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“In the medical tradition of the eighteenth century, the disease was observed in
terms of symptoms and signs. These were distinguished from one another as much
by their semantic value as by their morphology. The symptom - hence its uniquely
privileged position - is the form in which the disease is presented: of all that is
visible, it is closest to the essential; it is the first transcription of the inaccessible
nature of the disease. [...] The symptoms allow the invariable form of the disease set back somewhat, visible and invisible - to show through. The sign announces: the
prognostic sign, what will happen; the anamnesic sign, what has happened; the
diagnostic sign, what is now taking place. Between it and the disease is a distance
that it cannot cross without accentuating it, for it often appears obliquely and
unexpectedly.”2 In this passage from The Birth of the Clinic, Michel Foucault
describes one of the medical ‘codes of knowledge’ at the end of the 18th century,
showing that one and the same phenomenon, namely illness, underwent an
epistemological transformation and was regarded as a different object of study,
following a reorganisation within the prevalent bodies of knowledge and the power
they confer upon specialised observers. Foucault points out that medical science at
the end of the 18th century did not distinguish itself by its primary focus on what is
visible, nor by a particular conception of illness itself, but rather by a modified
relationship between the patient, his or her illness and the specialist confronted with
it. According to Foucault, the position of the medical doctor at the end of the 18th
century differed from the one he had occupied in ancient times and during the
Middle Ages, because he was now able to rely on the environment of the clinical
institution, which gave him the power to make new decisions. Within this context,
illness was conceived as a complex of symptoms and signs, which the specialist had
to recognize if he wanted to make a firm decision about the nature and the
seriousness of the disorder, and the appropriate level of treatment.3
However different the symptoms and signs under which 18th century illness
presented itself may have been, in no time a process took place within clinical
practice through which the former were transformed into the latter. In this way, a
symptom - an attack of fever, a cough, vomiting, etc - not only gave the specialist an
indication of an underlying pathological condition, but also provided him with
information about the history, the present situation and the future of the patient: “At
last, there emerges on the horizon of clinical experience the possibility of an
exhaustive, clear, and complete reading: for a doctor whose skills would be carried
‘to the highest degree of perfection, all symptoms would become signs’, all
pathological manifestations would speak a clear, ordered language.”4 Such a
prophetic statement tallied with the sensualist ideas of Etienne de Condillac, for
whom a perfect science equaled the development of a language that completely
corresponds with empirical reality.5 Yet it also supported the philosophical projects of
Descartes and Hegel, for whom a concept (thought, essence or universality) could
eventually coincide with a concrete reality (thing, existence or particularity).6 Most

important, however, is that according to Foucault a medical act in which an illness is
diagnosed in terms of symptoms functioning as signs, not only accommodated a
certain form of pathology, but also the patient suffering from it. For the medical
doctor, it was quite easy to identify the patient with her or his illness and to transform
the person affected by sickness into a sick person. In this way, patients who could
previously claim that they were having an attack of fever, now had to say that they
were fever-patients. This process is usually called reification, that is to say the
creation of an existence through the mere application of a name.
