Nicolas Henckes 
email: nicolas.henckes@cnrs.fr
  
Recherche De 
  
Medecine 
  
RESHAPING CHRONICITY: NEUROLEPTICS AND THE CHANGING MEANING OF THERAPY IN FRENCH PSYCHIATRY, 1950-1975

Keywords: chronicity, psychiatric institutions, neuroleptic chemotherapy, psychiatric work, psychiatry and psychoanalysis

This article explores the transformations in the regime of practice and discourse concerning chronic mental illness in French psychiatry in the post-war period and the role played by chemotherapy in these transformations. From the 1950s and 60s on, chronicity was reconstructed as a new experience, involving a new set of expectations, of dilemmas and negotiations, and involving new types of actors giving a new meaning to what they were doing with patients. While some psychiatrists thought that neuroleptics could open the way to active treatment of these pathologies, in effect this project faced a series of obstacles: some came from psychiatric ideologies, others from the conditions of psychiatric work. As a result chronicity acquired a new uncertain and elusive shape. Based on an examination of the interplay of meaning and action in psychiatrists' recourse to neuroleptics in the treatment of their chronic patients, this article seeks to highlight the difficult construction of the idea of chemotherapy in post-war French psychiatry and, more generally, the transformations in its notion of therapy.

RESHAPING CHRONICITY: NEUROLEPTICS AND THE CHANGING MEANING OF THERAPY IN FRENCH PSYCHIATRY, 1950-1975

NICOLAS HENCKES

What I call the beginning [of my experience at work] is a period of a little more than one year when I couldn't understand how my behavior could be therapeutic. I couldn't understand what was happening between the patient and me, or between the patient and the therapeutic team. And if I grasped what the long-term project was for this or that patient, I didn't know how to behave on a daily basis with the patient, so that he could benefit most from his hospitalization. A psychiatric nurse working in the community psychiatric hospital of the 13 th arrondissement in Paris 1

This article explores the transformations in the regime of practice and discourse concerning chronicity in French psychiatry in the post-war period and the role played by chemotherapy in these transformations. Beginning in the 1950s, psychopharmacology has produced a number of so-called wonder drugs which have contributed both to the growth of the pharmaceutical industry and to changing the vision we have of ourselves. Much has been written on the role played by minor tranquillizers and antidepressants in shaping 21 st century individuals [START_REF] Rose | Becoming Neurochemical Selves[END_REF][START_REF] Healy | Shaping the Intimate: Influences on the Experience of Everyday Nerves[END_REF][START_REF] Tone | The age of anxiety: a history of America's turbulent affair with tranquilizers[END_REF][START_REF] Metzl | Prozac on the couch. Prescribing gender in the era of wonder drugs[END_REF]. In contrast, analyses of the transformations in the trajectories of chronic mental illness brought about by neuroleptics are often limited to an alternative between liberation and alienation of mental patients. In developing an analysis of psychiatrists' conceptions of their work with psychotropic drugs, this paper wishes to enrich this vision and propose a framework for understanding changes in psychiatric therapeutic cultures in the second half of the 20 th century.

Chronicity was without a doubt one of the driving forces shaping psychiatric institutions and psychiatric work during most of the 20 th century. With other pathologies like cancer or tuberculosis [START_REF] Szabo | Incurable and intolerable: chronic disease and slow death in nineteenthcentury France[END_REF][START_REF] Patterson | The Dread Disease: Cancer and Modern American Culture[END_REF][START_REF] Ott | Fevered lives: tuberculosis in American culture since 1870[END_REF][START_REF] Barnes | The making of a social disease: Tuberculosis in Nineteenth-Century France[END_REF], mental illness shared the sad privilege of filling hospitals with patients whose outlook on life could only be one of hopelessness. However, in psychiatry chronicity was not just a fragile form of life within a closed and coercive institution. It was also a way for professionals, patients and their families to think about the experience of mental illness and to frame their behavior in facing this experience. As such, it entailed a set of expectations, positive and negative, as well as diverse commitments from the various actors of the mental illness drama.

Sociologists and historians of deinstitutionalization have stressed the new shape taken by chronic patients' careers during the second half of the 20 th century. Patients now typically went through multiple rehospitalizations, they had to orient themselves within a new complex network of various social and medical services and were confronted with increasing physical and intellectual disabilities. [START_REF] Estroff | Making it crazy: an ethnography of psychiatric clients in an American community[END_REF][START_REF] Estroff | Identity, Disability and Schizophrenia. The problem of Chronicity[END_REF][START_REF] Brown | The transfer of care: Psychiatric Deinstitutionalization and its Aftermath[END_REF][START_REF] Scull | Decarceration: Community Treatment and the Deviant -A Radical View[END_REF][START_REF] Rhodes | Emptying beds: the work of an emergency psychiatric unit[END_REF][START_REF] Lovell | The City Is My Mother": Narratives of Schizophrenia and Homelessness[END_REF] Beyond this, we still need to understand more precisely what these careers entailed for all participants -patients, families or proxies, and professionals. In a sense, the notion of deinstitutionalization is misleading. What was at stake in the redefinition of chronicity was not only the issue of how patients lived outside or even between institutions. It was also the creation of a new regime of practice around severe long-term illness in the field of psychiatry.

In this regard, the diverging fates of mental illnesses and other chronic pathologies during the second half of the 20 th century are probably a rich source of lessons for the history and sociology of medicine. Whereas a new assemblage between practice, science and industry took shape in most of medicine, psychiatry saw the creation and the widening of a gap between what can be characterized as two cultures, a culture of community psychiatry and a culture of biological psychiatry. More generally, two new and separate discourses emerged during the 1950s and 60s: the first, which has been extensively discussed to date [START_REF] Marks | The progress of experiment: science and therapeutic reform in the United States, 1900-1990[END_REF][START_REF] Healy | The antidepressant era[END_REF], was related to clinical trials and would soon be at the heart of a new way to envision medicine as a set of "evidence-based" practices and organizations; the second one, at the core of psychiatric work in community psychiatry, was a form of experiential talk: for psychiatric workers, from the 1950s on, one way to talk about mental illness was to make explicit their own experience, their own feeling about what was going on (for examples of this talk in an Australian context, see: [START_REF] Barrett | The psychiatric team and the social definition of schizophrenia: an anthropological study of person and illness[END_REF]. Both cultures and discourses displayed different ways of assessing mental health work and of conceiving the objects of psychiatry, its organization as a profession and its place in medicine and society.

