
Treatment ar Punishment, UN High Commissioner on Human Righes, Geneva, 2001,
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it can help to establish that the condition is due to persecution. Ultimately,
it is the most subjective trace, the trace that remains in the psyche, that
will testify, virtually indefinitely, to an event of which the body no longer
retains the marks.

Here the psychotraumatology of exile, whose gradual emergence
around asylum seckers and torture victims we have explored, acquires
new social significance. The discipline was born out of a recogninion of
the unique nature of the experience of persecution and the need to provide
special trearment for trauma. Ie became a rool for evalvating the truth of
accounts, useful to the authorities responsible for adjudicating refugee
status. The doctors and psychologists who had committed themselves to
this humanitarian cause had done so with the purpose of providing care.
Now they were required to testify. Most of those working for the non-
governmental organizations involved in asylum issues were unhappy with
this new role, tor which they were not prepared, seeing a fourfold danger
in this diversion of their activity,

First, testifying to torture implies a retrenchment of the principle of the
right to asylum. Under Article 1 of the 1951 Geneva Convention,™ a refu-
gee 1s defined as a person who, “owing to well-founded fear of being
persecuted for reasons of race, religion, nationality, membership of a par-
ticular social group, or polincal opinion, 15 outside the country of his
nationality and is unable, or owing ro such fear, is unwilling to avail him-
self of the protection of that country; or who, not having a nationality
and being ourside the country of his former habirual residence as a resulr
of such events, is unable or, owing to such fear, is unwilling to return to
it.” The idea of fear—provided it is justified—is thus central. The person
does not need to have been tortured to benehit from refugee starus; the
threat of persecution is sufficient. And the proof sought by means of the
medical cernificate essentially consists of physical scars left by torture as
such, Limiting proof to these scars means restricting the very spirit of
asylum by excluding people who feel they are in danger and are tryving 1o
escape violence, Some in the aid organizations ironically term this the
“torture bonus.” Psvchological experts can help to open the door to asy-
lum a little wider by idenrifying signs of suffering that relare to the fear of
persecution; but experience shows that little use 15 made of this potental,

Second, the cernheate also breaches the separarion berween the role of
the physician as therapist and expert witness, According to Article 103
of the French Code of Public Health,” “no one may act as both expert

¥ Convention relating to the Status of Retugees, adopted on July 28, 1951, UN High
Commissioner on Human Bights, hetp2fwww.unhchrch.

M Exercise de la medicine dexpertise”™ [The practice of medical expert opinion] {artiche
B4 127-105), Code de la santé prbligue, 19th edinon, Dallog, Pans, 2005, p. 1331,
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medical examiner and doctor treating the same patient. A doctor must not
accept a request for expert opinion in cases involving his own interests, or
those of any of his patients, close relatives, friends, or a group that habitu-
ally uses his services.” We would point out that there is also a third inter-
ested party, besides the medical expert wirness and the treating doctor:
namely the activist doctor, who may not be strictly objective in assessing
the situation. But to restrict ourselves to the terms of the debate as it is
posed by the NGOs, what is at stake is less the expert’s impartiality than
his or her "instrumentalization™ by the asylum seeker, who takes advan-
tage of the care offered to obrain the precious document and thus misses
out on the opportunity for receiving genuine trearment. Doctors, and srill
more psychologists, express their frustration art this situation, which di-
verts their panents from the therapeuric relationship: once the certificare
has been provided, the patient does not return, In fact, in order to avoid
this potential diversion of the organizations’ mission, certificates are now
virtually never issued at the Arst appointment. Before obtaining the docu-
ment, the applicant has to “prove him'herself” once more.

Third, the certificate acts as a substitute for the asylum seeker’s own
words, A member of the Primo Levi Center told this story:™ “One day,
an OFPRA officer called and told me, ‘If vou tell me this woman was
raped, I'll grant her asylum.” Bur why did | have to confirm thar she'd
been raped in order for her to be allowed to stay?™ This case is significant
in that rape, except in rare cases, fortunately leaves no physical traces
after a few weeks, Psvchologists are therefore expected to provide evi-
dence to confirm the truth of the account, to find in the psyche the trace
left by the invasion of the body, to recognize the trauma that 1s proof of
the violence sutfered—even though it is well known that the psychological
consequences of rape can vary widely in form and seriousness, and more-
over that women often remain silent about whar happened to them. But
beyond this particular case, asking an expert to provide corporeal proof
ot the violent or degrading rrearment suffered by the person means re-
minding the applicant that her words are of no value, that her truth counts
tor norhing. In agreeing ro testify, through an expert report, that the apphi-
cant’s account conforms to the evidence, the docror or psychologist
“vouches for™ the asylum seeker, thus involuntarily confirming the deval-
uation of her word.

Finally, many see the certificate as useless or even pernicious. On the
one hand, at the individual level, its efficacy is far from established. The
doctor or psychologist may feel that he is giving the asylum seeker a better

A similar case was reported in a letter from Comede to OFPRA a few years earlier,
suggesting thar this suspect Agure has a svmbolic value for those involved.
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chance through this authenticarion of her account, bur the hgures do not
necessarily confirm this. There is no relevant French study, but a Swedish
study of fifty-two cases found no statistical correlation between the provi-
sion of an expert’s report and the decision taken by the commission re-
sponsible for determining status;” even the identification of post-
traumatic stress disorder, observed in three-quarters of the applicants, did
not improve their chances. The authors conclude: “The CTD (Center
for Torture and Trauma Survivors) examinations of alleged rorture are
meant to give reliable and unbiased information to the Swedish authori-
ties involved, but the certificates provided are apparently often ignored.”
On the other hand, at the collective level, the pracrice of certification sug-
gests thar distinctions can be made between those asylum seekers for
whom clinical psychological truth can be established, and those whose
account cannot be verified one way or the other. Given this, the certificate
could paradoxically be seen as contributing to the growing suspicion of
asylum seekers and thus o the reduced legitimacy of their cause. This is
a matter of concern for two senior members of the Primo Levi Center:*’
“The doctor who ventures into the terrain of proof becomes the tool of
an ideology. Requiring proof thar is impossible to come by allows the
state to remove those not wanted by the social body.” Ultimately, certih-
CATION 15 4 NO-WIN SItuation.

Given these four criticisms—which we would caregorize respectively as
political, deontological, ethical, and evaluative—it might secem surprising
that those who articulate them continue to issue the certificates they so
disparage. But there are three reasons for this. First, one cannot refuse a
cerrificate to a person who has a right to ask for it (although this stipula-
tion applies more to doctors than to psychologists). Second, providing the
certificate shows the person that his or her account is believed, and many
attach a therapeutic value to this support. Third, in each specific case,
everyone still hopes that this document will, despire evervthing, contrib-
ute to a happy outcome for the asylum seeker: hence the applicant is given
the benehit of the doubr. Thus, despite the frustration and anger it arouses,
those who condemn psychological certification continue to practice ir.
Not all are equally critical of it, however. While Comede and the Primo
Levi Center are most inclined to denounce the uses and abuses of the
certificate, the Minkowska Cenrer and Avre have never made ir a bone of
contention.” One of the psychologists at Avre explained:

% Forsman and Edscon (2004,

“ Henriques and Agrali {2005},

** This 15 also the position of others, such as the “trauma group”™ at the Avicenne Hospiral
in Bobigny, where the psychiarrises, who are also members of Médecins sans frontiéres, go
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I starred by drawing up certificates for some patients, and now [ issue them to
almost all of them. Once a patient has committed to the therapeutic relationship
and is really investing in it, | don’t see any problem with certification. I think it
has advantages given the anxiety, phobia, and rrauma thar the relationship with
the OFPRA officer can generate, and T don’t think it’s a bad thing to . . . not
direct, bur alert the officer that the panent’s attitude 1507t a lie or an avoidance,

baur is really abour suffering.
A psychiarrist at the Minkowska Center put it even more expheily:

What I write in my certificate relates to what [ have idengifed as a condition
that justifies treatment. It's guite vague. But 1 know that [ am required to use
the standard form of words. That wording doesn't bother me because it helps
to validate my methods, just as an element of the signifier helps to validare a
meaning. If, as a citizen, [ think my certificate, while remaining legal and re-
specting what is ethically required of a certifving doctor, can be used by lawvyers
or the person himdherself to confirm something, it doesn't bother me one way
or the other because hrst, I'm working here in my capaciry as a psychiatrist
and second, I'm a psychiatrist who understands the society within which she’s
operating. It's the certificate or death.

In both cases, there is neither institutional reflection on nor individual
criticism of certification. These professionals are saving that where there
is psvchological distress, it should be testihied to, and there 1s even a sense
that they are rendering a service to the asylum seeker, going bevond the
expert witness role to become an activist committed not to a cause, but
t a Pers0rn.

Thus the feld of psychotraumarology of exile in France can be de-
scribed along two axes. On one axis, two currents emerge: one links clini-
cal pracrice with pohitics and could be called politically committed {Co-
mede and the Primo Levi Center); the other focuses purely on clinical
practice and could be described as distanced (the Minkowska Center and
Avre). On the other axis, rtwo positions can be distinguished: one, which
we may call totalizing, sees the experience of exile as indivisible {Comede,
Minkowska Center); the other, which we shall call specific, singles out
the experience of trauma (Avre, Primo Levi). Thus four combinartions are
possible, depending on level of involvement, on the one hand, and recog-
nition of subjectivities, on the other. These two axes could be plotred on

as far as vo sav, “The attnitude somenmes raken of systemancally refusing to issue medical
certificates to these patients seems to us unjustifiable. The psychiatrist freating the patent
should at the very least ensure that a colleague can undertake to issue the certificate.™ The
eriticism is clearly direcred at the Primo Levi Center, which is known to be linked ro Méde-
cins du monde, Baubet er al, (2004,
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a chart on which the figures of the immigrant and the foreigner have
been replaced by those of the asylum seeker and the torture victim, where
mental health has become the tool used to regulate the flow of refugees,
and where trauma emerges as a higher proof of truth, while the signifi-
cance of exile declines. Proof through the body’s scars must now be
sought in the psyche.



CHAPTER TEN

Asylum

THE FOLLOWING MEDICAL CERTIFICATE 15 one of the thousand or so
similar documents issued in 2002 by the Medical Commirttee for Exiles
(Comede):’

I the undersigned, being a medical doctor, cernify that | have today examined
Mrs, G, born on . . . of Turkish nanonality, tor the purposes of drawing up a
medical certificate which the person concerned intends to attach to her request
for asylum. Mrs. G, a Kurd from the district of Varto, alleges thar she and her
husband were involved in the armed struggle for the liberation of Kurdistan.
Her husband is said to have been arrested and tortured in 1998 after a meeting,
and to have disappeared a few days after his arrest. She claims that shorty
afterwards she was beaten up and raped by soldiers in front of her chaldren.
The birth of a daughter 1s said 1o have been a result of this rape. Clinical exami-
nation revealed a sutured longitudinal scar on the inside of the left wrist, consis-
tent with a wound inflicted by a bladed weapon, and an extensive scar on the
right groin consistent with a violent blow to the abdomen. This patient also
presents a post-traumaric neurosis characterized by a depressive disorder with
major anxiety, which requires psychological care and long-term psychotropic
trearment. Taken together these observations are consistent with Mrs. G's ac-
count. Certificate drawn up at the request of the person concerned and delivered
into her hands.

