Population ageing is affecting all Western countries. In order to cope with this challenge, governments
focus mainly on ageing in place. Detection of frail or vulnerable older people becomes essential in order to
provide appropriate support and prevent adverse outcomes. In this article we review the main paradigms on
detecting frail or vulnerable older people living in the community, examine the theoretical gaps and develop
new research possibilities. While there is increasing literature on frailty and vulnerability in later life, both

concepts are still developing. The key question is: to what extent the actual concepts of frailty or vulnerability
are appropriate to detect frail/vulnerable community dwelling older persons? The different concepts trying
to capture frailty and vulnerability are criticized. Conclusively, the article highlights the need for a new
integrated conceptual model for detecting community dwelling frail or vulnerable older persons including
physical, psychological, social and environmental variables.
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Introduction

The proportion of older people is growing rapidly in all
Western countries and increasing demands on health care
with advanced aging can be expected. In order to cope
with the challenges of an aging population, governments
have changed their vision towards health care provision.[1]
This change in vision is twofold. On the one hand, there is
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actually a prevailing belief among policymakers that an aging
population inevitably means increasing demands on health
care resources, social support, informal networks, etc.[2] On
the other hand, academic research has demonstrated that
older people themselves prefer ‘aging in place’. They like
to age in their own natural environment, often even if they
are in need of long-term care, have economic difficulties or
live in inadequate houses or deprived areas.[3,4] Ageing in
place is chosen not only for economic, but also for social
(e.g., neighbours) and contextual reasons (e.g., house,
environment). Vulnerable older people are often reluctant
to leave their community dwellings, even when it is difficult
for them to manage the household chores, mostly because
the familiar home environment provides them with a strong
sense of meaning and belonging.[5]

In order to cope with the expected rise of financial demands
and to meet the preferences of older people themselves,
Belgium’s policy has shifted towards deinstitutionalisation.
Older people are invited to age in their own homes
supported by formal and informal care. Institutionalisation
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in a nursing home will become restricted to situations where
it is really necessary.

A policy with a focus mainly on ‘aging in place’ creates new
challenges. A first challenge is the provision of adequate
home care from both formal and informal sources.[1] Formal
care in Belgium is, like in many other countries, threatened
by staff shortages.[6] Informal care is jeopardised by a
globalization process where for instance people no longer
work in their place of birth. As a consequence, family and
friends no longer live in close range of older relatives,
thus forcing older individuals to confront the risks of aging
alone. Consequently, growing old evolves to an individual
rather than a collective experience.[7] As a consequence, a
network of community care services, both public and private,
is needed in order to provide necessary care and to support
informal care.[8,9]

A second challenge is the early detection of frail or vulnerable
older people so that appropriate support can be provided
and unnecessary adverse outcomes may be prevented.

Indeed, aging in place confronts older people with the
limits of their own resources; their informal and formal
care framework and of their living environment. If there’s
an imbalance between resources and demands, people can
become frail or vulnerable.[10] In order to identify these
limits and to ensure that adequate care is provided to the right
persons in time, detection of these limits seems essential, but
not obvious.

Research in Belgium, for instance, has demonstrated that
despite Belgium’s well developed social security system,
6.4% of the community dwelling older people needing
care do not receive any care at all.[11] This points to the
fact that the actual detection mechanisms to identify
frail or vulnerable older people only partly succeeds. In
Belgium two measures are used: the KATZ-scale and BEL-
scale.[12] The KATZ scale is a derivative of the original
KATZ-scale developed by Katz and colleagues in 1963 and
is used in both community and residential care to assess the
dependency of patients and to determine the amount of care
level one is entitled to receive.[13] The BEL-scale is used to
determine if an individual is entitled to receive an allowance
of long term care insurance. Although the use of both scales
can be appreciated, they apparently fail to detect all the
dependent, frail or vulnerable older persons.[12] Moreover,
as both scales only focus on health and care, other needs are
undetected and uncovered.

In this article we aim to review the main paradigms on

2013:Vol.5, Numéro 1/Vol.5, Issue 1

detecting frail or vulnerable older people living in the
community, to examine the theoretical gaps and to develop
new possibilities for research in this area. From the literature,
two applicable concepts can be retained: the concept of
frailty, developed from within medical sciences and the
concept of vulnerability, which originates from social
sciences. The rationale to suggest these concepts is obvious.
There is a wide agreement that old age involves a period
of increased vulnerability.[10,14,15] As a consequence,
identifying vulnerable older people and understanding the
causes and consequences of their vulnerability is of human
concern and an essential task of social policy.[14] While there
is increasing literature on frailty and vulnerability in later life
and both concepts have their merits in research, they are
still developing. The key question of this contribution is: to
what extent the actual concepts of frailty or vulnerability are
appropriate to detect frail/vulnerable community dwelling
older persons? This article consists of four sections. In a first
section, four types of approaches regarding frailty in old age
are provided. These frailty concepts are criticized in a second
section. In a third section, the concepts of vulnerability
are elaborated. The different concepts trying to capture
vulnerability are criticized in section four. Conclusively, the
article highlights the need for a new integrated conceptual
model for detecting community dwelling frail or vulnerable
older persons including physical, psychological, social and
environmental variables.

Frailty and Vulnerability in older people

Frailty concepts, an overview

The word frailty is derived from the Latin word fragilitatem,
which means frailness, weakness. Frailty is an often-used
concept by clinicians to detect and classify elderly.[16,17]
The term “frail elderly” has been a Medline MeSH-term since
1991 and is defined as “older adults or aged individuals who
are lacking in general strength and are unusually susceptible
to disease or to other infirmity.[18] In this section, without
claiming completeness, we explore some historical and
recent definitions and concepts of frailty.

The concept of frailty first emerged at the end of the seventies.
In 1978 the Federal Council on Ageing (FCA) in the United
States, introduced the term frail elderly to describe a specific
segment of the older population. The FCA defines frail elderly
as,

“persons, usually but not always, over the age of

75, who because of an accumulation of various
continuing problems often require one or several
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supportive services in order to cope with daily live”.
[19 p1]

In the 80s, frailty was associated with disability, the presence
of chronic illness, old age and usage of geriatric services.[17]
Later, more and more scholars became interested in the
concept. Based on a review of Aminzadeh, Gobbens and
colleagues found 17 different conceptual definitions of
frailty.[19] According to Grenier[20] the way frailty is
conceptualized and interpreted has profound implications
for social responses, care practices and personal experiences
of care. Moreover, researchers, policy makers, administrators
and health care providers generally agree that frailty can have
an important impact on affected individuals, their families
(particularly those involved in care-giving), the health care
system and society as a whole.[18] Karunanathan’s[21]
extensive literature review provided no signs of any
consensus about the frailty concept. Moreover, roughly four
types of conceptualizations of frailty can be distinguished:
biomedical, bio-psychological, bio-psycho-sociological and
integrative models. These four types will be explored in the
next section.