Drugs were probably a key test of this divide, at the core of the culture of biological psychiatry and scarcely addressed by community psychiatry. A striking illustration was given by the pioneer experiment in community psychiatry in the 13 th arrondissement of Paris launched in 1958: although professionals spent considerable time in meetings talking about their work, the administration and management of drugs were hardly an issue for them [START_REF] Henckes | Réformer la psychiatrie, organiser les pratiques de secteur. La construction de la psychiatrie de secteur dans "l'expérience du treizième arrondissement[END_REF]. The segment of psychiatry which developed the model of community psychiatry à la française, the "psychiatrie de secteur", just didn't seem to be interested in drugs.

This gap is testimony to the difficult construction of the idea of chemotherapy in psychiatry and, more generally, to transformations in the notion of therapy during that period. While some psychiatrists thought that drugs could open the way to active treatment of chronicity, in effect this project faced many obstacles: some came from psychiatric ideologies, others from the conditions of psychiatric work. It is this situation that enabled a new question to appear at the heart of psychiatry's encounter with chronicity. Indeed, when dealing with chronic patients, mental health professionals in the late 1950s began asking: "how can I be therapeutic?" This question will be the focus of this paper. I suggest that the way it was framed and the very uncertainty it conveyed played a key role in giving the experience of chronic mental illness a new ambiguous and elusive shape.

Lives of patients or ex-patients afflicted by severe mental illness now oscillated between chronicity and social marginalization, between personal dysfunction and social maladjustment, between psychiatric and social intervention. A French sociologist could talk of a "career choice" in referring to the different tracks that a given person could take in a now complex world of medical and social institutions and services [START_REF] Jaeger | Un "choix de carrière": RMIste ou handicapé? Nervure[END_REF]: recourse to disability compensation or to social support were two different and mutually exclusive solutions to the problems the person faced and, as a consequence, two different ways for him or her to make sense of the situation. Without a doubt, these ambiguities and this ambivalence reflected the difficulty for psychiatry to address mental illness as an enduring reality for individuals who suffered from it. However, rather than being a defeat for the discipline because of antipsychiatric confrontations or economic restrictions, I want to suggest that to a large extent this difficulty had its origins in the new set of questions raised by psychiatry's renewed approach to therapy.

The analyses developed in this article are limited to the case of France, which certainly was in many respects a highly specific one. They rely on a survey of the main French psychiatric journals as well as on a study of psychiatric work within a pioneer experiment in community psychiatry in the 13 th arrondissement of Paris, itself a part of a larger study on the reform of psychiatric hospital in France [START_REF] Henckes | Réformer la psychiatrie, organiser les pratiques de secteur. La construction de la psychiatrie de secteur dans "l'expérience du treizième arrondissement[END_REF][START_REF] Henckes | Le nouveau monde de la psychiatrie française. Les psychiatres, l'Etat et la réforme des hôpitaux psychiatriques de l'après-guerre aux années 1970[END_REF]. While French psychiatry produced leading figures in the field of psychopharmacology, it also developed a particular approach to psychotherapies marked by both the weight of psychoanalysis and the relationship between the state and the medical profession. Another key specificity of the French situation was the role of psychiatric hospital physicians in stimulating thinking about the future of psychiatry and mental health policy. This is one reason why chronicity, which constituted the bulk of their experience with mental illness, was of such great importance in French psychiatry at the time.

Professional discourse and practices concerning drugs will be my entry into the analysis, while patients' views on the problem are beyond its scope. One major theme in psychiatric literature during the 1960s, anticipating recent social science approaches [START_REF] Gaudillière | Introduction: drug trajectories[END_REF][START_REF] Petryna | Global pharmaceuticals: ethics, markets, practices[END_REF], was the idea that drugs were objects immersed in interactions, objects which both induced new kinds of interactions between professionals and patients, and which were attributed multiple meanings in these interactions [START_REF] Lambert | La relation médecin malade au cours des chimiothérapie psychiatriques[END_REF][START_REF] Dagognet | La raison et les remèdes[END_REF]. French psychoanalyst André Green even proposed the idea of a "chemotherapeutic relationship" [START_REF] Green | Chimiothérapies et psychothérapies[END_REF]. It is this interplay of meaning and action that will be the focus of this article. However, before turning to this analysis, it is helpful to give some background on the experience of chronicity as it emerged in the French psychiatric world during the first half of the 20 th century.

Chronicity

Chronicity was without a doubt a key dimension of the experience of mental illness during the 20 th century. Yet it was a complex notion, located halfway between the biological and administrative sciences, between medicine and public assistance, between lay and professional representations, full of diverse meanings which accumulated and contributed to giving it its specific shape at each period in time. While it had a powerful reality in institutions where patients remained for years or even decades, it also referred to an elusive process, that of becoming a chronic patient, which seemed to elude any attempt by psychiatrists at understanding and controlling it. Indeed, chronicity referred not just to the long term duration of the illness, although it was used precisely with this meaning during most of the 19 th century. As historian of psychiatry Georges Lantéri-Laura noted, in the French context a first redefinition of the notion occurred at the end of the 19 th century prompted by a series of institutional and intellectual changes [START_REF] Lantéri-Laura | Le syndrome neuroleptique: étude clinique et psychotechnique[END_REF]. Chronicity thus emerged as a new way to structure psychiatric practices and thinking that was used to classify both pathological entities and individuals, to organize both psychiatrists' daily work with patients and their knowledge of pathological processes.