These tew lines bring together elements of evidence that the applicant
for refugee status can submit to the OFPRA officer or to the Appeals
Commission judge adjudicating her case. The account, succinct to the
point of drvness, enumerares the facts withoutr narratnng them. The indi-
rect speech (“claims that she was beaten up and raped,” “is said to have
been arrested” | communicates the expert witness’s required distance from
the tacts reported to him, The physical examination, reduced to its sim-
plest expression, records bodily traces (“a longitudinal scar™) cautiously
linked to the alleged violence (*consistent with a wound inflicred by a
bladed weapon™). The psychiatric diagnosis, comprised of a series of diag-

''This certificare s among two hundred documents we sampled ar random from
Comede's archives, taking fiftv for each of the years 1987, 1992 1997, and 2002, to which
we added a small number collated for the year 1983, Comede Archives, file no. 2002/04-
PC2 (34,
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nostic categories (“post-traumatic neurosis,” “depressive disorder with
major anxiety”), concludes with the need for treatment (“psychological
care and long-term psychotropic treatment”). The conclusion is both
clear-cut and measured (“Taken together these observations are consistent
with the account™). The clinical psvchological certificate becomes a copy-
book exercise in style, revealing a progressively acquired mastery of the
rules of expert report writing. The wording ot the certificate conforms to
standards patiently defined by the organization issuing it and testifies to
the writer's effort to meet as closely as possible the imagined expectations
of the bodies responsible for adjudicating the case.

One of the assessors at the office of the UN High Commissioner for
Refugees, who is responsible for evaluating appeals against rejected asy-
lum applications, commented, with regard to this type of document: “Ar
the Appeals Commission all proof, evidence, and other material is admis-
sible. Afterwards the judge forms his personal opinion, primarily on the
basis of the coherence, credibility, and contradictions of the account,
which remains the core element; after that, a bit like an admission of guilt
in a criminal case, the certificate provided by the lawyer and the applicant
for asylum is more or less seen as the supreme proof.™ But he immediately
corrected himself: “That’s true, but not alwavs: it depends on the individ-
ual case. A certificate is never enough on its own. If the account is not
credible, if it is not consistent, it's extremely rare for a certifcarte to alter
the halance. If the account is credible and coherent, and if the medical
certificate supports it, that's a plus. Ultimarely, if there is doubt, the medi-
cal certificate will weigh on the applicant’s side.”

However, not all certificates have the same value: “The judges do rake
into account who drew up the certificate. We have more conhdence in
some of the organizations that the Appeals Commission has been working
with for vears than in a general practitioner from the suburbs. And v also
depends on the wording of the certificate. Some are better worded than
others. There are some that say, “The physical sequelae are consistent with
the account.” We don’t know if the doctor heard the same account as we
did.” And he concludes: “The problem is that we are working in an area
where there is little written evidence. Usually the judges have to base their
decision exclusively on the applicant’s claims. 5o if there is a wrirten docu-
ment that supports his account, it's nice to be able to fall back on it. We
have less of a feeling of passing judgment a voud.”

This comment is significant on several levels. First, it confirms that to
lawyers and asylum seekers, the certificate has become a kind of fetish,

! Interview with an assessing judge at the otfhice of the UM High Commissioner for
Refugees sitting on the Refugee Appeals Commuission, conducted by Estelle d"Halluin on
August 5, 2002,
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valued well beyond its true efficacy. Second, it indicates the relative value
of the certificate in the process of assessing applications. It supports claims
bur does not substitute for them; it may confirm judges in their opinion
but is does not determine their decision. Finally, it reveals the social invest-
ment in this document, both in the care with which it is drawn up, which
implies thar rules of writing have been established, and in the credir ac-
quired by the organizations, which gains them a degree of legitimacy in
defending their chients. Thus the medical and psychological certificate as
object represents much more than just a text written on an official letter-
head: it is a fragment of history—that of the asylum seeker, of course, but
equally that of the contemporary world.

In order to understand how this new method of establishing proof
emerged and how these new mental healeh competencies have been used,
we need to look ar the history of asvlum in European countries, at the
reasons for the growing presence of trauma in certification, and finally at
the anthropological questions raised by this procedure.

THE ILLEGITIMATE REFUGEE

The reason that demonstrations of trauma and, more broadly, of the scars
lett by violence, have become so crucial in assessing the validicy of re-
quests for asylum is thar refugee status has lost much of the legitimacy it
enjoved in earlier times. In order to understand this incessant quesr tor
proot through the body, we therefore need to understand the source of
the suspicion thar now shrouds Western societies’ relanonship to asylum
seekers. “From its inception the experience of a refugee puts trust on
trial,” write Valenrine Daniel and John Knudsen.” “The refugee is mis-
trustful, and excites mistrust. In a very profound sense, one becomes a
refugee before ever fleeing the society in which one lives, and one contin-
ues to be a refugee even after receiving asylum in the new place where
one is received.” But individual lives are here set in the context of a collec-
tive history.

The history of refugees 1s both long and short. As Michael Marrus, who
has devoted a lengthy historiographic study to the administration of those
he calls “rhe unwanted,” writes:" *Refugees, people obliged by war or

"In the mroduction o ther edited collecrion, significantly titled Mustrusting Refugees
(1995}, they differenriate this reagic experience of mistruse thar is a constant in refugees’
expenence trom the cultural mistrust that may characterize some socicties.

In The Urvanied (2002), Michael Marrus notes thar the word “refugee” in the sense
that we understand it today only appears in the 3rd edition of the Encyelopedia Britamnnica
i1796), Uneil thar poing, the term was vsed exclusively for Protestants who had fled the
persecution of the French king in the fare sevenreenth century.
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persecution to leave their dwellings and seek refuge abroad, have tramped
across the European continent since time immemorial. Yet only in the
rwentieth century have European refugees become an important problem
of international politics, seriously affecting relations berween states.”
Marrus notes three features distinguishing contemporary refugees from
those of earlier centuries: their presence in vastly greater numbers than the
world has seen before; the fact that they are so dramatically and uniquely
removed from civil society; and the extraordinary duration of their dis-
placement., We should probably add a fourth essential characreristic:
whereas before they had low political visibiliry, being for the most part
transients with no real legal status and therefore dealt with primarily by
local authorities or charitable organizations, over the course of the twenti-
eth century refugees have become a crucial element in the make-up of
national and international political entities. Although marginal by virtue
of their situation and their numbers, they are at the heart of the dehinition
of the world order and the debartes it raises.

The very existence of a large number of populations rejected by or flee-
ing their homeland and requesting the protection of another country
puts to the test the model of the nation-state as constructed in Europe and,
more broadly, the legal foundations of the world community of stares.
As Alexander Aleinikoff writes: “The concept of refugee both reflects
and problematizes the modern construction of an international system of
states. That system is premised on an understanding of the world as
divided into legally equal, sovereign states. . . . In such a world, individu-
als need ro belong o a state both to ensure their protection and acquisi-
tion and rto permit the svstem of states to ascertain which particular
state has responsibility for (or control over) which persons, . . . In short,
the modern world operates under the motto of *a state for everyone and
everyone in a state.” ™ The transnational movement of refugees not only
disturbs this order, it shakes its verv foundartions. Hence the mistrust or
even hostility directed ar those who seek asylum outside their country.
Similarly, Giorgio Agamben argues:® *If the refugee represents such a dis-
quieting influence in the order of the nation-state, this is primarily be-
cause, by breaking the idenrity berween the human and the citizen and
that between nativity and nationality, it brings the originary fcrion of

P hee Alleimikoff (2005). From his legal perspective, “refugees represent a faillure of the
state syseem, a ‘problem’ o be “solved.” As “involuntary migranes,” refogees evidencoe a
breach of the state of originfcitizenship relationship. The result appears to be a logical con-
tradiction: “solution” of the ‘refogee problem” within the existing svstem of states threatens
a first principle {state control over admissions) of the syseem,”

*In an article entitled “Beyond Human Rights™ (200001, he maintains: “Inasmuch as the
refuges, an apparently marginal fgure, unhinges the old rinity of stare-nation-territory, he
deserves mstead to be regarded as the central hgure of our palitical history.”
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sOVErelgnty to crisis”—sovereignty understood here as the idea thar birth
within a particular nation makes the subject a sovereign being. The refu-
gee no longer shares in the sovereignty of country where he is persecuted,
and yet does not share in that of his country of arrival, from which he
hopes for protection,

In this context of a political image of the refugee as now threatening,
now pathetic, the twentieth century institutionalized assistance to refu-
wees, spurred by the dual purpose of, on the one hand, safeguarding the
nation against this potential threat, and, on the other, protecting the in-
creasingly numerous vicnms of persecution. The first step was the cre-
ation, in 1921, of the High Commission for Refugees, under the aegis of
the League of Nations, principally to deal with the flood of Russians flee-
ing the Soviet Union. Remarkably, until that point the League of Nations,
the institution charged with coordinanon berween states, had not been
deemed to have the authority to take on this role, which was instead left
up to private generosity. The League of Nations only agreed to take on
the responsibility under pressure from a number of philanthropic organi-
zations (particularly the Red Cross) and a few governments (notably the
Swiss), and almost against its will, for it did not see the issue as a problem
within its jurisdiction. Subsequently, the United Nartions Relief and Reha-
bilitaion Admimistranon (UNERA) was ser up in 1943, with the mission
of caring for war refugees and later concentration camp survivors—aoften
in competition with the armed forces, o whose authority it eventually
acceded. Ar the end of 1946, UNRRA was replaced by the International
Refugee Orgamization, set up by the recently constituted assembly of the
United Nations and charged with providing humanitarian aid to the “last
million™ of those administratively designated as “displaced persons” in
the attermarh of the war. Unol thar point, however, the 1ssue of refugees
had been Europe-focused in terms of the people involved in these forced
migrations and, more broadly, a Western matter in terms of the states
mvolved (given the growing role of the United States). After the partition
of India in 1947 and the expulsion of the Palestinians from their territories
i 1948, it became a worldwide issue, though of course in both these
cases—in Southern Asia and in the Middle East—Europe’s ties to the at-
fected regions are crucial to an understanding of the international interest
in the two tragedies. In other words, even at a time when 1t was emerging
as a worldwide demographic problem in terms of its geographical spread
fand roday the majority of the populations involved are in the Third
World), the issue of refugees was still seen from a Western perspective,
defined from the point of view of a constitutional state and a relationship
ro powers historically located in Europe and North Amenica.

The creation of the offce of the UN High Commissioner for Refugees
in 1949 {resulting in its establishment in 1951}, and the signing ot the
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Geneva Convention on refugee status in 1951 (which came into force in
1954}, have to be understood in the new context of the unequal distribu-
tion of refugees through the world. These two actions institute what we
may call the contemporary politics of asylum. The first confirmed the
authority of the UN with regard to the protection of refugees; and indeed,
the HCR's field of intervention has continued to expand. From a simple
structure providing financial support to private organizations, it has be-
come an agency operating in the field in over one hundred countries. The
Geneva Convention defined the criteria for obraining refugee status and
the rights associated with it, in a text thar would serve henceforth as an
official reference point, although it was subject to contradictory interpre-
tations—usually restrictive on the side of governments, liberal among or-
ganizations campaigning for human nighes, Thus, by the early 1950s, an
international institutional and regulatory framework for asylum had been
firmly established, although the constant political threats to its existence
and the practical restrictions it is subject to are evident to all. The deep
wounds of World War 11 left European countries with the sense of a debt
owed to victims and a responsibility for survivors, and this structure bears
the imprint of that debt.

However, the humanism of those who drew up the 1951 Convenrion,
which gave this historic initiative an appearance of generosity towards all
peoples, represents only part of the reality. The position of the French
sovernment during the preparatory negotiations foreshadowed, ar least
in spirit, many aspects of the current debates. Anxious to preserve the
sovereignty of the state in relation to the UN, the French sought in vain
to have not only the rights of refugees enshrined in the text, bur also the
restrictions that would be incumbent upon them. They argued tor mea-
sures to control the circulation of refugees, using entry and exat visas.
Above all, they campaigned for limiting the definition of refugee to Euro-
peans, and for excluding persecution that took place prior to January 1,
1951, The Geneva Convention acceded to the latter demand, but allowed
individual countries to choose how refugees were to be defined in terms
of their origin. As was o be expected, the French government (going
against the vote of parliament), retained the most limiting, European

definition. Moreover, it refused to differentiate between refugees and
other foreigners in employvment, where preference was ar thar vime given

to French citizens.

