
The Liberated Gaze
How artificial intelligence might return medicine to itself

A psychiatrist on Eisenbarth, Foucault, and what doctors actually do

Some  developments  need  a  long  run-up  before  you  understand  what  they  actually  mean.  Artificial 
intelligence in medicine is one of them. Public debate tends to circle around a single question: will AI replace 
the doctor? That is the wrong question. The right one is: what becomes visible about the doctor — and about 
medicine itself — when AI can do certain things better?

The answer is uncomfortable. And productive.

Eisenbarth — or: the old contempt for bodily knowledge

The tension between empirical knowledge and academic authority is older than the Enlightenment. It has a 
face: Johann Andreas Eisenbarth, born in 1663 in the Upper Palatinate, died in 1727 in Hannoversch Münden.

Eisenbarth was a surgeon — and in his time, that was not a question of competence but of social standing.  
University-trained physicians diagnosed and prescribed. They did not operate. Surgery was a craft, belonging 
to the guild of barber-surgeons. Surgeons learned from cadavers and from living patients — empirically, close 
to the body, without a university degree. For precisely this reason, they were held in contempt by academic 
medicine.

Eisenbarth stood out from this group. He was granted privileges by emperors and princes of the German-
speaking lands of the Holy Roman Empire, examined on his knowledge by court physicians, and travelled as a 
itinerant  surgeon  serving  a  rural  population  that  the  settled  academic  doctors  simply  ignored.  As  a  
lithotomist, herniotomist, oculist, and pharmacist, he was a medical authority of his time. By repute, he 
remained with his patients after operations — waiting to see whether they survived, rather than moving  
quickly on with his carriage.

What endured was a mocking song. "I am Doctor Eisenbarth, I cure people in my own way" — written around 
1800 by students, decades after his death. The disreputable conduct of the countless quacks and itinerant 
surgeons of his era was projected onto his person, and he was made into the archetype of the charlatan. His 
reputation as a competent physician was not rehabilitated until the twentieth century.

The bodily knowledge of the surgeon, acquired through observation and practice, was treated by academic  
medicine as inferior. Not because it was worse. But because it had the wrong social standing.

That hierarchy never dissolved. It simply found new clothing.

Paris, 1789 — the birth of the medical gaze

Before the French Revolution, medicine was essentially Church, status, and received tradition. The sick were 
cared for in hospitals by religious orders; physicians served the aristocracy. Science in any modern sense 
played little role.

That changed radically.  The Enlightenment issued a new demand: knowledge must rest on observable,  
verifiable facts. In the great Parisian hospitals, a new form of medical thinking took shape — at the bedside, in 
the dissection room, in the clinic. The historian Jeffrey Baker has called it the French Revolution of medicine.

In 1816, René Laënnec rolled a sheet of paper into a tube to hear a patient's heart sounds more clearly. The  
first stethoscope was not a stroke of genius — it was the consequence of a new attitude: illness has a 



localisable cause in the body, one that can be observed, measured, and documented. Laënnec followed his  
patients to autopsy and compared clinical findings with pathological changes. Disease acquired, for the first  
time, a visible foundation.

Michel Foucault — known to many of us not least through Madness and Civilisation and The Birth of the Clinic 
— described this moment as the emergence of the "medical gaze": a specific way of treating the body as a  
field of signs and findings, to be read and decoded. It was a liberation — from dogma, from arbitrariness, from 
the interpretive authority of the Church. And it was the beginning of something that would slowly invert itself 
over two hundred years.

The slow narrowing

The medical gaze began as careful phenomenological observation. The physician listened, smelled, palpated, 
questioned. He tried to describe what he perceived — before he explained.

Then  measurement  became  the  ideal.  Temperature,  pulse,  urine  output  —  initially  supplements  to 
observation, later its replacement. The X-ray, the ECG, the blood count, the MRI: with each technology, the 
weight shifted. Not because observation became worthless, but because the system learned to reward only  
what was documentable, communicable, legally defensible.

An experienced ENT physician once told me that after thousands of patients, he often knows what is wrong  
after a brief look into a throat or an ear. That knowledge, the health insurers will not pay for. So he orders an 
X-ray — not because the image tells him more than his own gaze, but because the image is trusted more.

That is not an individual failure. The system declares a form of knowledge invalid because it cannot be 
entered into a table. One might call that epistemic humiliation. I call it a loss.