On the one hand, beginning in the 1880s, chronic disorders delineated a specific subset of psychiatric pathology, characterized by the fact that their symptomatology was created and shaped by time. In many ways chronic delusion (délire chronique), a category developed by French psychiatrist Valentin Magnan in the 1890s, could be considered as a paradigmatic case [START_REF] Magnan | Leçons cliniques sur les maladies mentales[END_REF]: the course of the disease followed four stages from incubation to terminal dementia, each phase leading logically to the next as a consequence of the progressive transformation of the delusion. Other pathologies followed the same scheme, such as dementia praecox described by the German psychiatrist Emil Kraepelin. However, chronicity was no simple phenomenon. Many processes could account for the changes in a given clinical picture over time. The validity of chronicity as a way to structure psychopathology was also heavily debated in a context where degeneration seemed to be a far more powerful explanation (see the debate on chronic delusion held at the Société medico-psychologique between 1886 and 1890: "Du délire chronique," 1886; for an unorthodox but significant view on this issue, see: Billod, 1879; on degeneration, see [START_REF] Dowbiggin | Inheriting madness: professionalization and psychiatric knowledge in nineteenth-century France[END_REF][START_REF] Pick | Faces of degeneration: a European disorder, c.1848-c.1918[END_REF]Gaudillière & Löwy, 2001). Discussions on these issues would be at the heart of the development of psychopathology during the first half of the twentieth century [START_REF] Foucault | Maladie mentale et psychologie[END_REF][START_REF] Berrios | The history of mental symptoms. Descriptive psychopathology since the nineteenth century[END_REF]. But chronicity progressively gained ground in French psychiatric thinking: in 1954, a leading authority on psychiatric nosography, Henri Ey, could build his entire classification of mental disorders on the distinction between chronic and acute pathological entities [START_REF] Ey | Etude n°20. La classification des maladies mentales et le problème des psychoses aiguës[END_REF]. Chronicity was the realm of psychoses like schizophrenia and chronic delusion, as well as personality disorders, as opposed to "acute psychosis" such as maniac-depressive disorders and "bouffée délirante". In the following years, schizophrenia would soon become the paradigm of chronic mental illness ("Les schizophrénies," 1958).

On the other hand, chronic patients, or as they were more often called, "chronics" (les chroniques), were not only or not necessarily patients afflicted by chronic pathologies; they could be more accurately described as a category of patients from whom nothing could be expected. The course of their affliction had brought them to an end stage of immutability, deficiency and low social value. Chronicity, for these patients, was a social status [START_REF] Arney | The anomaly, the chronic patient and the play of medical power[END_REF], the legal form of which was seclusion in an asylum under State supervision. There, they had to be cared for and protected, and when possible they could be given a meaningful occupation which could also alleviate their cost to society.

At both levels, chronicity thus relied on the idea that a temporal process led to a specific condition. Chronicity was also a regime where hope and despair existed side by side. Entering chronic illness meant retreating from the world and losing hope of joining it anew. For patients' relatives, it meant loss of the privileged relationships which they previously shared with them [START_REF] Tomes | A generous confidence: Thomas Story Kirkbride and the art of asylumkeeping, 1840-1883[END_REF][START_REF] Wannell | Patients' Relatives and Psychiatric Doctors: Letter Writing in the York Retreat, 1875 1910[END_REF][START_REF] Prestwich | Family strategies and medical power: "voluntary" committal in a parisian asylum, 1876-1914[END_REF]. Historians have documented the progressive weakening of ties within families afflicted by mental illness [START_REF] Von Bueltzingsloewen | L'hécatombe des fous[END_REF]. However, French psychiatrists were reluctant to admit that chronicity was equated with incurability and warned against losing all hope. At the turn of the 20 th century, a body of literature addressed the issue of "late cures" (guérisons tardives), that is cures that came when they were no longer expected, giving the sense that one should never give up on chronic patients [START_REF] Rousseau | Des guérisons tardives chez les aliénés[END_REF][START_REF] Robert | La guérison tardive des maladies mentales[END_REF].

Therapy played a crucial role in these illness trajectories. For medical practitioners, chronicity primarily meant the failure of their treatment efforts. In this regard, beginning in the 1930's the first wave of "biological treatments" consisting of the various shock techniques, made chronicity a still more dramatic experience (for the North-American case, see: [START_REF] Braslow | Mental ills and bodily cure: Psychiatric Treatment in the First Half of the Twentieth Century[END_REF][START_REF] Pressman | Last resort. Psychosurgery and the limits of medicine[END_REF]. Electroshock or insulin treatment sessions were spectacular events which mobilized the institutional order of wards (see this testimony by a nurse: [START_REF] Roumieux | Je travaille à l'asile d'aliénés[END_REF]. They required a series of architectural transformations and created a series of new roles for psychiatric workers. While they fueled new hope -revealed by a sudden increase of publications on therapy -they also rendered failure more despairing. In his work on lobotomy in the USA, Jack Pressman showed how the diverse shock techniques served as a series of turning points or rites of passage in chronic patients' careers [START_REF] Pressman | Last resort. Psychosurgery and the limits of medicine[END_REF]. Shocks were supposed to provoke a surge within patients. French psychiatrists talked of "unblocking" (débloquage) [START_REF] Claude | Thérapeutiques biologiques des affections mentales[END_REF]: success brought cure; failure meant that the person had gone one step further in the direction of chronicity. Treatment was a milestone on the journey into chronicity.

Behind this vision was also a view of cure as a reconstruction of the person. Case stories reported in the literature in the immediate post-war period conveyed the idea that the person had to learn a new attitude toward their own life, find a new job or develop a new kind of relationship with their relatives and friends 2 . In a way, treatment was an apprenticeship, case stories were Bildungsromane.

Chronicity thus emerged at the crossroads of social and medical representations, medical and legal practices, institutional life and organization, and of course patient careers and illness trajectory. To a large extent, therapeutics was the cement that held all these elements together. It was both the rationale underlying the psychiatric system and the act that structured chronicity. Of course, this summary is in many respects a caricature. The condition of the chronic patient was more diverse across France and fluctuating across time than I have described. However this sketch is helpful for thinking about the way psychiatrists would use drugs in their encounter with chronicity after 1950.

The dilemma: medicalizing the institution or demedicalizing treatment?

Indeed, the introduction of neuroleptics and then of other psychotropic drugs, following the description of the antipsychotic effects of chlorpromazine by Delay and his team at Sainte Anne in 1952, was without a doubt a major breakthrough. The history of this "therapeutic revolution" has often been recounted and is beyond the scope of this paper [START_REF] Healy | The Creation of Psychopharmacology[END_REF][START_REF] Swazey | Chlorpromazine in psychiatry: a study of therapeutic innovation[END_REF]. While we have good reason to think that it was not the sudden event that historical actors now recall, this is no reason to minimize the changes that were brought into psychiatry during the 1950s and 60s. In less than a decade a new awareness of psychiatry's potential emerged among its practitioners. However this awareness was much more ambivalent than is often reported.