Thus, contrary to what is popularly assumed, it is clear that reasons of
state and the even more narrow reasons of perceived national interesr are
at the core of the contemporary system for protection of refugees. At
the time when OFPRA and the Refugee Appeal Commission (the two
mechanisms for assessing requests for asylum) were vored into being, even
at the time when French diplomats were involved in drawing up and then



256 « Chapter Ten

ratifying the Geneva Convention, France was the country that took the
toughest stance, adopting a European limit on the definition of refugees,
as opposed to a universal model of asylum, giving preference to French
workers in hiring, and introducing strict control measures. These deci-
sions stemmed from two trends which were to persist in years to come:
suspicion of refugees, who were considered competitors in the labor mar-
ket, and subordimation ot asylum policy to the economics of immigration.
In the period of growth which lasted up to the mid-1970s, these trends
were not so evident because refugees, who were etfectively conflated with
other foreigners, were contributing to the production of national wealth.
It is even probable that many potennial applicants tor asylum bypassed
the application process by obtaining residence through an emplovment
contract. From 1974, France pur into effect the first measures to block
economme immigration, and asylum became progressively more circum-
scribed by an increasingly strict policy aimed at controlling the flow. In
fact, the rise in requests for asylum was used as an argument for more
and more restrictive strucrures, In 1974, just over 2,000 cases were pro-
cessed; two years later, the figure had reached more than 15,000, The rise
continued, reaching a peak of 61,000 applications in 1989, At the same
time, the ratio ot appheants granted leave to remain was falling, from
90% in 1974 (and as high as 95% in 1976) to 28% in 1989. The hunt
for “bogus refugees™ became a leitmouof in public discourse, used to justty
the increasing harshness of adjudicarions, During the 1990s this process
became even more entrenched: despite a drop in the number of applica-
tions, down to 17,000 in 1996, the percentage of applications granted
continued to fall, to 20%. In the early vears of this century a new rise in
apphicanons was accompamed by an ncrease in the number rejected: in
2003, our of 52,000 cases assessed, the ratio of acceptance was no more
than 10% at the imitial, OFPRA assessmenr stage, and 5% after peritions
to the Appeals Commission. Thus, over a period of rwenty-five years,
hospitality towards refugees has decreased in spectacular fashion: the rate
of acceptance of applications has fallen from 19 out of 20 to 3 out of 20.

It 15 clear, therefore, why the assessment of proof has become so crucial
a part of the asvlum process. Twenty-five vears ago, applicants for refugee
status were a priori considered credible. Today, they are abjects of suspi-
cion, suspicion which appears retrospectively justified by the adjudication
decisions of the assessing bodies. As Gérard Noiriel has shown, asylum
policy has always rested on a bureaucranic machinery designed ro estab-
lish the validity of claims.” Even as early as the 1930s, special border

T Moiriel (1991} *The absence of probative written evidence explains the weight given
to the accounts of asvlom seckers, The archives of these institutions demonstrate the zeal
with which officers seck to restrice the truth of these testimonies,”
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agents were given evaluation criteria and interviews were introduced in
which applicants had to justify their claims. From the 19505 onwards,
OFPRA refined its mechanism for venification, placing an increasing em-
phasis on the applicants’ accounts. In the absence of written evidence,
applicants attempted to demonstrate their sincerity by means of a har-
rowing and detailed narration of their stories. Up until the end of the
1970s, evidence provided directly by the asylum seeker retained a high
value. When more restrictive policies were introduced, it became neces-
sary to reduce the credibility of the applicants’ testimony. Their narratives
were systematically questioned; their body was theretore summoned to
testify. As their word was less and less heeded, asylum seekers required a
mediator to speak for them. The clinical psychological certhicare linked
these rwo processes: it verified the scars on the body and established the
eXpert witness as spokesperson.

On close examination, however, the physical body has little to say. We
could even say that it speaks less and less. Exhaustive enumeration and
detailed descriptions of scars are both tedious and offer little in the way
of proof. They speak of njury, bur usually withour confirming its origin.
Many certificates appear unconvincing to the assessor and hence frustrate
those issuing them. But we can probably go further, and say thar torturers
now tend to leave fewer and fewer traces of their work. Either they use
rechniques that leave no marks, or they see to it that the bodies disappear
completely. But whether they choose disposal of their victims or more
sophisticated methods, persecutors are concerned not to leave evidence
of their crimes. Torture 15 even more effective if it can also be denied by
those who commit it. Not only are they protecting themselves from possi-
hle prosecution, which, although rare, 15 a risk, bur they redouble the
violence exercised on their victims by rendering their suffering mure and
their word suspect. Where previously it was presented as a spectacle, tor-
ture has become secret. Where before it was imprinted on bodies, now it
is rransformed into mental torment. From this point of view, the Place de
Gréve' is the opposite of Abu Ghraib, and the execution there of would-
be royal assassin Damiens is the annthesis of capovity in Guantanamo.
Ultimately, the survivor of these new forms of torture retains few scars of
his treatment ar the hands of his torrurer: the humiliation, the degrada-
tion, the specracle of loved ones raped or killed leave no more mark than
electricity applied to the genitals or submersion in water to the point of
near suffocation. Talal Asad has shown that while this evolution corre-
sponds to changes in the practice of torturers (the development of more
refined techniques), it also reflects a change in our sensibilities which has
reduced our capacity to recogmize forms of violence that we do not see

* Site of public executions in France until the Revolution, —Trans.
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{acts defined as attacks on dignity).” In any case, the tortures that are
being invented by torturers leave very few visible traces thar can be au-
thenticared by a docror. There is thus a cruel paradox in the juxtaposition
of the increasing demand for proof through the body and the gradual
disappearance of physical scars.

In the context of this new reality, trauma comes into its own, becoming
an essential element in the administration of proof. For what the physical
body no longer shows may be revealed by the psyche. The traces thart
doctors find it difficulr ro detect can be recognized by psychiatrists and
psychologists. Precisely because it is immarerial, the memory of violence is
all the deeper and more lasting. While physical injuries may heal without
leaving marks, psychic wounds are indelible and, though buried, they
vield up their secrets to those have learned to search them our.

RECOGNIZING THE S1GN

The exhibition The Ills of Exile, organized by Comede in 2000, comprised
a collection of black-and-white photographs and a collection of personal
narratives.'" The two were not linked, thus preserving the anonymity ot
the interviewees, if not of the faces. Two of the photos showed scars: one,
round, on the back of an Algerian who lifts up his shirt to show it; the
other, long, on the neck of another Algerian who raises his head to reveal
it. We know nothing of their history, bur their scars say everything abour
the violence they suffered and about the instruction given them to expose
those scars to the viewer. The stories are presented as fragments: a Rwan-
dan who was tortured by Hutu soldiers, then condemned to death by a
Tursi court, tells how his wife was raped and that he does not know what
happened to his five children, but his request for asylum was turned down;
an Angolan fighter with the MPLA, who recounts how he was impris-
oned, tortured, and raped in UNITA jails, also had his request for asylum
rejected; there are many others. All the refugees have to tell is their stories,
which the officers responsible for assessing their cases evidently cannot
hear. With the recognition of post-traumanc signs, however, there is re-
newed hope that the truth mighr vet be heard.

Nevertheless, it was a long time before trauma found a place in medical
testimony. Take, for example, the following certificate, issued in 1987 in
relation to a thirty-five-vear-old Chilean man:

*In has article *On Torture, or Croel, Inhuman and Degrading Treatment™ (1997), Talal
Asad writes: “The category of torture is no longer imited 1o applications of physical pain:
it now includes psychological coercion,™

" See the caralogue for the exhibinion Mawx d'exil, photographs by Olivier Pasquier,
narratives collected by Jean-Lows Levy, Comede/Bar Floréal, Kremlin-Bictre, 2000,
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Mr, D was seen ar Comede several times for chronic somatic pain and problems
with memary, concentration, and sleep, which he ascribes to having been beaten
up when he was arrested a number of times in Chile from 1979 onwards. Over
the course of a number of sessions, it proved difficulr to pin down the circum-
stances of the violence described, as Mr. D appeared very disturbed by his diffi-
culty in remembering. His anxiety abour various somatic pains had led him to
request many X-rays, which he showed us. They showed no traces of radio-
graphically visible fractures ar this time (cranium, nasal bones, hands, wrists,
spine, knees, right ankle). Nevertheless, a slight nasal deviation consistent with
an old trauma is chinically observable, At the same time, Mr. D saw the psychol-
ogist several times in order to explore all approaches to the problems he com-
plains of, These larter are a group of symproms frequently observed in subjects
who have experienced detention and particularly harsh abuse (headaches and
problems with memaory, concentration, and sleep), despite the fact that each one
alone does not indicate any specific condition. We propose a course of combined
psychotherapeutic and medical treatment for Mr. D.

This document is significant on at least two levels. On the one hand, it
illustrates the silence of the physical body and the vain efforts of the asy-
lum seeker and the doctor in their quest for proof: Repeated X-rays reveal
nothing of the torture undergone; the only indication is the deviation of
the nasal septum, a condition so common that it offers little in the way
of proof. Significantly, it is only in describing this deviared septum that
the word “trauma” appears in the document, with an explicitly physical
meaning. On the other hand, we note the wealth of the psychic semiology,
which is empirically ascribed to violence suffered bur is not formally vali-
dated. Although the doctor indicates that these symptoms are frequently
associated with detenrion and rorrure, because the syndrome they consti-
tute is not named it is difficult to establish a cauvsal link, as the docror
himself stresses. The term “trauma™ is not used, although the clinical
picture is roughly consistent with post-traumartic stress disorder.

We can compare this with another certificate, issued fifteen years later
in the case of a twenty-two-vear-old man of Turkish nationality:

Mr. Y claims thar he was persecuted by the Turkish aurhorities because of his

alleged links with the PKE. He says that he was placed in detention on two
oecasions, for five days in December 1998, and for fifreen days in January 1999,
Mr Y describes in great detail the torture he suffered: cigarerte burns, electric
shocks to the penis and the toes, multiple beatings to the whole of the body and
the face, beating on the burttocks after being forced into the inside of a
tire, beating on the soles of his feet. He also says thar he lost consciousness.
Mr. Y complains of chest pain on the left side, palpitations and nausea, and
sleep problems, which include difficulty getring to sleep, nightmares, and
night waking. Clinical examination reveals two round scars on the back consis-
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rent with cigaremre burns, and several scars on the anterior face of the thighs.
There is also a trauma neurosis with panic arracks that requires clinical psycho-
logical rreatment. These observartions are consistent with the traumas recounted
by Mr. Y.

This time the body has retained a few marks that support part of the
account. But more importantly, the subject retains the trace of violence in
the form of psychic symptoms described as traumatic. The word itself has
value as restimony, linking the signs to the rorture and establishing the
truth of the larrer,

By following the wording of certificates issued over two decades, as we
have done in our study, it is even possible to trace the semantic changes
in the word “rrauma.” In the 1980s and into the 1990s, it always signified
a physical ordeal: the trravma was the phvsical blow suffered. A Cameroo-
nian man,'" a member of the political opposition, who was “beaten and
punched,” is described as presenting “marks of trauma to the vertebrae
and pelvis.” A Zairian man who was “arrested and beaten up” is reported
as showing “muluple osteopathic lesions, which may be related to trau-
mas,” and, notably, a “post-traumatic syndrome” that bears no relation
to the psychologically defined stress condition, as it is related to a “cranio-
sacral displacement.”™ A 5ri Lankan man who suffered physical torture
in prison presents “deafness artributable to cramal trauma;™ another Sn
I-ﬂ.l'l.]\.'ﬂn :‘illEfL‘rh: 'Fr:}rrl "'.*H:nﬁ:]r}' pr{:h]r:m!i I||.-|. t|.-|.ﬂ: T-'ldllﬂl nerve Ctlnﬁiﬁt{:nr “'irh
an old trauma to the wnst.” In all these cernihcates, 1ssued 1n 1992,
trauma 1s understood as a physical phenomenon, in the sense of orthope-
dic trauma. Significantly, describing the case of a Turkish man who was
tortured during interrogation, the doctor notes that his “complaints™ in-
clude “that he can no longer sleep and 1s haunted by nightmares,” but n
his conclusion does not refer to these symptoms, focusing only on the
physical signs of abuse: “The fine scars suggest trauma with a bladed
instrument. The oval scars on the legs suggest trauma with a blunt instru-
ment with crushing of the tissues.™ Nothing is said of the psychic sequelae,
as these were deemed of little use as evidence. One particular nosographic
form in cases of violence consists of a set of symptoms known as “subjec-
tive cranial rrauma syndrome,”™ an ill-defined diagnostic caregory thar dis-
appeared from medical documents shortly afterwards: it referred to im-
precise symptoms including headaches related to a shock to the head and
without objective evidence; this description is close to sinistrosis and thus
highly suspect. The tollowing account 15 given ot a Turkish man beaten
about the head with a rifle bute: “The temporal scar is consistent with the

" The following cxtracts are taken from the Comede archives for 1992, from
case numbers 34,156 (1), 36.911(7), 36.246(46), 31.549{50), 35.820(38), and 35.411{37)

respectively.
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origin claimed. The headaches of which he complains suggest subjective
cranial trauma syndrome, which can persist many years afrer the initial
trauma,” This formulanon, including a didactic explanation, resurfaces
in a number of certificates.

