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Spaces and Classes 
	 The major idea that develops is classification. Before a disease is removed from the body it 
is given an organization, hierarchized into families, genera, and species. This is not “simply 
lay[ing] down a system of  convenient, relative mappings”, but the creation of  order (7). The 
creation of  order is meant to develop the knowledge of  diseases. “The knowledge of  diseases is 
the doctor’s compass, the success of  the cure depends on an exact knowledge of  the disease; the 
doctor’s gaze is directed initially not towards that concrete body, that visible whole...that faces 
him—the patient—but towards intervals in nature, lacunae, distances, in which there appear, like 
negatives, the signs that differentiate one disease from another, the true from the false, the 
legitimate from the bastard, the malign from the benign” (8). The patient in all of  this, is 
drastically marginalized as an external fact, something that is only worth mentioning in 
parenthesis. That is to say that the patient loses the status as an individual. Taking the patient out 
creates a paradox, “if  one wishes to know the illness from which he is suffering, one must subtract 
the individual, with his particular qualities” (14).  
	 Before the advent of  civilization, people had only the simplest diseases. As civilization 
advances, there is a proliferation of  diseases what Foucault calls, “variable, complex, and nervous 
ills” (16). “As one improves one’s condition of  life, and as the social network tightens its grip 
around individuals, health seems to diminish by degrees; diseases become diversified, and 
combine with one another” (17). Foucault argues that these diseases cross-breed in what he calls 
an “unkempt garden—the hospital (17). Just as evil brewed under the confinement institution, so 
do diseases. The hospital makes it more difficult to decipher the proper nature of  disease, thus 
creating a false experience for the doctor to make a diagnosis. Further, the hospital replaces the 
idea of  a family care giver or a family physician; someone who makes house calls and allows the 
patient to recover in familiar surroundings and not in a “temple of  death” (as Foucault labels the 
hospital). It seems that the hospital is more about acquiring knowledge than finding a cure. The 
victim, if  you will, in all of  this is the sickman. Going back to Madness and Civilization, even the 
most disturbed person was expected to labor in opposition to sloth. The sickman is a double 
burden for society, requiring assistance from the family (and exposing them to poverty and 
disease) while receiving only individual benefit. The result is an institutionalized spatialization of  
diseases, which was unknown in the eighteenth century. That is to say, a system of  cure managed 
by the state.  

Political Consciousness 

   	 Foucault goes into details about the idea of  an epidemic. He states that an epidemic is 
more than a particular form of  disease (23). Instead of  being a malady that impacts someone of  
a certain age, gender, or ethnicity; the epidemic does not discriminate because it attacks a large 
number of  people in one place, without distinction. In response to the epidemic, a complex 
method of  observation is necessary. “Being a collective phenomenon, it requires a multiple gaze; 
a unique process, it must be described in term of  its special, accidental, unexpected 
qualities” (25). These events have to be described in detail, but in such a way that coherence 
builds knowledge. At the end of  the eighteenth century, this form of  experience was being 
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institutionalized. As a result, there is a creation of  panel made of  physicians and surgeons who 
were responsible to a subdivision, that subdivision responsible to a another division, and so on. 
Although Foucault does not exactly mention it here, in Discipline and Punish’s chapter on 
Panopticism, he does. If  a plague or epidemic appeared, movements were restricted: the town 
and surrounding territories were closed and the individual is fixed in his place. If  he moves, he 
does so at the risk of  life, contagion or punishment. In Birth of  the Clinic, he eludes to this, “...but 
this experience could achieve full significance only if  it was supplemented by constant, 
constricting, invention” (25). At this point, there are two developments: (1) institutionalization and 
(2) bureaucracy. Géraud proposed the establishment of  a “Health court” where a prosecutor 
would denounce any person who practices without proof  of  ability; sort of  like a prevention of  
malpractice entity. In addition to this judiciary, there should be an executive that would exercise a 
policing function over all aspects of  health. If  we go back to Discipline and Punish, this “executive” 
was already present in the bureaucracy of  syndics, guards, and intendants. The gaze is 
everywhere—and it is a great review of  the living and the dead.  
	 Even the church gets involved. Whereas priests are the “curers” of  souls, the doctor is the 
“priest of  the body”. “The doctor would no longer have to demand a fee from his patient; the 
treatment of  the sick would be free and obligatory—a service that the nation would provide as 
one of  its sacred tasks; the doctor would be no more than the instrument in that service” (32). A 
new development comes as attention is not only devoted to the sick, but also the healthy.  