A first conceptualisation of frailty is characterized by a
purely biomedical approach. Frailty is seen as a collection of
biomedical factors influencing an individual’s physiological
state and thereby reducing the individual’s capacity to
withstand environmental stress.[22] In this approach,
frailty is measured by detecting physical problems. A wide
range of physical problems have been linked to frailty:
gait speed[23,24], a three meter walk test[25], a stand up
test[24,25], endurance[26-28], weakness[26,27], reduced
physical activity[26,27], weight loss[26,27], mobility[28],
exhaustion[18], cardiac functioning[29], grip strength[25],
balance[28], strength[28], slowness[18], neuromotor per-
formance(28], sarcopenial18,29], pulmonary peak flow([25]
or lung functioning[29], renal and immune senescence[29].

Some scholars like Markle-Reid[30] and Hogan[17] criticized
the lack of psychological or cognitive factors in assessing
frailty. In order to meet these expectations, psychological
or cognitive factors were added to the biomedical
components.[31] These frailty models can be considered
as bio-psychological. Puts and colleagues for example,
measures the physical functioning but adds psychological
markers such as cognition, mastery and depression in order
to capture frailty.[32] Bravell and colleagues bring up anxiety,
sadness, cognitive deficiency and management capacities as
psychological variables besides the functional status of the
individual.[33]
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Besides the biomedical and bio-psychological, a third
approach consists of the inclusion of social factors in addition
to biomedical and psychological factors and thereby pointing
to the interplay of bio-psycho-social factors in frailty.[34]
The Edmonton Frailty Scale[35] for example uses social
support besides cognition, general health status, functional
independence, medication use, nutrition, mood, continence
and functional performance in order to detect frail elderly.

At last, some conceptual models make an attempt to be
integrative, as they aim to apprehend all four domains of
functioning, i.q. physical, cognitive, social and psychological.
The Groningen Frailty indicator[36] and the Tilburg Frailty
indicator[37] can be classified among these models. The
Groningen frailty indicator, consists of a physical (nine
items), cognitive (one item), psychological (two items)
and social (three items) dimension. The social dimension
is measured by exploring respondents’ experiences with
emptiness, abandonment and missing people in their inner
circle. The Tilburg Frailty Indicator[37] consists of eight
physical measurements, four psychological components and
three social components. The social component is captured
by three questions: do you live alone, do you sometimes
wish you had more people around you and do you receive
enough support from other people.

Frailty: A critical insight

Although it’s hard to deny that frailty research has it merits
in research, there is still the emerging problem of a lack of
consensus.[21] Moreover, the different approaches of frailty
are criticized[20] as they are often based on a negative
and stereotypical view of aging associated with becoming
disabled[30], lack of hope[38] and loss or declining
abilities[39]. Thereby they neglect the lived experiences
of each individual[20], assuming that aging is a uniform
process[39]. Walston recommends to go beyond the physical
aspects of frailty[40] and according to Gobbens[41],
addressing frailty exclusively on physical components
jeopardises the attention for the individual as a whole.

Markle-Reid points to the fact that frailty is a multidimensional
non age related concept that must consider the interplay of
various physical, psychological, social and environmental
factors. The fact that much biomedical research on frailty
demonstrates great variations in frailty according to gender,
socio-economic status, education, etc points to the social
production of frailty.[30]

While some authors have elaborated their frailty instrument
in an attempt to meet the aforementioned critiques (e.g.,

APORIA 15



N DE WITTE ET AL.

FRAILTY AND VULNERABILITY MEASUREMENTS IN COMMUNITY DWELLING OLDER PERSONS

Groningen  Frailty indicator, Tilburg Frailty Indicator),
environmental aspects of frailty are still ignored. To our
notice, only the operationalization of Nourhashémi[42]
includes all domains as proposed by Markle-Reid[30];
a combination of biological, physiological social and
environmental indicators. In such an approach, frailty shifts
from a micro-level analysis focussing on the individual only
to a macro-level analysis, where frailty is seen as a result of
numerous intersecting factors, many of which are external
to the individual. Additionally, some scholars[20] suggest to
take the subjective perceptions of an individual into account,
the so called lived experience. For example, social isolation,
inadequate care and support[38] and living arrangements[43]
are risks associated with aging, but all these factors can have
both mutual and individual antecedents and are experienced
in different ways.

Beside the criticism on the operational definition of
frailty, some scholars expressed their concerns about
the medicalization of aging due to the use of frailty
measurements. For Robertson[44], the biomedicalization
and gerontologization of old age is being reconceptualised
as a new medical space requiring new supporting ideologies
which protects the new created space, with over servicing
as a consequence, and requiring new customers. As a
consequence, the socially constructed dependency of older
adults serves those structural interests.[44] Using functional
and ill-health variables tends to a medical construction where
older people are placed into classes (e.g. non frail, pre frail,
frail, severely frail) and the distinction between normal and
not normal is made. Those assigned with the status of frail
become eligible for public and home-care services.[20] Not
only does this approach overlook the social and emotional
experiences, it also places elderly in competition with each
other for the scarce resources.[39]

Kaufman[39] argues that frailty, constructed from within a
health-care context, transforms the older people’s lived and
experienced problems to diagnosis, then to treatment plans
and rules about what ought to be done, leading to negotiated
compliance. This view ignores the role of the broader
environment and neglects the cumulative disadvantages
build up during the lifespan.[20] The implementation of
frailty has no preventive aims, but corresponds with an
increased professionalism and efforts to ration care and
thereby neglecting government initiatives to include older
people in the society. Problems of aging are reduced to an
individual level, moving responsibility from the government
to the individual.[45] As a consequence, the problem of
frailty is depoliticized.
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Frailty is a syndrome in older people which can be identified
in clinical practice and in the community (46). However, only
two instruments, the Tilburg Frailty Indicator[9,37] and the
SHARE Frailty Index (26) are potentially suitable as screening
instrument in primary health care but require validation
in larger studies in primary health care settings.[47] In our
opinion, broadening biomedical conceptual models with
physical or social factors is a good attempt, but often ignores
the preponderance of biomedical indicators. The reason
for this dominancy lays in the medical origins of frailty.
In developing the Clinical Global Impression of Change
in Physical Frailty (CGIC-PF),[28] it was found that when
clinicians were asked to rate the different factors of frailty,
they rated mobility, stamina, and activities of daily living as
most important and social and psycho-emotional factors as
least important.

Some scholars point to the social construction of frailty
(48). Therefore, in order to remain in the community, older
individuals also rely on aspects in their social, psychological
and physical resources. Consequently adjusting the frailty
measures for home-care clients to a bio-psycho-social or more
integrative approach may prove valuable (49). Furthermore,
although social science literature acknowledges the merits
of the frailty measurements in order to identify patient
problems, it also points at a conflict between the biomedical
conceptualisation and the older people’s experiences. When
older women were asked how they perceive frailty, most of
the answers were not only linked to physical descriptions
(being small, skinny, etc), but also to contextual, social and
emotional problems, suggesting that elderly themselves have
other definitions about frailty than clinicians (20).