The descriptions of psvchic symptoms that a mental health specialist
would roday most probably ascribe to post-traumatic stress disorder are
vague, and they are usually attributed to depression or anxiety. For exam-
ple, again in 1992, an Angolan man® recounts “having been burned with
cigarettes, kicked, punched, beaten with sticks, hit in the face with a plank
of wood, and having lost consciousness on several occasions”™ during an
interrogation; he describes “problems sleeping: when he goes to bed, he
relives his arrest and the torture he suffered” and “his guilt about his
sister who was arrested because of him;™ however, like many others, his
diagnosis is of “reactive depression in response to events experienced in
his country.” This diagnosis is unspecific and will not help the person
to authenticate his story; in some cases the docror may also ascribe the
condition in part to the unstable circumstances in which the asylum seeker
is living, blurring even further the causal link with the violence suffered.
In the same year, a Zairian man reported that he was “arrested during a
demonstration,” and that in prison he was “bound by his wrists and
ankles and brutally beaten until he lost consciousness;™ the doctor notes
that he “expresses distress and great anxiety,” that he “has become very
emotional, has nightmares, is frightened,” that he “cannot talk of the his
experiences in Zaire without weeping,” and that he suffers from “prob-
lems with memory and concentration.” The conclusion cites “reactive
depression in response to traumatic events experienced in his country.”
In other words, the psychiatric “post-traumatic” semiology is present, burt
the diagnostic category is missing. The adjective “traumartic™ is used here
in the popular sense and not in that of the specialist’s vocabulary, Ir is
also worth noting that the ascription of the symproms to depression leads
to explanations in terms of mourning, guilt, and shame—terms that occur
frequently in certificates from this period—and thus constructs a picture
of suffering which is not ver that of trauma.

Ten vears later, the interpretation offered, and the reading of the signs

proposed, 1s different. A Tamil man whao “claims to have been persecuted
by the Indian and 5ri Lankan authorities™ and o have been beaven wich

rifle butts and truncheons, and who “complains of headaches which pre-
vent him sleeping™ and are extremely incapacitating, has his problems
analvzed as “symptoms of post-traumaric neurosis {agoraphobia, insom-
nia, nightmares) requiring psychological care.™ The headaches are no

12 The following extracts are taken from the Comede archives for 1992 34,985(30) and
38.310021), and for 2002: 7433312 and 7045719},
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longer due to “subjective cranial trauma syndrome,” nor are the insomnia
and nightmares diagnosed as manifestarions of “reacrive depression.”
Now clinicians are secking out signs that might suggest the sequelae of
trauma. A new psvchopathological landscape is being drawn. On occa-
sion the term “post-traumatic™ is omitted, but the description is clearly
informed by this clinical category. In his account of the case of a Bangla-
deshi woman who was beaten, burned, imprisoned, and raped by the
police 1in Bangladesh, a doctor notes: “She complains of frequent head-
aches. She experiences psychological problems that include dithculey
sleeping, frequent nightmares, and recurrent thoughrs of the events she
and her tamily lived through.” However, the conclusion indicares dispas-
stonately that “the psychological problems she describes are consistent
with her claims.” Insomnia, painful dreams and recurring memories delin-
eate a clinical picture thar is not named, bur is easily recognizable.

We should not, however, make the mistake ot thinking that psychology
has become the keystone in the certification process, or that rrauma has
become a guaranteed route to refugee status. Of the htry cernheates issued
by Comede in 2002 that we studied, only seven (14%) mention a psycho-
logical element, and of those only three refer to “post-traumaric neuro-
sis,” while the other four merely cite symproms such as “nightmares.” By
way of comparison, in 1992 six psychiarric diagnoses were offered,
mostly of “reactive depression,” and thirteen complaints were reported,
generally “dithculty sleeping™ (38% of the rotal). Ten years later, only

% of the people seen were explicitly recognized to be suffering from
post-traumatic sequelae (although a study of the 1,119 cases seen during
the year indicates a “psychic trauma”™ level of 229%), and only 4% of
patients were seen by a psychologist, who in Comede would not normally
be authorized to issue certificates {whereas 14% of the certificates in our
sample mention psychological problems). In other words, although nearly
25% of the people seen at the clinie were assumed to sutfer trom post-
rraumartic sequelae, only one in six of those was seen by a psychologist,
and one in four had the diagnosis noted in his or her cernficate.

Many medical certificates offer a striking contrast berween the appli-
cant’s summary of his or her experience and the total absence of any
psyvchological assessment. Even today, the tollowing description is given
of a twenty-nine-vear-old man of Turkish nationality: “This Kurdish pa-
rient alleges that he 1s a vicim of repression. He claims he suffered arbi-
rrary beatings, torture, and sexual abuse on several occasions. He claims
he was forced to collaborate with the PKK and, when he could not supply
enough information, his wife was raped. He alleges that he too was raped
and tortured.”™ There is no mention of any manifestations of suffering,
and no psychological opinion 15 sought. The climcal account simply de-
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scribes six cutaneous scars. The conclusion is as impassive as it could
be: “Taken as a whole these observanons are consistent with Mr §'s
claims.” Given what we know of the consequences of such violence, we
are far from what Allan Young, working in a psychiatric clinic for Vietnam
veterans, describes as the “diagnostic technology™ for recognizing post-
traumatic stress disorders."” These certihcates show thar trauma has as yer
had relartively little impact on medical expert opinion in asylum cases.

Indeed at Comede relatively lirtle artention is paid to the psychological
dimension in medical reports. It is as if the organization did not fully
believe in it, as if this evidence was not quire evidence, as it the physical
body was still more convincing in bearing witness than the psyche. This
would appear to be confirmed by the remark of an assessing judge at the
Appeals Commission: “In general, judges place more faith in physical
than in psychological observations. I don’t know why, mavbe they seem
more tangible. Maybe the judges find it easier to appreciate how they are
consistent with the account.”™ We have also noted that Avre is markedly
reluctant to use psvchologists, who play virtually no part in their expert
reports, and that the Primo Levi Center had strong reservations with re-
gard to clinical psychological certihicates, which they threatened several
times to stop issuing. There is thus a striking paradox in the recent emer-
gence of psychic trauma in asylum applications: those involved are pre-
pared to recognize it on an abstract or non-specific level, but they mistrust
it in specific cases. France is probably not unique in this respect. Since the
beginning of the twenty-first century the thirty-eight member organiza-
tions of the European Network of Treatment and Rehabilitation Centres
for Victims of Torture and Human Rights Violations have complained
repeatedly of the failure to give due consideration to trauma in adjudica-
tions by national authorities.” In both senses of the word “evidence™—
that which is evident, and thar which offers proof—we could say thart
society’s application of psychic trauma in the case of asylum applications
is marked by a strong belief in the concept in general, bur a low level of
faith in the category at the specific level. Those involved in the process,
particularly assessing officers and judges but probably also lawyers and
doctors, are persuaded that torture and violence do give rise to trauma—
a facr taken for granted in popular thinking—Dbut little inclined in practice
to use this argument as a basis for their rulings, often feeling thar it has
insuthcient value as proof.

Y Young {1995},

" The study by Cécile Rousseau et al, (2002) of decision-making processes ar the Immi-
gration and Refugee Boards in Canada shows a similar tendency, emphasizing both the
limited weight given to trauma in medical and psychological certificates and the ignorance
of the ssue of rrauma among administrators responsible for assessing cases,
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Toe TRUTH OF WRITING

For the last twenty years the entire focus in psychological cerrification has
been on making certificares more effective—in other words, conforming
better to the assumed expectations of OFPRA officials and Appeals Com-
mission judges. The support organizations have set expliat or impheit
rules. Ethical codes have been voiced or actually drafted. Here, for exam-
ple, are the standards proposed by three British specialists for the “role
of the chinician in the legal process,” in order to improve “credibility™
with those assessing asylum applications:"

The key here is to ensure that the clinician restricts the opinion to clinical issues.
The firse ponciple for the climeaan, n the legal arena, 15 always to stay within
the bounds of clinical knowledge and expertise. It might be tempting to add
extra comiments about countries of origin or about the legal system, bur there is
nothing that undermines a report by a healeh professional more than extraneous
observations. . . . Experts need to make an effective contriburion where their
knowledge makes this appropriate and to avoid comments when they have
nothing of substance to add.

Thus the rask for doctors, psychiatrists, and even psychologists is to rein
in their strong convictions when providing reports on grounds for asylum
applications, Here the best is enemy of the good. Even if they are con-
vinced by the individuals® accounts and familiar with the situation in their
country, the health protessionals must not allow thas to color their words.
The only assertion a professional can legitimately make is one based ex-
clusively on their area of expertise: namely, that they have noted the exis-
wence of psvchic scars imputable to the violence experienced.

However, in many cases the treating clinician, who is often, as we have
seen, an ad hoc or somewhat reluctant expert witness, oversteps the
bounds of her competence to comment on history or politics, to bear
witness through her own belief in her chent’s truthfulness, This is evident
in the conclusion of the following certificate, issued in 1987;

Mr, Bs account of the circumstances of his arrest and the abuse he suffered
at the time, and of his time in N prison, 1s parucularly detailed, coherent,
and somenimes nnged with emonion. The clinical evidence is relatively limired.
However, the combined elements are such that the truth of the facts alleged can
he believed.

" See Herliby, Ferstman, and Torner (2004), who distingoish berween two “very ditter-
end” roles: that of the clinician treating an asvlum secker and thar of the climician browghe
in to prepare an expert report, although they note thar the boundaries berween the two are
today becoming blurred,
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Both testimony to a commitment and an admission of powerlessness, this
declaration focuses more on the applicant’s truthfulness, which is outside
the doctor’s expertise, than on the clinical symproms, where his knowl-
edge could make a difference. He references affecr {that of the asylom
seeker) and belief (that of the expert). Ultimately, he is restifying to his
own conviction rather than to the validity of the grounds for asylum. He
is vouching for the authenticity of the asylum seeker’s word. But this is
not what is required of medical or psychological experts. In this context
a diagnosis carries much more weight than a narrative. This is the point
where certification reaches the limit of whar it can do, usually because
“the clinical evidence is relatively limited.” And it is precisely here thar
the concept of trauma, if it is used (which is far from always the case, as
we have seen), can be effective: although an outline of the post-traumatic
clinical picture 1s much more vague than the marks left by a physical scar,
and its capacity for convincing OFPRA officials and Appeals Commission
judges more limited, it does offer proof of violence. An impression left on
the skin or evidence of a healed fracture can always leave a doubr as to
whether it is the result of persecurion or of an evervday accident, bur post-
traumatic svndrome, with its nightmares and flashbacks, its avoidances
and hvper-vigilance, testihes to a causal event. At least, such has been the
case for a number of years.,

The situation of expert witnesses in psvchic trauma in asylum cases is,
in many respects, diametrically opposed to thar of their forbears who
provided expert reports on trauma neurosis in soldiers or sinistrosis in
workers. For one thing, the mulitary psychiatrists and forensic docrors
were happy to offer their expert opinion, whereas the health professionals
who work with refugees today are by and large reluctant to take on
this role. Moreover, the military docrors were generally unconvinced by
the patients they saw, while modern health professionals feel commitred
to supporting their patients. Finally, in earlier times clinical symptoms
evoked suspicion, while today they tends to buttress the authenticity
of the account. Thus, in the area of asylum, expert opinion on trauma,
which was thought to be no longer necessary given thar the concept had
become generally accepred in popular thinking, is coming back in torce-—
bur in a new way thar rests ultimately on a misunderstanding. The doc-
rors, psychiatrists, and psychologists who work in organizations that sup-
port asylum seekers and victims of persecution consider themselves hrst
and foremost committed caregivers, professionals who place their ¢linical
skills at the service of a cause. The increasing suspicion of refugees, and
the consequent mcrease 1 the demand for cernhcation, has put them in
a difficule position. They joined the organizations to care for patients, and



2e6 = Chaprer Ten

now they are summoned to act as expert wimesses.'* They saw themselves
as acrivists, but have become, in a sense, forensic specialists.