Foucault’s ideas in The Birth of the Clinic concerning the relationship between the
establishment of knowledge and the power structures in somatic medicine testify to
a generalization of an opinion he had already formulated in Madness and
Civilisation, considering the origin of madness as a specific nosological category.7
One of the pivotal theses of Foucault’s magnum opus is indeed that the construction
of specialized asylums at the end of the 18th century, in keeping with the
humanitarian beliefs of William Tuke and Philippe Pinel, coincided with the scientific
discovery of madness, which spread during the entire 19th century, following the
development of psychiatry as an acknowledged subdiscipline of the medical
sciences.8 The way in which the 18th century alienists concluded on the existence of
madness in a patient was quite similar to the prevailing diagnostic principles in
somatic medicine. Observed symptoms on the level of reason were considered an
indication of psychopathology and subsequently transformed into signs expressing
the nature, the course and the outcome of the illness, and covering the patient’s
existence in an objective and unambiguous manner. In Madness and Civilization,
Foucault wrote: “Every madness and the entire madness must now have an external
equivalent; or, to be more precise, the essence of madness will be to objectify the
human being, to dislodge him from himself and eventually to exhibit him on the level
of a pure and simple nature, on the level of things.”9 Foucault further emphasised
that the external equivalents were not necessarily located within the realm of
delusion, but could also adopt the form of an assault, a state of elation, disinhibition,
irresponsible behaviour, etc. In the latter case, J.E.D. Esquirol used the term ‘partial
madness’ (folie partielle), whereas others preferred ‘moral madness’ (folie morale)
and still others advocated the categories of ‘lucid madness’ (folie lucide) and
‘reasoning madness’ (folie raisonnante).10 Nevertheless, delusion as such remained
the most important, external and objective sign of madness.
Throughout the 19th century, the scientific ideal of objectivity became ever more
influential, the medical doctor progressively consolidated his position as a highly
respected citizen within society, and the asylum, originally conceived as a place of
seclusion, was gradually transformed into an institution of care. The medical code of
knowledge expanded and was used within a larger variety of disciplines. In this way,
medical doctors did not only recognize syphilis by genital exanthems, alienists did
not only diagnose madness by delusions, but neurologists also determined hysteria
by a specific, objective-visual picture. Following Foucault, it could be argued that this
neurological development did not derive its singularity from a new orientation
towards the visible, but rather from the approach of known entities, for example
hysteria, via a new conceptual apparatus, more in particular via the definition of
symptoms and signs pointing to a specific state of being. As far as hysteria is
concerned, such an approach was already embraced by Pierre Briquet in his Traité
clinique et thérapeutique de l'hystérie, dating from the middle of the 19th century.11
Briquet freed hysteria from the womb in which it had been locked up since ancient
times and designated it as a disease of the brain, in which paralysis, contractions
and insensibility were regarded as the most typical manifestations. During the

1870’s, this clinical picture of hysteria, which primarily consisted of sensory and
motor disorders, became the pathognostic image of the hysterical illness and the
hysterical patient, and it reached its climax in the multipartite iconographies of the
Salpêtrière, in which hysterics performed as genuine clinical acrobats.12
Of course, the influence of Jean-Martin Charcot in these matters must not be
underestimated. In this respect, Katrien Libbrecht asserts: “The master is seeking to
define a clinical type, a ground form to which every individual case can be traced
back and upon which a diagnosis can be based - a nosography of hysteria. This
means that Charcot attempts to introduce a scientific approach to hysteria. His
method is that of observation, description and systematization of what presents itself
to the eye: Charcot spoke of himself in terms of a visuel [...] In subjecting hysteria to
his anatomo-clinical method it becomes an illness just like any other and it enters
into the scientific realm of neurological knowledge.”13 Mark Micale confirms this
point, arguing that, between 1870 and 1880, Charcot succeeded in imposing a
significant degree of semantic and nosographic stability on the concept of hysteria.
Yet he adds that the 1870’s were probably the only period in the history of medicine
in which medical doctors actually agreed about the symptomatological composition
of the hysterical entity.14 After Charcot, discussions concerning the typical
manifestations, the nature and even the existence of hysteria again dominated the
medical scene.”15 Foucault formulates a similar idea with regard to the scientific
status of madness at the end of the 19th century: “Madness was not what people
thought it to be, nor what it pretended to be; it was indefinitely smaller than itself: a
whole of persuasion and mystification. [...] And through a peculiar reversal, scientific
reason goes back nearly two centuries, to a period in which the boundaries between
madness, false madness and simulated madness were poorly established. [...] So,
beyond the empty forms of positivistic reasoning only one concrete reality remains:
the couple medical doctor-patient, in which all alienations are summarized,
entangled and disentangled.”16
Fin de siècle Diagnosis
It is interesting to compare this historical development with the present situation in
the field of clinical diagnostics, whereby a number of broad questions arise. What is
the current position of power occupied by the medical doctor and the psychiatrist in
particular? Which decisions can he or she take and to what effect? How is (psychic)
illness determined? What is the relationship between patient and practitioner? To
what kind of influences is this relationship liable?