Vulnerability

As mentioned in the previous section, the micro-level
conceptualisation of frailty overlooks crucial aspects of lived-
experiences when aging. These lived-experiences can only
be understood by turning to other discourses then frailty.[20]
Moreover, for each individual, the aging process takes place
in a specific context, which is also ignored in frailty. In this
section, we will elaborate on the concept of vulnerability,
in order to determine whether it'’s a valuable alternative for
frailty.

The word vulnerability is derived from the Latin word
vulnerare, which means “to wound”. In other words,
vulnerability can be defined as “the capacity to be
wounded”. Vulnerability as a concept first emerged in the
environmental sciences for the study of human impacts of
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natural disasters,[14] and several scholar have tried to define
vulnerability. Chambers was the first to describe vulnerability
as “the exposure to contingencies and stress, and difficulty
coping with them”.[50 p1] Schréder-Butterfill describes
vulnerability in old age as the interplay between biological
and social threats, individual characteristics and resources,
social relationships and wider economic, political and
cultural structures, which are taking place on four domains;
exposure (e.g. socio economic or marital status, region one
lives in), threats (e.g. declining health, income loss), coping
and outcomes.[14] Coping capacities are those individual
capacities build up during the lifespan including wealth,
social network and formal social protection which enables
the older person to face the challenges. The outcomes are
seen as the result of the whole process and include lack of
healthcare, insecurity, social isolation, poverty, etc.

Grundy also points to coping in vulnerability and describes
vulnerable elders as “those whose reserve capacity falls below
the threshold needed to cope successfully with the challenges
that they face”.[10 p107] In this view, each individual
ages with a build-up reserve capacity (income, material
resources, family support, social support and health). If the
challenges older people face exceeds these reserves, they
become vulnerable. Crooks tries to capture both a lifespan
and network approach by defining vulnerability as the end
result of a cumulative process depending on the resources,
including the networks older people have.[7] A lifespan
approach is also found with Moser[51] as he describes
labour, human capital/health, productive assets, household
relations and social capital as assets against vulnerability.

Shi and Stevens’ model has three dimensions on both an
individualandan ecological level.[52] Ontheindividual level,
the predisposing factors include age, gender and health. The
enabling factors are socio-economic status, human capital
and mediating factors like access to healthcare and social
protection and needs are defined as illness, poverty, lack of
income. On an ecological level, the predisposing factors
include demographic components, location, political, legal
and economic systems, the enabling socio-economic status
of the community and quality of the environment. Ecological
needs are described as trends in health care status, mortality
rates and age discrimination. Important in this model is
that all factors influence vulnerability by interaction or
convergence. As a consequence, vulnerability does not only
represent personal deficiency but is also a result of multiple
risks. Although developed for natural hazard vulnerability, the
model of Schneiderbauer and Ehrlich contains an interesting
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social perspective.[53] Social vulnerability is linked at
different social levels: individual, household, administrative
community, cultural community, national and regional. For
each level, parameters were developed in order to measure
the vulnerability at the different levels. This model emphasizes
the complexity of social vulnerability by suggesting that
vulnerability is multi-layered, but also potentially cumulative
on different social levels.[53] In a more recent approach
vulnerability is measured via communication with others,
living situation, social support and social activities, leisure
activities, personal perceptions, socioeconomic status and
the use of Ryff scales.[54] Ryff scales measure multiple facts
of psychological well-being like autonomy, environmental
mastery, personal growth, positive relations with others,
purpose of life and self-acceptance.[55]

Critique of the vulnerability models

Although the vulnerability concept has it merits in research,
it also lacks a consensus as many authors are seeking an
operational definition.[56]

Some models derived from hazard research and implemented
in social sciences adequately describe the social oriented
complexity of vulnerability by capturing it on different levels,
demonstrating its potential cumulative character. In contrast,
the practical use in order to detect community dwelling older
individuals is questionable. Sometimes variables like age
and gender are used in order to detect vulnerability. Scholars
following this approach must be very cautious not to assess
vulnerable older people from a stereotype point of view.

As some models include illness, disease and disability in order
to measure vulnerability, they tend to frailty measurements
from a biomedical point of view and to a normal not normal
debate disregarding an individual’s coping capacities.
For example, although an older person with a 20 year old
paralysis of the right arm can be perceived as vulnerable by
experts opinion, it’s is possible he managed to cope with this
paralysis and the vulnerability becomes less evident. With
this example we elaborate our fourth critique regarding
the actual vulnerability approaches. In order to capture the
lived experiences of older persons and their assets/coping
strategies, some scholars introduce terms like human and
social capital, which are all operationalised differently.
One might wonder whether those operationalisations really
enclose the lived experiences of older people. Fifth, to
our notion, the psychological well-being of older persons
which is reluctantly introduced in the frailty concept
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is underrepresented in most vulnerability approaches.
Finally, some models try to capture the environmental
living conditions. These measurements are often based on
community, region or national level and thereby neglecting
the lived-experiences of individuals in their environment.
Moreover, the Belgian Ageing Studies[4] demonstrate
that there are substantial differences, not only between
individuals, but also between communities and regions. For
example, De Witte et al.[11] demonstrated differences in the
experienced care shortages between older persons living in
rural regions or in cities. These findings suggest taking these
individual, local and regional differences into account.

Discussion and conclusion

This paper examined frailty and vulnerability as approaches to
detect older people in need. Based on the literature it can be
concluded that both frailty and vulnerability have their merits
in research. Because models of frailty and vulnerability are
still in development and therefore incomplete, instruments
based on these models only partly succeed in the detection
of frail or vulnerable community dwelling older persons. On
the one hand, the paper demonstrates that frailty is a concept
dominated by medical science, disregarding the social and
environmental context in which older people age. On the
other hand, vulnerability tries to capture this context, but fails
to do so on an individual level as environmental conditions
are often measured on a regional level.

As a consequence, with population aging and aging in place
as future challenges in mind, a new useful integral conceptual
model for frail/vulnerable community dwelling older persons
is needed and subsequently a related comprehensive and
feasible instrument capable of detecting them.

First, this model must include all four domains of human
functioning (i.e., physical, social and psychological
functioning) and the quality of the broader environment in
which this functioning takes place. In doing so, each domain
should receive equivalent attention, thereby abandoning
the prevailing preponderance of physical aspects. Second,
it must acknowledge the complex interplay from both
physical, psychological, social and environmental factors,
thereby following Markle-Reid’s point of view of the
multidimensionality of frailty and vulnerability (30). As
Schroder-Butterfill[14] stated, older people can currently be
confronted with poor-quality housing and changing social
networks on top of their health problems, which all can
influence their well-being. As a consequence, the social
network an elderly can rely on should be included as well,
as suggested by Crooks.[7] Expanding the conceptual model
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beyond biomedical variables will withstand Robertson’s
remarks regarding medicalisation and gerontologisation
of old age. Third, it is essential that the model comprises
the lived experiences of the older persons themselves. As
Kaufmann stated, the often reductionist and uni-dimensional
view of clinicians may not be the true reflection of the lived
experience and cannot capture the individual complexity of
frailty.[39] As frailty may have a serious impact on ones quality
of life,[57] it also requires taking the subjective perceptions
of individuals into account. Fourth, the model necessitates
rejecting the ubiquitous thought that frailty is age related[58]
and approaching older persons as other individuals and
not as dismantling human beings. Fifth, the new model
must acknowledge that frailty can originate from life course
determinants, which points to cumulative disadvantages
build up during life. Finally, the conceptual model should
clearly show the interactions within the domains of frailty as
well as between frailty and other relevant factors.