 

The Free Field 

	 The power of  the gaze has increased. “It must, therefore have a world in which the gaze, 
free of  all obstacle, is no longer subjected to the immediate law of  truth: the gaze is not faithful to 
truth, nor subject to it, without asserting, at the same time, a supreme mastery: the gaze that sees 
is a gaze that dominates; and although it also knows how to subject itself, it dominates its 
masters” (39).  

Investment in Hospital Structures 
The Comité do Mendicité de l’Assemblée Nationale was directed by doctors and economists who 
believed that the only possible solution for recovering from disease was the “natural environment 
of  social life, the family” (39). In the family, diseases was in the state of  nature, that is in its own 
nature and freely exposed to the regenerative forces of  nature. Here, the gaze is one of  
compassion. The family is bound to the unfortunate individual by the natural duty of  compassion 
and the state is bound to him by the social collective duty to provide assistance. To meet this 
obligation to the sick, the state has to establish a common fund to allocate its resources 
accordingly.  To oversee this fund, a central body was established and would act as a “medico-
economic conscience of  the nation; it would be the universal perception of  every illness and the 
immediate recognition of  all needs” (40). This plan failed because the distribution of  hospital 
funds was political and economic. Instead of  doing this on a national level, it was determined by 
the Legislative Assembly, that local authorities, more familiar with their needs, should allocate the 
money. The pivotal figure in this was the doctor; ultimately, he makes the decision that impacts 
allocation. Beneath the eye of  the doctor, the patients and their diseases would be classified and 
grouped in such a way as to prevent the spreading of  contagion to each other. As a result, 
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“disease is caught in a double system of  observation: there is a gaze that does not distinguish it 
from, but re-absorbs it into, all the other social ills to be eliminated; and a gaze that isolates it, 
with a view to circumscribing its natural truth” (43). There still remained problems with fund 
ownership and staffing. During this time, the hospitals were either the supervision of  either the 
religious organizations or lay organization conceived on a quasi-monastic model. The Legislative 
Assembly would ban both, and require that hospital continue to run by individual in an individual 
capacity and not under allegiance to anyone entity except the government, or in this case local 
governments. Conclusion: poverty is an economic fact for which assistance must be given while it 
exists (there is no longer a reason to confine the poor) and diseases is an individual accident that the family 
must respond to by ensuring that the victim has necessary care” (44).  

The Law of  Medical Practice and Teaching 
The decrees of  Marly, issued March 1707, regulated the practice of  medicine and the training of  
doctors; there was a struggle against the “quacks” and “unqualified and incapable person 
practicing medicine” (44). The universities would be required to teach medicine and degrees 
would only be awarded under specific criteria: students completed three years of  study, verified 
by matriculation every four months, pass a yearly examination, must follow compulsory courses 
in anatomy, chemistry, pharmacy, and plants. Also, no medicine was to ever be prescribed by anyone who 
was not properly licensed. But, there were problems: professors were charged for giving lectures, 
students bought examinations and got needy doctors to write theses, medical exams were costly, 
and the number of  schools and curriculum made the whole process cumbersome and expensive. 
These standards were met with contest and eventually were undone after reforms abolished 
guilds and the master/apprentice system and closed universities (45). Although reform might 
have been viewed as negative, some good did result. A small number of  schools were be to 
established, that would train doctor with undisputed quality, constantly review public and state 
opinion to make sure the needs of  body public were met and the body of  medical knowledge and 
consciousness were met. The training would be adjusted from a term of  three years to a term of  
seven or even ten. Most importantly, there would be practical training. In liberty, disease was to 
formulate itself  an unchanging truth, offered, undisturbed, to the doctor’s gaze; and society, 
medically invested, instructed, and supervised, would, by that very fact, free itself  from disease. 
“The great myth of  the free gaze, which, in its fidelity to discovery receives the virtue to destroy; 
a purified purifying gaze, which freed from darkness, dissipates darkness” (52). The clinic now 
becomes closely related to light and liberty. It is further thought that the clinic originated in a 
“free garden” where the doctor and patient met in with consent, observation occurred, innocent 
of  theories, and with the “brightness of  the gaze” (52).  