These days, the practitioner’s position of power is presumably more ambiguous than
in the 19th century. On the one hand, the patient basically has the liberty to choose
a medical doctor, to verify his or her decisions by consulting other medical doctors
and even to help design a treatment plan. Save rather exceptional situations of
forced treatment or forced non-treatment - in which people are for example referred
to a treatment unit on the basis of a juridical measure, or removed from a treatment
unit as a result of a crisis - the patient can in principle also autonomously decide
how, where and when treatment will take place. Yet, on the other hand, this basic
liberty of the patient is strongly reduced under the influence of two main
developments. Firstly, the health care system itself restrains the liberty of the patient,
to the extent that for example a completely liberal organisation causes those in dire
straits to be put at the bottom of the waiting list for admission, or implicitly directs
them to public institutions, where the quality standards are considerably lower.
Secondly, medical assistance has acquired such a degree of complexity that

patients rarely have an overview of, let alone an insight into the kind of facilities that
are generally available. The result is that they usually have recourse to what
presents itself most directly and conveniently, relying on the idea that the other will
have the best of intentions and will refer him or her to a specialist if necessary.
Roughly the same process takes place on the level of the available technologies,
and of the strategies and products for diagnosing and treatment. Their
impenetrability obliges the patient to put his or her trust in the specialist, in his or her
body of knowledge and even more so, in his or her desire to use this knowledge as
well as possible in view other or his own well-being. However, precisely upon this
last point a serious doubt can be thrown, for economic developments have
influenced the medical profession to such an extent that it has been transformed into
a good business and a fine trade. High-technology machines certainly allow for
better diagnosis and more adequate treatment, but the tremendous cost of the
purchase and the usage of these devices is responsible for the fact that they first
have to pay and are only in the second place considered to do what they are really
designed for. The situation in which a medical doctor tries to sell the patient his
product as quickly as possible instead of providing him or her with physical or
psychic well-being is definitely not a hypothetical one. In this case, the medical
doctor becomes someone who trades rather than treats. Overall, the present
relationship between patient and practitioner seems to be such that the patient can
basically participate in the processes to which she or he is subjected, whereas the
social organisation, the technological complexity and the economic context of these
processes generally reduce the patient’s involvement, giving the practitioner new
power.
By contrast, current nosological systems and clinical diagnostics hardly differ from
what was common during the 19th century. Somatic illness and psychopathology are
still determined on the basis of symptoms functioning as signs. Disorders are
recognized through prototypical, pathognostic phenomena, which after being
classified and quantified represent the pathological status of the patient.
Furthermore, the clinical field is still dominated by the specialist’s observation of an
object and his or her careful distinction of relevant and irrelevant phenomena, i.e., of
manifestations that are meaningful and others that are not. Both on the basis of what
the patient relates about her or his state of health and on the basis of signs collected
in the medical examination, the practitioner constructs a pattern that refers to a
certain type of pathology. Thanks to technological progress though, the
contemporary medical doctor must not restrict himself to the external equivalents of
the illness, since his or her equipment allows him or her to look for internal
equivalents too. Yet the process of the detection of internal signs usually does not
come into operation until the external ones are lacking, or until they are not decisive
in gravity and number.
On the whole, the same method is used within psychiatry. The categories of mental
disorders included in the diagnostic manuals function as prototypical examples of
states of psychic illness that can be determined through observation and deduction.
