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1. Introduction 

We must transform the field of social institutions into a field of experimentation, in order to determine 

which levers to turn and which bolts to loosen in order to bring about the desired effects. It is indeed 

important to undertake a campaign of decentralisation, for example, in order to bring the users closer 

to the decision making centers on which they depend, and to tie them into the decision making process, 

avoiding the type of great, globalizing integration that leave people in complete ignorance about the 

conditions of particular judgements. We must then multiply these experiments wherever possible on the 

particularly important and interesting terrain of the social, considering that an entire institutional 

system, now fragile, will probably undergo a restructuring from top to bottom. On the other hand – 

and it is a nodal point – there would be a considerable amount of work to do in order to 

renovate the conceptual categories that inspire our way of approaching all of these 

problems of social guaranties and of security…  

As for the intellectual deficiency that I have just outlined, one may well wonder from where new forms 

of analysis, new conceptual frameworks, will spring.  

(Foucault, 2003[1983]: 70-71 – emphasis added)1 

 

In my master‟s thesis2 I developed an epistemological vantage point for a critique of reason. The 

idea was a response to the Kantian problem of critique: when we want to direct a critique towards 

                                                 
1 References will appear in the form author and year in parentheses (Author Year). At times, I will put the 
year of the original publication in brackets (Author Year[Original Year]). If the reader is familiar with the 
works of an author, it is more convenient when one is able to see immediately what particular text in the 
literary activity being cited. It can also be useful to know straight away when the text in question was written 
and published for the first time. This may be relevant if for instance the text dates back to 1865. The 
periodisation of Foucault‟s works has at times been a disputed matter, which is why it can be of interest for 
the reader to be able to see immediately which particular text in the literary activities is quoted. In some cases 
the work has two different original years of publication, for instance if a work has been re-edited and 
additional material added. In these cases the references appear as such: (Author Year[First Original Year of 
Publication/Second Original Year of Publication]), for example (Canguilhem 1998[1943/1966]). 
2 The thesis was deposited at the Department of Philosophy and History of Ideas, Aarhus University, 2006. 
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reason, we are faced with the problem that it is reason itself that performs this critique (Kant 

2002[1781/1787]); the same problem occurs when a police department itself handles complaints 

about the police. Reason usually has no problem agreeing with itself that it is reasonable. A possible 

solution to this condition of immanence is to develop a strategy for performing an immanent 

critique (Turetzky 1989). For example, sociologists have made crises and pathologies constitute the 

point of departure for a critique of society (The Frankfurt School, Honneth 2009) – a society of 

which the social scientist is part. The core of the idea is to analyse the phenomena in the world that 

vis-à-vis common social norms behave unreasonably and use their seeming unreasonableness to 

characterise the form of reason prevailing at a given point in time and within given circumstances. 

My master‟s thesis was an investigation of the critical potential of madness through an analysis of 

Michel Foucault‟s works on madness and abnormality. I took as my vantage point a debate between 

Foucault and Jacques Derrida, who had launched a critique of this idea (Derrida 2002[1965], 

Foucault 2001[1972]). During this work, I also discovered the importance of Georges Canguilhem.  

 

My thesis was not designed to be used in empirical research – it was not a matter of 

characterising a given culture by analysing psychiatric patients to discover which kind of reason 

prevails within a given cultural practice. The thesis was much more abstract. It was about the 

epistemological and methodological problems involved in this kind of strategy. All manifestations 

of madness are relative to the institutional context and to the knowledge-practices that define the 

pathological traits. This is not necessarily a problem, however, because any critical investigation is 

relative to the situation and circumstances. It is not a problem that a given cultural context „stamps 

out‟ certain behaviours as abnormal and mad, because it is precisely the rationality of this cultural 

context, these specific practices and institutions, that is interesting to diagnose. In any other culture, 

the specific manifestations of madness may well have appeared differently. The problem is that the 

strategy demands a great deal from the specific diagnosis that one would choose to focus on. There 

would have to be a link between the pathological traits of the particular kind of madness and the 

rationality, which prevails in a specific cultural context. Moreover, why is madness a privileged 

vantage point – why not diseases more broadly? Georges Canguilhem raised this question in The 

Normal and the Pathological, and it stayed with me (Canguilhem 1998[1943/1966]: 118).  
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What would such an analysis look like if it were transformed into empirical research? Many 

studies have applied this logic – implicitly or explicitly. We could argue that psychology is nothing 

but the study of mental pathologies, which has resulted in knowledge of normal behavioural and 

cognitive functions (Rose 1985: 3). We have norms for attention because we are familiar with 

attention deficit disorders and knowledge of memory because dementia directs our awareness 

towards our own memory deficiencies. 

In studying the psychology of the individual, sleep, madness, delirium, somnambulism, hallucination 

offer a far more favourable field of experience than the normal state. Phenomena which in the normal 

state are almost effaced because of their tenuousness appear more palpable in extraordinary crises 

because they are exaggerated … human psychology will have to be constructed by studying the madness 

of mankind, the dreams and hallucinations to be found on every page of the history of the human 

spirit (Ernest Renan quoted in Canguilhem 1998[1943/1966]: 44-45). 

At the time when I devised the Ph.D. project application, I was struck by the increasing number of 

television shows that focussed on lifestyle issues and obesity. At the same time, a number of health 

political debates focussed on the risks of lifestyle diseases, along with the costs and responsibilities 

that come along with them. I decided to apply my newly developed analytical strategy in an 

empirical setup to determine whether this approach could be applied on a broader, societal scale. 

Would it be possible to characterise contemporary norms of lifestyle by conducting research on 

lifestyle diseases? What might lifestyle diseases tell us about current trends and norms about 

health?3 How could these philosophical speculations be designed and applied in empirical research? 

The problem, of course, is that it is difficult to characterise contemporary norms about health and 

styles of living based on the study of one specific disease. However, I chose to focus on type 2 

diabetes, since this condition seemed to be on everybody‟s lips – in health politics, the media and 

public debate. It was often used as a standard, catastrophic illness that could arise if people did not 

                                                 
3 I am greatly inspired by Jens Erik Kristensen and Lars-Henrik Schmidt‟s works that draw on Marx, Freud, 
Nietzsche and Foucault (Schmidt & Kristensen 2004[1986]), and the research programme „Educational 
Diagnosis of the Contemporary‟ at the Danish School of Education – Aarhus University. Members of this 
research community in various ways provide analyses of the contemporary (Kristensen 2008). 
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begin to live in a healthy manner. Moreover, being a type 1 diabetic myself, I had firsthand 

experience with certain aspects of the disease. Living healthily, of course, is a polemical idea, 

because what does it mean to live healthily? Specific conceptions of health have been problematised 

in social science studies that investigate health and illness. Sociological, educational and 

anthropological research into both illness and health has pointed out some of the problems that are 

attached to the concept of a lifestyle disease. It blames the victim, individualising and stigmatising 

these individuals. I was not interested in doing a classic anthropological study of how patients 

accept and transform their patient identity through their everyday practices, nor with directing a 

critique at medicine for being dehumanising towards, and objectivising and generalising about 

patients. Rather, because there is a similarity between the lifestyle changes that diabetics are 

recommended to adopt and the lifestyle changes that are generally emphasised as healthy, I thought 

that it would be possible to investigate how diabetics live and manage their condition so that I 

might learn how people in general could benefit from these practices. The similarity I am talking 

about is concerned with obesity, which is the major impact factor correlated with type 2 diabetes 

(Greenway & Cefalu 2008). I thought that perhaps it would be possible to characterise 

contemporary norms of health and lifestyle, and to learn whether, and by what means, such 

individuals manage to change their lifestyle, so that this knowledge could be converted into a 

generalised knowledge of lifestyle changes, relevant for health promotion and disease prevention 

throughout the wider society. That was the initial plan. 

 

I needed to elaborate the strategy and the argument that would legitimise its use and to 

design concrete investigative methods, so that they could be applied to the case of type 2 diabetes 

specifically, rather than other phenomena. Are there any specific methodological and theoretical 

reservations that must be made in the case of lifestyle diseases? Moreover, what does it mean that it 

is type 2 diabetes and no other lifestyle disease that I have chosen to study? Another problem in 

this respect is concerned with the utilisation of the methodological strategy. If I will not be able to 

characterise contemporary lifestyle norms appropriately, does this relate to the methodological 

strategy, with the concrete methods used, or with the application of the strategy and methods? The 

dissertation begins with a field description of type 2 diabetes and the educational practices found 
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here. Next, it provides an elaborate argument for the specific epistemological strategy described 

tentatively above. It introduces the problem of lifestyle diseases and the various perspectives that 

are mobilised as a response to this problem. After this, follows an attempt to transform this strategy 

into a social science method (participant observation and interviews), with which to investigate the 

practices of the self among the diabetics, as well as the educational practices that are employed by 

both a hospital and the political authorities in an attempt to change the diabetics‟ lifestyle. In the 

last part of the dissertation, I provide an analysis of the empirical material derived from these 

investigations in light of the above-mentioned patho-epistemological strategy. 

 

Thus, an additional aim of the dissertation is to examine the relation between philosophy and 

empirical research. I aim to investigate whether the above-mentioned particular approach to the 

epistemological problem can be applied as a specific methodological strategy when conducting 

qualitative, empirical research. Hastrup quotes Pocock noting that anthropology is an empirical 

philosophy (Hastrup 2003: 17), a statement that I begin to see the truth in more and more. At any 

rate, this relation between philosophy and empirical, social science constitutes a tension in the 

present work.  

 

In conducting my research I have thus had to balance (at least) two different theoretical 

positions. One is that of a social scientist, doing a kind of sociology of education and illness, and trying to 

treat the qualitative research methods appropriately, and at the same time trying, as a philosopher of 

medicine or education, to see whether this empirical work would generate a solution to the problem 

concerning reason and critique mentioned above. Thus, I had to proper use the methods as a social 

scientist, i.e. to ensure that the diversity of educational and diabetic practices was properly 

illustrated. In addition, I needed to ensure that the empirical work was properly conducted, and that 

the design of the study would generate answers to the questions posed. At the same time, the goal 

of the investigations was to determine whether it would be possible to characterise contemporary 

lifestyle norms indirectly by studying the lives of those suffering from a lifestyle disease. Thus, I 

heard the answers from the diabetics who were interviewed in my capacity as a social scientist but, 

at the same time, as responses to an epistemological question: whether and to what extent it would 
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be possible to characterise common norms regarding lifestyle by investigating those individuals 

whose lifestyles are deemed unhealthy by public opinion. I thus heard the answers partly as 

concrete responses to my questions concerning their lives as diabetics, and partly as responses to 

whether and how this approach, this strategy, could reveal something about general, non-diabetic 

norms of health and lifestyle; to characterise the rationality with which contemporary society and 

science meet type 2 diabetes. Therefore, it also has been difficult for me to state explicitly whether I 

am practicing a kind of philosophy (of medicine or education), a kind of educational research (in 

health or medicine), or a kind of anthropology or sociology (of illness, health or medicine). 

However, it is clear that I have conducted a qualitative empirical research, but at the same time that 

I have benefitted from my philosophical background, which is easily seen from the fact that I care 

about the epistemological foundation of social science methodology, as well as from my choices of 

literature. I have this philosophical habit of meticulously elaborating and explaining the arguments 

in old texts, rather than trusting the newest articles, which often appear to be without historical 

awareness of their origin. To the extent that I remain a philosopher, I draw on a tradition of French 

Historical Epistemology (which does not imply that I am a historian, but rather that the concepts 

we make use of in order to grasp the world are historically and practically constituted, cf. Yves 

Gingras 2010 and Uffe Juul Jensen 1986[1983], 2005). However, this claim also appears in various 

other shapes in other philosophical positions (Pragmatism, Phenomenology, Dialectics, Critical 

Theory, and Hermeneutics, disregarding for the moment these positions‟ individual differences), 

and is thus not exclusive to French Historical Epistemology. 

 

Thus, Foucault‟s work plays an important role in the dissertation, but not in the same way 

that it has been put to use in health, social and educational research over the past twenty years. 

First, my dissertation is not an analysis concerned primarily with demonstrating that there is power 

in liberal and democratic practices of care and security. Governmentality analyses in the past have 

been numerous, all of them demonstrating that there is power in the practices that we normally 

think of as liberal, educational and democratic (Cruikshank 1999, Dean 2006, Rose 1999[1989] 

2003, 2007). These insights have been demonstrated with great profundity and elegance, but it 

would hardly be original of me to repeat them in yet another empirical study. By now we are well 
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aware that striving towards an ideal involves methods with which to govern oneself; that thinking 

about the self as an independent agent consequently places responsibility for mistakes one makes 

on the individual him- or herself. With Foucault, it has been possible to demonstrate that in the 

name of freedom, the responsibility of health and well-being has been transferred from a State level 

to an individual level and that we are „obliged to be free‟, to use an expression from Nikolas Rose 

(1999[1989]: 217).4 

 

Moreover, there is an aspect of Foucault‟s work, which is often downgraded when power is 

the dominant topic. The History of Madness (2006[1961/1972]), for example, is not primarily a 

history of an excluding kind of power. Rather, it is an account describing a specific kind of 

knowledge that was constituted through practices of exclusion. It offers a historical, scientific 

perspective, i.e. that psychiatric knowledge was constituted through an alienation of certain 

individuals, who then, as a consequence of this alienation, stood out as „objects‟ for this kind of 

knowledge. The „excommunication‟ was first a feature of knowledge, and only secondarily (and 

consequently) a power perspective. Likewise, in Discipline and Punish (Foucault 1991[1975]), the 

focus is on the function of a specific kind of knowledge that was individualising and optimising, 

that parcelled reality into disciplines, and created statistical norms when various disciplines were 

correlated. The function of this kind of knowledge is normalising, whereby the power perspective 

stands out visibly as a consequence. From my point of view, however, this is not the most 

interesting aspect of the book. The Birth of the Clinic (Foucault 2010[1963]), for example, is likewise 

first concerned with knowledge; it gives an account of how „the medical gaze‟ that was necessary in 

                                                 
4 It is not Foucault, by the way, who has developed this view on power. It is apparent in Rousseau‟s Emile or of 
Education from 1761[1961], as well as in Norbert Elias‟ The Civilizing Process from 1939. It is the same force 
that, according to Norbert Elias, keeps the individuals of society from committing adultery: freedom. It is 
because of the shame and embarrassment that follows from adultery that the individuals restrain themselves. 
In the middle ages it was the right of the husband that enforced the holy matrimony – but later on this 
arrangement was not enforced by rights, but rather by self-discipline. Elias quotes Madame de la Fayette‟s 
novel La princesse de la Clèves where the husband says to his wife: “by leaving you your liberty, I set you 
narrower limits than I could enforce [myself]” (Elias 2000[1939]: 155). With the power to liberate oneself 
comes the power to restrain oneself, to discipline oneself. It is this curious link between freedom and power 
that Foucault refers to with the term „governmentality‟ in the lectures Security, Territory, Population (2007, 
chapters 4 and 5) and in „The Subject and Power‟ (Foucault 1982[1983]), and which Nikolas Rose investigates 
in Powers of Freedom (Rose 2007[1999]) and Governing the Soul (1999[1989]). 



 

16 

order to observe diseases appeared in medical practice, as well as how the object of medical 

knowledge was subsequently shaped. Thus, we see that the power perspective in Foucault is 

secondary to a history of science, which is primary, although, of course, it does not really make 

sense to tell the two perspectives apart, since they are conjoined in the discursive and non-

discursive practices that Foucault analysed. However, in my opinion there has been a trend the past 

twenty years to downplay the knowledge perspective in Foucault at the cost of the power 

perspective, probably because he has been successfully appropriated by social science, and because 

to most people power resonates as something more dangerous and exciting than knowledge.  