The Old Age of  the Clinic 

	 The principle that medical knowledge formed for itself  at the very bedside of  the patient 
does not date from the end of  the eighteenth century. “But what was constantly changing was the 
very grid according to which this experience was given, was articulated into analyzable elements, 
and found a discursive formulation” (54).  Also, there are important shifts worth mentioning: “the 
perceptual codes that were applied to patients’ bodies, the objective of  observation, and the 
surfaces and depths traversed by the doctor’s gaze. The period of  the clinic  was considered the 
age of  absolute happiness  for medicine. As a result, in the clinic, that medicine found its 
possibility of  origin. In the hospital, the patient is subject to his disease and is only a case. In the 
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clinic, the doctor is dealing only with examples and the patient is the accident of  the disease. At the 
conclusion of  the eighteenth century, the clinic would be used to develop knowledge of  the entire 
body of  medical experience. Within this framework, gaze and speech collapse into one discursive 
formulation; uniting seeing and knowing.             

Lessons of  the Hospitals 

	 At the end of  the eighteenth century, as which the beginning of  the Renaissance, 
education was given a positive value as enlightenment: to train was a way of  bringing to light, 
and therefore of  discovering” (64). Following a uprising in 1793 (called the War in the Vendée, 
during the French Revolution), many doctors join the army as either conscripts or volunteers. As 
a result there was an abundance of  “quack” doctors. According to a petition addressed on 26 
Brumaire Year II to the Convention, “The public has been subjected to a host of  ill-taught 
individuals who, on no other authority but their own, have set themselves up as masters of  the 
art, who hand out remedies quite indiscriminately and threaten the lives of  several thousand 
citizens” (65). Again, reform was necessary and the clinic became the focus of  institutional 
reorganization of  medicine.  

The Measures of  14 Frimaire, Year III  
	 A proposal is submitted by Fourcroy advocating for the creation of  a single school (called 
the École de Santé) in France where officers of  health would be trained to staff  the hospital, 
especially military hospitals. There was also a need to put and end to the quack doctors and 
prevent the restoration of  the old corporations and their privileges. Instead of  being a esoteric or 
bookish corpus of  knowledge, the “new school would be the temple of  nature”; there one would 
learn not what the old master thought they knew, but that form of  truth open to all this is 
manifested in everyday practice” (70). The curriculum will include: chemical experiments, 
anatomical dissections, surgical operations, and in the use of  machinery. The slogan became read 
little, see much, and do much. At this point, medicine knowledge will be gained, not directly from 
theory, but as an actual art; that is, the art of  curing. Admission to this institution would be free and 
it was hoped for that the “quack” doctors without medical training would attend and develop 
their skill.  
	 Objections countered that the school should only be three years and focus very specific 
scientific curriculum each year; and in years 2 & 3 visits to hospitals would be routine. The logic 
of  going to the hospital was to accustom the individual with seeing and witness the sick.  

Reforms and Controversies in Years V and VI 
	 As aforementioned, opening the École de Santé brought hope that the inadequately 
trained officers of  health would be adequately trained and that by free competition “quacks” and 
amateurs would disappear. But this did not occur and as a result did not create a body of  
qualified doctors. Still, a system was needed, especially since one side argued the “quacks” and 
amateurs should be included, and the other wanted their exclusion. What is agreed upon is that 
training should include observation and diagnosis. The solution that came about favored a closed 
system, by which applicants would pass an examination conducted by a combination of  
physicians, surgeons, and a pharmacist. Also, anyone practicing would proper licensing would 
have to present themselves before this board to obtain approval to continue practicing.  
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	 In conclusion, Foucault develops another dilemma, that is of  the sickman. In year II, 
there were 60,000 paupers in Paris and their number was increasing, largely due to starvation. A 
structure had to be found that would protect the poor by the rich and protect the rich against the 
poor. Hospitals would now be under the control of  local municipal administrators and a five 
person committee. Foucault argues that the “most important moral problem raised by the idea of  
the clinic was...by what right can one transform into an object of  clinical observation a patient 
whose poverty has compelled him to seek assistance at the hospital?” (83). This also creates 
another dilemma: the poor man is almost forced, if  he wants help, to seek it from the rich. “Since 
disease can only be cured if  other intervene with their knowledge, their resources, their pity, since 
a patient can be cured only in society, it is just the illnesses” (84). If  the sickman seeks help, he is 
seen as dependent of  the state; and if  he reject, then he’s generalized as ungrateful. Both of  
which, result in unnecessary (and perhaps, unintended) anxiety. The hospital turned into a 
spectacle in which the gaze would continue to grow.     
	  