On the basis of this conceptual model, an instrument can be
developed for the broader detection of frailty in community
dwelling older people. Using such an instrument will
uncover the real needs of aging individuals on the different
domains of human functioning and their environment instead
of categorisation into frail-no-frail. This will, in our opinion,
empower governments’ policy of focussing on aging in place.
Individuals are stimulated to age in their own environment,
but they can be assured that if problems arise, these will be
detected and remediated. Moreover, governments can gain
a clear picture of what type of care or support is required
and as a consequence, act upon adequately. In that way,
successful aging in place can be optimised.
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Drawing upon the developing literature on dispositive analysis, we examine the effects of pharmaceutical
industry discourse on the subjectivities of nurse opinion leaders in the field of Multiple Sclerosis (MS) who
have taken on the role of advocates of disease modifying therapy. Specifically, we draw attention to the
‘technologies of the self MS nurse opinion leaders engage in as they promote the financial interests of the
pharmaceutical industry. Accordingly, we demonstrate how the ordering of the management and treatment
of people with MS regulates the time, activities, and actions of nurse opinion leaders to promote disease

modifying therapy despite less than convincing evidence for its efficacy and cost-effectiveness. By focusing
our description on the ‘self-technologies’ nurse opinion leaders in the field of MS engage in, we problematize

the relationship between the pharmaceutical industry and nursing.

instrumentality, knowledge (savoir), pharmaceutical industry, subjectivation, ‘technologies of the

self’

‘Technologies of the Self” as
Instrumentality: Becoming Instruments
of the Pharmaceutical Industry through
Normative Practices

RUSLA ANNE SPRINGER & MICHAEL E.
CLINTON

Introduction

The primary focus of this paper is on how the subjectivities
of opinion leaders among Multiple Sclerosis (MS) nurses
become ordered in regularities of time, activities and
actions that promote the interests of the pharmaceutical
industry through participation in discursive practices that
assume uncritically the efficacy and cost-effectiveness
of disease modifying therapies. The paper draws upon a
Foucauldian dispositive analysis of the discursive effects of
pharmaceutical industry discourse on nurse subjectivities
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which revealed the ‘technologies of the self nurses engaged
in to modify themselves to become both object and subject
of the pharmaceutical industry.[1] Our starting point is the
following quotation in which Foucault clarifies how we are
to understand ‘ordering’:

...an order reigns in the simple sense of a never
ending, permanent regulation of time, activities, and
actions: an order which surrounds, penetrates, and
works on bodies, applies itself to their surfaces, but
which equally imprints itself on the nerves, and what
someone called the “soft fibers of the brain”. An
order, therefore, for which bodies are only surfaces
to be penetrated and volumes to be worked on, an
order which is like a great nervure of prescriptions,
such that bodies are invaded and run through by
order.[2 p2]

In the early 1990s three classes of interferons (Avonex,
Betaseron and Rebif), and glatiramer-acetate (Copaxone),
collectively known as the disease modifying therapies
(DMTs), were heralded into the marketplace as new
‘breakthrough’ therapies that claimed to alter the
fundamental course of MS by reducing disease activity
and burden. However, despite extraordinary cost and the
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elusiveness of long term protection from disability [3 - 13]
the promulgation of the effectiveness of these therapies in
the treatment of MS persists. Our empirical clarifications
will bring out the relevance of Foucault’s notion of order to
demonstrate the subjectivation of MS nurse opinion leaders,
and to reveal how they may be implicated in the drive of
the pharmaceutical industry for evermore widespread use of
DMTs. However, no grand narrative is intended, and we do
not claim that every nurse opinion leader is subjectivized
in the same way, or to the same extent. Rather, our more
modest claim is that some opinion leaders among MS nurses
are subjectivized in ways that perpetuate an unquestioned
discourse about the advantages of DMT in the management
and treatment of patients with MS.

We define MS nurse opinion leaders (NOLs) as those nurses
in the field who are selected by the manufacturers of DMTs to
play key roles at industry sponsored conferences and events
and otherwise to engage in the education of MS nurses in the
use of DMTs. Nurse opinion leaders are recruited following
the direct observation of nurses who speak at company
sponsored conferences and events about the treatment, care
and monitoring of MS patients. Nurses who show sufficient
affinity with DMT discourse are seduced into taking on
leadership roles to facilitate a wide assortment of discursive
mechanisms aimed at expanding the market for DMTs. For
example, nurses may be approached and asked to speak
at other conferences. They may also be asked to develop
standard patient care plans and other similar materials for
use by other MS nurses, or by patients. They might even be
asked to host mini conferences or other educational events
at their practice settings. Financial inducements in the form
of honoraria are typically offered in return. Although the
amounts involved are small in comparison to those paid to
physicians, they are usually sufficient to encourage interest
and maintain motivation.

Pharmaceutical company representatives are another source
for the recruitment of NOLs. Nurses who are identified as
suitable for further training and for taking on NOL roles
are groomed by company representatives and encouraged
to attend industry sponsored Speaker Training Bureaus and
other like indoctrinating continuing education initiatives
where further engagement of their interest can be developed.
Although the NOLs actively engaged in promoting the
interests of the manufacturers of DMTs are our main focus,
we refer to MS nurses as well because they are the wider
group from which NOLs are recruited by the pharmaceutical
industry.

Theoretically speaking: Dispositive or apparatus?

Before continuing, we need to say something about our use
of the term, dispositive analysis. What, it may be asked, is
‘dispositive analysis’? And why do we prefer this formulation,
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which may at first sight seem somewhat idiomatic, to the more
common translation of Foucault’s ‘dispositif’ as ‘apparatus’?
We offer two points in our defense. First, far from being
idiomatic the term ‘dispositive analysis’ is used increasingly
in the secondary and tertiary literature on Foucault and
discourse analysis. A simple Google search will return more
than two million hits in a fraction of a second. A common
characteristic of this literature is a preference for ‘dispositive’
over ‘apparatus’ when translating the French, ‘dispositif’ into
English.

