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.
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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
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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
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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.

References

1.Springer RA. Pharmaceutical industry discursives & the
subjectivities of physicians, nurses and multiple sclerosis
patients: A Foucauldian dispositive analysis. Ottawa: Library
& Archives Canada: Bibliotheque et Archives Canada, 2010.

2.Lagrange ], Ewald F, Fontana A. (eds). Michel Foucault:
Psychiatric power. Lectures at the College de France 1973-
1974. English Series Editor, Al Davidson. Translated by G
Burchell. Palgrave MacMillan, 2003.

3.Ebers GC. Preventing Multiple Sclerosis? The Lancet 2001;
357:497.

4.Munari L, Filippini G. Lack of evidence for use of glatiramer
acetate in multiple sclerosis. The Lancet Neurology
2004;3:641.

5.Goodin DS, Frohman EM, Germany GP, et al. Disease
modifying therapies in multiple sclerosis: Report of the
therapeutics and technology assessment subcommittee of
the American Academy of Neurology and the MS Council for
Clinical Practice Guidelines. Neurology 2002; 58(2):169-78.

6.Goodin DS. Disease-modifying therapy in MS: A critical
review of the literature. Part I: Analysis of clinical trial errors.
Journal of Neurology 2004; 1503: 3-11.

7.Rice GPA, Incorvaia B, Munari L, et al. Interferon in
relapsing-remitting multiple sclerosis. The Cochrane
Database of Systematic Reviews 2001; 4: CDOO202.

8.Rio J, Nos C, Tintore M, et al. Defining the response to
interferon —B in relapsing-remitting multiple sclerosis
patients. Annals of Neurology 2006; 59: 344-52.

9.Caon C, Din M, Ching W, et al. Clinical course after
change of immunomodulating therapy in relapsing-remitting
MS. European Journal of Neurology 2006; 13: 471-74.

10.Chaudhuri A. Interferon beta, progressive MS, and brain
atrophy. The Lancet Neurology 2005; 4(4):208-9.

11.Filippini G, Munari L, Incorvaia B, et al. Interferons in
relapsing remitting multiple sclerosis: A systematic review.
The Lancet 2003; 362: 545-52.

12.Munari L, Lovati R, & Boiko A. Therapy with glatiramer
acetate for multiple sclerosis. Cochrane Library 2004;1:1-25.

APORIA 29



13.Pittock SJ, Mayr WT, McClelland RL, et al. Change in MS-
related disability in a population-based cohort. Neurology
2004; 62(1):51-5

14.Bussolini J. What is dispositive? Foucualt Studies, 2010;
85-106.

15.Foucault M. The confession of the flesh. In Colin Gordon
(ed). Power/knowledge: Selected interviews & other writings
1972-1977. The Harvester Press; 1980; 194-228.

16.Canada’s Research Based Pharmaceutical Companies
(Rx&D). Code of ethical practices, Integrity, Trust. 55 Metcalfe
Street, Suite 1220. Ottawa, ON, K1P 6L5; 2010. Retrieved
from https://www.canadapharma.org/en/default.aspx.

17.Brett AS, Burr W, Moloo J. Are gifts from pharmaceutical
companies ethically problematic?  Archives Internal
Medicine, 2003; 163: 2213-8.

18.Brody H. The company we keep: why physicians should
refuse to see pharmaceutical representatives. Annals of
Family Medicine, 2005; 3(1):82-6.

19.Katz D, Caplan AL, Merz JF. All Gifts large and small: toward
an understanding of the ethics of pharmaceutical industry gift
giving. American Journal of Bioethics 2003;3(3):39-47.

20.Schafer A. Biomedical conflicts of interest: a defense of the
sequestration thesis- learning from the cases of Nancy Oliveri
and David Healy. Journal of Medical Ethics 2004;30:8-24.

21.Hanley G, Morgan S. Chronic catastrophes: exploring the
concentration and sustained nature of ambulatory prescription
drug expenditures in the population of British Columbia,
Canada. Social Science & Medicine 2009;68(5):919.

22. Angell M. The truth about the drug companies. Random
House: New York, 2004.

23.Brennan, T.A., Rothman, D.J., Blank L., Blumenthal, D,
Chimonas, S.C. & Cohen, JJ. et al. (2006) Health industry
practices that create conflicts of interest: A policy proposal
for academic medical centers. JAMA, 295(4), 429-433.

24.Landefeld CS, Steinman MA. The Neurontin legacy —
marketing through misinformation and manipulation. New
England Journal of Medicine 2009;360(2):103-6.

25.Springer RA. Pharmaceutical industry discursives and
the marketization of nursing work: a case example. Nursing
Philosophy. 2011; 12(3):214-28.

26.Brownlee S. Overtreated: Why too much medicine is
making us sicker and poorer. Bloomsbury: New York, 2007.

27.Campbell EG. Doctors and drug companies — scrutinizing

2013:Vol.5, Numéro 1/Vol.5, Issue 1

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

influential relationships. New England Journal of Medicine.
2007; 357(18):1796-7.

28.Drews J. Drug Research: Between Ethical Demands and
Economic Constraints. In MA Santoro and TM Gorrie — Ethics
and the Pharmaceutical Industry, Part I. Cambridge, UK:
Cambridge University Press, 2005; 36.

29.Kassirer JP. On the take: How America’s complicity with
big business can endanger your health. New York: Oxford
University Press, 2005.

30.Komesaroff PA, Kerridge IH. Ethical issues concerning
the relationships between medical practitioners and the
pharmaceutical industry. The Medical Journal of Australia
2002;176(3):118-21.