There is no better way to approach these transformations than looking at the psychiatric hospital. While the role of neuroleptics in the acceleration of hospital turnover and the decrease of hospital stay has been widely discussed by historical actors as well as historians [START_REF] Brill | The impact of modern chemotherapy on hospital organization, psychiatric care and public health policy: Its scope and its limits[END_REF][START_REF] Delay | Méthodes chimiothérapiques en psychiatrie[END_REF][START_REF] Shorter | A history of psychiatry: from the era of the asylum to the age of Prozac[END_REF], probably less attention has been given to the changes which they brought to psychiatrists' visions of their institution as a medical place. The medicalization of the psychiatric hospital was doubtless one of the most enduring goals pursued by psychiatry throughout its history. However, we shouldn't overlook the different forms taken by this project over time. In the interwar period, leaders of French psychiatry argued that asylums should consist of two sections: a hospital section would care for acute patients while a nursing home (hospice) section would accommodate chronic patients [START_REF] Raynier | La construction et l'aménagement de l'hôpital psychiatrique et des asiles d'aliénés[END_REF]. The main divergence in opinion was between some psychiatrists who advocated that acute care had to be provided in general hospitals [START_REF] Toulouse | Le problème de la folie devant le sénat[END_REF], and a majority of psychiatric hospital physicians who maintained that both sections had to be organized in the same facility in order to facilitate communication between them [START_REF] Raynier | La construction et l'aménagement de l'hôpital psychiatrique et des asiles d'aliénés[END_REF].

In the post-war era, the idea that the psychiatric hospital as a whole could be a therapeutic place gained ground. An early development of this idea was formulated in the late 1940s by a movement promoting what psychiatrists called "collective psychotherapy" (psychothérapie collective) within public psychiatric hospitals, a French version of British therapeutic communities: organizing occupational and recreational therapy, and more generally collective activities, could transform institutions themselves into therapeutic instruments [START_REF] Daumézon | Les fondements d'une psychothérapie collective[END_REF]. However, this vision of the reform of psychiatric hospitals went hand in hand with a traditional stance on their architectural organization, which relied on the distinction between acute care and chronic wards. The 1950s brought about a more radical shift. Psychiatrists felt there should no longer be any difference between the activities of the different wards in a given hospital. Patients that couldn't benefit from treatment had to be removed from hospitals, especially elderly demented people and the mentally deficient. This perspective was based on different conceptions of treatment, at a time when psychiatry was divided into a number of professional segments 3 . Yet there is no doubt that the new psychotropic drugs played a major role in the development of this view.

For those psychiatrists most deeply committed to the culture of psychotropic drugs, the demands of neuroleptic treatments made it necessary to turn hospitals into true medical centers. Deniker, Delay's assistant at Ste Anne hospital, insisted that neuroleptic treatments had to be considered as true chemotherapies (cure chimiothérapique). Contrary to minor tranquilizers, neuroleptics had to be administered only by a specialist, based on an individualized prescription; they also had to be monitored in a medical setting where complications could be treated [START_REF] Delay | Méthodes chimiothérapiques en psychiatrie[END_REF][START_REF] Deniker | La psychopharmacologie[END_REF]. In this light, chemotherapies were indeed considered to be structuring events in the life of hospitals. In some departments, chemotherapies were followed by rest before taking patients to psychotherapy sessions, using protocols similar to those followed with shock therapies. This view also implied that the psychiatric hospital should be at the center of the psychiatric system: treatments should be initiated there, before being continued in outpatient care. In their 1961 handbook of psychopharmacological treatment, Delay and Deniker wrote:

When we gave the outline of the chemotherapeutic method, we insisted on the importance of the initial treatment (traitement d'attaque), on the difficulty of adjusting the maintenance treatment (traitement d'entretien) and on the usefulness of vigorous treatment (traitement énergique) of any relapse. This implies that the initial treatment of psychoses has to take place in a specialized hospital ward, that it can continue under the supervision of an outpatient consultation in close relationship with the former and that relapses are likely to be treated once again in the hospital. [START_REF] Delay | Méthodes chimiothérapiques en psychiatrie[END_REF] This position made sense in the debate over the reform of the psychiatric hospital, where it was in opposition to another approach advocated by a segment of psychiatric hospital physicians supporting a change in mental health policy to a form of community care [START_REF] Henckes | Narratives of change and reform processes: Global and local transactions in French psychiatric hospital reform after the Second World War[END_REF]. For these psychiatrists, hospitalization was unnecessary for most patients. Mental health centers located in the community had to be the center of gravity of the psychiatric system [START_REF] Bonnafé | Rapport sur l'équipement psychiatrique d'un territoire dépourvue de toute formation spécialisée[END_REF]. However, they shared with their colleagues the idea that hospitals had to be the setting of "the most intensive treatments", especially in dealing with crises [START_REF] Paumelle | L'hôpital de secteur. Le XIIIe: une expérience[END_REF]. But for them, treatment meant a range of bodily and psychotherapeutic techniques, among which were occupational therapies, baths, or "mothering" (maternage), a form of treatment of psychotics modeled after mother-baby relationships and theorized by psychoanalysts.

There were many other aspects to this project of medicalizing the psychiatric hospital. For a range of French psychiatrists, it clearly had a symbolic dimension. In a series of analyses that were similar to those developed at the same time within medical sociology, they argued that medicine was a social activity which was irreducible to its technical dimension. The possibility for professionals to engage in this activity also depended on the atmosphere prevailing within hospitals, which could be controlled and influenced by specific means. During the 1950s some psychiatrists thus reported a use for psychotropic drugs as a treatment for entire wards. Administering them in large doses with little adaptation to individuals' conditions could be a way of reducing agitated behavior and of reinforcing the hospitals' therapeutic atmosphere. Drugs enabled a sort of collective surge within patients and professionals in a given ward [START_REF] Balvet | Les conditions d'environnement qu'exige la thérapeutique par le Largactil[END_REF]. While this technique had in fact been theorized in the 1940s concerning shock treatments [START_REF] Paumelle | Essais de traitement collectif du quartier d'agités[END_REF], neuroleptics made its general implementation possible.