Our argument from common usage is sufficient for us to
avoid accusations of idiomaticity. However, there is a more
conceptual reason for our preference for ‘dispositive’.
Bussolini[14] has noticed that the appearance of new
lectures by Foucault in translation has brought to attention
a previously unnoticed conceptual distinction that has for
the most part been passed over without comment in the
secondary literature on Foucault’s researches, writings and
conversations. For Bussolini[14] there are strong reasons to
favor the use of ‘dispositive’ over ‘apparatus’ when translating
the French ‘dispositif’, or its ltalian equivalent ‘dispositivo’,
into English. The problem with rendering ‘dispositif’
as ‘apparatus’ is that this translation collapses distinct
etymological, and therefore conceptual lineages in French
and Italian, thereby creating something of a false identity in
English. Bussolini[14] points out that Foucault was careful
to differentiate between ‘appareil’ (apparatus) and ‘dispositif
(dispositive) when writing about power relations in The
History of Sexuality. At this stage in his researches, Foucault
used ‘appareil’ to refer to State and state affiliated power,
and ‘dispositif’ to refer to the wider and changing relations of
power that function beyond the State through normalization,
law and control rather than punishment.[14] State systems and
mechanisms of power conceived as ‘appareil” are therefore
a subset of wider relations among forces. In other words, to
over simplify, to conflate ‘appareil” with ‘dispositive’ is to
mistake a part for a whole, and to fix a conception of the
wider relations, institutions, and practices of power in a less
dynamic and strategic form than Foucault intended.[14]

Foucault's usage of ‘dispositif’ in this sense was made clear
in a conversation with Alain Grosrichard.[15] When asked
specifically about the meaning or methodological function
of the term “dispositif, inserted parenthetically immediately

following the translators’ “apparatus’, Foucault replied:

What I'm trying to pick out with this term is, firstly,
a thoroughly heterogeneous ensemble consisting of
discourses, institutions, architectural forms, regulatory
decisions, laws, administrative measures, scientific
statements, philosophical, moral and philosophical
propositions — in short, the said as much as the
unsaid.[15 p194]

Our dispositive analysis is therefore focused on bringing
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to the fore that heterogeneous ensemble that conditions
DMT discourse, the institutions that produce it (science and
scientific research, market economics, medical education,
clinical practice, and consumer empowerment); and the
organizations that are the sites for practice, (research
laboratories, the pharmaceutical industry, medical and
nursing schools, and sites of clinical practice). This focus
on the non-discursive as well as the discursive permits us to
bring to light the ‘unsaid’ in the management and treatment
of people with MS. More particularly, our approach enables
us to problematize the involvement of NOLs in promoting
DMTs as an indispensable response to the urgent need to find
more effective treatments for people with MS while serving
the dominant strategic function of BigPharma profitability.

We use dispositive analysis, analysis of the dispositive; that
is, our analysis of the wider formation that produces the
discursive effects of pharmaceutical industry, to problematize
the subjectivities of nurses engaged in uncritically promoting
DMTs as effective in the management and treatment of
MS.[1] Consequently, this paper unravels and reveals the
‘technologies of the self NOLs as subjects engage in to
modify themselves by what they know as they become
both object and subject in DMT discourse. Using specific
examples, the ‘technologies of the self’ nurses as subjects
apply to themselves as they become ‘expert thought leaders’
and ‘key opinion leaders’[16] for the pharmaceutical industry
will be made visible. At the same time, and importantly, we
examine what these nurses, as agents of the pharmaceutical
industry, want to become as subjects in the sense of the kind
of clinicians, professional leaders and patient advocates they
aspire to be. By revealing the performances NOLs engage
in to become objects and subjects of DMT discourse, we
demonstrate how ‘BigPharma’ works towards the imposition
of social uniformity on the practices of health providers to
achieve its fiduciary goals.

Raising ethical questions about the omnipresence
of ‘BigPharma’

The concerns we advance about NOLs in the field of MS raise
ethical questions about the increasing presence and influence
of the pharmaceutical industry in healthcare practice
generally, despite over a decade of radical criticisms of its
omnipresence and questionable practices by ethicists[17-20],
economists[21] healthcare providers[22-26] and a number of
other social commentators[27-38]. Our intention is to raise
awareness among MS nurses, and the profession of nursing as
a whole about the insidious infiltration of the pharmaceutical
industry into nursing practice.[39-42] Our paper is intended
to break the conspicuous silence on this topic on the part of
the profession of nursing[25] as is reflected in the dearth of
nursing literature available on the relationship between the
pharmaceutical industry and nursing. Of the literature that
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is available, there is very little expressing concern about the
role the pharmaceutical industry plays in influencing nursing
practice and nursing behavior.[39] However, as nurses
increasingly acquire prescriptive authority in their expanding
roles as nurse practitioners, a deeper understanding of
nursing’s relationship with the pharmaceutical industry,
and the effects of those relationships on the subjectivities of
nurses is required.

Uncritical acceptance

Based on the empirical work that is available on
pharmaceutical industry’s infiltration into the practice of
nursing, it appears that nurses accept promotional material
produced by the pharmaceutical industry, sometimes with
the assistance of nurses, uncritically.[39] This disconcerting
finding suggests that nurses are ill prepared to deal effectively
with the tactics and strategies the pharmaceutical industry
engages in to promote its products. This lack of insight
into these seemingly benign strategies and tactics positions
nurses as extremely vulnerable to exploitation. As Thomas
Beauchamp and James Childress[43] argue, the pressure for
drug companies to find positive results of new medicines
positions nurses as particularly vulnerable when working
in industry sponsored research environments. In situations
such as these, much of nurses’ vulnerability stems from
their relative meager training in pharmacology, statistical
inference, and critical appraisal.[39]

Of particular relevance is that nurses generally have a poor
understanding of the marketing and persuasion strategies
used by the pharmaceutical industry.[39] As such, this paper
attempts to remedy these knowledge deficits by increasing
nurses’ awareness of the mechanisms of persuasion
employed by the pharmaceutical industry to achieve its
goals. Moreover, the paper also represents an attempt to
prevent, or at a minimum, to disturb the imposition of social
uniformity upon the human practice of nursing by opening
up a much needed space for dialogue about the place wealth
creation occupies in the delivery of human care.

What follows is an overview of Foucault’s conceptualizations
of ‘the subject ‘subject positions’, ‘subjectivation’ and
‘subjectivity’, which will serve to provide the necessary
theoretical foundation for the exploration of the ‘technologies
of the self the subject applies to itself to become an
instrument of the pharmaceutical industry. The review of
these conceptualizations will also provide the foundation for
the exploration of what subjects actually do to themselves
in terms of the regulation of their time, their activities,
and their actions as they shape themselves into objects
of instrumentality for the pharmaceutical industry; and
importantly, as they shape themselves into the subjects they
wish to become. By demonstrating what subjects actually do
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to themselves to transform themselves into objects consistent
with what the pharmaceutical industry requires it can be
shown that an order, in Foucault’s[2] sense, actually exits.[1]
Moreover, it can also be shown that nurses’ autonomy and
authority in practice pales before the constraints of discursive
determinism.[44]

The subject and subjectivity

To understand ‘the subject’ from a Foucauldian perspective
is to first understand that Foucault distinguishes between
‘the subject’ and ‘the individual’. Foucault was not so much
concerned with ‘the individual’ as he was with the forms of
power that transform the individual into ‘a subject’. From
that perspective, ‘the subject’ is to be understood as ‘a form’,
as opposed to ‘a thing’. Vital in understanding ‘the subject/
as ‘form’ rather than ‘thing’ is to understand that ‘the form’
(‘the subject’) is not constant even when attached to the same
individual.[45] As Foucault explained, the subject is a form
not primarily or always identical to itself.[45] To understand
Foucault’s conception of ‘the subject’ one has to be clear
between the two different but interconnected meanings
ascribed to ‘the subject’.[46] First, “human beings are made
subjects”,[46 p208] that is, they are made subject to. In other
words, human beings are made to be subject to others by
control and dependence. Second, the subjective identity of
the subject, that is, who or what the subject understands itself
to be is ‘made’ or ‘produced’ by being tied to a given identity
through consciousness or self-knowledge.[46] However,
notions of subjectivity arise through broad and complex social
and historical contexts, the effects of which are unconscious.
As Weedon[47] explains, conscious subjectivity, which is
acquired through discourse, is inherently unstable inasmuch
as subjectivity is constantly in process.