 

Furthermore, I was moved by what seemed to be a turn towards educational and pedagogical 

issues late in Foucault‟s literary activities. The Hermeneutics of the Subject (2006[1961/1972]), The Use of 

Pleasures (1992[1984]), and The Care for the Self (1990[1984]) are not so much concerned with ethical 

issues as with educational practices (which, of course, necessarily have ethical implications). The 

practices and technologies of the self seek to teach the individual to care for the self, and to use 

pleasure carefully (self-mastery). The constitution of an ethical subject is a pedagogical task (Besley 

& Peters 2007, Coveney 1998, Hermann 2000, Masschelein 2006). Thus, to me, the so-called ethical 

turn in late Foucault was a somewhat misleading idea. What happened is not that he took an 

interest in ethics, contrary to politics and technology, but rather in how an ethical subject is 

constituted, i.e. he was analysing the techniques and practices that were used in an attempt to learn 

to care for the self, in the formation of the self. It was not ethical principles or criteria, but rather 

directions and rules of conduct, and the practical, educational function of them. In my reading, this 

is the main focus of the late works from the 1980s. As Foucault writes, the care for, or the 

formation of the self, is precisely a practice that constitutes the point where ethics and politics meet 

(Foucault 2005: 252). This differs from Rose‟s concept of „ethopolitics‟ (Rose 2007: 97), but not 

much. Thus, in processes of subjectification, power and knowledge are combined. In debates 

within education, however, only the power perspective is heard, and quite often dismissed. 

However, it would be naïve to both disregard the political function of educational practices and to 

ignore the work that the self performs on the self in a formative practice. It is precisely a 

government of self and of others (Foucault 2010). What is important here is Foucault‟s insistence 
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on the practical perspective. It is always, in Foucault‟s works, a question of practice. Thus, I have 

felt that it was necessary to bring out Foucault‟s „late late‟ works to analyse a specific educational 

discipline, concerning lifestyle modification – learning to live healthily in a diabetes school. 

Otherwise, it would have been too easy to focus on the normalisation that results from what 

happens when patients learn to manage their own condition. The conclusion of this dissertation 

would then have been written in advance if I had done what numerous governmentality studies 

have done before me. They say, with a reference to Foucault‟s Chapter 4 in The Will to Knowledge, 

that power cannot be possessed, and yet we are always led to suspect that some agency, some 

cunning institution, is lurking behind the scene, taking advantage of the situation. On several 

occasions in Hermeneutics, Foucault aligns himself with the Enlightenment tradition that extends 

from Kant, Hegel, Schopenhauer, Nietzsche, and Stirner (Foucault 2005: 28, 251), and situates „the 

culture of the self‟ between a technical pedagogy, on the one hand, and a paideia or self-formation, 

on the other. Importantly, though, he is interested in the practices and techniques that people put to 

work on themselves when trying to attain freedom or salvation. As if to say that even with the most 

liberating pedagogy, there are always techniques, exercises and practices set to work in order to 

attain the goal. These practices can and should be analysed. 

It is here, I think, in the gap between „learning‟ […] and the necessity to „take care of the self”, 

between pedagogy understood as apprenticeship and this other form of culture, of paideia […], which 

revolves around what could be called the culture of the self, the formation of the self, or Selbst-Bildung 

as the Germans would say, it is in this gap, this interplay, this proximity that a number of problems 

rush in which concern […] the whole interplay between philosophy and spirituality in the ancient 

world. (Foucault 2005: 46) 

What is important in this respect is that instead of talking about an internal self that should be 

emancipated, he rather speaks of the practice of the self, the work that the self performs on the self, 

making use of certain truths. Foucault analyses the exercises that are used when individuals constitute 

themselves as ethical subjects. This is precisely, and always will be, a question of education – in 

short, of a relationship of the self to the self, and to others.  
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There is another aspect of Foucault that I would like to bring out, touched upon in the 

beginning of this chapter. To me, his works primarily constitute methods and histories of science 

(of a quite specific kind). That means it does not make sense to „use‟ Foucault in the sense of taking 

certain concepts from him and applying them in the analysis. Foucault is first a historian of science, 

and he should inspire ways of doing research, i.e. strategies, rather than providing a conceptual framework 

to be operationalised. This is what I have tried to bring with me from my above mentioned thesis. 

It also answers the question. „Does it make sense to use Foucault in contemporary empirical 

research, when Foucault was actually a historian?‟ The answer is that it makes sense with the 

perspective that I have tried to bring out above, i.e. the strategy of letting pathology be the source 

of knowledge. This is one of the most central methods that Foucault used when analysing his 

historical material. When he was interested in reason, he directed his attention to forms of madness; 

when he analysed medical knowledge, he would show how death became the epistemological 

vantage point. The question is whether it makes sense to use this approach in the case of norms of 

lifestyle, even though the field of investigation is not historical, but rather consists of contemporary 

diabetes practices.  

 

In Foucault‟s analyses in the The Hermeneutics of the Subject (2006[1961/1972]), I nevertheless 

observe certain concepts that he took from the Greek and Roman philosophers. Foucault‟s analyses 

of Epicurean, Stoic, and Cynic exercises, ascetics and techniques of life, proved valuable for 

opening up an educational perspective on the diabetics. My analysis in this respect should not be 

understood as a strict application of certain concepts, which date back to the 1st and 2st centuries 

A.D., to contemporary diabetes practices, as if these practices could have been the same. The 

ascetics of the Hellenic period made sense in a world where death, suffering and misfortune were 

ordinary daily events. The ascetic exercises were constructed to meet a world in which survival until 

old age was an extraordinary occurrence. I am not, under any circumstances, arguing that what we 

see in the diabetics is really the same as what happened in the Stoic practices of the self. That would 

be naïve at best. I am hoping, however, that the abstract or principle idea of using technical 

exercises to work on the formation of the self, to shape and strengthen life through the use of 

exercises, and to regard oneself, not just as an object of a true discourse, but also a subject, who is 
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changed through the work one performs on oneself, makes sense in the context of type 2 diabetes. 

One must remember that Foucault‟s work is also and at the same time a history of the present. I 

realise, perhaps too late, that it may seem an untimely sarcasm to talk about ascetic exercises when 

dealing with type 2 diabetes, considering the fact that dietary moderation plays such an important 

role in the treatment of this condition. This was not intended as a provocation, although to some it 

may appear so. 

 

I wish to emphasise that what seems to be a dichotomy between reason and madness, the 

normal and the pathological, is not to be understood as a contradiction. It is not a dialectical pair. 

The problem is immanence, meaning that there is no external position to be found to either reason 

or normality. This point is easily illustrated with a normal distribution. There is no normal to be 

found in an a priori sense contrary to some other being, which is abnormal. The norm is a result of 

a primary diversity, which at any given point is random. That is, the extreme abnormal observations 

are equally important compared with the most frequent and statistically average observations, when 

a statistician determines a normal value. The normal is dependent upon a primordial variation. If, in 

a given group, the average height is 1.80 meters, and the two extreme deviances from the norm are 

1.57 and 2.08, then this norm is only achieved as a result of both the most average as well as the 

abnormal occurrences. In a group of basket ball players the norm would be different. Thus, a norm 

is a relational measure, and it is constituted by the diversity of players in the field, so to speak. But 

the game changes all the time. It thus follows that the abnormal does not contradict the normal, but 

is a part of the variation on the basis of which the norm is founded; as Foucault says in The Birth of 

the Clinic with a reference to Bîchat, „[d]isease is a deviation within life‟ (Foucault 2010[1963]: 188 – 

emphasis added). It is precisely an occurrence within life and not a logical contradiction to it. At the 

same time, disease in fact opposes life – and this rupture is the reason for its capacity to reveal the 

norms of life. It will be important to consider this idea of opposition or rupture, as different from 

negativity or contradiction, which will be clear when we turn to an analysis of Canguilhem. The 

same holds for madness and reason. The problem is exactly that there is no external point of view 

from which the normal and the abnormal can be determined. It is bound to be immanently 

determined. The advantage of the diversity, then, is that abnormal creatures tend to attract 
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attention. They tend, due to their monstrosity, to stand out visibly, whereas the norm is not easily 

visible, precisely because of its normality.  

 

The reason for the above manoeuvre is that I take reflectivity to be a vain idea. I simply do 

not trust a methodology that hinges on reflection. I would feel much more comfortable knowing 

that it is monstrosity and the pathological that generates knowledge, and not the so-called critical 

reflectivity of a researcher.5 It is the pathological that is capable of shattering the image we have of 

our selves, not our own mind regarding itself. Thus, the play of the abnormal and the normal 

should not be understood as a dialectical, reflective process, simply because their difference is not 

understood as a contradiction. The abnormal is not in an external opposition to or outside of the 

normal. It is always part of the normal itself but with the additional capacity to stand out visibly and 

lead the attention of the normal on to the normal itself. The advantage is that we do not have to 

rely on the critical, reflective capacity of the scientist‟s mind. 

 

This dissertation‟s purpose, then, is to provide an analysis of current lifestyle and health 

norms via the case of type 2 diabetes. I have focused primarily on the ways the diabetics practise 

themselves, their reports about tensions, difficulties, and changes that the condition has brought 

about in the way they lead their lives. In addition, the focus has been on how they make use of the 

recommendations and teachings from the various educational activities provided by the local 

authorities and the hospital. There is then a tension in the dissertation between the specificities 

concerning the diagnosis on the one hand and the general lifestyle norms that are portrayed in this 

specific case. One interesting phenomenon of which I have become aware is the play of awareness 

and unawareness among diabetics, which is discussed in relation to the methodological approach. 

Diabetes may be a central health political concern, and be spoken of as a major risk to the health of 

the population. Nevertheless, this is not necessarily paralleled by the same awareness of suffering in 

the individual diabetic. Even though they are well aware of the stigmatised position they are in as 

obese individuals with type 2 diabetes, they are not necessarily similarly marked by feelings of 

suffering because of their diagnosis. Many diabetics do not report any significant symptoms, and 

                                                 
5 Of course, this should be understood at the level of methodology, and not at a general level. 
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they think of themselves as normal. They feel only a responsibility to be a bit more aware of what 

they eat, so they try to eat more healthily and moderate the intake of sugar and sweets. Yet many of 

them claim to have changed hardly anything. Therefore, the highly contested and stigmatised role 

that type 2 diabetes experiences on a political level is paralleled with a quite moderate attitude in the 

diabetics on an individual level. I have encountered this dilemma when utilising the above described 

epistemological strategy. Is the seemingly normal attitude in diabetics a problem, when the strategy 

presupposes cases of abnormality and pathology? 
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2. Introduction to the Field of Research 

2.1. Type 2 Diabetes and Lifestyle 
 

This chapter provides an introduction to the field of diabetes education into which I have 

conducted empirical research. Various questions arise here, but these are not to be understood as 

research questions. Rather, they are to be understood as questions that have been raised by health 

professionals and diabetics in conversation with me, in scientific literature on diabetes, lifestyle and 

education, as well as the current, public and political debates about health and lifestyle. The purpose 

of these various questions is thus not to focus the analysis of the empirical material, but rather to 

broaden the understanding of and describe the context into which the empirical research has been 

conducted. Problems, issues, concerns, frustrations and reflections on many different levels are thus 

presented here. Together, these questions summarise my understanding of the field of diabetes 

education as it has been established through the empirical work that I have conducted through a 

little more than four months in 2009. Moreover, they constitute what I, inspired by Foucault, will 

call a contemporary „area of experience‟ (Foucault 1992[1984]: 23) or a „field of problematisation‟ 

(1992[1984]: 37). Some of these questions became focus points in the analysis.  

 

Diabetes and the Problem of Lifestyle – Health, Politics and 
Education 

 

The past forty years, and possibly longer, lifestyle diseases have been a source of much debate. It 

seems to be an increasing problem in all Western societies, and gradually more so in other parts of 

the world. Lifestyle diseases such as type 2 diabetes, cardiovascular diseases, and cancer thus 

constitute public health problems, because they consume resources and affect the health and well-

being of the population. These diseases have been politicised over the past forty years for several 

reasons (cf. Lars Thorup Larsen‟s dissertation 2005). The relations between the social and biological 

determinants of health and disease have been increasingly investigated, resulting in the social and 
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political dimensions of health and disease becoming one of the major centres of political attention 

(Rose 2007). Consequently, if lifestyle and social determinants are influencing the health of the 

population, then diseases are not just a „chance of nature‟, but also actually something that can be 

intervened against on individual, community, and political levels. Moreover, they are also something 

for which the victims of these diseases themselves can be blamed. The modes of government in 

public health have therefore changed (Ziguras 2004). If the health and well-being of the population 

is socially and politically codetermined, who is then to be held responsible for illnesses? Governing 

the field of health and disease, then, has shifted the focus from a State level to one encompassing 

the individual as well – governing health means acting on the ways in which people lead their lives. 

Good health can be viewed from the standpoint of ethics – i.e. of choosing a healthy lifestyle. 

Governing health thus means to guide citizens in the direction of choosing healthy modes of living 

for themselves, their families, and communities. Thus, it is not only the State that directs or 

disciplines the citizens, but rather the citizens who, at both a communal and an individual level, 

govern themselves.6 Governing health and disease depends upon a level of advanced knowledge, 

i.e. the politics of health will need to establish certain understandings, certain scientific (medical, 

legal, statistical), normative, and moral truths about the nature and spread of diseases, in order to 

„conduct the conduct‟ of the public (Rose 2007[1999]). Moreover, the politicisation of lifestyle 

diseases also reflects the economic burden of illnesses (Stearns et al. 2000, Jaarsmar 1999). Health 

services constitute a limited resource, and public demand for health grows with the advances in 

technical skills and medical research. As health is increasingly perceived as a „social right‟, instead of 

being associated with good fortune, the pressure on governments is amplified. Governments, for 

their part, try to transfer responsibility onto the level of the citizens. 

 

                                                 
6 Lars Thorup Larsen, in his dissertation, The Truth Will Set You Free (2005), reports a striking case. He 
describes how a few companies have set up a competition amongst the employees, so that each company has 
a group of contestants who are competing against the group of another company about which group can lose 
more weight. All the employees support their team, so that weight loss becomes a „sport‟ and a spectacle – a 
shared goal, and the contestants become part of the community with which everyone is fighting, instead of 
being the marginalised „fat‟ individuals to whom nobody wants to talk. The rest of the employees themselves 
become focussed on losing weight (Larsen 2005:193). 
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At the same time, public opinion differentiates amongst diseases: some diseases are 

genetically determined (which render patients morally innocent), while others are externally 

conditioned, for instance, by labour environment or geography (thus holding primarily nature, the 

government, or the employer responsible). Lifestyle diseases (hence the name), however, are 

generally perceived as being caused by life choices made by individuals and families, raising a set of 

ethical dilemmas. Is the smoker to blame if he develops lung cancer? Is the obese person to blame 

if she is diagnosed with type 2 diabetes? Are those habits morally contestable, because they 

constitute a risk to the health of the person who – knowingly – continues the unhealthy lifestyle? 