The vision of a medicalized psychiatric hospital was an ideal one, however. Even when they were deeply committed to the reform of their institution, psychiatrists encountered many obstacles on their way to this ideal. One was the fact that, whatever efforts were made in terms of prevention, for a number of psychiatric patients hospitalization would always mean forced relegation. In France the number of involuntary commitment never went below 15%, a figure reached in the mid-1970s -and the proportion of these patients in hospitals was greater given the fact they usually stayed longer. Another obstacle, which was perhaps even more problematic, was that neuroleptics had to be used in overcrowded wards, where the majority was made up of chronic patients who had endured a wealth of treatments during their stay. Overcrowding was the greatest curse afflicting French psychiatric facilities since the interwar period. It led to lack of privacy and a shortage of collective means, to understaffing and, as a consequence, to the impossibility for professionals to do their job as they would like to. Some psychiatrists analyzed overcrowding as a systemic phenomenon: it derived from a lack of coordination between the diverse actors in the psychiatric field, which led to the isolation of psychiatric hospitals (Le [START_REF] Guillant | Remarques à propos d'un groupe de cent entrantes dans un service fermé de la Seine[END_REF].

In this context, the administration of neuroleptics was a problem in many institutions. Overcrowded dormitories were not appropriate for treatments. The rooms created for shock treatments could only cater to a small number of patients at a time. At the end of the 1950s a number of psychiatrists deplored the conditions in which they conducted chemotherapy and their consequences for the therapy itself [START_REF] Balier | Neuroleptiques et assistance psychiatrique[END_REF][START_REF] Collier | Problèmes posés par l'application des cures neuroleptiques dans un hôpital psychiatrique de structure classique[END_REF]. Indeed, while these conditions didn't prevent psychiatrists from using drugs, they could radically change their meaning. In a series of articles published in 1956, the psychiatrist Louis Le Guillant proposed a detailed analysis of this process. Reflecting on the way drugs had been administered under his responsibility in his department, he noted how prescriptions could easily escape control and chemotherapies become "mass treatments":

We can easily understand how such a situation came into being. A number of socalled acute conditions didn't react to a cure, so it had to be continued. The astonishing results obtained in chronic psychoses led us to "attempt" this therapy in a great number if not all cases. Finally, the effect on symptoms, to which the action of neuroleptics is often limited, leads to a generalization of their use, in order to create at least a more favorable atmosphere for the patients who are better but must stay in wards where there are a great number of disturbed subjects. (Le [START_REF] Guillant | Quelques remarques techniques sur la conduite des cures neuroleptiques[END_REF] He then went on analyzing the consequences of these inappropriate uses of neuroleptics. Not only did they concern individual patients, who were at a greater risk of developing adverse reactions: many patients were now "both better and worse" and developed "new intermediary conditions where illness mixes with neuroleptics effects, so that we no longer know where we are and what should be done" (Le [START_REF] Lantéri-Laura | Le syndrome neuroleptique: étude clinique et psychotechnique[END_REF]; these mass treatments also led to a change in the very meaning of therapeutics: Such massive use [of neuroleptics] leads -or at least in our ward -to a "deterioration" of therapy (une « dégradation » de la thérapeutique), analogous to that of the clinics described by Barahona Fernandez. As regards the medicinal aspects, although they are sometimes less appropriate than gardenal [i.e. Phenobarbital], bromides, opiates, etc., neuroleptics (or the more recent analogous products) tend to be used alone. More generally, therapy is reduced to just neuroleptics. Increasing or reducing doses becomes the only initiative within a monotonous, "stereotyped" treatment, which is sometimes indefinitely prolonged and from which everything is expected. (Le [START_REF] Lantéri-Laura | Le syndrome neuroleptique: étude clinique et psychotechnique[END_REF] 

(My emphasis)

If neuroleptics brought about a perspective on medicalizing institutions, their use in inappropriate places could thus also lead to the reverse, a demedicalization of neuroleptics. When prescribed in large doses without adequate controls, drugs could lose their therapeutic character. These two parallel perspectives reflected a major change in the meaning of therapy within psychiatric hospitals. They also were a testimony to the difficulty of assigning a precise role to psychiatric hospitals in the cure of chronic patients. In the remainder of this article, I want to explore other aspects of this change by examining how drugs affected psychiatrists' views of the trajectory of chronic mental illness.

A new trajectory

This dilemma encapsulated the paradoxical fate of psychiatric therapy in the age of neuroleptics: the fine line between the generalization of therapy and its dissolution; the power of therapy and the overwhelming risk of its trivialization. In a way, the same dilemma shaped the trajectory of chronicity itself.

In the 1950s and 60s, psychiatrists soon analyzed the effect of neuroleptics on chronicity at two different levels. The first pertained to chronic patients, patients who were already chronic, who had "chronicized" (chronicisés). While it had at first been successfully tested on acute conditions, chlorpromazine also quickly demonstrated its effectiveness on chronic patients with a long history of illness ("Colloque international sur la chlorpromazine et les médicaments neuroleptiques," 1956). Psychiatrists recounted stories of how patients who seemed hopeless could reestablish contact with reality. Of course, as with the first biological treatments in the 1930s, these effects shouldn't be exaggerated: a number of patients had little reaction to treatment. Nevertheless, as the above quotes by Le Guillant hinted, the superior effectiveness of neuroleptics, the diversity of molecules as well as their ease of use allowed psychiatrists to prescribe them in large doses.