Nevertheless, the univocal empirical recognition and delineation of mental disorders
remains a psychiatric sign, since a perfect objectivity and a fully adequate
categorical system are impossible to realize. Current diagnostic systems for mental
disorders have many epistemological shortcomings, which are often acknowledged
by psychiatrists themselves, but they continue to be used, in many cases because
professionals are convinced that there is nothing better available. Of course, the
question is what this better thing would be: a more guaranteed objectivity through a

system with more or less differentiations, or a radically different approach? In any
case, for the contemporary psychiatrist symptoms and signs still play a major part in
the process of diagnosis, in which the external equivalents of a disorder are often
reduced to one or more prototypical phenomena. Psychosis is commonly diagnosed
on the basis of delusions and hallucinations, the actual contents and/or absence of
which may help the professional to distinguish between paranoia and
schizophrenia.17 Where it is not replaced by the so-called ‘Briquet's syndrome’ or the
alleged ‘histrionic personality’, hysteria is commonly diagnosed when sexual
intrigues and narcissistic theatricality are important aspects of the patient’s
behaviour. For the diagnosis of psychopathy (anti-social personality disorder), a
repetitive criminal conduct is crucial, whereas perversion (paraphilia) is inferred from
unusual, bizarre or socially unacceptable sexual interests. If the external equivalents
are missing, neurobiological equivalents frequently bring relief and sometimes the
diagnosis of a ‘masked manic-depressive disorder’ (or ‘bipolar affective disorder’) is
merely based on the patient’s positive reaction to lithium.18
Despite the present complexity of the relationship between patient and practitioner,
and despite the confusion surrounding the scientific ideal of objectivity at the end of
the 19th century, it can be observed that current clinical practice is largely based on
the same code of knowledge as, for example, the medical-scientific enterprises of
Briquet and Charcot. It is moreover to be expected that the failure of this model will
not reveal itself within the next couple of decades, because it is strongly sustained
by the economic dynamics of costs and expenditures. From an economic point of
view, it is worthwhile investing time and money in the development of high-quality
systems based on observation and registration, because these devices pave the
way for an efficient diagnosis and a rapid initiation of specially designed treatment
programmes, which makes treatment itself more cost-effective and less financially
aggravating for the state and the citizen. And although the object of study is
continuously withdrawing itself, the process of objectivation is not questioned. On
the contrary, it is further stimulated, resulting in the fact that symptoms which seem
to escape the acknowledged clinical pictures are newly classified, equipped with
new meaning and eventually labelled as new objective disorders: post-traumatic
stress disorder, narcissistic personality disorder, multiple personality disorder,
chronic fatigue syndrome, etc. In support of the idea that the ideal of objectivity has
a very promising future, it can still be pointed out that, in recent years, known entities
such as schizophrenia, Alzheimer’s disease and Gilles de la Tourette syndrome
have again presented themselves to observers in the guise of a new object of study,
namely the gene. Again, the scientific goal is to develop a language and a
machinery that enable specialists to detect, diagnose and treat various disorders on
the basis of univocal equivalents of pathology.
Contrary to what Foucault suggests concerning the global tendency within psychiatry
at the end of the 19th century, the current fin de siècle does not really show a clear
convergence in the direction of Freud, neither within psychiatry, nor within the
sciences in general.19 On the contrary, it looks as if psychoanalysts are currently
more than ever obliged to endorse, control and guarantee the validity of their theory
and the effectiveness of their practice, in order to retain their professional role in
society. Surely, this does not imply that psychoanalysis is faced with the choice of
either adopting the prevailing norms of science, or abolishing itself, but rather that it
is obliged to clarify and to underpin its own methodology and epistemology.