In parallel, doctors have progressively lost the habit — and the training — that earlier generations took for  
granted:  careful  questioning,  patient  observation,  the  capacity  to  sit  with  ambiguity.  The  systemic 
observation cycle — observe,  describe,  explain,  evaluate — is  radically  shortened in everyday medical  
practice. One jumps from symptom to diagnosis, because efficiency is rewarded and technology appears  
more objective than perception. The patient's body becomes a data source. The doctor, an analyst.

AI as mirror — it reveals what has been lost

Now comes artificial intelligence. And the evidence is unambiguously uncomfortable.

A widely noted study from the University of Virginia found that AI alone outperformed both doctors alone  
and doctors with AI support in diagnostic accuracy. The striking finding: the combination of doctor and AI was 
worse than AI alone. The researchers put it plainly — formal training was needed in how best to use AI.

That sounds like a quality problem. It is a structural one.

AI is not a faster version of the differential diagnosis handbook we carried in our coat pockets in the 1980s — 
that decision-tree logic: if ABC, then check DEF. The first generation of medical expert systems worked that  
way. They failed, because clinical reality is too complex for explicit rules.

Current  AI  recognises  patterns  across  millions  of  cases  — including  rare  conditions  that  no  individual  
physician encounters often enough in a career to develop clinical intuition for them. It is not coloured by prior 
experience: it carries no memory of the last patient with similar symptoms who turned out to have something 
different. No confirmation bias through experience.

But it is only as good as its input.



And here the circle closes: the doctor who comes to AI already brings filtered information. He has observed, 
described, explained, and evaluated — and hands AI the result of that cycle, not the raw perception. AI  
receives  not  phenomenological  data  but  already-interpreted  material.  Small  wonder  the  combination 
performs worse than AI alone working with structured original data.

AI does not make the doctor superfluous. It makes visible what the doctor no longer does well enough — and 
what the system no longer requires him to do.

Psychiatry — the same mechanism, one hundred and fifty years later

Psychiatry has followed the same path as somatic medicine — but with considerable delay. The reason is  
simple: for a long time, it had no comparable technology.

Before the discovery of neuroleptics in the early 1950s, average lengths of stay in psychiatric hospitals in 
Germany  were  around  three  years.  After  the  introduction  of  chlorpromazine  in  1952,  they  fell  to 
approximately three months — and have been shortened further by subsequent pharmacological advances. 
It was a paradigm shift comparable to what Laënnec's stethoscope meant for internal medicine.

But  before that  — while  somatic medicine was already navigating by X-rays  and laboratory  values  — 
psychiatry had essentially one thing: observation. Not from virtue, but from necessity. Cold-water showers, 
strait-jackets, the so-called moral therapy — these were the available interventions. What remained was 
careful observing.

I experienced this directly. Working as a ward physician on a long-stay unit between 1989 and 1996, I read old 
case notes in which pages of patient observations had been recorded — precise, patient, sometimes over 
years. Because it was the only thing one really had.

With  neuroleptics  came pharmacological  objectification — and with  it  the  gradual  devaluation of  the 
observational culture that had occurred in somatic medicine a century earlier. The same mechanism, time-
delayed.

What followed is well documented — and instructive. In the 1980s, psychiatry underwent a rapid, almost  
radical turn: away from psychoanalytic and social-scientific explanatory models, towards a biological model 
placing brain chemistry, genetics, and neurochemistry at the centre. The standard account is that scientific  
breakthroughs finally drove this shift. It is wrong. The former director of the NIMH, Thomas Insel, looking back 
on thirteen years at the helm of American psychiatric research, concluded: he had produced many interesting 
publications — but the situation of patients had barely improved.

The actual motor was institutional and political. Families of patients with schizophrenia, overwhelmed after 
deinstitutionalisation,  rightly  rejected the psychoanalytic attribution of  blame — above all  to mothers. 
Psychiatry sought alignment with scientific medicine to gain social legitimacy. It was not knowledge that 
drove the change, but pressure.

The consequence was a narrowing: person, family, society as explanatory framework were progressively  
displaced. First the person alone, then brain metabolism, then genetic predisposition. Today the field is 
officially  multifactorial  again — but in  practice,  research continues to be strongly  driven by biological, 
biochemical, and neuroimmunological approaches. The biopsychosocial model is regarded in some quarters 
as too eclectic and too vague.