The second level was chronicity as a process, or "chronicization". Beyond the immediate effect of neuroleptics on severe conditions, psychiatrists soon envisioned their effectiveness for long-term trajectories of psychiatric illness. In their 1961 handbook, Delay and Deniker proposed a powerful image to account for this effect, that of a "fragmentation" of psychosis:

A therapy which is able to reduce the progressive attacks and the delusional experiences which mark the evolution of certain psychoses towards chronicity leads in a way to suspending the morbid processes and to fragmenting the overall clinical picture of illnesses. Thus, a psychosis which would have formerly become worse and acquired new symptoms can nowadays present a discontinuous evolution such that a diagnosis vacillates between one of successive recurrence and one of chronic evolution which is artificially segmented (tronçonnée). [START_REF] Delay | Méthodes chimiothérapiques en psychiatrie[END_REF])(My emphasis) For Delay and Deniker, neuroleptics could prevent the formation of a new condition. The idea referred to two processes: first, that the intrinsic sources of chronicity could be avoided by using chemotherapy treatment to stop the morbid processes that turned delusional episodes into chronic forms. The second process referred to external sources of chronicity. Drugs could help maintain patients in a normal environment, outside of hospitals and their impoverished social life. In both cases the result was that they supposedly enabled the patient to stay on the cusp of disease. However, while it would never be completely abandoned, as experience accumulated this vision proved problematic. During the 1960s a new consciousness of the evolution of chronic states emerged. In 1966, Deniker reported observations made 10 years after the introduction of neuroleptics showing that even "stabilized" patients who seemed to do well in a quite normal setting could relapse (Deniker, 1966b). And even former patients who managed to stay outside hospitals were not doing so well. They often lived in marginal environments and also suffered from various deficits. Deniker concluded:

Chemotherapies have been around long enough now for us to know their action in cases treated since their inception: in our personal experience, these cases confirm the seriousness of the long-term evolution. Many patients, who had first been stabilized at an excellent level, had received only a mild drug treatment and had psychotherapy which seemed effective, so that their social functioning was almost normal, then had progressive attacks after 5 or 10 years which defeated every therapeutic attempt and led to a quite restricted asylum life. Hospitalization as a factor in chronicity has often been mentioned the last few years; we need to acknowledge that illness is also such a factor. (Deniker, 1966b) (My emphasis) Deniker's statement was highly significant, but it was not an isolated observation. Three years earlier, in 1963, psychiatrists Louis Le Guillant, Lucien Bonnafé and Hubert Mignot, in a report to the annual congress of French-speaking psychiatrists, had outlined a vision of chronicity and care of chronic patients which shared many of his concerns (Le [START_REF] Guillant | Problèmes posés par la chronicité sur le plan des institutions psychiatriques. Rapport d'assistance[END_REF]. Their report was a critique of the neglect of the enduring reality of chronicity, motivated by the desire of many psychiatrists, among whom they counted themselves, to destigmatize their patients, as well as an enthusiasm for psychotropic treatments. For them, chronicity was a special condition, a way of being in the world, which required an adapted response from psychiatry to take into account its specificities. The core of this response relied upon the continuous commitment of psychiatric teams to a therapeutic approach that would enable patients to reach their highest level of functioning at each moment. A few years later, Pierre Lambert, a psychiatric hospital physician in Chambéry and a leading figure in the field of pharmaco-psychiatry, would propose a compelling image: It would almost be preferable to consider today's chronicity as, ultimately, deferred healing. To the extent that the psychiatrist and his team keep this in mind, they will maintain an active therapeutic relationship vis-à-vis the patient, giving him the same attention over the years as they did the first day of hospitalization, the goal being to take advantage of any potential for remission of the illness, regardless of the stage of the illness. [START_REF] Lambert | Evolution actuelle de la schizophrénie. A propos de l'évolution de trente-cinq schizophrènes jeunes suivis pendant plus de dix ans[END_REF]) (My emphasis) Again, in this perspective, treatment referred to many different approaches. One could rely on the substitution of one pharmaceutical product by another. Given the great number of products, drugs could now support ongoing, continuous efforts by practitioners. Whenever a patient didn't react to a given product, physicians could always try another one. Whenever a patient would show signs of relapse, a new treatment could be tried on him. This perspective had in fact been proposed by Delay and Deniker in their 1961 handbook. In their 1963 report, Le Guillant and colleagues developed an alternative view based on an organizational approach to psychiatric work. The best way to help a patient was placement in the milieu affording maximum autonomy. In order to have solutions for each patient, psychiatric teams should commit themselves to the development of a network of facilities that created a variety of milieux -day hospitals, nursing homes, crisis centers, etc.

In reality, psychiatric work with chronic patients was an example of trial and error practice. Patients usually came to psychiatry when their overall situation had degenerated into a crisis, meaning their behavior had led to a disruption in their relationships with their family and social environment. In this case, psychiatrists would try a treatment, a social measure or a placement in a medical or social institution. Calming a delusional episode usually didn't take long, but restoring an acceptable order of things around the patient was another affair. This intervention could last days, weeks or even more to attain a satisfying new arrangement. If this action worked and the crisis was solved, a modus vivendi could become established, until a new crisis broke out and called for a new intervention. Otherwise, professionals had to try something else, a placement in another institution or another treatment.

Uncertainties in practice

In this context, psychiatric work with chronic patients was a race against time, but a slow one. When patients became stable (stabilisés) and in a satisfactory situation, the goal of work was to preserve this stability. The longer this lasted, the closer the patient seemed to be to cure. Part of psychiatric work took place in this long slack time. This was the impetus for a series of questions. What kind of effort was involved? What was the goal of daily treatment? How could such a therapeutic effort be sustained over a long period of time? What was the status of patients? What, then, was therapy? In struggling with these questions mental health professionals had to confront the issue of their own efficacy. This was no simple question. Of course, one major problem related to the puzzles of psychiatric illnesses themselves, their etiology and the nature of their morbid processes. However, in daily practice, the problems at stake were much more specific. In effect, practitioners had to face at least four series of uncertainties when trying to develop their interventions.

The first was related to the effects of drugs on psychotic processes. Psychiatrists were puzzled by the antipsychotic effect of medications. In 1975, a leading figure of post-war French psychiatry, Henri Ey, could write that: "on this fundamental point, we can say that we clearly sense something, but that we don't exactly perceive it" [START_REF] Ey | Neuroleptiques et services psychiatriques hospitaliers[END_REF]. Beginning in the 1960s, work done at the molecular level didn't have much meaning for clinicians. This very uncertainty also made it possible for many practitioners to deny that drugs had any effect on the core of psychosis. Some of them even regretted that drugs could artificially cure disease, preventing them from taking their natural course [START_REF] Borel | Evolutions nouvelles des psychoses traitées par les neuroleptiques[END_REF]. And a consequence of this uncertainty was that one never knew what the effect of a drug would be on a given patient.