Psychoanalysis and Diagnostics
In his assessment of the contribution of psychoanalysis to clinical diagnostics and
treatment, Foucault emphasizes that Freud launched a fundamental critique of the
medical code of knowledge, whilst giving the impetus to the development of a
radically different approach. Freud “has abolished silence and vision, he has
eliminated the acknowledgement of madness by itself in the mirror of its own
spectacle, he puts the agencies of condemnation to silence.”20 In another context,
Foucault even more radically contends “that the critique of psychiatry, as it was
formulated, would have been impossible, even from a historical point of view, without
psychoanalysis.”21 These bold assertions might give the impression that Foucault is
very keen to eulogize the entire Freudian enterprise as another revolutionary
rupture, but this is only partially the case. Indeed, Foucault also argues that the
introduction of psychoanalysis resituated the locus of clinical power, which was
previously divided between the medical doctor and the asylum, by centralizing it in
the figure of the analyst, who was even more than the former alienist in the position
to become a thaumaturge. Whereas the 19th century alienist was a medical doctor
on the side of, or sometimes even within the service of an asylum, the analyst
became a healer without any other frame of reference than himself or herself and
the disposition Freud had created.
To say that Freud introduced speech where there was previously only silence and
that he replaced the scrutinizing eye of the medical doctor by the attentive ear of the
analyst has become proverbial, if not to say a cliche. That the transference
relationship between patient and analyst places the latter in a powerful position, is
not to be denied. Neither is it to be disputed that some analysts insidiously take
advantage of their position of power within the treatment: i) to keep patients in
analysis in order to secure their own income; ii) to advise patients to take decisions
they themselves would have liked to take but never dared to; iii) to mould patients
according to their own model; iv) to monitor the information circulating within a
psychoanalytic society and v) to maintain their own position by anticipating the
moves of rivals. However, it certainly does Freud credit - and Foucault seems to
forget this - that he has relentlessly questioned, reformulated and specified his own
position, both in public and in his writings. It also does Freud credit - and Foucault
also seems to forget this - that he has at least developed some measures to prevent
the analyst from misusing, that is to say from enjoying the power connected with his
position. They include the training analysis of the future analyst, the psychoanalytical
association, the analytical training programme, the re-entering of the training
analysis, supervision etc.22
Foucault divulges that the psychoanalytic project comprised a fundamental critique
of the classical medical model, inasmuch as it generated radically different principles
for diagnosis and a completely different organisation of the treatment. At this point,
however, he does not specify the nature and the extent of the psychoanalytic
innovations, for which there is of course the excuse that he has no intention of
writing a history of psychoanalysis. Upon scrutiny, there are relatively few passages
in Freud's works in which he addresses the issue of diagnostics. Yet, when Freud
did air his concern, he time and again relativised the importance of the observed
clinical picture. Freud’s preoccupation with diagnostics is primarily situated between
1890 and 1895, a period in which he initially looked for sound criteria to differentiate
phobia, obsessional neurosis and hysteria, eventually concluding, in the final chapter
of the Studies on Hysteria, that the most common neuroses are “to be described as
mixed”. At the same time, Freud expressed his dissatisfaction with the fact that the

diagnosis of hysteria is all too often made on the baas of supposed characteristic
signs such as anaesthesia and convulsive attacks, or on the basis of the most
salient traits of the picture.23
Some eighteen years later, in 1913, Freud emphasized the importance of the
diagnosis before the start of the treatment, using this as one of the motives for the
preliminary conversations, or what he called the ‘trial period’ (Probezeit, Erprobung,
Sondierung) before the actual commencement of analysis.24 Formulating a correct
diagnosis was crucial to Freud, owing to the presupposed indications and contraindications for psychoanalytic treatment. In this respect, he referred to what he had
stated some ten years before, in 1905, in a lecture entitled On Psychotherapy, held
before the cenacle of the Wiener medizinisches Doktorencollegium. In this lecture,
Freud had proffered some four (contra)indications for psychoanalysis, which must
now appear as highly droll and completely obsolete, not only due to the terms in
which they were formulated, but also because of the unlikely demands they put on
the patients. Freud stated that patients must “possess a normal mental condition”,
that they must not be affected by “neuropathic degeneracy”, ought to be younger
than fifty - which was precisely Freud’s own age at the time - not requiring any
urgent intervention, be “educable” and “driven to seek treatment by their own
sufferings.”25 The only two disease types Freud considered very suitable for