In order to fulfil their new role, however little they relished it, they had
to learn the rules of report writing. At Comede a committee was set up
in the early 1990s to draw up policy on expert reports, This process of
collective reflection examined both the “rechnical aspect of certificates™"—
how should they be worded *—and the “meaning of certificates”—should
the organization continue to issue them, and if so under what conditions?
The result was a series of recommendations, relating particularly to writ-
ing style: it was important to “transcribe the complaints in simple, non-
medical terms”™ and to “link the facts related by the patient to the traces
of abuse observed as closely as possible;” above all, the writer is cautioned
to avoid pointing out “missing elements,” for it had been noted thar appli-
cations could be rejected on the basis of this medical judgment even
though the absence of evidence obviously did not indicate there had been
no persecution. Gradually a draft template was built up, following the
standard formula for any other medical report: personal data were fol-
lowed by the “declarations™ or the “account,” necessarily couched in
terms of reported speech; then the “complaints™ or “reported problems,”
always brietly outlined because they offered lirtle in the way of proof;
next followed a very detailed “examination™ identifying physical signs
and sometimes psychic symproms; and finally a “conclusion™ addressed
the compatibility'” of the various elements, particularly of the clinical data
with the narrative elements. In its driest form, this standardization resules

¥ This development in expert opinion runs parallel to the movement we described above
in psychiacric victimology, The clinicians who championed the cause of vietims were initially
expert witnesses who restified to the realicy of tfrauma. They became specialise caregivers
only as a secondary development. In this field expert opinion plaved a “therapeuric” role,
which derived from the recopnition of the rrauma, bur also because it was a wol in the
hands of che support orgamizations. In the case of asvlum, the process is reversed because
the “order” for an expert report comes trom the public authorites,

" This term was preterred wo “imputabilicy,” which was considered a “legal™ term, As
Elisabeth Didier (1992) writes in an article which 1s referred to both within and outside the
organization: “The teem ‘consistency,” habitually used by doctors, lies within the framework
of a probabilistic process. This process has nothing in common with the legal process, which
consists in evalvaring whether a causal link has been established (proof). The doctor
provides clarihcation o the judge, but in no case does he make decisions on matters of
the law.™ The reluctance of specialists in asylum to enter into the logic of expert opinion is
evident, Thar this stems as much from a concern to maintain their independence vis-i-vis
the judicial system as from a desire not to harm asylum seekers, is indicated by the following
passage: “The fact that the doctor establishes consistency between the sequelae and the
alleganons does not mean thar the applicant is welling the truth; noe does the fact thar he
establishes no such link mean that the applicant s lying.” This double syllogism aims
to protect both the word and the truth of the asylum secker, in a situation where both
are threarened,
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in texts like the following report issued to a thirty-seven-vear-old Sri
Lankan asylum seeker:™

Mr. G complains of having been beaten by the military in his country. He elaims
he was arrested several times: in March 1984 (23 davs), October 1988 (3
months), and from July 1999 to February 20000, He alleges thar one of his sons
was killed by the army in December 1999, and thar his wife was tortured and
raped. He alleges that one of his brothers and his brother-in-law were also
killed. He claims that he was punched in the left ear, burned with cigarettes on
the right thigh, and injured with pincers on his left arm. He complains of a
reduction in hearing on the left-hand side, hiquid exudanon from the left ear
and pain on that side. Clinical examination revealed a number of scars: one
round, 3 cmin diamerer, under the chin: one oval scar, 4 cm in diameter, on the
tront of the left arm, which the patient artributes to the pincers; and a round
burn scar, 2.5 cm in diameter, on the front of the right thigh. The left eardrum
15 perforated, with subsequent local infection and exudanon. The clinical exam-
inarion is consistent with the patient’s account.

" [T

The noncommittal reporting ot the man’s words (“alleged,” “claims™)
and the minutely detailed description take the concern for neurrality and
the spirit of professionalism to extremes.

Under these conditions, it was difficult for psvchological or psychiatric
assessment to find a place. As we have seen, until the early 1990s the
problems reported were unspecific and rarely linked to an experience of
violence in the past, and hence they contributed nothing or were even
counterproductive in expert reports for asylum applications. In the case
of a black Mauritanian” who had suffered violence and humiliation in
prison, the psychologist observed “a state of distress and psvchological
torment manifested particularly in serious insomnia, recurring night-
mares, and incapacitating headaches,” but he did not go further in seeking
out the characteristic elements of post-traumatic stress disorder. In the
case of a Sri Lankan woman, a psychiatrist noted “serious anxietyv-phobic
problems” with “a ser of somatic symptoms associated with distress,” and
had no compunction in interpreting them as due to a “probably hysterical
personality with an expecration of secondary gains.” It is easy to imagine
the devastating effect this diagnosis must have had on the OFPRA officer’s
decision in the case. These certificates certainly did not follow the writing
instructions being laid down for doctors at that very moment, any more
than they respected the implicit moral codes of the organizations working
to support asylum seekers. What they reveal most strikingly is a failure

¥ This exrract is taken from the Comede archives for 2002, case 72.736.

“ The following extracts are taken from the Comede archives for 1992, cases 5.B. and
H.E ., unnumbered.
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to recognize trauma and a mistrust of victims of persecution—and this
more than ten years after the introduction of PTSD had marked the end
of the era of suspicion. They also show, as we have seen at other points
in history, how much the credibility accorded to symptoms is influenced
by the status of the individuals involved.

A few vears larer, rrauma had entered French nosology, and victims
of violence gained in credibility. “Psychological” elements began to be
introduced in support of “somatic™ symptoms in expert reports. The stan-
dard formula for reports increasingly followed the medical format. In the
case of a twenty-nine-year-old Angolan man® who had been arrested,
“thrown into a ditch filled with thorns and left barefoot,™ who “alleges
he was kicked in the head and shoulders, and whipped for several hours
until he lost consciousness,” and who “has lost any clear perception of
reality, suffering from hallucinations and delusions,” the certificate con-
cludes: “Mr. D experienced a major psyvchological trauma from which he
has not yet recovered. It is very probable that Mr. D has suffered from
delirium secondary to the abuse suffered.” Here the term “trauma™ is
used m the commonly understood sense, but the professional establishes
a relationship of probability between the current symptoms and past vio-
lence. In the case of a forty-one-vear-old Bangladeshi man, “persecuted
for many years because of his political activity,” who was attacked by
militants from an opposition party, “stabbed all over his body and left
tor dead,” the docror states that he is suffering from “a reactive depressive
state with panic attacks, insomnia, headaches, stomach pains, and a per-
manent sense of unease,” which is then described as “a state of post-
traumatic stress relared o long-term persecution ot himself and his
family.” In this document trauma appears as part of a clinical diagnosis,
no longer simply as a term in common usage, and thus allows the doctor
to testify to a link with the violence suffered. This statement would
prove all the more useful since the application for asylum had already
been rejected by OFPRA and the applicant was having to petition the
Appeals Commission. Thus, the refined diagnosis gradually came to attest
to the validity of the declarations of those claiming to be victims of perse-
cution. Through the mental health professionals’ learning process in both
clinical diagnosis and report writing, trauma had become established in
medical certification,

However, while the question of format was beginning to be resolved,
the 1ssue of meaning remained: of what use were the cerrificates? What
was the point of issuing them? What benehr did they offer the individual,
and what political use did they serve? These questions came up in different

* The tollowing extracts are taken from the Comede archives for 1997, cases 44.204
and 34304,
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wavs in the different support organizations, particularly at the interna-
tional level. At the fourth meeting of the European Network of Treatment
and Rehabilitation Centres for Victims of Torture and Human Rights Vio-
lations, on March 30-31, 2006, in Paris, the problem ot clinical psycho-
logical expert reports was the focus of debate. It emerged that among the
thirty-cight organizations present at the meeting, the position taken by the
French representative, the Primo Levi Center, was unusual, if not unique.
While all expressed concern about the increasing demand for reports, only
the Primo Levi Center made it an issue of principle. While Brinsh orgam-
zations exhibited a firm pragmatism, asserting that if the report was useful
and trauma served as evidence, the only issue was the quality and hence
the efficacy of the documents issued by clinical psychology expert wit-
nesses, and while Greek representatives even asked their colleagues for a
supporting reference they could present to the authorities in order to en-
sure that their—often challenged—expertise in trauma was respected, the
French continued to worry abour the dangers and problems of expert
reports in themselves. Did an individual have to be traumatized in order to
be given refugee status? Could rhe diagnosis of a psychologist or psychia-
trist serve not only to testifv to the truthfulness of an account, but to
speak the truth of a story? We need to reconsider these questions, which
were both ethical and polincal.

THE MEANING OF WoORDS

With time, rthe medical reports issued by Comede became shorter and
maore narrowly clinical. Those drawing them up no longer included narra-
tive or commentary. At the same time, the word of asylum seckers had
lost its credibility: not only the assessors, but also their lawyers and doc-
tors, were finding descriptions of the abuse stereotyped and repetitive,
promprting disenchanred remarks or barely concealed doubrs as to their
truthfulness. There was no longer anv space where the substance of their
experience of violence could be expressed: it had no place in the docror’s
reports, and the words spoken by the refugees themselves were not be-
lieved. Twao extracts from expert reports issued by Comede in 2002 offer
examples.*' The first is that of a Tamil man: “This patient, a nurse and
computer programmer, politically active, says that he was arrested in
1998. He alleges he was subjected to abuse, being beaten, punched in the
face and all over his body, and tortured. He claims that he was once again

N These extracts are taken from the Comede archives for 2002, cases 71.91%4) and
74.148(43). The subsequent quotations are taken from cases 74.010{10) and 72.188(5}, in
2002, and 37.406{10) and 35,989(29)_ in 1992,
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arrested and tortured in 2002, The second gives an expert opinion on a
Mauritanian man: “Mr. § alleges he was imprisoned by the authorities.
He savs he suttered torture: mulople blows trom a truncheon, punches
and blows from a rifle burr, particularly on his right shoulder.” In both
cases a precise descriprion of the scars, and a declararion of consistency
with the individual’s claims, follow. What do these reports tell us of the
political violence suffered? Whar do they reconstruct of the climate of
terror surrounding these acrs? In his study of victims of the “dirty war™
in Guartemala, Marcelo Suarez-Orozco (1990) discusses the dialectic of
“speaking of the unspeakable™ and “giving a voice to the voiceless.” Med-
ical expert reports could bridge this gap. Often, however, they fall far
short. They say nothing of the unspeakable while ar the same time depriv-
ing the voiceless of their voice. Thus they bear witness—sometimes effec-
tively, in terms of the hoped-for result of winning refugee status—without
expressing anvthing of the asvlum secker’s truth.