Signs and Cases 
	  
	 The clinic was probably the first attempt to order a science on the exercise and decisions 
of  the gaze. From the second half  of  the seventeenth century, natural history had set out to 
analyze and classify natural beings according to their visible characters. What Foucault calls a 
“treasure of  knowledge” has been marginalized. What remained to be investigated were 
structures or spatial arrangements, the number and size of  elements.  
	 “The clinic demands as much of  the gaze as natural history. “As much, and to a certain 
extent, the same thing: to see, to isolate features, to recognize those that are identical and those 
that are different, to regroup them, to classify them by species or families” (89). The new medical 
gaze was organized in a new way. The gaze no longer came from an ordinary observer, it came 
from a doctor supported and justified by an institution. Also, this doctor held the power of  
decision and intervention. “Finally, it was a gaze that was not content to observe what was self-
evident; it must make it possible to outline chances and risks” (89). That is to say, that the gaze 
was now calculating.  
	 In the medical tradition of  the eighteenth century, disease was observed in terms of  
symptoms and signs. The symptoms offers a presentation of  the visible, it is closest to the essential. 
Other symptoms such as cough, fever, pain in the side, or difficulty breathing are considered 
essential symptoms and allow for the disease to show through. The sign announces the prognostic 
sign of  what is to to come—this is a diagnostic or recognition of  the upcoming disease. “Signs 
and symptoms are and say the same thing, the only difference being that the sign says the same 
thing that is precisely the symptom” (93). Beneath a gaze that is sensitive to difference, 
simultaneity or succession, and frequency, the smyptom therefore becomes a sign— “a 
spontaneously differential operation, devoted to totality and to memory” (94). Again, Foucault 
emphasizes the gaze is calculating. 	  
	 The clinic was much more than a revival of  the old medical empiricism; it was concrete 
life, or as Foucault contends, “the first application of  analysis” (104). There is no reason to 
separate the science of  the doctor from that of  the philosopher. The structure of  the clinic lead to 
the liberation of  medical perception and a clear visibility opened for the gaze. And at least, to this 
point, the gaze is happy.  
	  
Seeing and Knowing 
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	 “The observing gaze refrains from intervening: it is silent and gestureless” (107). 
Observation leaves things as they are, without nothing hidden and all visible. Perhaps, Foucault  is 
eluding the the panopticon here as well. The gaze is silent, which enables the observer to hear 
everything. The clinical gaze is able to hear a language as soon as it perceives a spectacle. “The 
observing gaze manifests its virtues only in a double silence: the relative silence of  theories, 
imaginings, and whatever serves as an obstacle to the sensible immediate; and the absolute silence 
of  all language that is anterior of  that of  the visible” (108). If  anything, the gaze shows 
considerable restraint given that it is bound up within its own strength. Within the strength, the 
observer must possess prudence, skill, great attention, great precision, and most importantly—great 
patience. The glance on the other hand, does not scan everything (such as the panopticon), but 
instead strikes at one point and goes straight to an object, essentially distinguishing the essential 
and only the essential. There is no need for language for the observer. The only requirement is 
observation. The medical gaze has the ability to pry beneath surfaces, to penetrate bodily 
boundaries and expose secrets. The clinical experience sees a new space opening up before it: 
“the tangible space of  the body, which at the same time is that opaque mass in which secrets, 
invisible lesions, and the very mystery of  origins lie hidden” (122).    