psychoanalytic treatment were hysteria and obsessional neurosis, with which he
proudly notified the audience that in this way “precisely the most valuable and most
highly developed persons” could be treated.26 At once it becomes clear why
someone had the idea to say that psychoanalysis is only applicable to ‘YARVIS’ –
patients - those who are Young, Attractive, Rich, Verbal, Intelligent and
Sophisticated. However, we must not forget that Freud’s principal intention was to
convince the medical establishment that his discovery was altogether valuable. From
this point of view, it is obvious that he restricted the relevance of psychoanalysis to a
small and reasonably well-delineated part of the clinical field, for which the medical
world was still looking for an appropriate remedy. If Freud wanted to count on the
sympathy and the approval of the éminences grises, it must have been evident to
him that he could not present a method that was purportedly adequate under all
circumstances and for everybody. That the list of (contra)indications was rather an
ad hoc construction also appears from the fact that Freud later restricted the contraindications for psychoanalysis to the so-called ‘narcissistic neuroses’, comprising
dementia praecox, paranoia and melancholia, for which he considered
psychoanalytic treatment only possible after fundamental methodological
adjustments.27
According to Freud, the differential diagnosis between neurosis and psychosis was
of cardinal importance to the overall possibility and the general success of
psychoanalytic treatment. A neurosis wrongly diagnosed as psychosis causes the
patient to be unjustly excluded from treatment, whereas the reverse leads to the
patient being unjustly taken into treatment. Such mistakes would be quite rare if the
process of differential diagnostics was altogether easy. But in Freud’s opinion, this
was not the case: “Often enough, when one sees a neurosis with hysterical or
obsessional symptoms, which is not excessively marked and has not been in
existence for long - just the type of case, that is, that one would regard as suitable
for treatment - one has to reckon with the possibility that it may be a preliminary
stage of what is known as dementia praecox (‘schizophrenia’, in Bleuler’s
terminology; ‘paraphrenia’, as I have proposed to call it), and that sooner or later it
will show a well-marked picture of that affection. I do not agree that it is always
possible to make the distinction so easily.”28 Freud’s suspicion concerned psychosis

hiding under the mask of neurosis, but there is no reason to believe that the reverse
could not happen and that it was impossible for a neurosis to present itself under the
form of a psychosis.29
Freud did not give any concrete recommendations about how to proceed in
determining a neurosis or a psychosis. He merely underscored the difficulty of the
diagnostic enterprise as a whole, pointing out the catastrophe of the diagnostic
mistake and quipping at the representatives of clinical psychiatry: “I am aware that
there are psychiatrists who hesitate less often in their differential diagnosis, but I
have become convinced that just as often they make mistakes. To make a mistake,
moreover, is of far greater moment for the psycho-analyst than it is for the clinical
psychiatrist, as he is called. For the latter is not attempting to do anything that will be
of use, whichever kind of case it may be. He merely runs the risk of making a
theoretical mistake, and his diagnosis is of no more than academic interest.”30
In The Question of Lay-Analysis, written in 1926, Freud formulated similar ideas on
diagnosis as in On Beginning the Treatment. A neurotic symptomatology does not
necessarily imply neurosis; it can also be the manifestation of a different psychic or
physical process. Again, Freud considered diagnosis of prime importance and
moreover demanded that the analyst not only pay attention to the difference
between neurosis and psychosis, but also to the distinction between psychic and
organic disorders, although to Freud, doubts concerning the latter seemed easier to
rule out than in the case where the analyst had to decide on the nature of the
psychic organisation.31 The fundamental difficulty of diagnosis eventually inspired
Freud to compare the diagnostic process with the ordeal by water, with the analyst
(rather than the patient) in the position of the victim. Whatever symptoms a patient
manifests, however recognizable the clinical picture may be, the analyst ought not to
be jumping to conclusions and should only make a decision when the analytic work
with the patient has made some progress. Hence, from a Freudian perspective, the
diagnosis is not formulated before or at the onset, but rather during the analytic
process and ‘by deferred action’ (nachträglich).32 And even then, it was according to
Freud not appropriate to proclaim such a ‘deferred diagnosis’ as a conclusive
proposition, since an analyst can never be sure that the indications provided by the
analytic process are reliable and that the treatment will not take a completely
different turn. Paradoxically, the most correct diagnosis is the one that is formulated
after the treatment has finished, but as in the ordeal by water, this is of course a
point of no return. In other words, Freud argued in favour of a ‘dynamic diagnosis’,
which is continuously being developed, specified and possibly revised during the
course of the treatment.