Words have linle power o speak of torture. Whar does the word
“blows™ in the extracts above rtell us? “When we speak of rorture, we
must take grear care not to add to it,” writes Jean Améry in his account
of his arrest by the Gestapo in July 1943, And ver we read, in a medical
certificate: *He alleges he was imprisoned in an army camp from May 28
to June 2, 1996, and bearen all over his body on several occasions.”™ An-
other one reads: “In April 1989, when he was deporred, he claims he was
abused by soldiers, beaten with a truncheon and a wooden board, and
stabbed.”™ To grasp whar these statements are really saying, we need to
return to this paragraph where Améry describes the “first blow™ he re-
ceived 1n his Belgian prison:

The first blow brings home to the prisoner that he is belpless, and thus it already
contains in the bud evervthing that is to come. One may have known about
rorture and death in the cell, withour such knowledge having possessed the hoe
of life; but upon the first blow they are antncipated as real possibilities, ves, as
certainties, . . . Mot much 1s said when someone who has never been beaten
makes the ethical and parhenc statement that upon the frst blow the prisoner
loses his human digniry.

Even if expert reports describe post-travmatic symptoms, and perhaps

especially when they do, they articulate nothing of this experience.
Another medical report reads: “He alleges that he was stripped, humili-

ated and beaten. He claims he was attached to a grating by his wrists for

= Améry, a philosopher of Austrian origin, migrared o Belgium in 1938 and became a
Belgian citizen after the war, changing his name from Hans Maier to Jean Améry. He pro-
vided one of the tew sobjective analyses of torture [1998), based on his own expenence in
the Breendonk concentranion camp.
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three days without food.” In another case: *He claims he was hung from
his bound wrists or ankles, and repeatedly beaten with a log. He says he
was beaten “like an animal’ until he lost consciousness on several occa-
sions.” In order to understand the meaning of these descriptions, we need
to return to the passages where Amery recounts how he was suspended
with his hands bound behind his back, until his shoulders were dislocated:

My own body weight caused luxation. ... 1., . now hung from my dislocated
arms, which had been forced high up behind me and were now twisted over my
head. Ar the same nme, blows from the horsewhip showered down my body,
and some of them sliced cleanly through the light summer trousers [ was wear-
ing on this 23rd of Julv 1943,

It would be totally senseless to try and describe here the pain that was inflicted
on me. .. . Since the Fow of the pain defies communication through language,
I can at least approximarely state refar it was. It contained everything thar we
already ascertamed earlier in relation to a beating by the police: the border
violation of my self by the other, which can be neither neurralized by the expec-
tation of help nor rectified through resistance. Torture is all that, but in addition
very much more . . . only in torture does the transtormarion of the person into
flesh become complete.

Tamil or Mauritanian, Kurdish or Angolan asylum seekers are not
likely to speak of torture with Ameéry’s eloquence, They do not have the
words, and even if they had, there is neither time or place for them to
make their statement. They stand before an OFPRA officer (where only
one case in two goes tor interview) or before the judges of the Appeals
Commission {where cases are heard one after the other). The officials are
distracted, caught up in the routine of assessment and the litany of ac-
counts. In fact even if the asvlum seekers had the time and the place in
addition to the words, they would not be believed.

We can therefore posir the following hypothesis. Where an experience
cannot be expressed in words or given voice through speech, the body
camn, up to a point, provide access to some measure of that experience. It
may mean nothing to say thar a man “alleges he was beaten,” even if the
inseruments used and their physical point of impact are enumerated, but
a series of scars or traces of fracrures incarnate the violence, even if they
do so ar the price of reducing the experience to its barest expression. But
a double limitation 1s very soon encountered: on the one hand, the marks
left on the body disappear quickly, and on the other, for those that remain
the link with the alleged facts is at best a matter of consistency rather than
demonstrated causality. At this point the psyche seems to offer a terrain
both reassuring and uncertain: reassuring because it is assumed thar the
traces that violence leaves in the psyche are likely to be both permanent
and relatively specific, bur uncertain in that the signs are tenuous, subject
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to interpretation, often buried and invisible. Herein lies the ambiguity of
using trauma as evidence, It says somerhing of the suffering undergone,
the dignity trampled, the violarion of the self—all the elements Améry
evokes and which the victims themselves are unable to make heard. But
at whar price?

A thirty-two-vear-old Mauritanian woman recounts the following
tacts, reported by the doctor (the dare 15 1992, when medical reports still
included narrative):”

Murs. 5 states that her soldier husband was arrested during the events of April
1989, ar home, by white Mauritanians. She describes territying scenes she wit-
nessed in Nouwadhibou. She saw Bevdanes cur the throats of chaldren, women,
and men. She saw babies thrown against walls and mothers screaming as their
|:'| reAsls where cut H'FF. F!I'll;.' Fi | l]i,'.'gj,‘.'!'i. Ihﬂl’ :";]"I.I;.' hl:]'h'l:.“'- Wilh HIEH E'I.TTL':HTL'[I "Ph'l.l'h hﬂ_"r I:Uur
very young children and taken to the police station. She claims that she lived
through a nightmare during her six-day detention, in which she was tortured,
scalded with boiling water on her feet, beaten, and stabbed. She emphasizes
particularly the rapes she was subjected to in tront of her children, who were
screaming with fear. She attempred to resist and was again stabbed repearedly.
She savs that she and her children were treared like animals, food was thrown
on the floor, she suffered terribly from rhirse, insulrs, and humiliations.

Mote thar here, at a time when the standard procedure was to lumit the
certificate to clinical expert opinion and a doctor’s conclusion, an effort
is instead being made to convince the reader by recounting the facts of
what happened:

Mrs. 8's account is very coherent. Iris still very painful for her ro describe whar
she experienced, and she does so with deep distress. She states that she has never
heen able 1o speak directly to OFPRA, nor to the Appeals Commission, about
her history, and that simply remembering the evenis she lived through over-
whelms her. The observations made during the clinical examination are indica-
nve of serious abuse. All the scars are consistent with the causes cired and with
the alleged rorrure, Above all, Mrs, 5 presents very worrving psychic sequelac,
She s lil,]FE-I,‘T:ir]H fromm a state of traumane shock related to the Tn‘rrif}'ing ST
she witnessed and the events she suffered, partcularly the rapes in front of her
children. The psychic sequelae of

1er experience are a source of acute emotional
suftering. This stare is related to the torture and violence sutfered, which she
was unable even to speak of during her hrst appointments with Comede.

“This exeract is taken from the Comede archives tor 1997, case 50,737, The detatls of
the account suggest that the woman 15 a Haraton (black), while the torturers are Beydanes
(white b,
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Expert reports on the existence of psychic sequelae of violence do more
than provide evidence intelligible to French government officials and
judges. They speak the words the individual cannot utter. Thus the clinical
psychological certificate does not simply stand in the place of the asylum
seeker’s voice: it also makes her silence possible. Trauma, and the traces of
it identified by mental health specialists, bear witness to the unspeakable.

Ower the last rwenty-five years, political asylum has gradually lost the
sense of protection consecrarted by the 1951 Geneva Convention in the
aftermath of World War II. From an anthropological point of view, in the
tension created by asylum— between hospitality and hostility, between
generosity and suspicion—it is the larter that wins out. Once seen as un-
fortunates suffering from the disorder of the world, refugees are today
suspected of cheating and abuse. While for a time asylum policy was
spared the increasingly restrictive and repressive attempts to control
transnational migration, it has now fallen victim to the same economic
and ideological issues as plague immigration policy. Asylum seekers
were cast as potential frauds, who, if they wished to join the fortunate
minority awarded refugee sratus, had to prove themselves, or rather to
prove that they indeed deserved the protection they claimed, The more
the asvlum seekers’ accounts lost credibility, the more they had to look to
their bodies to provide testimony to the violence suftered. The more their
word was devalued, the more they had to rely on the expertise of doctors
and psvchologists.

Thus, on the margins of a public mental health system that had lictle
interest in defending the rights of immigrants and foreigners—beginning
with the right to equality under the law—a constellation of associations
grew up to provide psychological care to these groups. As an effect of
demographic changes (the fall in economic immigration and the growth
in the demand for asylum), but also as a consequence of changes in aware-
ness (with grearer attention focused on problems related to political vio-
lence and psychic suffering), the 1ssue of torture and persecution gained
maore public prominence. European networks were established and they
gained the supporr of internarional bodies. Trauma then emerged as the
nexus of this new conhguration, linking violence and suffering, politics
and psychiarry, experience and care, memory and truth. The field of the
psychotraumatology ot exile inherited the earlier concerns of clinicians
working with immigrants, but it reinvigorated them by developing thera-
peutic techniques specific to victims of torture. This gave rise to a new
therapeutic field, albeit one partially inspired by earlier work with post-
trauma patients who had survived wars and disasters. However, the
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new clinicians, victims of their success, found themselves called on not
as caregivers but as expert witnesses. Unwittingly, they had forged a
new link with that long hunt for lies and malingering with which the
history of trauma is, as we have seen, closely bound. As before, when it
was the veracity of wounded soldiers and injured workers that was in
doubt, so now climicians held the keys to the truth about retugees. The
refugees’ own words were no longer sufficient to establish the truth of
their accounts, but doctors could find in bodies, or better (in the case of
psychologists and psychiatrists) in the psyche, the scars left by the alleged
vialence. Some embarked on this new course with enthusiasm: others
were much more reluctant; but ultimartely, psychic disorders, the signs of
trauma, came to bear witness to the tacts that had prodoced them. At
least in principle.

For if we look carefully ar what those whose job it is to assess applica-
tions for asylum acrually say and do—both OFPRA officers and Appeals
Commission judges, both lawyers and clinicians—it seems thar the princi-
ple that political violence has damaging effects on the psyche is much
more generally accepted than the proof of that damage in individual cases
(the fact that the torture of a given individual can be confirmed by indis-
putable symptroms). It is easier to think that people are traumatized by
serions and painful events than to believe thar they are suffering from
post-traumaric sequelae that establish the authenticity of those events—
especially when they are a priori assumed to be flouting the law. Thus, as
has been the case since it first emerged, psychic trauma speaks only thart
truth about the viceim that society is prepared to hear.



CONCLUSION

The Moral Economy of Trauma

OVER THE LAST TWO DECADES, OUR RELATIONSHIP TO TIME HAS
CHANGED, Once confident, almost arrogant, it has become painful and
anxious: in the words of W. H. Auden, we live in an “age of anxiety.™ Qur
sense of history—that is, of both our collective history and our individual
histories—has also changed profoundly. From being the story of the vic-
tors, it has become a “histoniography of the vanquished,” as Reinharde
Koselleck predicted.” Our gaze on the past was once a celebration of days
of triumph, when memory spoke of grandeur and glory, of which the
bicentenary of the French Revolution was the apogee. Today we look
back with wounded eves, remembering the slave trade and the effects of
colonization, plaving and replaying the debates that revolve around old
wrongs. Not so long ago our attitude to the present was buoved up by the
liberarion of the last colonies and the emergence of young democracies, in
a context where some argued that the fall of European communist states
heralded the end of history. Today we have lost some of that assurance,
we have renounced our certainties, and quietly, almost daily, we are falling
further and further into an anxious reliance on security policies and pre-
cautionary measures. OQur view of the future, once full of hope grounded
in the invocation of a new world order, has turned to disenchantment.
The world we see is a world full of dangers, dangers which we under-
stand as the long-term consequences of dominarion and oppression that
we thought could be forgortten, but which were only buried, ready to re-
emerge.” Thus we live time differently, even if we have only rarely taken
the measure of it. Our relationship to history has rurned rtragic.

In this new context, where our historical setting, and especially the way
in which we think abour it, has been fundamentally transformed, trauma
has come to give a new meanming to our experience of ume. [t marks both
the psychic and the meraphorical trace of whar has passed: a psychic trace

"W, H. Auden (1991), The long poem The Age of Anxiery was written berween July
1944 and November 1946,

R Kosclleck (2002), In the German historian's view, while in the short term history 15
made by the victors, in the long run it is the history of the vanquished that becomes the
accepred version.