These questions are reflected in ontological and epistemological debates about the nature of 

pathology, and an awareness of the historical roots of modern medicine (Jensen 1986[1983]). The 

question of how one ought to live one‟s life is, by nature, ethical, and therefore constitutes a 

pedagogical and educational problem. To what extent should „lifestyle‟, as most other public 

phenomena, be an object of political and social regulation? Is it society‟s responsibility to enable its 

citizens to live healthily, to create the framework for making healthy choices, and to fight the 

inequality of health? Or is health essentially a private matter? These political questions demand a 

closer look at the specificity of these so-called lifestyle diseases, and the focus of the present 

dissertation is to investigate the so-called self-care practices (in a broad sense) that are designed to 

counter the problem of lifestyle diseases, focussing on the case of type 2 diabetes. 

 

Developments in the knowledge of health in the wake of World War II have pointed out 

that health and disease are not merely conditions to be understood from a strictly biological point 

of view. Or rather, if these conditions should be understood strictly biologically, our concept of 

biology needs to be revisited. Such a revisitation has been provided by Georges Canguilhem, whose 

historical-epistemological account of the life sciences has broadened and expanded the limits of 

how we think of medicine, biology, and the life sciences more broadly (Canguilhem 1988, 

2008[1965]), and the distinction between the normal and the pathological in particular (Canguilhem 

1998[1943/1966]). The work of the members of the BIOS Centre at the London School of 

Economics, lead by Professor Nikolas Rose, in many respects has continued this line of 

investigation. Medicine has never been exclusively about objective, biological facts. Only in the past 
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two hundred years of medical history, has there been a positivist dream of reaching a purely 

biological, objective certainty. Yet medicine has never been about pure biology – neither in theory, 

nor in practice (Jensen 2007). Medicine has always been concerned with the relation between the 

organism and its environment (Canguilhem 2008[1952/1965]: Chapter 5); therefore, in that sense, 

lifestyle diseases by no means constitute a new problem for medicine. Medicine has always 

prescribed certain ways of living as being therapeutic for certain conditions, both in terms of diet, 

exercise, and moral conduct. Medicine, thus, is also a practical and technical kind of knowledge 

(Cuzzani 2003) that considers the relation between certain types of behaviour, dietetics, social and 

environmental conditions, and the body (Foucault (1992[1984], 1990[1984]), 2005). 

 

Rather than describing the changed understanding of health in the post-war period as a 

raised awareness of the nature of health and diseases, as a democratisation of medicine, and a 

critical break with traditional medicine, presumably it is more rewarding to view the changes as a 

new mode of governing health and illness. In fact, the critique of medicine did not occur outside of 

medicine, as an externally motivated „anti-medicine‟ movement, but rather as a result of an 

awareness that appeared within medicine itself (Foucault 2004, Osborne 1994). The critical attitude 

was then appropriated by external forces, reappearing as a critical movement against traditional 

medical hegemony. These critical movements argued against an objectification of patients, stressing 

the legitimacy and necessity of clinical experiences and practice. Curiously, however, the new social 

movements, dating back to the anti-psychiatry movement that attempted to democratise medicine, 

were then re-appropriated by medicine, utilising the social drive of these movements to design and 

support self-care and self-management programmes in health care. It has been argued that the 

formation of patient subjectivities constitutes a subtle form of power (Armstrong 1994). Thus, it 

seems there have been several such feedback mechanisms between medicine and anti-medicine, 

where the drive in these critical, social movements has been utilised constructively by the health 

care system as a political tool to promote health. Consequently, lifestyle diseases should not be 

described within a conceptual framework of medicine or biology only, but rather as a relation 

between medicine, biology, public health, society, pedagogy and new modes of government, the 

role of the welfare state, professional expertise, and social norms. At the same time, they draw 
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attention to a psychological realm in that they are related to habits of life, taste, behaviour, needs, 

will power and motivation, and consequently to an ethical debate of „the good life‟. The diabetics 

interviewed in this project reflect these concerns on the many different layers defined above. The 

practical and institutional manifestation of these various strands is „education‟ in a broad sense – 

not just in the sense of learning a curriculum in a relatively well-determined institution such as a 

school or a university, but in a broad sense, in so far as education invokes debates and styles of 

thinking that come from psychology, sociology, and ethics. If an ethical question deals with the 

principles and reasoning of „the good life‟, education, on the other hand, is concerned with the 

practical means of reaching this goal, as well as it involves an ever-present discussion of the norms 

that form such an ideal. It is precisely in this sense that medicine has needed to bring into play a 

pedagogy of health to meet the challenges constituted by lifestyle diseases. Such a bio-pedagogy 

(Scholz 2009) is the focus of this dissertation. 

 

Although lifestyle diseases are well-understood, and in the strictly medical sense of the word 

do not necessarily constitute a scientific problem, on the other hand, the means of treatment 

constitute a field of (at least potential) conflict. As humanistic health science has so often pointed 

out, even though the causes and nature of a particular disease are well-understood, it does not 

therefore follow that the best treatment is easily derived from medical knowledge. Usually, when a 

„something‟ is difficult to grasp conceptually, methodically, theoretically, and practically, it also 

becomes the centre of scientific research. For instance, „madness‟ in the Classical Age and 

„delinquency‟, „abnormality‟, or „disease‟ in the 19th century were phenomena that were scientifically 

hard to grasp, and institutionally difficult to handle (Foucault 2003, Ljungdalh 2008). Lifestyle 

diseases are not necessarily scientifically hard to grasp in terms of method and theory, i.e. 

understanding of multiple causes. The apple of discord, however, is the dispute over how these 

diseases should be treated, and by which institutions and practices, politically and culturally. It is not 

a matter of dispute how lifestyle diseases in theory could be prevented, what the individual could do 

to reduce the risks of developing such diseases. This knowledge is ready at hand, provided by 

epidemiology and a myriad of health promoting institutions. The patients, the State, and health 

professionals all seem to be in accord when they talk about what people in general ought to do. 
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These issues are, to a large degree, matters of common sense. According to the various health 

professionals, what constitutes the problem is a certain reluctance or inability in the public and in 

patients to comply with these medical prescriptions, and furthermore how in practice these ideals 

should be accomplished (Scanlan & Blonde 2008). It is the enigmatic character of human beings, as 

well as the inert nature of habits and social practices that seem to be the problem – not just for the 

health professionals, but also for the diabetics themselves. As one diabetic says: 

Diabetic, female (42): [W]hy don‟t I just take some long walks, why don‟t I run, why don‟t I do 

more than I do? And why don‟t I stay away from red wine, cheese, and cakes – It‟s a mystery! But I 

don‟t, I haven‟t properly understood that that is what I ought to do. And you can wonder why I‟m 

like that – I do, anyways – I wonder why I‟m like that [laughs a bit] (notes: 168).7 

Furthermore, the epidemiological attention to these diseases has long ago recognised, and 

continuously demonstrates, the long list of different variables that correlate with these diseases. The 

problem is not so much to know what people ought to do, but rather to find out how the 

institutions directing, managing, and guiding these changes should work. It is not so much a 

problem of knowing the causes – rather a problem of how to bring about the desired changes in 

practice. Medicine alone cannot deal with and act upon the problem, because the environmental 

risk factors are too broad. It is a problem of demarcation, for if better self-care is known to offer a 

solution to the problem of lifestyle diseases, then how is self-care among patients and in the 

population in general promoted (Spenceley & Williams 2006, Thorne et al. 2003, Thorne & 

Paterson 2001, Wilson 2001)? Which institutions should act against the various causes of lifestyle 

diseases, when the statistical causes vary from mental strength and will power, living conditions to 

taste in food and habits? Sociology, psychology, medicine, and public health management all seem 

to provide parts of the answers, and these different rationalities are played out in various ways in all 

the institutions dealing with health and illness. Both the theoretical and practical management of 

                                                 
7 When it comes to citing the interviews and the recordings from the observations, I refer to the record of my 
empirical work. These references and the pagination are for my own reference only, since the empirical 
recordings will not be published. I will only provide examples from the empirical material for the reader to 
see that the findings are empirically grounded. All of the interviewees and the individuals who were observed 
shall remain anonymous.  
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the problem of lifestyle diseases seem to be difficult. Or rather, the efficient proliferation of self-

management and self-care techniques and practices seems to be complicated – in theory as well as 

in practice. The question is how these techniques and practices of self-care (etc.) are connected to 

the overall political will to optimise, care, secure, and improve (Feinstein 2005, Rose 1999[1989]: 

103-119, Willems 2000, Wilson 2001). 

 

In that sense, lifestyle diseases are not plain scientific entities that comprise a straightforward 

solution to how to deal with the problem. There are many different agents in the field of these 

different diseases. Is it a psychological, therapeutic intervention that is required, focusing on 

motivation (Dahlager 2005)? Is it a political question of changing the way certain risk groups live 

their lives, providing easier access to healthy choices (Grøn 2006)? Is it a sociological question of 

describing habitual practices and resistance? Is it a health educational question of empowering 

individuals and families, improving people‟s competence to act (Jensen 1997, Jensen & Simovska 

2005), or a question of enabling a better understanding of dangers, diseases, and coping strategies? 

These questions are practical problems of government. They constitute a problem, not because 

diseases are complex phenomena (which they certainly are) or because the various health care 

institutions lack theoretical understanding. Rather, they are problems because the theoretical 

understanding is so overwhelming, because a vast array of different causes has been discovered; and 

exactly because we must think in sociological, epidemiological, psychological, educational, political, 

economic, and ethical terms to fully grasp what defines a lifestyle disease. The phenomenon is, in 

this sense, overloaded with theoretical perspectives. 

 

The substantial amount of specific as well as general knowledge about diseases has led to the 

development of specific and general, practical and institutional, but also individual and lay methods 

of intervention and action. The vast amount of specific knowledge pertaining to the minute details 

of a patient‟s everyday life and the ways those specific, practical details affect people with lifestyle 

diseases is substantial. Therefore, public institutions such as hospitals have a unique opportunity to 

intervene in the everyday lives of patients, pre-patients, and citizens. The levels of intervention have 

also changed dramatically, as patients and charity organisations and the medical industry constitute 
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parts of the field of lifestyle diseases. There are parts of the everyday lives of patients of which they 

themselves are scarcely aware, but that constitute points of intervention for those who intervene in 

the name of care. Therefore, the practices of lifestyle diseases are by no means a straightforward 

phenomenon, having drawn the attention of various disciplines. This opening up of a field of 

intervention, one now accessible not simply for the priest, psychoanalyst, or the family doctor, but 

for various professions such as health educators, dieticians, doctors, nurses, physiotherapists, etc. 

makes the practices of care and self-care a complex field, and, more important, a field of conflict 

and dispute (Otto 2005, Mol 1998, Jensen 1986[1983]). It makes the field of „lifestyles‟ one of highly 

specific, social, and technological intervention – interventions that are still and continuously 

disputed and (re)shaped (Danholt 2008). 

 

The problem seems to be how best to define or demarcate a practical point of access to the 

self-care of individuals in risk groups? Does the improvement of healthy lifestyles have to do with 

emotions, of family support, with learning practical methods and coping and communication skills, 

illness identity, understanding the nature of the disease, its causes, etc.? Does it have to do with 

raising self-awareness, reflexivity, and forming a political consciousness that would enable political 

changes in the community or society more generally (Gabrielsen & Mach-Zagal 2001, Jensen 1997, 

Jensen & Simovska 2005, Schnack 1998)? Are lifestyle changes connected to knowing how the 

body reacts to certain environmental conditions, understanding what constitutes a healthy diet, etc.? 

Alternatively, is the most important and often overlooked factor that of unconscious habits, and 

the unequal structures of society shaping these habits differently? One problem is that there are 

many who claim expert knowledge, and (which amounts to the same thing) an endless flood of 

information provided by the media about scientific evidence of which products will affect the 

health of the population. Is drinking ginger tea good for your health? Is power walking? Patients 

and citizens are navigating in what seems to be an explosion of probabilities and advice from 

various scientific reports, commercial and private interests, associations, organisations, and different 

kinds of scientific and expert opinions (Mol 2008[2006]). 
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From a medical point of view, lifestyle diseases constitute an epistemological and ontological 

problem. Where do health professionals draw the line between what constitutes a medical problem 

and that which lies beyond the medical gaze? If the cause of the disease is (at least partly) to be 

found in the „style of living‟ of a particular individual, or rather, if it is statistically correlated with 

certain ways of living, how then does medicine find out exactly on which factors in the complex 

phenomenon of a „style‟ are worth focus? The National Institute of Public Health in Denmark has 

narrowed the concept of „lifestyle‟ down to essentially four dimensions: smoking, alcohol, diet, and 

exercise (The so-called KRAM factors – kost, rygning, alkohol, motion). These factors have been 

chosen, because they provide significant statistical results when correlated with various diseases and 

hospitalisation. They do not exalt the phenomenon, however, nor do they encompass all the 

variables that are correlated with health or lifestyle. What adds to the problem is that „diet‟ or 

„exercise‟, for instance, are also complex phenomena in themselves. It seems that medicine can 

offer only tentative and probable answers. This uncertainty leads health professionals to differ in 

their approaches to the problem. As a doctor said about diabetes, „Self-care and the like are fine – 

but there is only one thing that really helps: aggressive medication!‟ Other health professionals 

express the need to develop pedagogical skills, stress the emotional and social dimensions of disease 

management, etc. 

 

Self-Care 

 

To explain more precisely what this dissertation investigates, it will be necessary to focus on the 

concept of self-care. Foucault devoted a whole lecture series (1981-1982) to investigating what was 

termed „epimelaia heautou‟ (care of the self) in the 1st and 2nd centuries A.D. (Foucault 2005).  

 

The practices of the self or the practices of self-care that Foucault analyses have another 

angle as well. At the time of these lectures, there were discussions within medicine and the health 

sciences concerning „patient self-care‟. In 1977, Levin, Katz, and Holst published a book, Self-Care: 

Lay Initiatives in Health, about the topics that had been debated at the first conference held in 
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Copenhagen in 1975 concerning „self-care‟ (Levin et al. 1977). Various health disciplines were 

represented, but it was primarily a forum for medical debate. Key questions were is self-care 

dangerous (risk of wrong diagnoses and self-medication)? Does self-care entail individualism, i.e. is 

it a liberal-political attempt to „blame the victims‟ of diseases? How are the practices of self-care 

promoted, i.e. by educational means, etc.? What are the criteria for assessing self-care practices? 

Foremost, though, is self-care the way to combat the medical hegemony, the medical authority over 

patients – i.e. a practice of emancipation? 

We have neglected or have been unaware, or perhaps have avoided consideration, of the individual and 

family as a present and potential source of health expertise. There are, of course, some exceptions to 

this – for example, in the care of diabetes and, more recently, hypertension. But, by and large, our 

concentration has been on recruiting people into society‟s health care machinery, under the designated 

competent authority of physicians. At best, we appear to have lacked confidence or trust in the lay 

resource; and at the most negative extreme have denigrated lay involvement in self-care as misinformed 

and dangerous, the result of „rampant empiricism‟. (Levin et al. 1977: 3) 

Thus, self-care as a medical category became the centre of a political debate in medicine, with some 

seeing a lack of social responsibility in the promotion of self-care, and others, a gradual rise of 

patient autonomy and subjectivity (see Ziguras 2004 for a sociological-historical outline). Should 

psychiatric patients be doped and protected from themselves, or should medicine provide health 

education to empower the patients and enable them to help themselves (Ehrenberg 2004)? These 

were contemporary, political issues and, not surprisingly, Foucault indirectly addressed them 

through his works, thus relieving the notion of its highly moral, individualistic, and ideological 

sense, i.e. by questioning how self-care was practised, and how it was historically reasoned and 

understood in ancient Hellenistic practices (De Marzio 2007). 