But what about the criteria on which a psychoanalytic diagnosis is based, if it does
not proceed from internally and/or externally observable phenomena, and reported
symptoms and signs? There are hardly any propositions concerning these criteria in
Freud’s works, but his general nosological categories of transference and
narcissistic neurosis at least indicate that the relationship between the analyst and
the patient functions as a guideline for the differential diagnosis between neurosis
and psychosis. Freud filed anxiety hysteria (phobia), conversion hysteria and
obsessional neurosis under transference neurosis, because in these cases the
positive or negative emotional tie (Gefühlsbindung) connecting the patient to the
analyst “possesses this extraordinary, and for the treatment, positively central,
importance”.33 Conversely, Freud called dementia praecox, paranoia and
melancholia narcissistic neuroses, because the patients “have no capacity for
transference or only insufficient residues of it”.34 Hence, Foucault is right if he states

that Freud was “the first to accept the couple medical doctor-patient in all
earnestness”, the first “to follow its consequences in all rigour”.35 Indeed, Freud
replaced the traditional and current ‘objective diagnosis’, made on the basis of the
assessment of signs, by a radically different, ‘intersubjective diagnosis’, made on the
basis of the assessment of a relationship.
However, this is not the only and perhaps not even the most important criterion
Freud used, although it is probably the most discussed and the most elaborated one.
In his 1915 metapsychological essay The Unconscious, Freud distinguished
between schizophrenia on the one hand and hysteria and obsessional neurosis on
the other hand, on the basis of an evaluation of the patient’s speech. In Freud’s
view, a schizophrenic uses ‘organspeech’ (Organsprache), because words that are
somehow connected to the body are taken literally and charged with a massive,
unshakeable meaning.36 Freud added that in cases of schizophrenia the relationship
between the ‘presentation of the word’ (Wortvorstellung) and the ‘presentation of the
thing’ (Sachvorstellung) is broken and that symptoms can be conceived as the result
of word-associations that are not connected to things anymore.37 From another
context, it becomes apparent that Freud did not only apply this principle to what is at
stake in schizophrenia, but also to the issue of dementia praecox.38 These
considerations on the features of speech in psychosis could lead to the designation
of a second psychoanalytic criterion for the differential diagnosis of neurosis and
psychosis. Whereas the first criterion could be defined as the patient’s relationship to
the analyst, this criterion can be specified as the patient’s relationship to language.