31.Morgan S. Ethics, Public Policy and the Pharmaceutical
Industry - The Sheldon Chumir Foundation For Ethics in
Leadership — Public Forum — Calgary, Alberta, November 2;
2005.

32.Moynihan R, Cassels A. Selling sickness: How the world’s
biggest pharmaceutical companies are turning us all into
patients. Greystone Books. Vancouver, Toronto: Douglas &
Mclintyre Publishing Group, 2005.

33.Mintzes B, Moynihan R. Sex lies and pharmaceuticals:
How drug companies plan to profit from female sexual
dysfunction. Vancouver, Toronto, Berkeley: Greystone Books
D & M Publishers Inc., 2010.

34.Mintzes B, Lexchin J. Do higher drug costs lead to better
health? Canadian Journal of Clinical Pharmacology. 2005;
12(1):22-7.

35.Robinson J. Prescription games: Money, ego and power
inside the global pharmaceutical industry. London: Simon &
Shuster, A Viacom Company, 2001.

36.Steinman MA, Baron RB. Is continuing medical education
a drug-promotion tool? Canadian Family Physician
2007;53:1650-3.

37.Turner EH, Matthews AM, Linardatos E, Tell R A, &
Rosenthal R. Selective publication of antidepressant trials
and its influence on apparent efficacy. The New England
Journal of Medicine 2008; 358(3):252-60.

38.Williams S J, Gabe J, Davis P. (eds). Pharmaceuticals and
society: Critical discourses and debates. West Sussex, UK:
Wiley-Blackwell, 2009

39.Jutel A, Menkes DB. Soft targets: Nurses and the
pharmaceutical industry. PLoS Medicine. 2008; 5(2):0193-
0198.

APORIA 30



40.Kmietowicz Z. Drug company influence extends to
nurses, pharmacists, and patient groups. British Medical
Journal 2004; 329:1206.

41.Crock E. Ethics of pharmaceutical company relationships
with the nursing profession: No free lunch... and no more
pens? Contemporary Nurse 2009; 33(2): 202-9.

42.Lakeman R. Mental health nursing is not for sale:
rethinking nursing’s relationship with the pharmaceutical
industry. Journal of Psychiatric and Mental Health Nursing.
2010; 17:172-7.

43.Beauchamp T, Childress JF. Principles of biomedical ethics
(6th ed). New York: Oxford University Press, 2009.

44.Latimer J. Organizing context: Nurses’ assessments of
older people in an acute medical unit. Nursing Inquiry 1998;
5:43-57.

45.Foucault M. Afterword: The subject and power. In Hubert
L. Dreyfus and Paul Rabinow (eds). In M Foucault, Beyond
Structuralism and Hermeneutics. Chicago: The University of
Chicago Press, 1982.

46.Roberts M. The production of the psychiatric subject:
power, knowledge and Michel Foucault. Nursing Philosophy
2005; 6:33-42.

47 Weedon C. Feminist practice & poststructuralist theory.
Oxford: Basil Blackwell, 1987.

48.Akerstrom Andersen N. Discursive analytical strategies:
Understanding Foucault, Koselleck, Laclau, Luhmann.
Bristol: The Policy Press; 2003.

49.Foucault M. The order of things: archaeology of the
human sciences. New York: Vintage Books, 1994.

50.Foucault, M., Prison talk. In Colin Gordon (editor). Power/
knowledge: Selected interviews and other writings 1972-
1977. Briton: The Harvester Press, 1980; 37-54.

51.Foucault M. Two Lectures. In Colin Gordon (editor).
Power/knowledge: Selected interviews and other writings
1972-1977. Brighton: The Harvester Press, 1980; 78-108.

52.Foucault M. Collloqui con Foucault. Interview with
Duccio Trombadori (ltalian). Translated from Italian by R.
James Goldstein and James Casaito as Remarks on Marx
(NY: Semiotext (e));1978. Retrieved from http://www.csun.
ed/~hfspc002/fouc.B4.html

53.Pearsall J. (ed). Concise Oxford English Dictionary. Tenth
Edition, Revised. Oxford: Oxford University Press, 2002.

54.Rose N. Investigating Our Selves: Psychology, Power and

2013:Vol.5, Numéro 1/Vol.5, Issue 1

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

Personhood. Cambridge: Cambridge University Press, 1992.

55.Foucault M. The Archaeology of Knowledge. Translated
from the French by A. M. Sheridan Smith. New York: Pantheon
Books, A Division of Random House, 1972.

56.Foucault M. The Birth of the Clinic: Archaeology of
Medical Perception. New York: Pantheon Books. A Division
of Random House, 1973.

57.Costello K, Halper J. Multiple Sclerosis: Key issues in
nursing management — adherence, cognitive function,
quality of life, 2nd ed. Bioscience Communications, 2004.

58.Purkis M.E. The “social determinants” of practice?
A critical analysis of the discourse of health promotion.
Canadian Journal of Nursing Research 1997; 29(1):47-62.

59.Foucault M. The history of sexuality, Volume 3: The care
of the self. London: Penguin Books, 1984.

Contact Information for Authors:

Rusla Anne Springer, RN, Ph.D., MSCN (Multiple Sclerosis
Certified Nurse)

Assistant Professor

University of Saskatchewan

1121 College Drive, Rm 309-St. Andrew’s College Building,
Saskatoon, Saskatchewan, S7TN OW3

Canada

Email: ra.springer@usask.ca

Michael E. Clinton, RN, Ph.D.
Full Professor

American University of Beirut
School of Nursing

APORIA 31