Subject positions and subjectivation

Subject positions can best be understood as ways of being
within a particular social context, which call for different
qualities or modes of being.[47] For example, one’s subject
position or way of being, as mother, father, child or sibling
will be different from one’s subject position as nurse, teacher,
researcher, NOL, and so on for the myriad subject positions
one subject occupies in any number of social contexts.
Subject positions can also be understood as spaces from
which one speaks and observes in a discursive formation. [48]
A discursive formation is understood as occurring through
the systems of thought and knowledge Foucault[38] argues
operate beneath the consciousness of subjects. In other
words, a discursive formation defines a system of conceptual
possibilities that determines the boundaries of an individual’s
thought in a given domain or discipline.

Important in this understanding of a discursive formation as
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it relates to the treatment and care of individuals with MS is
that it is precisely these discursive formations that constitute
disciplines, and more importantly, it is these discursive
formations that underpin the exercise of a discipline’s
techniques of control over individuals.[49] Put another way,
subject positions have rules for the acceptance of certain
individuals into those spaces from which one speaks (one’s
discipline). According to Akerstrom Andersen[48] these
rules of acceptance also determine the situations in which
the subject position can be used as a platform for speaking
and observing, and they also determine the formation of
statements once the subject has assumed a specific subject
position.[48] Akerstrom Andersen[48] clarifies subject
positions further by suggesting that subjecting arises when an
individual or collective is proclaimed to be a subject within
a specific discourse. As such, the individual or the collective
is offered a particular position in the discourse from which
they can speak and act in a meaningful way. On these basis
subjecting signifies the space (the practice realm) in which
the discursive individual (the nurse) receives itself as nurse, as
expert, as key opinion leader, as collaborator, as partner, and
so on.[48] Subjectivation on the other hand, occurs when
individuals or groups are formed and transformed through
discourse. Subjectivation must therefore be understood as
occurring when the subject (individual or group) wishes to
be that subject.[48]

As Akerstrom Anderson[48] points out, subjectivation
signifies the space in which the individual gives itself to itself.
Therefore, ‘technologies of the self must be understood as
the performances undertaken by individuals and groups
within a particular space (the practice realm) to become
what they want to become. Of significance to the context
of MS treatment and care is that when a nurse accepts a
particular subject position within the practice setting that
nurse is transformed in such a way that he or she becomes a
channel for the flow of power.[50]

‘Technologies of the self’” as instrumentality

‘Technologies of the self must be understood as arising
through knowledge (savoir)[49] with ‘savoir’ understood
as the labour performed by the subject upon itself in order
to know[49]. ‘Technologies of the self, as those have been
described by Foucault[49], can therefore be understood as
the performances the subject engages in to modify itself by
what it knows. Put another way, ‘technologies of the self,
are the modifications, formations and transformations that
arise in the subject through unconscious ways of knowing.
Indeed, it was this transformation that arose in the subject
that was so striking to Foucault during his historical analysis
of the discourses producing ‘the criminal” and ‘the prison’.
So intrigued was Foucault by these transformations that
demonstrating ‘how’ human beings are made subjects,[50]
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became the very central focus of his corpus[49] as his
response to questioning about his book ‘Pierre Riviere’,
clearly indicates:

It’s a totally strange story. It can however be said, and
this is what struck me, that in such circumstances
writing one’s life story, one’s recollections and
experiences, was a practice found in a fair number
of cases, and particularly in the prisons... one also
finds judges and doctors doing this. It was the first
great burst of curiosity about the individuals whom
it was desired to transform and for the sake of whose
transformation it was necessary to acquire a certain
savoir, a certain technique.[49 p48-49]

Indeed, Foucault’s purpose in writing ‘Pierre Riviere’ was not
at all to do with exposing the crime committed. Rather, it
was to “render visible the medical and juridical mechanisms
that surrounded the story”.[49 p49] It was in this writing that
Foucault made visible the ‘mechanisms’ and ‘techniques’
required to transform the subject into what the prison system
required it to become (prisoner). According to Foucault[39]
the visibility produced at that time left the experts of the
day completely silent. Indeed rendering visible how human
beings are transformed into required subjects in any number
of contexts leaves the experts “equally dumb today”.[50 p49]
Foucault cautions “not to regard the point in time where
we are now standing as the outcome of some teleological
progression”.[51 p49] Rather, he asks that we make inquiries
regarding ourselves; that we inquire as to what we are
here and now.[52] Thus, the inquiry we undertake asks
critical questions about ourselves as nurses, and about our
nursing knowledge relative to our engagements with the
pharmaceutical industry.

Rendering the effects of power/knowledge visible

As the foregoing clearly demonstrates, power/knowledge
produces effects; effects which are rendered visible by the
‘technologies of the self’ or the ‘self-technologies’ the subject
applies to itself to transform itself by what it knows. In this
sense, because activities are actions taken in pursuit of some
objective,[53] and because actions consist of the activity or
process of doing something to achieve an aim, in the context
of MS treatment and care, activities and actions will be
understood as the performances and practices carried out by
MS nurses involved in pharmaceutical industry discourse as
a direct result of their participation in that discourse. In other
words, the activities and actions carried out by MS nurses
engaged in relationships with pharmaceutical industry
through direct contact with company representatives,
through the conduct of sponsored research, through the
writing of journal articles and research reports, through
the facilitation of treatment decisions, and the further
facilitation of compliance and adherence to treatment can
all be understood as the ‘technologies of the self MS nurses

2013:Vol.5, Numéro 1/Vol.5, Issue 1

RA SPRINGER & ME CLINTON
‘'TECHNOLOCGIES OF THE SELF" AS INSTRUMENTALITY

engage in to become what the pharmaceutical industry
requires them to become (instruments of persuasion and
surveillance); and importantly, what they themselves wish
to become (expert thought leaders and key opinion leaders
in their fields). While how an individual takes up a subject
position is not observable, ‘how’ a discourse demands the
individual take up a subject position is observable.[48] As
such, the following explanation of self-technology analysis,
along with the specific example of the ‘technologies of
the self MS nurses apply to themselves in the context of
authorship will make visible and observable ‘how’” discourse
demands individuals take up particular subject positions.