This Freudian diagnostic innovation was further developed by Jacques Lacan. From
the very beginning of his career, Lacan relativized the importance of the clinical
picture for making a diagnosis, in favour of relational and language aspects. Already
in his doctorate, from 1932, he formulated the following diagnostic criteria for selfpunitive paranoia: “The diagnosis is made on the basis of the preceding structure of
the personality of the subject and on the basis of certain etiological and symptomatic
peculiarities of the psychosis, in relation to the common picture of paranoia.”39 As far
as the first criterion, “the preceding structure of the personality of the subject”, is
concerned, Lacan advocated an evaluation of the patient’s functioning within
professional and sexual relationships. He did not define the “structure of the
personality of the subject” as a particular set of character and/or other traits, but
rather as a specific way of dealing with others, within the socio-cultural environment
at large. Similarly, Lacan did not conceive the second criterion, the “etiological and
symptomatic peculiarities”, as the salient and/or singular individual characteristics,
but rather as the patient’s attitude towards sexuality and family life. In this respect,
Lacan for example indicated that in the aetiology of psychosis, a “trivial organic
process” (“processus organique fruste”), for example a menopause problem, is
frequently found, next to a “transformation of the life situation”, for example marriage
or divorce, and an event that can be qualified as an “affective trauma”. He also
pointed out that a “life conflict”, with a “strong ethical resonance” and which is “quite
often connected with the patient's relationships with parents and siblings” can persist
for many years.40
From this, it can be inferred that Lacan did not endorse the traditional diagnostic
principles, but shifted the clinical point of application from the patient’s manifest
symptoms and signs towards his or her professional, sexual and familial
relationships. In doing so, he followed the Freudian diagnostic principles, although at
the time of his doctoral dissertation he had not yet given himself a place within
psychoanalysis. In the course of his psychoanalytic itinerary, Lacan refined and

specified this clinical diagnostic paradigm, according to the two fundamental lines of
his theoretical elaboration, namely the signifier and the object. On the one hand, “the
patient’s functioning within a socio-cultural context” was redefined as the relationship
between the subject and the Other, that is to say between the subject and the
structures of language and law. On the other hand, “the patient’s attitude towards
sexuality” was reformulated as the relationship between the subject and the lack that
is produced in and by the Other, or, in more technical terms, between the subject,
the phallus and the object a. As such, a Lacanian psychoanalytic nosology concerns
the relationships between the subject, the Other and the object, in which the
importance of symptoms and signs as reliable indications of psychopathology is
further reduced.
In Lacanian doctrine, clinical phenomena are not completely disconnected from
psychic dynamics, or ‘psychic structure’, but the nature and the gravity of the
phenomena do not allow the clinician to draw conclusions about psychopathology.
There is no complete disconnection, because according to Lacan the structure
manifests itself on all levels of psychic organisation, and thus also on the level of the
clinical phenomena. In his third seminar, The Psychoses Lacan for example stated:
“[A]nalogous structures can be found at the level of the composition, motivation, and
thematization of a delusion and at the level of the elementary phenomenon. In other
words, it’s always the same structuring force, as it were, at work in a delusion,
whether it’s the whole or one of its parts that is under consideration.”41 For the
clinician, it is a matter of investigating, beyond what is immediately visible, the way in
which symptoms are organised and structured. This means that it is the clinician’s
task to assess: i) which place the symptoms occupy within the patient’s life history;
ii) how the patient deals with the symptoms, both in speech, in imagination and in
practice; iii) which internal and external influences the symptoms are subject to; iv)
whether or not the symptoms are addressed to somebody; and v) what is the Other’s
contribution to the symptoms in general.
Of course, these guidelines are still inadequate for the concrete distinction of
psychosis and neurosis on the basis of transference and speech. Some of Lacan’s
followers have elaborated on these criteria, introducing rules of thumb, together with
a new form of rigidity: “It suffices when a patient says “I am hallucinating”, or, “I have
got hallucinations” to discard psychosis deliberately and with certitude, and to
envisage a toxic or neurologic etiology. The necessary and sufficient formula of the
psychotic expression of the phenomenon is the one that is stereotyped by
misrecognition (méconnaissance): “They tell me that...”42 Such a statement makes
clear that different criteria are in themselves not a guarantee for a certain flexibility
on the part of the practitioner, and that an essential respect for the patient is not
incorporated in any diagnostic system, whether psychiatric or psychoanalytic.
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