 

The concept of „self-care‟ forms an image of an obsolete debate in medicine and nursing 

science, but at the same time, it touches on (in an even more obsolete vocabulary) fundamental, 

pedagogical issues (Hofmeyr 2006, Miller 2005, Olssen 2006, Wain 1996). Or rather, the medical 

debate from the 1970s and the pedagogical debates from the 1st and 2nd centuries A.D. share some 
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problems and questions. From the 1980s forward, the concept of self-care, within medicine and 

health science, has proliferated into many different concepts, such as self-management, self-

efficacy, coping, self-government, etc. (again, see Ziguras 2004). Basically, the same issues are at 

stake, i.e. an interdisciplinary discussion of issues central to medicine, politics, and education as 

described above. In the specific case here, self-care practices are all the various activities people and 

their relatives perform in order to shape or transform their own being, often with the purpose of 

promoting their health, happiness, and well-being. Using the word „self‟ is not to say that these 

practices are „egoistic‟ or „individual‟, or that they refer to a liberalistic, economic horizon. Caring 

for the self always implies an „other‟, or numerous others, i.e. families, patient communities, health 

professionals, a social world of norms and ideals to strive towards, etc. Although the word „self‟ is a 

bit misleading here, it should be taken as an expression of the work an individual or a community 

performs with the purpose of striving for a good life. Precisely because it refers to a „work‟, the care 

for the self is thus to be understood as a practice of the self. As such, a social world always precedes 

the individual‟s attempt to care for the self. It is precisely this „otherness‟, in the shape of 

techniques, art, knowledge, skills, norms – or more precisely „educational practices‟ that I aim to 

study. What is interesting here is to look at the practices that the individual engages in with the 

purpose of transforming the style of life, and these practices can be described variously as an art, as 

education, and as technology. The fundamental term here is „practice‟, not „self‟. The self is not 

interesting. The self, in itself, is not an entity – it is a reflexive pronoun, a movement or an activity – 

and as such it refers, at the most fundamental level, to a social world of others. When an individual 

cares for the self, this individual puts to use certain instruments in order to become something else. 

The use of these techniques, moreover, presupposes a social world of norms and practices. Thus, it 

is neither the self as an object nor a subject that is important, but rather the practice of caring for the 

self, as well as the techniques and ways of handling these that constitute the focus here. Therefore, 

rather than applying a phenomenological methodology, the backdrop of this investigation is 

pragmatism in its various philosophical and ethnographic shapes.  

 

The problem, however, with these self-care practices is that they are difficult to treat 

methodologically and methodically (Levin et al. 1977: 67). In the case of type 2 diabetes and the 



 

33 

various pedagogical activities that are established in order to encourage diabetics to change their 

way of being, it is difficult to delimit the scope of these practices. The reasons why it is desirable for 

health politicians and health professionals (or rather, society as a whole) to promote individuals‟, 

families‟ and communities‟ self-care skills are economic, political and medical. Healthy living means 

disease prevention, thereby cutting health expenses. Furthermore, if patients take responsibility for 

managing their own conditions, treatment will be more efficient. By encouraging citizens to take an 

active part in promoting their own health and well-being, the more democratic the hospital and 

public health political procedures appear to be. An overall political, educational, and medical ideal is 

to promote autonomy and active participation. Health professionals regard participation and patient 

involvement as key factors to ensure patient compliance. Compliance has been a big problem, a big 

issue in medical care. Incompliance is expensive and inefficient. If active participation 

simultaneously promotes democracy, public health, and health efficiency, then it definitely seems 

worth striving for, for hospitals and politicians alike. The various agents in the field are concerned 

with the question how this goal might be attained – i.e. how are these political ideals practised? 

They attempt to achieve this goal among others through patient networks, motivational groups, 

diabetes schools, etc. Through cooperation with patient organisations and collaboration between 

different health professions and patients and their relatives, and cooperation between the medical 

industry and others who have an interest in the choices citizens make, it seems as if the shared goal 

is to promote health. The self-care practices are situated in the middle between all these different 

interests (medical, political, economic, and educational). It seems as if there is a collaboration 

between the various agents (patients, nurses, patient organisation, the pharmaceutical industry, 

physicians, health politicians, etc.), but taking a closer look this coherence, this seemingly „shared 

goal‟ and apparent consensus, breaks down. The different agents talk about „health‟ and „healthy 

lifestyle‟, but they do not necessarily share the same definition of the words. Very different norms 

define „health‟ and good self-care practice. 

 

One of the problems in the health sciences is the broadening of the central concept of health 

to mean almost anything. It is therefore an ideal more than a concrete condition. In the absolute, or 

ideal, sense of the word, health is not attainable. It is „a something‟ that people are willing to strive 
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for in various ways, something that guides the conduct of every individual or community, but a goal 

that keeps moving away in the distance when it is pursued. On the surface, it looks as if we all agree 

on how to get there, but a close look reveals a variety of different norms at stake in peoples‟ 

concrete self-care practices. Even if we can agree that the concept of health is too broad to define 

precisely, it is still possible, however, to articulate the recommended instructions that people ought 

to follow to reach this distant, continuously changing (and ever moving) goal. Therefore, it is more 

rewarding, from a scientific point of view, to focus on the practices of self-care that are performed 

in a pursuit of perfect health, rather than to understand the ideal itself. Like the „Self‟, „Health‟ is not 

interesting. It is interesting only as something that a number of self-care practices, instructions, 

norms, educational techniques, and institutions can be structured around in a perpetual attempt to 

reach the unreachable. 

 

Despite this concretisation of the research field, it remains difficult to differentiate between 

which practices are self-care practices and which are not. For instance, in one of the focus group 

interviews, a participant, who was an alcoholic, said that he and his neighbour would usually meet 

for a beer on a bench in the neighbourhood where they live. He explains that if for some reason 

one of them does not turn up that morning, the other person will go and knock on the door to see 

if everything is all right, in case the other person is lying on the floor with a heart attack. He uses 

the term mutual „neighbouring aid‟ [nabohjælp], a term most often used when a neighbour helps 

look after the house when the person next door is on holiday, for example, by making the house 

appear as if the family is still at home, in order to avoid a burglary. Given the nature of the various 

institutions and disciplines surrounding the type 2 diabetes case, there are plenty of different means 

to care for the self, as well as norms defining the nature of good self-care. When the goal of these 

practices is more ideal than concrete, it also becomes difficult to define whether the techniques and 

the practices are good or bad. Does this mean that it is impossible to do research on self-care 

practices? The techniques and the practices of the self that people use to change their lives are 

sometimes very precise and singular. Measuring blood sugar is a well-defined technique. The 

reasons for doing it, however, are more complicated (Danholt 2008). The way that the information 

given by the glucose meter influences the actions of diabetics, and how these actions relate to the 
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economic, medical, social, and political spheres surrounding the diabetic, are also complex. One of 

the problems with self-care practices (self-efficacy, self-management, etc.) is that it is difficult to 

measure the effect of the pedagogical efforts. Is it enough to record what happens with the index 

patient, or is it necessary also to look at the effect on the other members of the entire family, whose 

lifestyles change accordingly? What general effect does teaching these practices have on the public? 

Furthermore, there is much cultural and historical fluctuation in these practices‟ meanings, and the 

norms affiliated with them seem differentiated as well. An effective outcome does not necessarily 

mean the same to a patient, to a doctor, to the medical industry and to the health politician. Neither 

is it sufficient to ask the patients themselves what they understand by good self-care, because to a 

significant degree, the patients echo contemporary medical and political discourses defining the 

norms of these practices. 

 

The purpose of the present dissertation is not to define good self-care practice. Nor is it to 

define which of the various norms influencing the meaning of the term are legitimate, or what the 

patients „really‟ need (because „need‟ is a concept that is partly instituted from the outside, and 

therefore also contestable). Rather, the purpose is to describe how to facilitate the promotion of 

these practices, and thereby point out the norms and rationality governing such facilitation. The 

problem, or the concern, of course, is that if the idea of what constitutes good care for the self 

becomes too restricted, too narrow (defined by specific medical or political norms), it becomes 

easier to regulate the self-regulation of individuals. On the other hand, if the self-practices of the 

diabetics in the case study show unexpected, innovative features of self-care, it is likely that there 

will be a chance to discover new practices and techniques in the field that will inform the health 

pedagogical, political, economic, and medical debate about health promotion. 

 

Diabetes, A Paradigmatic Field of Problematisation – How Everyone 
Ought to Live 

 

Among the various lifestyle diseases, type 2 diabetes does not stand out in particular. It is not an 

illness that catches the attention of cutting-edge medical research, nor is it visibly noticeable 
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amongst the public. Presumably, many people know a person who has diabetes – whether a family 

member or a colleague. The disease is not a frequent topic of discussion and is not a constitutive 

part of those individuals‟ identities. It remains in the background, insignificant. Most of the 

diabetics who were interviewed do not think about their condition on a daily basis, and diabetes 

does not seem to shape their consciousness, just as their consciousness of the condition does not 

shape their lives in any noticeable way. For health professionals dealing with diabetes, this is exactly 

the problem. The techniques, methods, and habits with which to live a close to normal life seem to 

be such an integrated part of the lives of these individuals, so that medicine, glucose meters (i.e. 

apparatuses for blood sugar measurement), and decision-making about diet and daily activities have 

become normal elements in the diabetic‟s daily routines. It is just there – like most other ordinary 

facts that fail to attract attention in everyday life. So why has type 2 diabetes become an object of 

scientific interest? 

 

Type 2 diabetes is not particularly interesting, for social scientists, health professionals, or 

diabetics themselves. In the late 1800s, the discovery that the pancreas produces a „pancreatic juice‟ 

(insulin) made diabetes an object of scientific interest (Bernard 1957[1865]). Nowadays, diabetes is 

mostly interesting to the medical industry. The activities diabetics must perform that differ from 

non-diabetics are so common that they hardly seem worth mentioning. Diabetics are encouraged to 

eat more healthily, participate in physical activities, and pay more attention to the self. Usually, 

diabetics go about their ordinary lives and do ordinary things that normal people usually do. They 

do not feel differently because of their diabetes – and if they do, the feeling of being different is 

rarely caused by the disease. Because many (although not all) type 2 diabetics are old, they also 

suffer from other conditions that come with old age. These diseases are typically felt to be the real 

problem in their lives. A few diabetics were even able to point out some advantages – mostly that 

they have started living more healthily because they were diagnosed with diabetes. They never 

would have started eating vegetables if it were not for their medical condition. 

 

Diabetics must eat at regular intervals, preferably small meals five to six times a day in order 

to keep blood sugar swings balanced. With uncontrolled blood sugar swings comes an increased 
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risk of late-life complications such as eye, kidney, and neurological diseases. Keeping the blood 

sugar level as close to normal delays such complications. The most effective means of managing the 

disease are supposedly lifestyle changes, medical treatment, and aggressive monitoring. Since a well-

regulated blood sugar level lowers the risk of complications, and since blood sugar is sensitive to 

most changes in the daily lives of these individuals, diabetics must attend to most of the treatment 

themselves.8 They must monitor, diagnose, and treat themselves, which involves deciding on 

changing the amount of medicine or contacting the doctor if they feel incapable of making the 

decision independently, and more important, adhere to a moderate diet and stay active. Thus, daily 

and continuous management of the illness is necessary. If the condition could be managed 

sufficiently by controlling a few very specific parts of daily life, it would be an easy task. One would 

then be able to set the alarm clock to remind oneself to do something specific, for instance, take a 

pill a couple of times a day. However, blood sugar levels react to many different causative agents. 

Food, activity, and stress are among the most common factors that influence the blood sugar level, 

but not in a straightforward, mono-causal way. Different types of food influence blood sugar levels 

differently, which is also affected by the amount of activity that a person has experienced that day 

or the day before. Moreover, the effects of medicine, particularly if the patient takes insulin, causes 

variability amongst these other factors. For example, there is no uniform or consistent effect of a 

specific amount of insulin every time it is injected, necessitating heightened attention to the blood 

sugar level (some of the diabetes school participants jokingly referred to the type 2 diabetic who 

had to take insulin as being a „one-and-a-half diabetic‟). That explains why the doctor usually asks 

the diabetic in the consultations, if the average glucose value is within the normal level, whether 

there have been many cases of hypo- and hyperglycaemia (low and high blood sugar). The doctor is 

not able to tell from an average value, whether there have been wild or only moderate fluctuations. 

Generally, nurses and dieticians recommend a diet rich in fibres, vegetables, moderate intake of 

                                                 
8 Most of the medical information about diabetes that is presented here has been obtained from the 
interviews and observations, i.e. from the diabetes school and the diabetics‟ accounts. I do not pretend to 
present a state-of-the-art scientific expertise about type 2 diabetes mellitus. The present study appears within 
a humanistic / social science context and touches upon health science, given the choice of study object. If the 
reader should wish to consult medicine for scientific „facts‟, I can recommend the anthology Type 2 Diabetes 
Mellitus – An Evidence-Based Approach to Practical Management from 2008, edited by Mark N. Feinglos & M. 
Angelyn Bethel. I refer to a few of the papers from this book. 
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carbohydrates, a low level of saturated fats, a higher level of polyunsaturated fat, no smoking, a very 

moderate intake of alcohol, and plenty of exercise, preferably a minimum of thirty minutes per day. 

If these conditions are met, then the blood sugar level tends to fluctuate less, and the risk of serious 

complications is reduced (Maryniuk & Christian 2008, Consitt et al. 2008). 

 

It is quite difficult for the diabetic, and more so for the doctor, to control or manage all of 

these daily activities. Different types of food have different effects on blood sugar. Some types of 

carbohydrates make blood sugar rise rapidly, while others tend to make it rise slowly. Fat may 

postpone its rising, and alcohol tends to have the opposite effect, i.e. first raising it, but later 

causing it to fall. All of these different types of influences occur throughout the day. The factors 

influencing blood sugar are everyday dimensions of every individual‟s life. Therefore, these 

deliberations about how food, stress, emotions, exercise, work, etc. influence the blood sugar level 

must be continuous and constant, and necessitate good judgement when navigating the activities of 

daily life. 

 

Thus, in the case of diabetes one sees a remarkable interplay between consciousness and 

unconsciousness. Like most other people, diabetics must pay attention to themselves, i.e. the little 

signs, mental and bodily, that everything is fine. Diabetics must adapt successfully to those 

behaviours that set them apart from other people. They get used to measuring their blood sugar 

and to eating 5-6 meals a day, and taking action to change their routines is necessary, for example if 

eating habits have to be modified due to life events, such as activities, holidays, etc. The diabetic has 

to be alert and focussed on oneself, preferably at all times. Certainly, this attention is difficult to 

uphold on a daily basis because, like most other people, even the little oddities and quirks of one‟s 

life tend to fall into habit, into regularity. Thus, self-awareness plays a substantial role in the self-

diagnosis and self-treatment of diabetes. Self-awareness (or knowledge of the self) is thus a 

requirement for diabetics, but it is definitely not something peculiar to diabetes. People in general, 

living in close relation to other people in their communities, must be able to exert a certain level of 

self-awareness in order not to stand out as (too) deviant (Goffman 1991[1961], Elias 2000[1939]). 

Civilised people are expected to be able to exercise a certain level of self-control or self-restraint. 
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They must be able to regulate their own conduct. In the case of diabetes, self-awareness and self-

regulation is directed towards some specific parts of their lives. This self-regulation must be, in the 

case of diabetes, directed towards certain elements of their physical and mental lives. 