' Contemporary forms of treamment of time relate less to the logic of sites of memory
iMora 1997) than to the problematic of the integration of history (Fassin 2006a).
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to which trauma neurosis, and more recently post-traumatic stress disor-
der, bear witness, giving grounds for the intervention of psvchologists
and psychiatrists; a metaphorical trace that is invoked in the demands of
descendants of slaves and narive peoples, victims of massacres and geno-
cides, calling for legislation or for reparations. We would be tempted to
call it an ineffable trace, since this memory is as insistently present as its
imprint 1s fleeting, if there were not some researchers in biomedicine who
are now claiming thar it has a material reality inscribed in neuronal con-
nections and regions of the brain. But this terrain, where the cognitive
sciences come together with clinical psychiartry, is not our focus.

Psvchoanalysts may identify the neurotic symproms of a “psychic
wound™ and neurophysiologists may discover cortical lesions responsible
for the construction of an “emotional memory,” and either of these fac-
tors could be manifested in sleep problems and anxiety disorders. In other
words, trauma may be understood hguratively (the immarerial trace) or
literally (the physical scar). But this is not what we have attempted to
understand and interpret in this volume.” In contrast to the many works
that psvchiatrists and historians, philosophers and anthropologists have
devoted to this subject, we believe that the truth of trauma lies not in the
psyche, the mind, or the brain, but in the moral economy of contemporary
societies. The fact that trauma has become so pervasive a factor in our
waorld is not the result of the successful dissemination of a concepr elabo-
rated in the scientific world of psychiatrists, and then exported into the
social space of afflictions. It is rather the product of a new relatonship ro
time and memory, to mourning and obligations, to misfortune and the
misfortunate. The psychological concept, trauma, has enabled us to give
a name to this relationship.

We are therefore claiming to contribute not to a history of psychiatric
knowledge but to an anthropology of common sense. In our view, trauma
15 a “Hoanng sigmber”™ which, as Claude Lévi-Strauss noted in relation to

* Internattonal trauma specialist Bessel Van der BKolk (1996], a psychiatrist ar the Har-
vard School of Medicine, has put forward a synthesis of the neurcendocrinological and
pavchobiological dara on PTSIY. On the basis of brain imaging in individuals aftecred by
post-traumaric stress disorder and electnical stimulation ot laboratory animals, he posits the
existence of an “emornonal memory™ that becomes “indelible™ as a result of cortical lesions.
Although he makes no reference to this work, Panl Ricoeur (2004} also speaks of the *corti-
cal trace™ of memory.

"Cathy Carurh (19%5) believes thar recent neurobiological discoveries, Freudian theo-
ries, and clinmical observations can be reconciled: she goes as far as to suggest that the ana-
romical underpinnings of trauma help us o understand its contradictory svmproms. Ruth
Leys (2000}, on the other hand, argues that this lireral and marerialist reading misses the
meaning of the rraumanc experience: in her view, rather than a unified whole, trauma is a
set of contradictory paradigms which call for pragmatism on the part of therapists rather
than modeling,
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the Melanesian mana, “is the disability of all finite thought . . . although
scientific thinking is capable, if not of staunching it, at least of controlling
it partiallv.™ It speaks 1o us of our era—the spirit of the age, we might
say. It expresses a range of the concerns, values, and expectations of this
era. We can of course highlight the diversity of sigmhbeds to which this
single signifier refers, and we might wonder if it is reasonable to group in
the same cartegory the adult who was sexually abused as a child and che
earthguake survivor, the vereran who committed war crimes and the civil-
ian whose family was massacred, the descendant of the captive redis-
covering his or her history and the political activist tortured under an
authoritarian regime. But we believe that the facr thar all of these realities
are today subsumed under the heading of trauma is an important indica-
tion of the wav in which the tragic is understood in contemporary socie-
ries—not clinically, as North American psvchiatrists asserted when they
established the diagnosis of post-traumatic stress disorder on the basis of
the similarity of symproms observed in all these situarions, but anthropo-
logically, for the simple reason that all of these individuals are thought
of in similar terms. Both mistortune and violence are understood to be
phenomena that leave traces of the past in the present, and that may even
require immediare treatment in order to ensure they do not burden the
future, From this point of view, while it is important to speak of “trauma
culture,” as does Anne Kaplan, or “cultural trauma,” to use Ron Eyer-
man’s term (both evoking the traces left by dramatic events in individual
histories and collective accounts),” we need at the same time to look at
whart it means that the concept of trauma has given us this unprecedented
ability to talk about—and hence to experience—the violence of the world.

According to Michael Herzfeld, “social and cultural anthropology is
‘the study of common sense,’ ™ that is, of “the evervday understanding of
the way the world works. ™ By this definition, the ambition of the present
volume is indeed anthropological. Whar we have aimed ro do—contra
the popular assumption that trauma is self-evident and that those who
speak of it are simply revealing a reality—is to understand what is at play
when we interpret the world and its disorders through this concept, which
has moved from clinical psychiatry into everyday parlance. We must shift
our point of view i new and unaccustomed directions in order to grasp
how categories are constructed and vsed, how representations not only
describe reality bur transform it, how practices not only follow from

* Levi-Strauss (1987). In his view, the contradicrions and varations of “mana”™ can be
resolved if we accept that it has a *symbolic value of zero,”™ which the speaker can hll.

" See Kaplan (2005} and Everman (2001). Borh focus on understanding the collective
forms of trauma, on the basis of the memory of colonization and slavery, respectively.

! See Herzteld (2001), who also defines anthropology as “a critique of common sense.”
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a priori reasoning but justify it in retrospect. We have not sought to dis-
cover whether trauma is real or whether psychological treatment of it is
a good thing, bur rather to understand what the choice to read violence
in these terms produces in the social world and in the moral sphere. Thus
our approach necessarily proceeded from a critique of common under-
standings, not in order to refute them bur rather that we mighe better
analyze the assumptions behind them and their consequences, As we have
shown, the ideological revolution produced by the concept of trauma
changed the status of the wounded soldier, the accident survivor and,
maore broadly, the individual hit by misforrune, from thar of suspect (as
it had been from the end of the nineteenth century) ro that of entirely
legirimate vicrim. We have described this spectacular reversal that allows
the soldier to claim his righrs, even on the very basis of crimes he has
committed, and the person who claims o have suttered sexual abuse to
gain recognition of her suffering on the basis of her word alone, as mark-
ing the end of suspicion. This development both establishes and reinforces
a new hgure, one that is cenrral to an understanding of contempaorary
society—the figure of the victim,

Today, particularly in France, when vicrims of apartheid, colonization, or
the slave trade call for recognition, it is considered good form to condemn
“compertition berween victims.” Similarly, when addressing the issues of
women suffering sexual harassmenr from colleagues or superiors at work,
young people experiencing discriminaton in emplovment on the grounds
of their skin color or family name, and more generally those who trans-
torm their demands into complaints it has become usual to mock the
tendency towards “victimization.™ We, however, reject this reading,
which 15 ultimarely simply a sophistcated but classic way of denying in-
justice, nequality, and violence. In our view, this type of analysis only
adds a moral evaluation ro the study of our moral economy, by suggesting
that some vicrims are, from the point of view of the speaker, more legiti-
mate than others. Rather than drawing up an honor roll of victims, we
prefer to focus on the way in which contemporary societies “problema-
tize” (to use Foucault’s rerm) the questions facing them.

*The expression “compettion among vicoims” comes from Jean-Moche] Chawmont
(19971 since the publication of his book it has become widely used and has taken on polemi
|.':I| COTTOEEE LGRS, |'|-e'i|'|_!'I l:h-e'-:‘l N} 11'|l.':!||i1.|:l'||.' r|'|-:' |'|i'-.[1h|‘|.L:I||:, |‘.|:I.h.-|.'4.| 1.'|:l:|:|'|'|~\. uf :‘lc-n-:.:r:'u:_‘l:u&h :1[
slaves and native peoples. The term “victimization,” more spectheally in the French context,
ts more fluid, having imitially been used, particularly in studies of violence and crime, simply
o describe the Gacr of considering oneself victim of a phenomenon, before taking o a more
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In the case of travma, we are not dealing with an inert object, any more
than victims are passive subjects. As we have established through our
case studies, victims of industrial accidents, backed up by victimological
expert reports, make use of the argumenr of trauma to obrain insurance
payouts; the inhabitants of the Palestinian territories, raking arguments
from humanitarian psychiatrists, use trauma to champion their cause in
the court of world opinion; asylum seekers, assisted by specialists in psy-
chotraumatology, attempt to gain recognition of the reality of their perse-
cution through trauma. Thus the politics of reparation, testimony, and
prooft demonstrate three practical wavs in which trauma 15 applied in the
field of action. In each of these cases, the focus is less on exciting empathy
(although this intention may be present) or of representing oneself as a
patient {although the expectation of treatment is not excluded) than on
simply claiming one’s rights. Thus, while rrauma emerges in the context
of an ethos of compassion that is characreristic of our era, it 15 also a toaol
used in a demand for justice."” But we would go further. There is no way
we can know whether victims necessarily consider themselves as victims.
Survivors of the accident in Toulouse may equally view themselves as
residents relegared to a disadvantaged housing projecr; voung Palesnmans
may sece themselves as heroes of their people’s cause; asylum seekers may
consider themselves political activists. We know norhing, or almost noth-
ing, of their subjectivity—or interiority—as victims. Survivors of disas-
ters, oppression, and persecution adopt the only persona that allows them
o be heard—thar of vicrim. In doing so, they tell us less of what they are
than of the moral economies of our era in which they find rheir place.

To be more specific: while the subjective experience of victims remains
inaccessible to us, the public recognition they are accorded in the name
of trauma provides the keyv to an anthropology of the subject—an anthro-
pology definitively freed from the illusion of the unfathomable depths of
the individual and fully atrentive to the political processes of subjectifica-
tion. In focusing our critical gaze on common meaning at the same time

as avoiding the irony of sitting in judgment, the issue is thus o analyze
these moral economies without falling ourselves into the trap of moraliza-
tion. But is it possible to escape normative reading entirely? Is it even
desirable o place oneself at such a distance that values no longer operate?
Our answer to both of these questions would be no. Just as we believe
that there is no apolitical opinion, we argue that there is no poinr of view

negative connotation, 35 for instance in the work of Olvier Mongin {2003}, who sees it as
a contemporary chsession,

" The concept of the ethos of compassion {Fassin 2008) can be used o designate culrural
codes thar pay extreme attention o sutfering and show a special willingness to listen.
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entirely separate from morals.'" It is clear thar the most decisive attack on
morals, thar put forward by Nietzsche in his Genealogy, is still a moral
act. But equally, we are convinced that the artempt to avoid the moral
dimension of anthropological work is an intellectual abdicanon. Would
it be possible thar rhe price Wirtgenstein paid for his radical deconstruc-
non of moral philosophy was to end up unable to speak of the moral
world as it is seen and lived by its members?

Thus, if we accept these two premises, if we believe that it is neither
possible nor desirable to eliminate all moral understandings, our task is
not to distinguish between good and evil, but to critique the acrual condi-
rions that produce social realities. For example, to rake the founding issue
that led to the creation of PTSD as a diagnosis, we do not say that there
are “good™ and “bad”™ vicums and that the concept of trauma makes it
impossible to distinguish one from the other (North American war crimi-
nals and the Vietnamese survivors of their massacres being essenrially
brought together in the same psychic suffering). Instead we ask what the
recasting of war crimes as traumaric experience means for the perpetra-
tors {social recognition and Ainancial compensation) and for the American
nation as a whole (reconcibarion and redemption). For us, this critique of
the ways in which vicrims and their causes are produced, which replaces
judgment of the victims themselves and of the validity of their cause, is
fundamental. Rather than distinguishing on the basis of moral criteria
between the survivors of the Toulouse accident and the factory workers,

the Palestinian residents of destroyed houses and Israeli witnesses of
bomb artacks, tortured asyvlum seekers and their torturers, we instead
examine what the failure to distinguish between them in the mental health
system—or even bevond the medical context in the popular use of the
concept of trauma—obscures abour social relations, historical realities,
and polinical situations, Ler us make chis crucial point more explicic.