A related issue was that of side effects. Neuroleptics caused strong neurological effects on patients, such as shaking, dyskinesia, and skin problems, as well as some undesirable psychological effects, such as apathy. These side effects were as difficult to assess as the truly therapeutic effects. An even more complex issue was the relationship between both kinds of effects: some psychiatrists argued that neurologic effects were essential for therapy whereas others claimed that future research would lead to the discovery of products acting solely on the psychological aspect (see the review by [START_REF] Deniker | Intérêts et dangers des effets neurologiques des médicaments psychiatrique[END_REF]. And a body of literature arose examining the therapeutic potential of the physical effects of drugs among patients who developed a new body image [START_REF] Lambert | La relation médecin malade au cours des chimiothérapie psychiatriques[END_REF].

Side effects were an essential dimension of the treatment situation. Much medical effort was devoted to minimizing them. They also generated specific interactions and negotiations. Most psychiatrists considered they were the only acceptable reason for patients to refuse to take their pills. They were also shaped by the treatment situation. An example was passivity or passive behavior in patients treated with neuroleptics, a problem some professionals didn't hesitate to compare to agitation before the advent of neuroleptics. For some psychiatrists passivity was a direct effect of medications, although others asserted that it was simply made evident by treatment of the active symptomatology. There was more to passivity than this, however. In a conference held on the topic in 1959, a psychiatrist described passivity as a systemic phenomenon: passivity was interactive [START_REF] Balvet | Les comportements de passivité au cours de la chimiothérapie des psychoses. Journée de thérapeutique psychiatrique, 23 mai 1959[END_REF]. It was a response to a request made by another person. It also consisted of a form of aggression. Moreover, it elicited aggression in others, especially in professionals. It was thus a problem that had to be addressed at the system level.

A third series of uncertainties related to prognosis. Prognosis had always been difficult for psychiatrists. However, since the beginning of the 20 th century, they had acquired a strong sense that their classification system enabled them to derive prognosis from diagnosis: chronicity was inscribed in diagnoses such as chronic delusions, dementia praecox or even schizophrenia, in spite of efforts made at maintaining a positive outlook on this last category. In the 1950s, views on this issue became much more conflicting. An expression of these changes was the debate on the long-term outcome of schizophrenia, which would eventually lead to a new assessment of the nature and processes of this pathology [START_REF] Ey | Formes évolutives, rémissions, formes terminales, problèmes du pronostic de la schizophrénie[END_REF][START_REF] Bleuler | Die schizophrenen Geistesstörungen im Lichte langjähriger Kranken-und Familiengeschichten[END_REF]. Chemotherapies also produced new and atypical disease progression. An isolated delusional episode, when treated, could remain isolated or be a sign of ongoing schizophrenia that would develop secretly -or even never develop [START_REF] Lambert | L'avenir des neuroleptiques[END_REF]. Stabilization obtained at one time period could later be suddenly lost, with no warning signs and sometimes for no apparent reason. As a result, psychiatrists had to be cautious in dealing with patients and their families.

A last set of uncertainties was linked to social rehabilitation. Even when patients reacted well to treatment, professionals didn't know how they would cope outside hospitals. Some psychiatrists considered that side effects of treatment would only show up in real social life [START_REF] Lantéri-Laura | Le syndrome neuroleptique: étude clinique et psychotechnique[END_REF]. Part of this uncertainty also had to do with patients' social environment. Patients' relatives were part of the mental illness process. Psychiatrists' interventions necessarily entered a field of conflicting values. Some patients got involved in a bad marriage.

Others seemed happy living in places that professionals considered poor or even worse. To what extent did professionals have the possibility and the right to influence the life patients chose for themselves? How were they to react to patients' choices? [START_REF] Guillant | Problèmes posés par la chronicité sur le plan des institutions psychiatriques. Rapport d'assistance[END_REF] None of these uncertainties was entirely new. It was their accumulation that made them so compelling. They directly impacted on the way mental health workers could make sense of their action. In contrast to previous biological treatments, where professionals had a sense that a given act led to a change in patients' behavior -in a way similar to causality in a surgical intervention -chemotherapies made it harder for them to attribute efficacy to a single pathway of causality [START_REF] Daumézon | Essai d'approche du savoir infirmier sur les psychotropes[END_REF].

The meaning of therapy

Again, what was therapy when dealing with long-term patients? While drugs seemed to open a new era for psychiatric treatment, they were also part of a new situation where precisely this question had to be asked anew. The way psychiatrists and mental health professionals answered this question relied not only on the tools they now had available and their working conditions. It was also shaped by the evolution of their ideologies and the conflict that arose between them. For a majority of French psychiatrists, part of their unease with the assessment of their treatments also came from the very way they envisioned psychiatry as a body of knowledge, a discipline and a practice. A last piece of the analysis lies in the self concept of the psychiatric profession.

Beginning in the 1960s the development of psychoanalysis played a major role in the changing view of therapeutics in French psychiatry. Not that psychoanalysis and more generally psychotherapy were new disciplines. However, since the introduction of psychoanalysis in France in the 1920s, a consensus had developed that biological treatment and psychotherapy were complementary. Even psychiatrists who were least interested in the latter advocated that both were necessary for treatment to attain its goals [START_REF] Claude | Thérapeutiques biologiques des affections mentales[END_REF]. In line with this position, at the first international conference on chlorpromazine held in Paris in 1955, Paul Racamier, one of the first leading French psychoanalysts to also hold a position as head of a public psychiatric hospital in France, suggested for the first time that drugs acted as a "facilitator" (facilitateur) of psychotherapies in "opening the patient to others" [START_REF] Racamier | Les cures prolongées de chlorpromazine dans les états schizophréniques[END_REF]. In the following years, most psychiatrists followed this position. However, in the early 1960s French psychiatrists and psychoanalysts developed a specific interpretation of this consensus, suggesting that while chemotherapies made psychotherapies easier, they should be administered by two different persons [START_REF] Green | Chimiothérapies et psychothérapies[END_REF]. For these practitioners, the effects of drug treatment interfered with the clinical relationship and in some cases blurred the contact between the psychiatrist and the patient. Prescriber and therapist had to be two different persons, without interaction between them.