What this means for AI in psychiatry: it learns from data that reflects this narrowing process. DSM categories, 
research findings, diagnostic classifications — all bear the traces of a discipline that moved towards biological 
objectifiability. AI perpetuates that consensus. It is conservative in the sense that it stabilises the past — 
including where the past was a political compromise, not a scientific finding.



This becomes concrete at the level of diagnosis. There are unambiguous psychiatric conditions — psychoses, 
major depression, mania, dementia, addiction disorders. But around that core lie presentations that lack this 
clarity. The DSM grows with each edition: new categories appear that have more to do with sociocultural  
context than with biological findings — or with research interests seeking canonisation. The "prolonged grief 
disorder" presupposes a normal duration of mourning that is apparently negotiable: the DSM-5-TR sets it at  
twelve months, the ICD-11 at six. Half the time, same diagnosis.

The limits that remain

Beyond the question of diagnosis, there are structural limits to what AI can do in psychiatry — and in medicine 
more broadly.

There are the high inter-individual differences in response to psychopharmacology. The package inserts read 
like lists of opposing pairs: fatigue or insomnia, dry mouth or excessive salivation, weight gain or weight loss. 
One of my patients developed panic attacks on escitalopram, an antidepressant, from the very first day — 
which disappeared just as quickly when he stopped the medication. AI knows the population probability. It  
does not know this particular body.

And then there is something harder to name: the placebo effect as a relational phenomenon.

I have observed positive effects of medication in Arabic, African, and some German patients for whom the 
evidence base does not favour antidepressants over psychotherapy in mild to moderate depression. My 
hypothesis: the way I discussed and prescribed the medication was itself a significant therapeutic factor. Not 
deception — but the therapeutic factor of relationship, culturally encoded trust, symbolic authority.

For many thousands of years, healers and shamans helped people — through ritual, through symbolic acts,  
through transitions. Their interventions were frequently systemic: they involved family, community, cosmos. 
It takes considerable presumption to dismiss this as irrelevant magic. Efficacy across millennia and cultures is 
itself an empirical finding.

AI cannot do that. That is not a weakness. It is a boundary — and boundaries are 
useful when you know where they are.

Doctor and AI — a new division of labour

What if the question is reversed?

Not: how does the doctor protect his role from AI? But: what becomes possible when the doctor does what AI 
cannot — and AI does what the doctor no longer does well enough?

Pattern recognition was the decisive cognitive advantage of Homo sapiens — faster than conscious thought, 
energy-efficient, life-saving. Now there is a system that does it better. That is wounding. But it simultaneously 
liberates: the doctor is freed for the careful phenomenological observation that AI needs as input.

Not "patient appears depressed" — but: speech pauses averaging four seconds, avoided eye contact, arms 
crossed, flattening of affect in the second third of the conversation. Not interpretation — description. That is 
the input with which AI becomes genuinely good.

The medical gaze that emerged in Paris around 1800 as a liberation from dogma and arbitrariness, and 
narrowed over two hundred years  towards technical  objectification — it  might  be rehabilitated by AI.  
Paradoxically. Because AI itself depends on it.

On the horizon, something takes shape that evidence-based medicine has structurally prevented until now: 
N=1 medicine. The entire development of statistically validated guidelines was a necessary movement away 



from the individual case towards the population — to contain arbitrariness and quackery. The price was the 
systematic devaluation of individual variation.

AI that masters population patterns with such precision makes individual variation visible — as signal, not as 
noise.  The  patient  who  responds  atypically  to  a  standard  medication  is  not  the  problem.  He  is  the 
information. Doctor and AI together can, for the first time, genuinely follow that information.

Not doctor or AI. Not doctor despite AI. Doctor and AI — with a clear division of labour that emerges from an 
honest account of what each side can actually do.

What remains

The medical gaze has not disappeared. It is buried — under billing logic, documentation requirements, fear of 
liability, and the quiet pressure to trust technology more than one's own perception.

AI does not uncover it. But it makes visible that it is buried. And it gives a reason to free it again — not out of 
nostalgia, but because it is needed. Because the machine needs it to be genuinely good.

Foucault would probably have called that the cunning of history. I call it a productive coincidence. And prefer, 
as ever, to stay with what is observable.

The author is a psychiatrist specialising in transcultural work. He works with individuals — not with diagnoses.
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