Most social science research on trauma and on victims adopts an empa-
thetic point of view with respect to victims. This is easy to understand.
The violence of the events experienced affects even the researchers study-
ing it, and the pain and suffering it produces exert a sort of tascination
tor them. For these reasons, few researchers distance themselves sufh-
ciently to avoild taking trauma tor granted and seeing vicnms as whar
they profess to be. Our critique neither refutes—nor confirms—either the
diagnosis of rrauma or the status of victim. But how can we avoid reduc-

" 8ee Fassin (2008hb) for a plea to consider morals as a legitimare object of anthropologi-
cal research, which implies a reflexivity on the anthropologist™s moral positon.
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ing analysis to empathy, withour falling into an excess of condemnation?
In our attempt to achieve this goal, our method has been to shift the terms
of the question. While scientific pracrice rends to examine a reality for
what 1t 15, we have studied what it is not. To be precise, we have focused
on twa aspects of the process of production of trauma and victims that
most research leaves out: whart does this process not allow to be said, and
who are those whom it makes it possible to leave out? In other words,
while trauma is a language that appears both neurral and universal in its
account of victims, it significantly fails to throw light on certain signifieds
and certain agents. Identifying these gaps gives us the means to grasp the
figure of the victim delineated by trauma.

First, trauma obliterates experiences. It operates as a screen between
the event and its context on the one hand, and the subject and the meaning
he or she gives to the sitwation on the other. By reducing, whether in
clinical terminology or in common language, the link berween whart hap-
pened and what was experienced to a set of symptoms, or even of prede-
hned representations (the fact of being traumarized), it obscures the diver-
sity and complexity of experiences. It conceals the way in which
experiences take on multiple meanings in a collective history, in a personal
life story, in a lived moment. Having lived through an explosion at a fac-
tory in Toulouse, the destruction of one’s home in Palestine, the persecu-
tion of one's family in Sri Lanka, or any other event, does not necessarily
imply that one's experience is circumscribed by this event, or even that
one desires that it be reduced to this event. Indeed, this 1s what victims—
defined as such by others—often say as they adjust as best they can ro this
obligatory label which will afford them the status of recognized victims,
The fact that, in given circumstances, they must pass through this process
of recognition in order to win financial compensation, public awareness
of their plight, or refugee status does not imply that they agree with this
process or this image.

Nor can we be satished with trauma as a society constructs it, whether
or not it 15 verified by psychological tests and psychiatric observations.
Both before and after the tsunami, the survivors in Aceh were already
victims of political domination, military repression, and economic mar-
ginalization. Both before and after Hurricane Katrina, the people of New
Orleans were already victims of poverty and discrimination that rein-
forced class inequalities through racial distinctions. Trauma is not only
silent on these realities; it acrually obscures them, As a focus of consensus,
it eliminates individual features, We can therefore understand thar i is
claimed by victims themselves, that i1s, by members of society who define
rhemselves as victims. Trauma offers a language in which to speak of the
wounds of the past—of slavery, colonization, or apartheid. Claimed by
the protagonists themselves, trauma becomes once again an argument in
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struggles for recognition of the plurality of memory—even if this violates
historical reality. Hence we understand why such recognition is selective.

Second, trauma—or rather the social process of the recognition of per-
sons as traumatized—effectively chooses irs vicrims. Although those who
promote the concepr assert that it is universal, since it is the mark left by
an event, study reveals tragic disparities in its use. After the industrial
accident in Toulouse, residents of the districe where the explosion oc-
curred, and by extension the entire population of the city, were seen as
victims of trauma, justifying the intervention of mental health specialists.
The facrory workers, however, stigmatized by the disaster, and the mental
patients in the psychiatric hospital, simply forgotten, were not fully ac-
corded this status. While humanitanan psychiatry 1s practiced everywhere
in the world, it has long been more readily accepted as a treatment tor
the suffering of the Armenian, Romanian, and Croatian people than for
that of Rwandans, Liberians, or Congolese; and while it attempts to care
tor the victims on both sides of armed contlicrs, tensions may arise around
distinctions berween those who are suffering, depending, for example, on
whether they are Kosovars or Serbs, Palestinians or Israelis. And while
orgamizations that specialize in caring for victims of torture and persecu-
tion strive to treat them without discrimination, they are regularly faced
with the question of what artitude they should adopt towards former
TOrturers or ﬂi.,'{l:':ll‘l'lpl.il.:l.":"; MOy F.t.'l.'l-:ing :.'I!T.}r|1lrr|.. .'Jh.'l'”;!.l mn lﬂ“'i.!"'. rnnrﬂ”}' con-
flicted situation, thev are also sometimes required to refuse patients who
have sutfered political violence buot are considered as presenting prior pa-
thologies that require ordinary psychiatric trearment.

In noting these tensions, and even contradictions, we are not condemn-
ing practices, but simply emphasizing the lines of moral demarcanon that
always operate in the context of tranma. It was clear to all thar the inter-
national mobilization, including action around trauma, was much greater
after the tsunamu in Thailand than after the carthquake in Pakistan, prin-
cipally because the tsunami affected Western tourists who were immedi-
ately offered support by the clinical psychology units made available to
them, while no Westerners were involved in the earthquake. Recognition
of trauma, and hence the differentiation between victims, is largely deter-
mined by two elements: the extent to which politicians, aid workers, and
mental health specialists are able to identify with the victims, in counter-
point to the distance engendered by the otherness of the victims, Cultural,
social, and perhaps even ontological proximity matter; as does the a prion
valuanion of the validity of the cause, misfortune, or suffering, a valuation
that obviously implies a pohutcal and oftten an ethical judgment, Thus
trauma, often unbeknownst to those who promote it, reinvents “good”
and *bad” victims, or at least a ranking of legitimacy among victims.
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However, if the metaphor of trauma is so taken for granted today, this
is also due ro the fact that ir allows a subtle distinction to be made berween
the individual and the collective, between the governmentality it imposes
on the former and the cohesion it provides tor the latter. Compensanon,
testimony, and proof, although they are unarguably subsumed by this
metaphor of trauma, are not identically distributed among different
places, events, and people. Thus, even though the concepr of rrauma as-
serts the equal humanity of all suffering people, even though it proclaims
that collective memory is now a product of the fate of each individual
and thar it necessarily implies repararion, testimony, and proof, the use
of the concept in fact makes it the basis for a new division berween human
beings. The nature ot events deemed traumanc, the value accorded in
advance to the life of those suffering, the need to protect some social
groups at the expense of others determines which of these three para-
digms—compensating, bearing witness, or certifying—will rake prioriry
in the therapeutic process.

In reparation, the lawful right accorded ro each individual, indepen-
dently of any procedure of authentication, derives from the need to pre-
serve the illusion of collective unity, which the event—irself incontestable
in cases such as bomb arracks or the explosion in Toulouse—threatens to
break apart. Here, reparation comforts the whaole of the collective because
it is guaranteed to each individual—with the notable exceprion of those
who are marginalized. Conversely, in the case of testimony, the collective
cause to be defended is fed by the individual unit of each testimony, with
the sum of the units producing the narrative of a collective fate. Here, the
collective ideal to be defended using the concepr of trauma blurs personal
experiences, and individuality becomes subsidiary. Finally, in the certifi-
cation of refugees, scrutiny of the reality of the facts in individual cases
can signal doubts or even demial of what entire populations or specific
groups are collectively exposed to on other continents, and this can signal
an abdication of international responsibility. Here, the uncertain fate of
each individual is emptied of all reference to the collective history, this
ume in the name of a higher interest, that of protecting the supposed
national communiry of the receiving country,

Clearly, the uses made of the concept of trauma adapt remarkably well
toy these multiplr: nuances, and even contrive to render the 'mr:qunlltit.ti.

they reveal almost invisible, This is no doubt also their strength.

Trauma was born in the late nineteenth century as a psychological care-
gory constructed on analogy to the medical notion of a corporeal injury,
and it bears traces of this lineage stll roday, for one can speak as readily
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of a psvchic scar as of a physical scar, Its reemergence at the end of the
twentieth century, within a reworked psychiatric nosology, was for some
nme restricted to chimeal pracnce. Indeed 1t both extended the terntory
covered by clinical practice (by including persons who were not necessar-
ily sick, but who had experienced an event deemed traumatic) and refined
the clinician’s diagnostics {(by establishing a minimal phenomenology of
post-traumatic stress). The new reality thus described even appeared to
avoid any moral prescriprion since, as it was based purely on symprom-
atology, 1t ostensibly elimimated judgment ot either the tacts or of ther
perpetrators. [t was symptoms that defined the syndrome; rape, torture
and accidenr were not distinguished from one another; neither was the
perpetrator distinguished from the victim or the witness, All that counted
was the mark left by the event.

But this was an tllusion. The door may have been shut against moral
judgment, but it found its way in through the window. Or rather, it never
really lefr the scene ar all. In fact trauma enjoys its current status more as
a moral than as a psvchological category. The trauma of the survivors of
the Toulouse acaident, of Palestinian youths, and of political refugees is
universally acknowledged, and it confers a form of social recognition be-
fore it is ever validated by any psychologist or psychiatrist. Moreover,
when mental health professionals are called on to attest to the diagnosis,
they decline to give an opinion or even deny the relevance of the category,
noting that it is relarively rare and of limired validity. Rather than a clini-
cal reality, trauma today is a moral judgment,

We can thus understand why the boundary berween collective trauma
and individual trauma is as difficult to discern as is the passing of histori-
cal trauma from one generation to the next. There is no need to explore
how we move from one to the other (perhaps even by returning to Freud-
ian speculations on the founding murder in the sociodicy of the Jewish
people). The validity people are willing to accord to trauma in order to
relate the experience of descendants of survivors of the Holocaust, of the
Armenian or Bwandan genoaide, of victims of slavery or apartheid, is not
the validity of a clinical category but rather of a judgment—the judgment
of history. In other words, trauma today is more a feature of the moral
landscape serving to dentity legitimate victims than it is a diagnostic cate-
gory which at most reinforces that legitimacy. It speaks of the painful link
that connects the present to the past, It idennhes complaints as justihed
and causes as just. Ultimately, it defines the empirical way in which con-
temporary societies problematize the meaning of their moral responsibil-
ity in relation to the distress of the world,
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THE EMPIRE OF TRAUMA

TODAY WE ARE ACCUSTOMED TO
psychiatrists being summoned to scenes
of terrorist atracks, natural disasters, war,
and other tragic cvents to carc ftor the
psvchic rrauma of vicrims—ryer it has not
always been so. The very idea of psychic
rauma Carme imeo hl'lr'||_', ru||_1.- ar the end of
the ninercenth century and for a long time
was treated with suspicion. The Empire
of Trawma tells the story of how the trau-
matic vicrim |.'”.'L.II['II.' Llll!l.ll'..'lll:'n .'Illllj '|"|H|||:|
cally respectable, and how trauma irself
became an unassailable moral category.

Basing their analysis on a wide-ranging
|.'1|"|1'|-::|z,"'_1:'|L'I|I|j..| Didier Fassin and Richard
Rechtman examine the politics of repa-
ration, testimony, and proof made pos-
sible by the recognition of trauma. Thesy
study the application of psvchiatric vic-
timology to victims of the 1995 terrorist
bombings in Paris and the 2001 industrial
disaster in Toulouse: the involvement ol
|'I|Ir'|'!.'l]||E'aiT|.lr'| I'I"'l-}'l..'i'll..tl'l'?' "|1|-||F1 i?(ﬂh |..'II-
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Intifada; and the application of the psy-
-..']I-::rr:m|||.I.[||h13.'.:.' of exile o asvlum seek
ers victimized by persecution and rorture.

Revealing how trauma has come to au-
thenticate the suffering of vicrims, The
Empire of Trauma provides critical per
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Issues ar stake in the contemporary world.
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“An enormous achievement. The Empire

of Trawma otters not only an understand-
ing of the anthropology of the concept of
trauma in general, bur also a very interest-
ing discussion of the development of values
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I'his 15 one of the best books | have read in
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—Davip BECKER,
Eree University Berlin

“The Empure of Trawma is a nuanced study
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cal activism, and international humanitari-
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tive force and its etfectiveness, and may be
heard once again.”
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