 

One of the major problems for diabetics and health professionals is obesity. Almost all of 

the diabetics who have participated in this investigation were either slightly overweight or heavily 

obese. Since diabetes is correlated with obesity, and in some cases caused by obesity, diabetics who 

are heavily obese see their weight problem as their primary concern. Diabetes is understood to be a 

side effect of the real problem, which is obesity. Therefore, the teachings, advice, and instructions 

are aimed first at losing weight. In the diabetes school, weight loss is taken as a measure of 

pedagogical success. The diabetes school participants are weighed before the course starts and again 

when it ends. If there has been a collective weight loss, the teachings are said to have had a positive 

effect (for example, everyone clapped their hands and cheered when it became apparent that the 

diabetes school participants collectively had lost 15 kilos from the first to the last day of the 

course). Both implicitly and explicitly, disease management pivots on the question of weight. It is 

ever-present, but not so often spoken about by the diabetics themselves. Obesity seems to be one 

of the most striking connections between diabetes health education and public health concerns, 

since obesity seems to be a general concern in health policy. For example, Mik-Meyer, in the article 

„Managing fat bodies: Identity regulation between public and private domains‟ (2008) distinguishes 

various types of management strategies concerning overweight employees, similar to some of the 

practices analysed later in this dissertation. It is the notion of risk that ties together the construction 

of employees as weak-willed and lacking the resources to take responsibility. For example, she 

identifies strategies that employ a spirit of dialogue and that construct a divided subject. The ideal 

of the organisations investigated is diversity, and yet these institutions aim to normalise overweight 

employees. Thus, obesity is often referred to as a public problem and, it is argued, it has reached 

epidemic proportions (Scanlan & Blonde 2008). This relation between a general public concern and 

diabetes has recently been termed the „Diabesity Epidemic‟ (Davis & Barnard 2003). It is also clear 

from this that diabetes has more in common with general public health and should not be 

perceived as a „specific disease‟ only.  
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In the above-mentioned sense, diabetes is not a visible or exceptional condition. It is not a 

very striking feature of human life that people have to be aware of what they eat; their daily 

activities, or that we regularly have to pay attention to our bodily and mental condition. Diabetes is 

not in that sense interesting. The specificities of the disease are neither grotesque nor monstrous. If 

you meet a diabetic on the street you cannot tell by looking at him. Diseases that are concerned 

with lifestyle and old age, that are not inherently dangerous or life threatening, and that do not 

involve taking immediate decisions do not rank high in the internal hierarchy of medicine (Larsen 

2008). In addition, we see that nurses manage the daily treatment of diabetics and only seek the 

advice of a doctor in unusual cases. Even severe diabetes conditions are not spectacular. They are 

spectacular only if a different disease occurs as a result of diabetes. Diabetes does not draw 

attention. Rather, the educational dilemma for health professionals is to attempt to make diabetics 

draw attention to their own condition, to themselves. Even diabetics do not seem to care about 

diabetes! What is interesting in the case of diabetes is that it portrays some very common traits of 

life, some very ordinary and common health norms – but in an intensified way. 

 

When conducting the interviews and observations on diabetes education, i.e. the instructions, 

advice, and teaching in a diabetes school, the motivational groups, and the diabetes exercise teams, 

one is struck by the similarity between what is considered healthy for a diabetic compared with 

what is considered healthy for the public in general. Health professionals recommend that diabetics 

follow the principles outlined above, which strikingly resemble common public health promotion 

advice on how to live healthily. Furthermore, participants are urged to stop smoking, because 

diabetics in particular are subject to an increased risk of cardiovascular diseases, and smoking 

exacerbates the tendency to fall victim to such diseases. The same goes for alcohol. When a diabetic 

drinks alcohol, the blood sugar level falls, but only after a couple of hours. Therefore, if diabetics 

get so drunk that they lose the sense of themselves, there is an increased risk that they will not 

notice that their blood sugar has fallen below normal, and therefore will not notice that a state of 

hypoglycaemia (low blood sugar) occurs. Hypoglycaemia is particularly dangerous when the liver‟s 

function is compromised by alcohol consumption, because there are deposits of sugar in the liver, 



 

41 

which are normally released when there is a lack of sugar in the body. When the individual 

experiences a low blood sugar level and the liver is sedated, the situation can become fatal. 

Therefore, diabetics are advised to drink alcohol modestly, to take the necessary precautions, and to 

pay attention to the self in these situations. To reiterate, the advice given to diabetics resembles the 

general advice given to the public about how to live healthily: no smoking, moderate use of alcohol, 

fruit and vegetables, polyunsaturated fat, fibres, and plenty of exercise. Indeed, many of the 

diabetics who have been interviewed for this dissertation realise there is little difference between 

how they ought to live, and how people in general ought to live. The health professionals who have 

been observed during the patient consultations sometimes express the same observation: that the 

optimal diabetes lifestyle is „how everyone ought to live‟. Sometimes, during the diabetes school 

courses, when closing the eyes, it can be difficult to hear whether it is a general health promotion 

course or that of a diabetes school. It is striking how much of the specific advice pertaining to the 

daily, practical management of diabetes is found more generally in public health promotion and 

disease prevention as well. 

 

So, why study pedagogical practices that are established to support individuals with type 2 

diabetes? The answer to this question is best understood in consecutive steps. First, it should be 

clearly stated that it is not so much diabetes as an illness or a condition that will be investigated. 

Rather, I focus the centre of attention on the practices that are established around the diabetics in 

order to encourage these individuals to change their lifestyle and manage their condition. The 

reason for this analytical focus is the similarity between the advices and guidelines that diabetics are 

given, and the health education practices performed on a large scale for the wider population. This 

point will be elaborated substantially further on in the dissertation. Thus, the field of diabetes 

represents an intensification of certain practices that are already acted out on a more general scale 

and with various methods. This similarity between what is considered healthy for diabetics and for 

the general public as well, like the intensification of these practices of the self in the case of 

diabetes, makes diabetes an interesting case. Focussing on how diabetics live and the problems they 

encounter when they try to change their lifestyle is worth focussing on for health promotion 

reasons. Seen from this perspective, diabetes as a special way of life, not simply as a disease, 



 

42 

becomes an ideal subject for research. When „diabetes health‟ is understood to resemble a general, 

but intensified, perception of „common health‟, it will be interesting to see how the transformation 

of lifestyle is attained. Diabetes differs from what may be employed towards the general health of 

the wider population in terms of the methods of intervention that health professionals can employ, 

because the setting is a clinic or a hospital wherein considerable interventions are normal. The 

interventions that health professionals can make in the lives of diabetics are so substantive that 

public health policies could never operate on the same scale. Such activity would be regarded as too 

intrusive. The practical problems diabetics face when they try to implement certain technologies in 

their daily lives to make monitoring their condition easier or more efficient, such as the practical 

problems of making a sauce without excessive fat or finding interesting ways of preparing 

vegetables and substituting other ingredients for sugar; in short, the practical problems of 

administering the pleasures of food and of life with diabetes in general becomes a field of valuable 

experiences for researchers who are interested in public health, health education, and promotion. 

Diabetes education can therefore be regarded as an „experimentarium‟ for health promotion in 

general. The educational experiences and experiments can be generalised to a public level. This 

explains why type 2 diabetes is interesting. The focus of the empirical research in this dissertation 

has been on technical and practical means of living with diabetes, on diabetes health education, on 

diabetes self-care. But diabetes only as far as the illness can be taken as a model for experimenting 

with more general strategies and techniques of health promotion. One of the key words is 

experimentation. Lowell S. Levin et al. incisively write: 

The central interest in the Copenhagen discussions of self-care in chronic disease focused on its role in 

the reduction and control of disability and dependence. It was observed that chronic disease constitutes 

a clear and comprehensive model for self-care practice, an opportunity for laypersons to develop 

extensive self-care skills on a continuous and progressive basis. As a design for purposeful self-care 

education, the chronic disease model was noted as an effective meeting-place for the interaction of social 

and clinical self-care skills. The effective control of chronic disease is helping to define the limitations of 

medicine, and the crucial contribution individuals and families can make. (Levin et al. 1977: 24) 
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By investigating contemporary diabetes education with the purpose of diagnosing present health 

norms and governmental strategies embedded in these practices, we see that type 2 diabetes is truly 

a paradigmatic case. Diabetics serve to highlight what happens when, for several reasons, people are 

rendered incapable of self-control, or unable to care for the self – when they are stultified. 

 

Lifestyle Education – Mechanisms of Care and Security 

 

In light of what has been stated above, the results of the observations and interviews are highly 

influenced by the fact that the educational activities were aimed towards a specific demographic 

composite that is particular for the area in Denmark in which the investigations were conducted. 

The area is a suburban part of the Greater Copenhagen Area – a typical „working-class‟ area with 

buildings that were constructed to be able to contain large working-class families in a small space; 

as one of the dwellers in the neighbourhood explained (in an unrecorded, informal conversation): 

[The Copenhagen Municipality] built these areas in order to accommodate the workers when the city 

expanded in the sixties. The buildings were only temporary barracks, and we were only meant to be 

here in a transitional period until they could find a suitable place for us. But they must have forgotten 

about that, ‟cause we still live here. 

This means, of course, that the findings should be interpreted in light of these macro structures. 

Traditionally, the working class has been the target of many of the educational and psychological 

practices that were developed in the post-World War II era (Rose 1999[1989]). If the working 

population can be regarded, not as individuals but as a population, then statistical knowledge can be 

generated about the health and sickness, life and death, of this population. If it is possible to 

transfer this knowledge regarding the norms of health and illness to these individuals, the 

individuals themselves start to work on themselves, establishing habits and practices that are 

considered healthy. In this sense, governing means securing the social framework, the environment, 

and informing about the truths of life and death, so that the individuals themselves start to shape 

their conduct to comply with these norms. If it is difficult to govern the citizens, who are 
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numerous, by orders and obligations, it is necessary to enforce the right conduct by leaving the 

numerous individuals free to choose the way of life that they want themselves. Governing then 

becomes a matter of providing the scientific truths, i.e. statistical results on the population, 

correlating various sorts of behaviour with various medical conditions (Ewald 1990). Furthermore, 

it includes providing the educational means, the institutional practices for the population to change 

their way of life according to the norms or ideals that they are choosing individually. The norms, by 

which one chooses, are no longer external, they are not enforced or manipulated by the State, but 

rather enforced in the families, by family members, in schools and, most important, they exist 

„under the skin‟ of every individual, who begins to observe his or her own behaviour. Individuals 

become aware of themselves by knowing all of the tiny different ways in which one can differ from 

the norm. The more variables that exist – psychological, social, biological, etc. – the more 

dimensions there are in life on which a person can diverge. Individuals come to understand 

themselves through these norms, and it is with a view to these standards that we examine ourselves, 

the depth of our personality, the body, and our relation to others in our social environment. Norms 

therefore individualise as much as they standardise. The more dimensions of human lives that are 

known, the greater the risk that a person will diverge on one of these variables and the more 

pressure there is to examine the self on a continual basis. The more possibilities of divergence that 

exist, the more educational institutions and practices are needed to establish this self-awareness in 

the individuals, this sense of the self, and competence to act. In the following section, we will look 

more closely at the individual participants in the various educational and hospital settings that are 

investigated in this dissertation, bearing in mind the social environment in which these practices 

occur. Statements encountered above about the normalising education are interesting in light of the 

macro-social structure of this environment. 

 

Type 2 diabetes seems to be most often present among certain groups in the population. It 

is, of course, a discussion in itself, how the population‟s socioeconomic differences should be 

categorised, but for now let us not dwell on this theoretical sociological problem. A majority of the 

diabetics in this study, who accepted the health educational offers, worked in low-paid service and 

manual labour jobs, and had but a low level of education. Social groups that make use of the 



 

45 

diabetes school, the motivational groups, and the free exercise programme belong to these 

categories. The individuals who do not avail themselves of this offer from the municipality and the 

hospital generally belong to social groups with more resources (presumably the middle class). Of 

course, the number of individuals who have been participating in the present study is limited, and 

the particular place in Denmark in which the empirical work has been conducted also has a specific 

demography. Therefore, these findings should be considered with appropriate reservation. It seems, 

however, that the individuals who make use of the offer feel that they need some guidance, some 

direction, some help, and professional care. They do not think of themselves as independent or 

strong, but rather feel that it is admirable that someone seems to care for them and who will 

provide unambiguous guidelines. Therefore, the hospitals and the municipalities in a collaborative 

effort have established the diabetes institutions aimed at promoting the health of those afflicted. It 

is an institution among many that seeks to civilise and empower the lower stratum of society, in the 

specific case of diabetes by an elaborate dietetic. This premise is unspoken of by most of the health 

professionals and diabetics who have been interviewed and observed, but is nevertheless 

occasionally alluded to. The reason why the individuals who have participated in the activities need 

care is not necessarily related to diabetes. It is an ever-present premise that structures the whole 

field of health care: Some individuals in society are less fortunate than others and do not have the 

same means to be able to take proper care of themselves. This is termed „inequality of health‟. 

When referred to on a few occasions, it is denoted by health professionals as a question of 

inequality of „resources‟, however, but generally it appears to be a common and unspoken 

sentiment that runs through the field of health care and to a certain degree among the diabetics 

observed in this study. Of course, this is an interpretation, and there are various different attitudes 

towards living with diabetes. This is definitely one of the strongly felt premises in the field of 

caretakers: that their work is educational, i.e. that they are transmitting knowledge and skills about 

living more healthily to the less educated part of the population. „Diabetes health education‟ is, in 

some respects, another way to express the need for social education, for a civilising process, for 

normalisation, or for empowerment. It is a set of practices aiming to improve the health status and 

quality of life of those individuals in society who may be less capable of caring for the self. The 

diabetes field is a point of contact between the State and civil society at which individuals, who are 
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doing poorly in taking care of themselves, can learn to improve their competence. It is a 

mechanism of care and social security. 

 

In spite of this, the diabetics – no matter where they are situated in the social structure of 

society, do not seem to understand themselves as diabetics. Several individuals have said as much 

during the conversations in the diabetes exercise group. „I am not really a diabetic – I am just lazy‟ 

or „I don‟t have anything to do with these others – I am here because I developed this condition 

during my pregnancy, so I‟m not really a diabetic.‟ Nearly all of the individuals who were 

interviewed denied thinking about themselves as ill and did not think of themselves primarily as 

diabetics. Diabetes is merely one additional factor in their lives amongst numerous other identities. 

Furthermore, the diabetes condition was rarely described as a here-and-now condition, but rather as 

something that concerns the future – a risk. 

 

The above considerations highlight a further idea that has occurred during the observations 

in the diabetes field. Given the premise that has already been introduced, i.e. that the health advice 

is directed not only towards the individual diabetic, but also towards the family and community of 

that person more generally; and given the premise that the means to attain „diabetes healthiness‟ 

corresponds to a more common idea of „healthiness‟ for the population; and given the premise that 

diabetes is significantly more present in the lower resource groups in society, it follows that diabetes 

health education is related to a general attempt to increase the health of the lower social stratum in 

society. These practices operate with an idea of health that targets not only diabetics but also a 

specific part of the population, along with aiming at changing certain lifestyles that in general are 

considered unhealthy (eating fast food, fatty products, no vegetables, watching television rather 

than pursuing outdoor activities, obesity, tobacco smoking). This is the scare story the media often 

puts forward quoting politicians and health care providers in order to define „health‟ in negative 

terms. Diabetics and health professionals alike may not share the same idea of health, but all have 

more or less the same image of what is unhealthy. Diabetics are trying not to become that person 

whom they all know too well, and health professionals are trying to provide the educational means 

and motivation for diabetics to become something other than that scary image. They offer 
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information about the consequences of such a lifestyle (cardiovascular diseases, neurological 

diseases, etc.) and reinforce the positive effect gained by eating products with less or no saturated 

fat, vegetables, etc. They teach diabetics how to prepare delicious food with healthy products and 

ingredients. Thus, a project is running – first, aimed at enhancing diabetes self-care and self-

management, but to a high degree also addressing the general public (that part of the public who, like 

diabetics, is believed may not be capable of caring properly for themselves). The diabetes case is 

thus an intensive field of problematisation concerning health more generally – the concern for the 

health of the population. More precisely, it is an intensified problem of „lifestyle education‟. This 

premise, tentatively presented and tentatively proposed, is an unspoken premise of the whole field 

of diabetes health education. There is a strong connection between the health professionals‟ will to 

empower and improve health on a general level of the public on the one hand, and the specific 

diabetes treatment and self-management education on the other. This is what is intriguing about 

type 2 diabetes: not the specific disease itself or the specific self-management techniques, but rather 

the disease‟s relation to public health in general. The strategies developed within this narrow field of 

diabetes education are interesting on a general level of a public health problematic. Thus, the self-

management or self-care practices developed in diabetes care can be seen as an experiment with 

techniques and practices of health promotion, one that can be analysed as a paradigmatic dilemma. 