Self-technology analysis

Self-technology analysis speaks to ‘how’ individuals
manifest themselves as subjects. The approach concerns
the analysis of the technologies available to an individual’s
manifestation of itself as subject, and how subject positions
are created.[48] As previously discussed, within self-
technology analysis the distinctions Foucault makes between
subjection and subjectivation must be viewed as much more
than theoretical distinctions. Recall that “subjection means
that an individual or collective is proclaimed subject within
a specific discourse. The individual, or collective, is offered
a specific position in the discourse from which it can speak
and act meaningfully”.[48 p24] Subjectivation, on the other
hand arises “when the individual or collective has not only
been made the subject, but also wishes to be so0”.[48 p24]
This important distinction lies between the two different
demands made of individuals who are to become subjects,
demands that arise through discourse.[1] In other words,
the subject doesn’t simply receive itself passively. On the
contrary, the subject receives itself actively by giving itself
to itself.[48] This active giving of oneself to oneself is to be
understood as not only a mode of subjecting, it is also to
be understood as a mode of transformation.[49] Thus, in the
context of MS treatment and care, in addition to the demands
nursing discourses make of its subjects, the strategies and
tactics the pharmaceutical industry employs cannot be
underestimated.[1] As Rose reminds us, in analyzing relations
between ‘the self’ and power, “it is not a matter of lamenting
the ways in which our autonomy is suppressed... but in
investigating the ways in which subjectivity has become an
essential object and target of certain strategies, tactics and
procedures of regulation”.[54 p152]

As previously pointed out, subjectivities are both constituted
and constrained through what Foucault calls the “great
nervure of prescriptions” that arise in discourse.[55 p304]
Important in the analysis of ‘self-technology’ is to understand
that utterances arising within specific discourses are
never value free; they are always based on certain rules of
acceptability. As Foucault argues, these rules of acceptability
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“run through individual oeuvres, sometimes govern them
entirely, and dominate them to such an extent that nothing
eludes them”.[56 p139] Discourses are therefore much more
than what can be said and thought; discourses are also about
who can speak, when, and with what authority.[49] As such
not just anyone can speak about any subject. Only those
possessing the qualifications, prestige and status to speak
are afforded authority within a given discourse.[56] Due to
the status the medical professions enjoy in modern society,
all are afforded a certain status and therefore positioned as
‘expert authorities’,[1] all with the privilege to speak based
on their credentials and the status they enjoy within the
hierarchy of those professions. Indeed, the pharmaceutical
industry has come to appreciate the marketing value
of engaging the medical professions in their marketing
activities.[29] As Angell[22] argues, the price of medicines is
determined by their value in preventing and treating disease,
and it is the physician (and increasingly the nurse) who
plays a central role in determining what that value will be.
Thus, return on investment for the pharmaceutical industry
has been contingent upon the prescribing behaviours of
physicians,[22] and will increasingly become contingent
upon the prescribing behaviours of advanced practice
nurse practitioners and other health professions achieving
prescriptive authority.

Self-work

We have mentioned several times NOLs as the subjects and
objects of DMT discourse. Subjectivity, in this sense, involves
the discourses NOLs participate in as a result of their
involvement in promoting the interests of the pharmaceutical
industry. Such involvement is not confined to those occasions
when NOLs speak in favor of the advantages of DMTs; it is a
consistent part of everyday practice in clinical settings. This is
because the discourses a subject engages are biased in favor
of the practices typically participated in by the subject.[1] In
other words, those discourses that relate directly to current
practice are the most influential on current practice. In the
practice of nursing, discourses of science and medicine play
a pivotal role.

However, there are any number of discourses that govern
and influence the individual subjectivity of NOLs. The
discourses in which they participate as they practice resonate
with  “personal history and biography; formal training
and education; professional identity; practice relevant
experiences; and with participation in the relevant plurality
of the social apparatus”[1 p226-227], to which they belong.
All of which contribute to what Springer[1,25] describes as
the heterodiscursive space of subjectivity. Therefore, when
determining the various ‘self-technologies’, or the ‘self-
work’ that NOLs engage in, one must not fail to consider
the heterodiscursive space of subjectivity; the relevant

2013:Vol.5, Numéro 1/Vol.5, Issue 1

RA SPRINGER & ME CLINTON
‘'TECHNOLOCGIES OF THE SELF" AS INSTRUMENTALITY

plurality of the social apparatus; the dispositive. The forms of
consciousness NOLs engage in within the heterodiscursive
space we have referred to can be made visible by attending
to how NOLs act on themselves as objects from the
subjectivity of the heterodiscursive space they occupy; that
is, by attending to the ‘selfwork’ NOLs engage in. While
there are any number of possibilities, our concern is with
those ‘technologies of the self that operate in favor of the
pharmaceutical industry via ‘self-work” by acting on human
vulnerabilities and professional and personal identities, such
as those governed by aspirations for status, recognition,
prestige and authority.

Technologies of the self and nursing subjectivities

When NOLs participate in DMT discourse their subjectivities
are doubly impacted. As subjects, NOLs express subjectivities
governed by the requirements of clinical practice in all its
heterodiscursive complexity. In the following statement,
Costello and Halper[57] link commitment to the importance
of a ‘trusting nurse-patient relationship’, a central tenet of
professional nursing discourse, and ‘long-term adherence; a
clinical prerequisite for remission in DMT discourse, and a
pharmaceutical industry imperative linked in part to financial
interests:

An open, trusting nurse-patient relationship is
critical to long-term adherence. Recent anecdotal
evidence from the pharmaceutical industry supports
the importance of nursing education and sustained
nurse-patient relationships to patients receiving self-
injected therapies.[57 p18]

Here the NOLs Costello and Halper instruct other MS nurses
within the normative expectations of MS clinical practice
to achieve the goal of ‘long-term adherence’ through
the means of a ‘trusting nurse-patient relationship. Such
exhortations reinforce professional values understood from
within subjectivities that leave DMT discourse unquestioned,
while urging MS nurses to work at developing nurse-patient
relationships of the trusting kind. In other words, the MS nurse
is prompted to strive for, to work at, to apply ‘technologies
of the self that will cultivate a persona of trustworthiness
consistent with the interests of not just the person with MS,
the explicit focus of the statement, but also in the interests
of the pharmaceutical industry that speak loudly from what
is not and cannot be said. Such trustworthiness requires the
application of ‘self-technologies’ that allow the MS nurse
to manage personal time to be wherever possible always
available for unscheduled drop in visits or telephone contact
so that any problem or concern the patient may have can be
addressed without delay, thereby eliminating any resistance
to treatment.[1] Such foundations of trustworthiness involve a
transformation in clinical practice whereby surveillance[58]
of treated patients takes precedence over other important
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care practices the patient may require.