Open Up A Few Corpses 

	 At a very early stage historians linked the new medical spirit with the discovery of  
pathological anatomy. Around this discipline, methods of  analysis, the clinical examination, even 
the reorganization of  the schools and hospitals seemed to derive their significance from 
pathological anatomy. Any remainder of  the idea of  humorism is gone—perhaps, eternally 
except for historical recollection. For over 150 years, the study of  anatomy was blocked by 
“religious, moral, and stubborn prejudice to the opening up of  corpses” (124). Prior to the 
adoption of  anatomy, human dissections were carried out only under the cover of  the shadowy 
twilight, in what Foucault calls “great fear of  the dead” (125). In an example, “Morgagni could 
be seen digging up the graves and plunging his scalpel into corpses taken from their 
coffins” (125). Following Enlightenment, death was finally able to be subjected to the gaze, that is 
to the object and source of  knowledge. Foucault discredits the notion that previous autopsies were 
difficult or illegal. Instead, he posits that Morgagni and later Desault were quite free to practice 
their art on the deceased. Even magistrates and directors over hospitals were encouraged to 
provide the professors with bodies to “enable them to carry out their anatomy demonstrations 
and to teach the operations of  surgery” (125). 
	 Foucault argues that there was no shortage of  bodies in the eighteenth century and the 
generalization of  someone had to “sneak” around a grave yard to dig up a body is false. 
Dissection had already been sanctioned and even had a place of  residence at the Hôtel-Dieu in 
Paris. “There lies the point of  error, and the silent reason why it was so constantly made: the day 
it was admitted that lesions explained symptoms, and that the clinic was founded on pathological 
anatomy, it became necessary to invoke a transfigured history, in which the opening up of  
corpses, at least in the name of  scientific requirements, preceded a finally positive observation of  
patients; the need to know the dead must already have existed when the concern to understand 
the living appeared” (126). Further, “a dismal conjuration of  dissection, an anatomical church 
militant and suffering, whose hidden spirit made the clinic possible before itself  surfaced into 
regular, authorized practice, was imaged out of  nothing” (126).  
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	 In the medical thought, of  the eighteenth century, death was an absolute fact and a 
prevalent phenomena. Death brought an end to both disease and life without an ambiguity. An 
initial step that allowed the mastery of  death, was the development and organization of  the 
clinic. “The possibility of  opening up corpses immediately, thus reducing to a minimum the 
latency period between death and the autospy”; which allowed the effects of  decomposition to be 
drastically reduced (141). Death now is now formed into the medical discourse. In conclusion, the 
gaze has now observed life and death.  
 

The Visible Invisible     

	 By exploring the corpse after death, disease can be seen as a “mappable territory”, 
something than can be explored, investigated, and better understood. Instead of  relying on 
symptoms and signs, the gaze can now review, in almost a god-like form, the inside and the 
outside of  the body. That is to say, that no longer can sickness hide. The gaze not seek to discredit 
diagnosis, but to complement. Symptoms and signs are still important, especially with dealing 
with chest diseases such as tuberculous. For example, the signs of  tuberculous, inflammation of  
the chest, do not mean someone has that disease, but it does mean they have the necessary 
conditions for it to develop. Whether diseases develop rapidly or over a longer period of  time, 
exploration of  the body and the gaze have helped develop the body of  knowledge and allowed 
the physician to be proactive instead of  reactive. Although, medicine is doubtless, both. In all of  
his, disease exists at the fringe between the visible and the invisible, at the grey frontier.  
	 When describing the gaze, Foucault states, “The gaze that envelops, caresses, details, 
atomizes, the most individual flesh and enumerates its secret bites is that is that fixed, attentive, 
rather dilated gaze which, from the height of  death, has already condemned life” (171). Death, 
re-articulated, as the visible invisible, is implemented in medical discourse as a means of  
uncovering secret truths about the individual. Foucault concludes, “Death left its old tragic 
heaven and became the lyrical core of  man: his invisible truth, his visible secret” (172).   

Crisis in Fevers 

	 From Madness and Civilization, we know that the treatment of  the mad evolved from exile, 
to confinement, and eventually to rehabilitation of  behavior and observation. While this sickness 
had been resolved, another persisted in the background that required attention—this was the 
fever. “At the end of  the eighteenth century and beginning of  the nineteenth centuries, neuroses, 
and the essential fevers were fairly generally regarded as diseases without organic lesion” (178). 
Diseases of  the mind (madness) and nerves (hysteria/melancholia/mania) had been given a 
specific status and treatment. A fever is not a disease, but is rather the result of  the body fighting 
off  a disease. As Foucault describes about the fever, “it is a sign not of  the disease, but of  the 
resistance to the disease, an affection of  life striving to break away from death” (178). Before the 
great discovery of  1816, physicians who studies fever most often understood the signs, and not 
the disease. Perhaps, Foucault is trying to say that previously, the fever was thought to its own 
diseases and not the symptom or indicator that something else wrong was happening within the 
body. The great discovery of  1816, recognizes disease and fever as two separate spaces. “Disease 
is now no more than a certain complex movement of  tissues in reaction to an irritating cause: it is 
in this that the whole essence of  the pathological lies, for there are no longer either essential 
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diseases or essences of  diseases” (189). Since this discovery, the doctor’s eye has been able to 
confront a sick organism in three ways: (1) decide which organ is sick (review of  symptoms), (2) 
explain how an organ became sick, and (3) indicate what is to be done for the illness to cease. As 
a result, the modern medical gaze was finally constituted. 
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