 

2.2. The Diabetics, the Educational Practices, and the Political 
Context 

Who are the Diabetics? 

 
Who are these diabetics to whom we refer? As mentioned above, all diabetics are not alike. The 

variety of problems they face and the different ways their condition affects their lives clearly 

testifies to that. This is not to imply that diabetics do not understand their own condition 

biologically, but rather interpret it from a lay, folk, everyday, or cultural perspective. The medical 

conditions themselves differ. Some informants have developed diabetes as a consequence of 

pregnancy and will only have the condition temporarily, whereas others have been able to lead the 
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glucose level back to normal by changing their diet and habits of life and therefore do not (yet) 

have to take medicine. There are cases in which an individual‟s obesity impedes the effect of the 

medication, which raises the blood sugar level even more, making the diabetic more tired and less 

motivated to start exercising, resulting in a vicious circle. All of these different cases are not just 

different effects of the same disease. The biological situations differ and therefore cause different 

situations for individuals. Of course, there is what could be called a „family resemblance‟, to use a 

Wittgensteinian term, or a pattern of similarities between the different instances of the disease 

(Jensen 1986[1983]: 89). To the extent that it is possible to speak of a unity of a medical condition, 

on a cultural level, diabetics lead very different lives, and different aspects of the disease cause 

different problems for each individual. Some have difficulty feeling when their blood sugar level 

drops too low and therefore have problems with managing to get something to eat when the need 

arises. Others struggle with obesity, high cholesterol levels, and hypertension and subsequently an 

increased need for medication. Even at a biological level, the disease manifests itself differently. 

Indeed, certain characteristics are statistically traceable – for instance, the influence of variables 

such as age, gender, number of years with diabetes, and weight. 

 

These deliberations bring the focus to an even broader level. Diabetics, at the cultural level, 

differ in terms of jobs, careers, lifestyle, norms, values, etc. Remarkable differences exist between 

how various „demographic categories‟ (using this broad term for now) deal with their illness. Some 

of the diabetics who participated in the diabetes school, and who were only recently diagnosed, 

used the school to get information. They did not participate in all of the classes but took the 

information they needed and returned to their private lives after the last day of diabetes school. 

They would then make some changes that they felt were necessary to make their new biological 

situation fit into their lives. Most of the things they were taught did not affect them dramatically. 

They had a strong identity and believed that they lived healthily already, so they did not need to 

comply with all the rules and regulations introduced by the teachers. They had a very strong idea of 

themselves as being capable of making the necessary changes and then to carry on with their lives, 

in their accustomed manner. There were many such examples, but only a few of them were willing 

to be interviewed (probably because they do not identify with their disease). In other cases, the 
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individuals were not used to living according to the recommendations – and they would be aware 

of it themselves. They would accept the notion of „health‟ that was presented to them by the health 

professionals; or rather; they would already have accepted this common notion of health that is 

communicated through the media, health reports, and other sources of information. They would be 

stigmatised because of their weight, and they would look at themselves and understand themselves 

through the lens of society, i.e. as unhealthy individuals. Some of the diabetics had other conditions, 

such as sclerosis, cancer, a history of several heart attacks, a broken hip, or a sprained ankle, and 

these conditions affected their lives much more than the diabetes. These individuals were also 

reluctant towards participating in individual interviews. 

 

The diabetics seemed to be in the diabetes school and in the diabetes exercise group for 

other reasons than diabetes. Some would be there because they had retired, perhaps lost a partner, 

and felt they had considerable time at their disposal and therefore saw these activities as a chance to 

meet other people; others came because they wanted the free exercise to help them lose weight. 

Another reason for attendance: one‟s wife would like one to participate, allowing her to sit in as a 

relative, and take notes on everything concerned with healthy food recipes. Some had physical 

conditions (i.e. a broken hip or a sprained ankle) that might benefit from the activity programme. 

Some were lonely. Most of them were there because they wanted to lose weight. Diabetes seemed 

to be the „ticket‟ to access this offer from the hospital and the municipality. 

 

The individuals who participated in the diabetes activities worked in fields such as social 

work, performed various services such as renovation, cleaning, caretaking and service assistance, till 

operating, engineering, independent businesses, cooking, nursing, were unemployed. There were 

traditional blue as well as white collar jobs. A substantial number were retired, placing the average 

age of participants on the high end of the scale. Type 2 diabetes was formerly known as „old man‟s 

diabetes‟ [gammelmandssukkersyge], because, typically, old or elderly people developed what was 

understood as a mild form of diabetes. Thirty years ago, type 2 diabetes was regarded primarily as a 

geriatric disease – with old age come changes in the metabolism that can cause the average glucose 

level to rise (Harris et al. 2003: 1619). Within the last thirty years, however, type 2 diabetes has 
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increasingly, and quite strongly, been associated with lifestyle choices and bad habits. It is 

commonly held that people, predominantly in the Western world, live longer yet suffer from 

diseases that are caused by unhealthy modes of living. Thus, lifestyle diseases have become a health 

political and economic burden to society, and patients and citizens are increasingly encouraged to 

manage their own lives and health by living up to, for instance, current dietary health norms. People 

are younger when they develop this condition, and there were many younger people among the 

participants, i.e. who were around forty years of age. The age range of the participants in my 

research was between 35 and 77. The participants in the motivational groups were mostly retired 

individuals. Moreover, there were roughly as many men as women in the diabetes school, the 

diabetes exercise team, as well as in the motivational groups. There were newly diagnosed 

participants in the groups as well as more experienced diabetics (from a few months of experience 

up to fifteen years). Only a couple of the informants in this study were not overweight, many were 

overweight, some obese, and a few heavily obese. In this study, I have chosen not to focus on 

medical standards like body mass index (BMI) and theoretical discussions about obesity and 

overweight, about how to draw the line between degrees of overweight, whether and to what extent 

overweight constitutes a health risk, and so forth. While the weight issue may be important to 

diabetics as well as health professionals, for my purposes, it does not matter whether a diabetic 

would be classified as mildly overweight or heavily obese by medical standards. People‟s 

perceptions of overweight, and their corresponding self-practices, do not necessarily reflect BMI 

standards (cf. anorexia). 

 

The Hospital and the Municipality – a Collaborative Diabetes Project  

 
The hospital, located in the above-mentioned outskirts of Copenhagen, is cooperating with the 

local municipality about developing appropriate offers of health promotion. One of the hospital‟s 

ambitions is to improve what it calls „communication‟ and „involvement‟ of the patients. The 

municipality and the hospital have jointly applied for project funding concerning COPD and type 2 

diabetes. My research is not an evaluation of this project. I have focused on the project because it is 

a joint effort between local authorities and a hospital. These institutions officially remain 
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anonymous throughout this dissertation. In recent years there has been a vast amount of funding 

for health projects addressing chronic illness and lifestyle diseases. COPD and type 2 diabetes have 

particularly been targeted as important focus areas. Thus, the health project focused on here is one 

among many that targets lifestyle issues, and thus addresses a highly charged contemporary health 

issue, attracting funding and political attention. A relatively large number of chronically ill 

individuals live in the general area where the fieldwork has taken place, and lifestyle diseases and 

chronic illnesses thus constitute an ongoing political and medical problem. One means to fight this 

medico-political problem is through empowering and involving the patients and citizens in the 

process. Therefore, the project focused on here has been launched as a joint venture between the 

hospital and the municipality. Empowerment and active citizenship is a political goal (or buzz 

words, one might add) that the municipality likes to support. This holds as well for the hospitals, 

because they have traditionally been accused of being too authoritative, objectifying the patients, 

and disregarding their subjective wishes, needs, and desires. Therefore, the political as well as the 

medical regimes both strive to enhance the participation and involvement of citizens and patients in 

the area (Cruikshank 1999, Rose 1989[1999], Ziguras 2004, chapter 8-10). Most important, if 

patients are able to take proper care of themselves, to worry about their own lives, the public 

hospitals and the municipalities (and ultimately the State, that is) will be able to save money on 

expensive treatment of these diseases. This is due to the fact that health care services in the 

Scandinavian welfare states are paid for by taxation. In comparison with other parts of the world, 

most hospitals in Denmark are public and financed by the State. 

 

The joint effort between the municipality and the hospital with regards to developing the 

competences of the diabetics, who are recruited to the project, comprises diabetes school and an 

exercise programme. The exercise programme is housed and partly carried out in the rehabilitation 

centre administered by the municipality, and the diabetes school involves the workforce of the 

hospital. A physiotherapist teaches in the exercise programme, and a nurse and a dietician both 

teach in the diabetes school. The diabetes school and the diabetes exercise programme are 

advertised in such a way that suggests there is a „follow-up‟ consisting of the establishment of so-

called „patient network groups‟ whereby the participants from the diabetes school and the exercise 
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team will be able to meet in small groups and continue learning from and supporting each other. A 

consultant from the municipality will assist and oversee the initiation of these network meetings. 

The hospital provides the usual consultations with the patients who have special needs or medical 

problems that are too severe or special for their general practitioner to treat. The patients, who for 

a long or a short period consult the hospital, are seen periodically with an interval ranging from 

three to six months. Both the municipality and the hospital are “in it” with a certain amount of 

resources in terms of man-hours or institutional capacity.  

 

The participants were strongly urged to participate in the local Diabetes Association 

meetings, an independent organisation that rents its facilities from the municipality. These groups 

meet in the daytime, however, where non-retired people are working and therefore does not 

constitute a universally acceptable meeting ground, in particular for the younger participants in the 

diabetes school and exercise programme. The Diabetes Association also arranges small, local 

„motivational groups‟ for type 2 diabetics, corresponding to the „network groups‟ that were 

intended by the hospital and the municipality. Since the participants in the diabetes school and in 

the exercise programme were not interested in forming networks, meeting with each other on a 

regular basis, and supporting each other, observations and interviews were conducted in two such 

motivational groups set up by the Diabetes Association. These motivational groups are similar to 

the idea behind the network groups that did not, however, in this case follow the other activities. 

 

I completed observations in four different types of settings, focussing on four different kinds 

of educational practices. These settings were a) hospital consultations, b) a diabetes school, c) a 

diabetes exercise programme, and d) diabetes motivational groups. Schematically, the settings are 

the following: 

 
Schematically, the different settings in which I conducted participant observation and interviews 

Hospital Hospital and Municipality (shared project) Municipality 

a) Doctor‟s and 
nurses‟ 
consultations 

b) Diabetes 
school 

c) Diabetes Exercise 
Programme 

d) Diab. Groups, 
Motivational groups 
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The different settings, number of professionals, participants and interviewees in the study, and duration of 

observations.  

Setting Hospital 
consultations 

Diabetes 
School 

Exercise 
Programme 

Motivational Groups 

Professionals  2 
doctors 

2 
nurses 

Nurse and 
dietician 

Physiothera
pist 

1 Diabetes 
Instructor 

2 Diabetes 
instructors 

Number of 
patients or 
participants 

9 
patients 

3 
patients 

12 – 16 
participants 

8 – 14 
participants 

6 particip. 7 particip. 

Interviews   3 individual interviews  
+ 1 focus group int. (4 
informants) 

1 focus gr. 
Int. (6 inf.) 

1 focus gr. 
Int. (7 inf.) 

Duration of 
observations  

10 min. 
x 9 

1 hour 
x 3 

4 x 3 hours 1 x 5 hours 2 hours 2 hours 

 

Being interested in type 2 diabetes, self-care practices, and various educational processes 

attempting to support lifestyle changes, it was logical to focus on the different institutions and 

procedures around diabetics. The hospital is thus a practical point of access to diabetics. One of the 

initial findings was that it seemed impossible to uphold a formal, clear-cut distinction between the 

different institutions (hospitals, professions, patient organisations, the municipality, etc.) that would 

guarantee a certain division of labour, at least not at a practical micro level. The assumption that 

nurses do one thing, the doctor something else, that the municipality has certain obligations and a 

certain role towards the citizens, and the hospital another role, gradually appeared less and less 

fruitful. On a practical, one-to-one micro level, it became difficult to uphold these categories of 

„patients‟, „citizens‟, „nurses‟, and so on. The individuals who were observed and interviewed seemed 

to take on different functions and roles when the circumstances changed. A person may be a 

member of a diabetes association, have a child with diabetes, and work as a nurse on a diabetes 

ward. The hospital and the municipality may cooperate and set up a two-month diabetes exercise 

team, renting the rehabilitation centre of a neighbouring municipality. The participants will think of 

themselves as members of a fitness centre or as citizens who are trying to lose weight, using 

diabetes as an excuse to get two months of free exercise. The categories thus seemed to blur and 
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merge. This does not mean that the categories can or should not be upheld for analytical reasons, 

or challenged and changed if needed. They also make sense legally by managing access to certain 

rights.  

 

Each setting displayed different kinds of educational methods and practices, and different 

methods with which better self-management, self-care or self-regulation could be facilitated. If one 

were to describe the educational practices in each setting with only one or a few words, the 

characterisation would inevitably become too reductionist. It would amount to no more than a 

caricature. Not only would it be a caricature, but it would be outright incorrect to state that the 

doctors‟ consultations provide information about the patient‟s condition only, which leaves the 

choice about the best treatment to the patient him- or herself, whereas the nurses‟ consultations are 

characterised by a focus on the patient‟s everyday life, the whole existence of the person and so 

forth. Moreover, one might assume that the nurse in the diabetes school deals with issues 

concerning self-management of the medical condition, whereas the dietician deals with diet. One 

might also assume that the doctor‟s consultation is a more formal situation than the motivational 

groups facilitated by experienced diabetics, in which individuals meet in groups to share their 

experiences. These generalisations are simply incorrect. Every setting, or social situation, embraces 

its own rules, order and structure. Whether patients perceive the hospital environment as more 

formal than, for instance, a municipal health centre is of lesser importance. What is important is 

that every social situation is structured by the actions of the social agents involved, as well as by the 

conditions that are made possible by the institution and society more generally. Every setting has 

formal as well as informal rules. The intricate and various, and sometimes contradictory, 

educational rationalities that are at play in the various settings described above will become visible 

during the analysis.  

 

For reasons of clarity, it appeared fruitful to regard the whole field of type 2 diabetes as a 

network of various, shifting interests, institutions, professions, and practices that would partly 

cooperate in promoting „diabetes health‟, partly struggle against one another in order to promote 

certain goals, and partly experiment with new educational ideas and practices. Thus, the diabetes 



 

55 

school and the related educational interventions, together with the various health professionals, the 

hospital, the municipality and its health politics, the medical industry, medicine, the diabetics and 

participants, the Diabetes Association, motivational groups, social norms of lifestyle and ethics 

constitute a network that, on the surface, seems to collaborate in promoting diabetes health. 