The point to be taken from this example is that ‘technologies
of the self are the means MS nurses adopt as they strive
to meet the expectations set out for them in the dominant
discourses of practice in which they participate. As such,
MS nurses apply myriad ‘self-technologies’ as they strive to
practice in accordance with DMT discourse in those settings
where it dominates clinical practice.

Thus, this unraveling of the ‘technologies of the self MS
nurses apply to themselves; can be taken as but one example
of how the pharmaceutical industry inserts itself into nursing
practice. Irrespective of context, when nurses consciously
attend to the requirements of practice germane to medication,
they develop expertise required of them by their professional
subjectivity, while transforming themselves at the same time
into instruments of the pharmaceutical industry; unless, in
the absence of evidence, they bring a healthy skepticism to
the unsubstantiated claims made for the benefits of DMT
products. It is important to understand that in the ‘self-
technologies’ nurses apply, be it as authors, as experts, as
NOLs, as relational and knowledgeable partners in decision-
making, as enthusiastic, hopeful, empathetic, friendly and
responsive supporters,[1] that without insight into the forms
of subjectivation and instrumentality the pharmaceutical
industry engages in, nurses believe they are being faithful
in their practice to only their understanding of nursing.
Fundamental to such beliefs is the commitment to actions
that are in the best interest of the patient.[1,25] However,
without suspicion, nurses will not realize that they may be
unwittingly exploiting the fears and hopes of their patients as
they (nurses) take up their subject positions as ‘channels for
the flow of power’ from the pharmaceutical industry. Indeed,
itis the ‘ordering’ of the work nurses perform in their everyday
clinical practice settings, as well as the work they perform
upon themselves as they conform to the expectations of their
discipline, as well as the expectations of the heterodiscursive
spaces within which they work, that their subjectivities are
formed and transformed.[1,25]

Discussion

There are frameworks other than dispositive analysis that
we could have used in preference to finding insights and
directions for inquiry from Foucault’s problematizations and
researches. Therefore an obvious question is why did we opt
to conduct our studies of DMT discourse within a distinctly
Foucauldian conceptualization. The strong reasons we have
for our approach are motivated by two concerns. The first
as already mentioned is to explore DMT discourse within
a broad framework of the unsaid: the institutions, practices,
and networks of changing an interactive relationship that
influences conceptions of the management and treatment
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of people with MS. As we have mentioned, the notion of
‘dispositif’  (dispositive) we find in Foucault’s researches
and conversations provides a sufficiently challenging and
enlightening framework in which to investigate our interest
in the current dominance of DMT discourse in managing and
treating MS. We deliberately exclude our usual formulation
of people with MS here because we want to draw attention
to the influences that impact MS patients as they participate
in DMT discourse as the recipients of a relevant treatment
regimen. However, we want as well to link our understanding
of the conceptual contribution of the ‘dispositif’ with an
exploration of how politics of the ‘self’ constitute a distinctive
subjectivity among physicians, among nurses; and among
MS patients who serve as extensions of the pharmaceutical
industry within the changing dynamics of conditioning
institutions, organizations, practices and discourses.

Our interest in the distinctive subjectivities to which we
have drawn attention raises the challenging question of
the relationship between our use of Foucault’s concept,
‘technologies of the self to his distinctly ethical concerns,
especially those he researched in The History of Sexuality.
What, it may be asked, links our account of DMT discourse
within a dispositive to the sort of ethics that interested
Foucault? The short answer in one word; freedom. We will
explain.

Let us take it that what Foucault means by ‘technologies of
the self is essentially self-constitution through practices of
freedom. We now have two things to reconcile, what we
might call the techniques of domination, the strategies and
tactics of the ‘dispositif’ that provides the historical and
immanent context for understanding the ‘how’ and ‘why’
of DMT discourse; and the practices of freedom we refer to
as ‘technologies of the self’ that have a positive influence
on promoting the interests of the pharmaceutical industry.
The ‘technologies of the self we refer to are in a sense
practices of freedom, but at the same time they involve self-
transformation into the subjectivities we have described. With
this, we arrive at a Foucauldian paradox. For Foucault, the
self is not an objective entity standing outside the discourses
in which it is constituted, but a political and therefore ethical
entity. Therefore, those we have called NOLs are engaged in
activities and practices that are conditioned by the power
relations and much else that are the elements of the dispositif
that produces, reproduces, develops, regulates, advances
and promotes DMT discourse.

However, the subjectivities to which we refer, following
Foucault’s later work, involve a notion of the subject that
is capable of self-transformation. The paradox we engage
with therefore is that of accepting that strategies and tactics
of domination that are entirely compatible with a self that
has the capacity for self-transformation. This works to the
advantage of the pharmaceutical companies to the extent
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that the subjectivities of nurses, as well as physicians and
people with MS are constituted by DMT discourse, but this
also leaves open the potential for commitments, actions and
consequences that will provide alternative forms of self-
transformation. In his later writings, Foucault takes us some
way towards overcoming the paradox of domination with
freedom, but we still have conceptual work to do to reconcile
his archeological and genealogical studies with his ethics.

We claim that Foucault's notions of ‘dispositif and
‘technologies of the self’ give us indispensable conceptual,
political and ethical resources in which to research what
would be unsaid about the contemporary management
and treatment of people with MS. Foucault stimulates us to
research neurological, nursing, and self-care practices to
begin to understand how and where the ideas come from that
support the ascendancy and dominance of DMT discourse.
We claim no privilege for our perspective. We steer clear of
any totalizing notions. We have no grand narrative to relate,
no definitive answers to the problematizations we have drawn
attention to; rather we seek to understand what we have
described. We problematize the subjectivities MS nurses and
MS NOLs, as well as the subjectivities of physicians and MS
patients. We encourage an agenda of seeking out the values,
interests, organizations and institutions that intertwine in
the domination and control of an important field of clinical
practice.

We therefore propose a double reading of our final quotation
from Foucault; a reading consistent with our usage of
‘technologies of the self in the sense of self-transformation in
accordance with the interests of the pharmaceutical industry,
and the more positive ethical meaning Foucault intended:
The task of testing oneself, examining oneself,
monitoring oneself in a series of clearly defined
exercises, makes the question of truth — the truth
concerning what one is, what one does, and what

one is capable of doing — central to the formation of
the ethical subject.[59 p68]

We arrive at our double reading from what we have called
the Foucauldian paradox, by reading the subjectivities of
physicians, nurses and people with MS as objects, but also
as subjects.

Conclusion

This demonstration of what MS nurses who become influential
advocates and the first line contact with MS patients do
to themselves in response to the knowledge generated by
pharmaceutical industry presence and influence, and which
in turn transforms them into instruments of persuasion and
surveillance, demonstrates the forms of power involved
in transforming nursing subjectivities into objects and
instruments of the pharmaceutical industry. Not only do such
transformations risk distorting the practice of nursing itself,
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it transforms nurses into allies, agents and marketers for the
pharmaceutical industry. The result of that transformation
raises patient motivation, compliance and adherence to
the status of a nursing imperative and displaces the caring
practices of nursing.
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