In reality, while some psychoanalysts developed an interest in drugs 4 , most of them eventually considered that drugs were beyond the scope of their expertise. In 1968 a psychoanalyst could thus claim that: "Let's be clear: the new chemotherapy is no problem at all for the theory of the technique of psychotherapy." ("Psychopharmacologie et psychothérapie. Réunion annuelle de l'Evolution psychiatrique," 1966) This perception of chemo-and psychotherapy had a variety of consequences. Beginning in the late 1950s, psychoanalysts who worked in psychiatric hospitals defined their role as being external to medical decisions. Indeed, in addition to treating certain patients, their function was to reflect on the institutional order so as to improve its therapeutic atmosphere. This meant they couldn't participate in its power dynamics. In the pioneering experimentation in community psychiatry in the13 th arrondissement of Paris, which was also a center for the development of the psychoanalysis of psychosis, a first experiment with a community mental health team that included psychoanalysts was attempted in the early 1960s. It was a failure and led a few years later to the creation of a "Centre de psychanalyse" separate from community services and to which patients were sent when they needed psychotherapy. Psychoanalysis and psychiatry were two diverging ways of engaging in work with mental illness, which had concrete consequences for the organization of institutions.

Given the ascendancy psychoanalysis held over French psychiatry in the 1960s, this position would not remain without consequences. The 1960s were a moment of intense debate over the identity of psychiatry, in a context where both the working conditions in the field as well as its relationship to the rest of medicine evolved rapidly. An important moment in this reflection was a series of meetings, organized by the psychiatrist Henri Ey from 1965 to 1967. Their conclusions served as the basis for the reform of training and certification of psychiatrists in 1968 (Livre blanc de la psychiatrie française, 1966-1968). The consensus reached by the participants was that psychiatry's object was the patient-physician relationship. Psychiatric knowledge was concerned with psychopathology rather than biology, meaning that it was interpretative rather than causal. Biology could throw light on certain aspects of mental illness, but it was of no help for clinical work. To some extent, this position derived from models developed during the interwar period, notably from a perspective elaborated by Henry Ey and others based on the work of the English neurologist Hughling Jackson: psychopathological and biological phenomena were of a different nature, the former translating the latter into another language [START_REF] Ey | Essai d'application des principes de Jackson à une conception dynamique de la neuro-psychiatrie[END_REF]. Psychotherapy was the only medical intervention at the level of psychopathology and was the specificity of psychiatry. This position didn't mean that drugs were not heavily used by French psychiatrists, especially with chronic patients. However, their effects had to be assessed according to the modifications they brought about in the therapeutic relationship. This was an issue of meaning for individuals trying to make sense of this very special experience. Yet drugs were only one among many objects involved in this relationship. Caring for mental patients also meant a whole range of physical interventions, as well as simply being there and helping them in organizing their daily lives. And in comparison to other objects used in therapy, such as work or leisure, drugs appeared to be far less meaningful for professionals. As was noted in a 1977 survey by a psychiatrist, when asked "What is therapeutic?", mental health professionals answered only with difficulty: "chemotherapy". [START_REF] Daumézon | Essai d'approche du savoir infirmier sur les psychotropes[END_REF] For many of them, drugs couldn't by themselves establish the therapeutic vocation of psychiatry. The position expressed by this psychiatrist in 1959 was pessimistic but probably widely shared:

The position of the nurse -above all in chronic or working patients' wards -is very special as regards the stage of evolution of these patients. We can't really say that what defines the nurse in relation to patients is the fact that he is therapeutic (soignant). Although he distributes drugs, this has often become a ritual which doesn't occupy more than short periods of time in the life of the ward, principally, the distribution of neuroleptic pills; it is a twice-or thrice-weekly reminder that he is no longer a warden. The therapeutic quality has faded. Furthermore the nurse has lost the position of authority which sometimes went very far and which previously characterized the asylum. He knows that he doesn't have to clamp down and this leads him to be quite permissive. (Bailly-Salin in: [START_REF] Balvet | Les comportements de passivité au cours de la chimiothérapie des psychoses. Journée de thérapeutique psychiatrique, 23 mai 1959[END_REF] 

Conclusion

Let's return to chronicity. From the 1950s and 60s on, chronicity was reconstructed as a new experience, involving a new set of expectations, of dilemmas and of negotiation, also involving new types of actors giving a new meaning to what they were doing with patients. Chronicity was no longer the condition of a secluded patient in a remote institution. Yet what did it mean to care for a chronic psychiatric patient? What could one expect from mental illness trajectories? What was the role of psychiatry in determining patients' careers, status and social position? To answer these questions one first had to establish the definition, the limits and the meaning of therapy. As I have tried to show throughout this article, this was precisely what neuroleptics had made problematic.

While some psychiatrists attempted to place psychotropic treatments at the core of psychiatry's thinking about patients and the organization of care and committed themselves to the development of better controlled chemotherapies through clinical essays, for a majority of mental health professionals engaged in community practices this perspective confronted both the many uncertainties that surrounded the issue of efficacy of treatment and new ideas about the discipline developed by psychoanalysts. For those professionals, both practices and ideologies had led to a new state of affairs where, at every single moment, the issue of therapy needed a new clarification. Neuroleptics certainly had a tremendous effect on patients, but one that was hard to describe in a simple narrative of action and reaction. As psychiatric tools and practices became more diverse and chronic illness trajectories more unpredictable, therapy progressively became both a ubiquitous reality within institutions and a disputed experience for professionals. Asking themselves "am I therapeutic?" was the way for them to make sense of their daily encounter with patients whose progress could not be easily assessed. Paradoxically, while drugs were to a large extent excluded from the answer to this question, they had laid the ground for it to be asked.

Mrs Cominetti: « Comment je suis arrivé à la notion de plan de soin en psychiatrie », Paper written for the nurses training program of the Association de Santé mentale dans le Treizième arrondissement de Paris in 1968. Archives of the Association. All the translations from French are mine.

A good illustration was given by the movie the Snake Pit released in 1948, which depicted the hospitalization and recovery of a woman suffering from a nervous breakdown, played by Olivia de Havilland. The movie was used by French psychiatrists as propaganda material up until the 1960s.

In this respect the French situation was close to the one analyzed at the time in the USA byStrauss et coll. (1964).

Among them was the Comité Lyonnais de Recherches Thérapeutiques, a group of psychiatrists from the Lyons region, which played a major role in the development of a number of products while also being deeply involved in psychoanalysis.
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