 

2.3. Research Questions and Focus 

Type 2 Diabetes – A Contemporary Health Political Field of 
Problematisation 

 

The questions I have been determined to answer are not centred on diabetes at all. My concern is 

with contemporary experiences of lifestyle, politics, and knowledge of health. It is thus a specific 

field of problematisation concerning this issue that is the target of my research. I have been 

concerned with how contemporary groups and individuals work on themselves in the name of 

health. Diabetes, then, was the focal point that allowed an analysis of the above-mentioned 

questions. The methods used to produce answers are those of an ethnographer. In the first place, 

the answers, then, consist of a traditional, ethnographic report. In the second place, this 

ethnographic report is meant to describe a contemporary experience of health and lifestyle, and the 

forms in which these experiences are problematised (Foucault 1992[1984]: 23). My concern is with 

contemporary problematisations of pleasures. I am not going to perform the same kind of analysis 

that Foucault conducted, nor am I going to apply the same forms of problematisation that appeared 

in Foucault‟s investigations of ancient moral problematisations of pleasures. Foucault‟s analyses in 

the History of Sexuality 2 and 3 were divided into ontology (aphrodisia), de-ontology (chresis, or 

use), ascetics (enkrateia, or mastery), and teleology (sophrosyne, or moderation). These forms of 

problematisation structured his analysis (Foucault 1992[1984]: 37). The forms that I am going to 

present have not been determined by Foucault‟s schema of the ancient forms of moral 

problematisation of pleasures. My work is, however, deeply inspired by his analyses, as well as 

others inspired by Foucault.  
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The empirical work reveals this dual focus, i.e. on the one hand, I have been interested in 

describing the various practices, cultures, opinions, accounts, and reasoning in the diabetes field, 

and on the other hand, I have not been focussing on diabetes at all. What does make sense, after all, 

is the focus on a pathological condition and, subsequently, the practices that are supposed to mend 

this condition. Whenever I asked the diabetics how they measured their blood sugar, how they were 

able to sense or feel when they had a low blood sugar, how they organised their lives in order to cut 

down on fat and sugar, how they avoided temptations with regards to sweets and desserts, how and 

whether they felt troubled, sick, ill, etc., it was all along with a dual intent. At the same time that I 

wanted answers to their concrete, practical, and particular condition, I also expected that the 

responses would provide answers on a more general level concerning contemporary health norms, 

experiences, and practices. As such, I was hoping to demonstrate a contemporary lifestyle 

problematic, which would reach further afield than the specific analysis of type 2 diabetes. Diabetes, 

in this account, is to be understood as a general field of problematisation – a health political 

concern about prevention of lifestyle diseases. It is diabetes, understood as a commonly perceived 

intensified example of an „unhealthy lifestyle‟ and as a threat to the lives and health of the general population, 

which is at stake, not the health and well-being of a particular group of patients. Thus, I treat 

diabetes as a risk factor, something to which especially the lower stratum of the population is 

considered susceptible. I do not treat diabetes as a medical condition, a specific type of patient 

identity, or way of life. Rather, I am interested in what society does in order to promote the health 

status of type 2 diabetics, specifically in various educational attempts to teach „healthy living‟. How 

are citizens required to manage their own health, what are the kinds of self-care practices that are 

promoted? This is where the experiences from hospital consultations, the diabetes school, an 

exercise programme, and diabetes motivational groups are important. These practices are situated 

between a hospital setting and the local political authorities, as they also appear to be self-organised 

practices of diabetics. 

 

Therefore, I did not treat the diabetics and the diabetes education as a „case‟, but rather as a 

field of problematisation, a contemporary area of experiences concerning the practices of the self, 

about forms of caring for and governing the self, about moderating pleasure, and about ways to 



 

57 

work on the self and to transform the self. Diabetes educational practices, thus, are a vehicle for 

describing this contemporary area of lifestyle problematisation. My argument elsewhere serves to 

demonstrate how and why it is possible to link this particular cohort of diabetics with a 

contemporary concern of public health in general. Obviously, a limited number of patients in 

doctors‟ and nurses‟ consultations, the two motivational groups as well as a group of diabetics who 

went through a diabetes educational programme do not represent the larger group of diabetics in 

Denmark, let alone in the world. There is reason to believe that the particular Danish welfare state 

arranges the dilemma of diabetes in a particular way compared with other places in the world. Yet 

the purpose is not to have my informants representing any one group of diabetics. Rather, we can 

discern there is a common area of problematisation about healthy living in general that is found in 

an intensified form, using specific intensive arrangements (such as educational programmes and 

technologies) in the case of diabetes. According to the health professionals who served as 

gatekeepers for this project, the diabetics whom I was able to observe and interview are not 

representative of even most Danish diabetics. Diabetics who attend the hospitals and the special 

diabetes educational programmes are usually either „badly regulated‟ or „newly diagnosed‟ compared 

with those diabetics who do not. Diabetics who are well-regulated (in the words of the health 

professionals working with diabetes) do not have the need to seek out these facilities. They see their 

general practitioner once in a while, make a few changes with regards to eating habits, and then they 

vanish from the gaze of the health care system. The diabetics who attend the hospital often struggle 

with more serious medical conditions, and sometimes simultaneously with social problems such as 

health illiteracy and incapability of caring for the self. Therefore, if this project‟s primary purpose 

had been a characterisation of the practices of either diabetes education or diabetes self-care, then it 

would have presented a problem that the diabetics observed and interviewed were recruited from a 

particular hospital only. But the aim is, precisely, to treat the diabetes educational practices as a field 

in which knowledge about processes of self-transformation occur – processes of self-

transformation that constitute a response to a contemporary, general concern about healthy living. 

 

I achieve this by pointing out the various tensions among diabetics (young-old, male-female, 

experienced-newly diagnosed, etc.), and a variety of tensions and conflicts in pedagogical 
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approaches that serve to facilitate lifestyle changes. The tensions, precisely, point out the norms and 

make the too familiar stand out as something recognisable. Thus, I want to define for the reader the 

focus of my observations and the reasons these observations ought to speak to us across a broader 

spectrum.  

 

I realise, of course, that if I had conducted my interviews and observations in any other 

setting and at any other particular time, I would have been likely to find different articulations of 

these contemporary health problems. In most other diabetes educational settings, the tensions and 

problems would have been slightly different, and among patients with an altogether different 

diagnosis, who are also required to change their lifestyle in order to manage and improve their 

health, the structure and problems would have been differently organised. Indeed, this is the curse 

as well as the beauty about qualitative research. It is an image of a specific problematic, produced at 

a particular point in time and in a specific context – and this is not to be understood as an obstacle, 

but rather as a condition. 

 

This dictates the focus of the interview questions as well as the observational focus points 

directed towards technologies and practices of the self. Instead of interviewing the diabetics, and 

categorising the spoken accounts by type of answers, opinions, ideas, personal preferences, etc., I 

chose to focus on their accounts of the educative practices and the practices and technologies in their daily 

lives. Thus, my focus has been not on this or that person, but rather this or that person‟s account 

of how he or she makes use of certain techniques, and practices the self as a diabetic. The questions 

posed in the interviews often have this form: how do you deal with this or that situation, etc. Even if 

the questions did not have this practical character and if the diabetics would talk about their 

opinion about this or that element, it was the „how‟ that remained the focus of the analysis. During 

the course of the interviews, this perspective proved difficult to maintain, because often, the 

diabetics were not able to articulate what they actually do in a given circumstance. This proved to be 

a central point that will be examined below. As one informant puts it: „To live healthily, one has to 

not think about diabetes all the time‟. This spurred an analysis of the theme of awareness versus 
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unawareness, which again is connected to the theoretical and epistemological point that disease is 

an epistemic catalyst. 

 

I claim to be interested in general, contemporary health practices, but concretely, I have 

studied the accounts of a few specific groups of diabetics and their practices. I do not blame the 

critic who believes there is a mismatch between what I claim to have investigated, the methods 

used, and the informants I have chosen. Why not study health policies at a national or international 

level? Why not study the general guidelines and policies for patient education or diabetes treatment 

in Denmark? I offer several different answers to this question. First, can we be sure that the 

recommendations given concerning diabetes treatment or patient education are followed in 

practice? Certainly not! Usually, we observe gaps between what people actually do and what they 

think they are doing, along with the ideal politicised accounts of what is and ought to be occurring 

in practice. I dread to consider that if I had read the general recommendations about patient 

education and policies before I began my research, I would too readily have „seen‟ what appears in 

these reports. There would have been no reason to do an empirical investigation of these practices 

if I had read the standard textbooks about patient education beforehand. Also, it is easier to see the 

obstacles and the barriers for implementing lifestyle changes if these attempts are studied in 

practice. One can read about „laziness‟, „denial‟ or „lack of motivation‟. But what do these things 

mean? A diabetic whose weight is too high, sighing heavily while stating the recommended dietary 

rules says more about the issue than a thousand words ever will. Last but not least, I hoped that by 

studying the various educational practices and the diabetics‟ accounts of how they do things in their 

daily lives I could provide useful data for generating knowledge about lifestyle changing practices – 

not relevant only for diabetes treatment, but for everyone who struggles to change „unhealthy 

habits‟. 

 

Research Questions and Focus – Self-Care and Education 

 
First, the initial idea was to investigate how diabetics would learn to take care of themselves. The 

concept „care for the self‟ was inspired by Michel Foucault‟s late publications, The History of Sexuality, 
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volumes 2 and 3, subtitled The Use of Pleasure (Foucault 1992[1984]) and The Care of the Self (Foucault 

1990[1984]), as well as his lectures from 1981-1982, The Hermeneutics of the Subject (Foucault 2005). It 

is difficult (not impossible, however) to investigate how patients care for themselves in their 

activities of daily living. A researcher could visit the patients in their homes, go shopping with them, 

and generally remain with them like a fly on the wall. Indeed, this is what some ethnographers and 

anthropologists have attempted to ascertain how patients actually live with their illnesses (Grøn 

2006). Some of these results must have been discouraging to read for the health professionals 

working with patients for whom it is crucial that they exert a substantive amount of self-care, self-

management, self-efficacy, or whichever term we want to employ. Patients seem, to a large degree, 

to simply adapt to living with their conditions in ways that correspond to their circumstances. The 

problem of inequality of health is structural, and therefore difficult to change at an individual level. 

The patients live the way they want and when they are confronted with health professionals, they 

pay lip service to them, agreeing, accepting, and nodding compliantly. Patients tend and seek to 

think as little as possible about their conditions in their everyday lives. Other studies focus on how 

patients form identities, and how they reconcile the patient identity with other, competing identities 

they hold. Moreover, there are studies that investigate how patient identity is established in hospital 

settings. These studies are inspired by cultural aspects of illnesses, and they attempt to enlarge or 

multiply the very concepts of „health‟, „patient‟, or „illness‟ (Hølge-Hazelton 2003, Grøn 2006, Mol 

1998, 2008[2006]). Often, they are theoretically and methodologically critical towards what they 

term „traditional medicine‟. 

 

Relying on and departing from these studies, the following investigation will focus on the 

educational processes and practices in hospital and non-hospital settings regarding type 2 diabetes. 

The various educational practices that health professionals and diabetics engage in will be 

understood as hubs for health-promoting practices and taken together, shall constitute a network of 

relations between different institutions, professions, political interests and agents. Type 2 diabetes 

in that sense is not a narrow field of interest but comprises political, economic, medical, and social 

interests. The narrow focus during the observations and interviews has been centred on practical 

and technological aspects of living with type 2 diabetes. That is, the interview questions had the 
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form: „How do you do this or that in everyday life‟, „How in fact did you do that yesterday‟, etc. 

Such practices and technologies are not exhausted by knowing how to operate a glucose meter or 

knowing how to make a „healthy dessert‟. These everyday practices and techniques themselves refer 

to medical knowledge and practice, to conflicts between health professional disciplines (such as 

nurses and doctors who disagree on whether the way to deal with patients is to support their self-

care skills or to „medicate aggressively‟). They also refer to health political and economic decisions 

as to whether it is economically efficient to support patient self-care (Stearns et al. 2000, Levin et al. 

1977) and which are the most inexpensive means to promote healthy living. They refer to 

discussions in the humanities of health, to how we define health and disease, and to the ethical 

problems involved in medico-technical procedures. Moreover, the practices and techniques refer to 

the medical industries (which provide free measuring equipment but charge a vast amount of 

money for the test strips used every time a diabetic measures his or her blood sugar). In addition, 

these practices refer to diabetes associations, local and national, that cooperate with the hospitals 

and the medical industry, and at a political level, that lobby in support of its members‟ interests. 

Finally, it refers to educational and governmental discussions about whether small patient groups 

offer an efficient means to promote the self-management of the patients, and whether by learning 

from each others‟ experiences they will learn how to cope with their illnesses, form identities, and 

assume responsibility for taking care of themselves, in their local communities, in their families, and 

on an individual basis. Diabetes is thus to be regarded as a specific phenomenon that has wide 

implications. The techniques and practices of diabetes self-care or self-management have been the 

point of entry into this vast landscape of political and medical interests. 

 

It is important for health professionals that patients take responsibility for their own 

treatment and self-regulation, otherwise health professionals‟ efforts are in vain. Therefore, health 

professionals often account for their feelings of frustration when, on the one hand they know what 

is best for the patients, and on the other hand experiencing that some of the patients do not seem 

to care. The various educational strategies involved in supporting this conversion range from 

inspiring hope, providing guidelines, providing information about risks of late complications, and 

importantly, experimentation. The latter educational perspective is both inherent in the history of 
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medical science and in contemporary medical practices. A patient must learn to care for the self, 

and this cannot be done without patients trying out the techniques themselves, trying to see how 

this practice fits into their everyday lives.  
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3. From Historical Epistemology to Patho-Epistemology 

3.1. Normalisation and Experimentation – Educational 
Perspectives within the History and Philosophy of Medicine9 
 

In the following we will focus on a discussion between Georges Canguilhem and Claude Bernard 

concerning statistics and experimentation. The reason is that these philosophies of medical science 

give rise to two different educational rationalities, i.e. normalisation and experiential learning. These 

two educational approaches are highly relevant within diabetes 2 education. In the 19th century, the 

normative sciences gave rise to a counter reaction that came from scientists who were suspicious of 

the kind of knowledge produced by statistics. One of these counter reactions occurred within 

medical science, which, at the time, was in the midst of constituting itself as a scientific field. In 

1865, Claude Bernard, who held the chair in experimental medicine at the Collège de France, 

published his seminal work An Introduction to the Study of Experimental Medicine, which became 

immensely influential (Bernard 1957[1865]). Here, the experimental method in medicine is 

contrasted with statistically created health norms. Nowadays, the experimental method is often 

conjoined with statistics in randomised controlled trials, but there was a time when the two 

different logics were in stark opposition. I aim to return to the experimental method to trace out 

pedagogically relevant ideas. To do so, Georges Canguilhem will be read both in contrast to 

Bernard, but at the same time also as a corrective to him. Canguilhem‟s idea of life as a normative, 

i.e. transgressive activity that sets new, even organic norms can be interpreted as an attempt to 

correct and qualify Bernard‟s idea of experimentation. 

 

How are these lifestyle norms established in the first place? In an article from 1990, „Norms, 

Discipline, and the Law‟, François Ewald covers the historical development of the norm. In the 

19th century, a variety of so-called normative sciences surfaced, concerning themselves with 

                                                 
9 These following chapters on the norm, Canguilhem and Bernard, are based partly on a paper which has 
been accepted for publication in The Journal of Medical Humanities (forthcoming). 
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economy and technology, as well as morality, law, and politics, and the production of a normative 

body of knowledge became possible. This vast production of norms within the human and social 

sciences has had a substantial effect on behaviour, virtue, taste, fears, etc. An important point is 

that norms enable the various disciplines in society to communicate. As Ewald writes, the norm is a 

means that enables the disciplinary institutions to become truly interdisciplinary. The norm, then, 

made it possible to correlate various data (and rationalities) from various disciplines (economics, 

medicine, law), various institutions and practices (hospitals, military institutions, schools, etc.) that 

then formed new disciplines and bodies of knowledge (epidemiology, health economy, insurance, 

education, psychology, etc.). The institutions of society became interdisciplinary by means of the 

normative sciences. 

 

What is interesting in this respect is that statistics presumably has an empty ontology. For 

example, it became possible to create a correlation between certain features of a social environment, 

certain features of behaviour, in order to predict that in these cases there is a greater risk of suicide, 

mental illness, cardiovascular diseases, crime, accidents, etc. The norm thus objectivises in the sense 

that it creates an „object‟, for instance „risk‟, „mortality‟, or „lifestyle diseases‟. They give rise to 

mechanisms and techniques of risk management, health education and promotion, disease 

prevention and social security more broadly, in short – apparatuses of care and security. The 

concept of a lifestyle, thus, makes sense when knowledge of pathology is conflated with knowledge 

about consumption habits and social behaviour. Without marketing research, without knowledge of 

a segmentation of the population, there would be no concept of a lifestyle disease. 

 

This is a central, but often neglected, point in Foucault‟s Discipline and Punish (Foucault 

1991[1975]). Discipline refers to the constant division and specialisation of knowledge-practices, 

resulting from the correlation of different kinds of discursive and non-discursive practices. This 

correlation thus individualises – it differentiates in ever more specific micro-realms – and at the 

same time and because of this, it normalises behaviour. When individuals can divert from the norm 

on ever more specific parameters they tend to normalise their own behaviour. 
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With the advent of statistics, it became possible to identify norms, regularities, and tendencies 

without knowing the causes behind them (Ewald 1990: 144, see also Chapter 2 in Schmidt & 

Kristensen 2004[1986]). However, the „objects‟ statistically constructed, such as lifestyle diseases, 

are not real in the ontological sense of pointing to an inner nature. Rather, they establish themselves 

as normalising exigencies. Nor do they have clear causal explanations, or rather, as Ewald puts it, 

they change the way we think of causality. In the exact sciences, if something is said to cause 

something, it means that it does so without exception. In the normative sciences, a cause means 

that there is a measurable probability of a certain effect; for example, an increase in lifestyle diseases 

is an effect of an increase in the obesity of the population, but this, however, does not provide an 

explanation of an individual case of type 2 diabetes (which in fact does not necessarily have to do 

with obesity). 

 

The normative disciplines thus suspend judgement – it is neither necessary for the insurer to 

take a good, long look at his client in order to assess whether he is reliable, nor, in many cases, for 

the physician to see his patient. A risk does not exist – it only exists as a correlation between certain 

observed facts that are „open-ended‟ and non-referential (Ewald 1990: 144). The signs are not 

signifiers of an inner reality, but rather establish a surface consisting of pure observations of facts of 

everyday behaviour (Ewald 1990: 143). 

 

The notion of a lifestyle disease is precisely constructed by correlating various behaviours 

with various pathological conditions, but also a result of the fact that citizens are gradually 

understood as choosing and purchasing consumers on a market (Mol 2008[2006]). Certain diseases 

are correlated with certain choices of consumption. These epidemiological investigations have 

increasingly shown links between the intake of various types of food, the level of exercise, and 

habits such as smoking and drinking. They originate in the awareness that certain living conditions 

and types of work are connected to certain risks. Lifestyle diseases are thus found at the centre of 

health political, educational, and economic concerns, and very dominant, contemporary perceptions 

of risk, guilt, and responsibility cling to this issue. Type 2 diabetes, heavily correlated with obesity, is 

therapeutically countered with medicine, but also with the ability of health professionals to 
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transform the patient into an „expert patient‟, a person of responsibility and self-awareness, meaning 

that the diabetic must learn to monitor him- or herself constantly and to take the right course of 

action in every situation (Edgar 2005, Wilson 2001, Wilson et al 2006). A certain educational 

perspective thus follows from the ideas of risk and susceptibility produced by the normative 

sciences. Thus, diabetes is a very important field in which knowledge of these types of health 

education and political strategies are formed. Diabetes links a macro level of biopolitics with a 

micro level of individual practices of the self, i.e. of dietetics, education, and self-management. This 

trend should not be associated with a supposedly „medical rationality‟, but rather with a „statistical 

rationality‟ as such. 

 

What is truly paradigmatic in the case of diabetes is the awareness of the self that is shaped, 

and the techniques provided to support such a development of self-consciousness. Diabetics are 

taught that they will have to monitor themselves, and through the instructions and other 

educational practices, such as the diabetes school and the social, communal development of a 

diabetes identity in the motivational groups, they start to regard themselves as objects and subjects 

of technical procedures and knowledge, and through these technologies their relation to themselves 

changes. They establish a relation between the values they record (blood sugar, blood pressure, 

cholesterol), the diet they eat, and the activities they perform with and on themselves on an 

everyday basis. It is an elaborate dietetics – an elaborate experimentation with one‟s lifestyle. 

Diabetics gradually learn to administrate the pleasures in life (Foucault 1992[1984]). This work on 

the self, this practice of caring for the self, initiates a transformation of the self, which has been 

thoroughly described by Foucault as a „techne tou biou‟, an art of existence, which will be more 

thoroughly elaborated below (Foucault 2005, Harrer 2005, Peters 2003, 2005, Ure 2007). 

Bernard and Experimental Pathology – Or, Learning to Live Healthily 

 

[To] learn how man and animals live, we cannot avoid seeing great numbers of them die, because the 

mechanisms of life can be unveiled and proved only by knowledge of the mechanisms of death. 

(Bernard 1957[1865]: 99) 
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However brutal this may sound, Bernard has a point. The pathological condition teaches the 

„mechanisms of life‟. If not for the removal of the pancreas in a dog, the function of insulin would 

have remained obscure. Through experimentation with the organism, vital processes are 

discovered. Observation merely shows, while experimenting teaches (Bernard 1957[1865]: 5). Contrary 

to the statistical sciences, which he scorns in a polemical argument, Bernard is of the opinion that a 

scientific method should be concerned with causes and effects. To demonstrate a random 

connection between certain organic functions is not to know (Bernard 1957[1865]: 136). To know, 

one must understand the causes of a function and in principle be able to reproduce this function 

experimentally. Thus, science is the basis of technology. One must know what causes certain 

functions in order to restore the normal (i.e. healthy) condition of the intra-organic environment. 

Even though the organism can be likened to a crude machine and in principle be explained by the 

laws of physics, the complexity of the organism calls for a physiological science, which has an 

object different from physics. The difference is that living organisms are much more complex than 

physical or chemical structures, and that living beings are capable of self-organisation or self-

regulation. The machine analogy raises the question whether every action of a living being is 

determinable when the internal environment reacts on external causes and answers the same laws 

of physics to which the external environment is subjected (Bernard 1957[1865]: 76). Therefore, 

Bernard draws a distinction between an internal and an external environment, and the internal 

environment is characterised by self-organisation, self-reproduction, and self-regulation. It is not in 

principle or in nature different from a machine, but it is capable of self-creation, or what we might 

call self-maintenance, and it has a remarkably high margin of tolerance (Bernard 1957[1865]: 93-94; 

See also Chapter 5, „Machine and Organism‟, in Canguilhem 2008: 75-97). The internal 

environment, although it reacts to external impulses, manages to remain in a relatively autonomous 

equilibrium. Even though the temperature on the outside changes even dramatically, the organism 

manages to uphold a relatively constant temperature on the inside. By invoking the idea of an inner 

environment, Bernard thus attempts to uphold an Enlightenment ideal of individuality and 

autonomy, of self-regulation, though he does not give up the principle of physiological determinism 

and causal explanation (Bernard 1957[1865]: 96-99; Canguilhem 2008[1952/1965]: 48, 55). 
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As with the normative sciences, Bernard wanted to stay clear of any references to ontology. 

There are several differences, however, between Bernard‟s position and the statistical method. 

Where statistics, in principle, remains on a purely descriptive level of regularities and correlations, 

the experimental method, in contrast, proceeds from theoretically generated ideas in order to 

demonstrate and determine laws of nature. Statistics also proceeds from theoretically generated 

ideas, but it is important for the statistician not to reason. Rather, the correlations bring about the 

results – not the reasoning of the researcher. Bernard claims that simply piling up facts does not 

constitute a scientific process. Statistics, thus, creates ideas or norms that have no firm basis in 

reality. It creates ideas of lifestyles that are typical of certain segments in society that appear by 

correlating the factual, observed units, which do not represent anything other than simply being 

singular units that have somehow been registered. For the experimenter, rather, it is important not 

to have his mind stifled by preconceived ideas. The difference is one of judgement. Statistics makes 

judgement superfluous, whereas the experiment serves as a basis for correct reasoning. 

By simply noting facts, we can never succeed in establishing a science. Pile up facts or observations as 

we may, we shall be none the wiser. To learn, we must necessarily reason about what we have 

observed, compare the facts, and judge them by other facts used as controls. (Bernard 1957[1965]: 

16) 

The experimental method is basically a way to learn. Both methods claim to be objective, only they 

disagree on what constitutes an object. Statistics operate with objects that are constructed – the 

generalisations create ideals and norms such as health, disease, risks, classes, segments, lifestyles, 

and the like, but these ideals are not real entities. „The words life, death, health, disease have no 

objective reality‟ (Bernard 1957[1865]: 67). Bernard‟s object could never be a lifestyle disease, but 

would rather be, for example, glucose in the urine. He was determined to figure out what caused 

the various vital phenomena to appear and behave the way they do, the laws governing the 

manifestations of the organism. In contrast, the normative sciences establish correlations without a 

reference to a world behind the regularities. Statistics establishes norms that afterwards serve as 

regulatory ideals – i.e. a normal range of glucose between 3.5 and 8 automatically renders values 

that depart from the normal range deviant. 
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Educational Implications of Epistemological Debates in the History 
of Medicine 

 

Like statistics, the experimental method is also concerned with individual details, but refers the 

details to the whole of the living organism. Changes in one part of the living organism may result in 

changes elsewhere. Through a knowledge in depth, pathological experimentation aims to know the 

causes of vital functions, which subsequently allows the physician to take action therapeutically. 

The physician can then restore the normal order when he knows which organic function has gone 

wrong. It is this particular, technical aspect of the experimental method that one loses sight of in 

statistical research, which under the slogan „evidence-based medicine‟, informs the standards and 

goals of patient education. Moreover, there is an adventurous, and a risky, side of the experiment – 

the experimenter ventures out where no one has been before, which therefore introduces an 

element of danger. However, this type of risk differs from that introduced by statistics. From a 

statistical point of view, the risk lies in the fact that certain behaviours, on a general level, are more 

risky than other kinds of behaviour. Diabetics thus know that there is a higher risk of complications 

if they do not follow the general, standard recommendations. The danger associated with an 

experimental practice is concerned with the particular actions of the researcher, and at the same time 

constitutes a learning process. “Indeed, great men often teach us by their errors as much as by their 

discoveries (Bernard 1957[1865]: 178). Risk, in an experimental practice, implies an opportunity to 

learn, whereas in statistics it calls for normalisation. In order to learn to live healthily, for instance, 

diabetics must occasionally break the regular routine; experiment, and deliberate. It is a matter of 

stepping carefully. 

 

As will be shown below, diabetics relate to their own situation as being a problem 

concerning a „bad‟ or unhealthy lifestyle. They adjust to their situation by consciously planning and 

administrating life and diet meticulously, or by regulating life in a constant state of planning ahead, 

or by internalising certain rules of thumb, making a habit out of necessity, and thus „taking a bit of 

care‟. Regardless of the particular strategy chosen by the individual diabetic, these lifestyle issues 
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appear within a framework of statistics. In contemporary evidence-based medicine, experimentation 

and statistics are combined. A group of patients are offered a particular type of education, and a 

control group is established. Yet, when Bernard wrote his Introduction to Experimental Medicine, a 

central problem was to hold everything constant in a very complex organism. What he was seeking 

was a normal blueprint behind the various manifestations of the living organisms. Today, the 

difference between the experimental method and statistics is difficult to maintain, but for analytical 

reasons it is necessary to go back to a time when there was still a struggle between the two methods 

in medicine, because this history serves to elucidate a current problem about education and lifestyle 

diseases. 

 

Canguilhem – Life as a Constant Experimental Activity 

 

In The Normal and the Pathological (1998[1943/1966]), Georges Canguilhem thoroughly examined 

Bernard‟s position concerning a specific question, i.e. the question of how to distinguish between 

normal and pathological conditions. Although this issue diverges slightly from the problem 

presented above, there is a specific way in which the following discussion contributes to 

understanding experimentation and diabetes education. Canguilhem analyses the history and 

philosophy of modern medical science, starting with Comte‟s positivism and his influence on 

subsequent attempts to define the object of medicine. He leads the reader through a thorough and 

focused reading of modern medical history of science. Modern medicine attempted to eliminate 

moral prejudices from the science of medicine. It was important to be able to make a purely 

descriptive and objective definition of the difference between normal and pathological states – 

otherwise it would be too easy morally to blame the abnormal and unhealthy elements in society, 

and too easy to just readily accept processes of exclusion, purification, and extinction. The 

underlying assumption is that all positive facts are the same of nature. There is no ontological 

distinction between the normal and the pathological. „[T]here is nothing disturbed or abnormal in 

nature; everything happens according to laws which are absolute, i.e. always normal and 

determined‟ (Bernard 1957[1865]: 10). This principle is important to uphold for humanistic reasons. 
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However, if all physiological states are normal – whether pathological or not – how does one 

conceptualise pathological conditions? Bernard wanted to demonstrate that the study of 

pathological states should be carried out, not by a science of pathology, but within the limits of 

physiology. Therefore, it was necessary to claim that pathological conditions are in principle no 

different from normal states. Pathology is just normal functions in a state of excess or deficit. For 

the above-mentioned reasons, it was therefore necessary for Bernard to make diseases, understood 

as a distinct, ontological condition, disappear. It was necessary for Bernard to show that all 

physiological phenomena, pathological or normal, are really just facts of the same nature, and that 

all natural functions are normal, including diseases. If not, it would be too easy to base morally 

impaired opinions on the distinction between disease and normality (more than is already the case 

due to statistically generated norms). The argument seems to be that there is no need to provide an 

ontological basis for prejudice. It is therefore necessary to constitute medicine as an objective 

science. Diseases do not have a nature of their own. However, as Canguilhem writes: „It is 

understood that medicine needs an objective pathology, but research which causes its object to 

vanish is not objective‟ (Canguilhem 1998[1943/1966]: 87). Bernard claims that statistics is not 

objective (because the objects are constructs of the imagination). On the other hand, medicine is 

objective, because it is based on the study of causality and nature and rejects the idea that there is 

an objective difference between the normal and the pathological. As a result of that, medicine must 

make its object (disease), or rather the specific nature of diseases, disappear. Canguilhem, thus, 

claims that Bernard makes his object disappear (by claiming that diseases are really just normal 

functions in a state of excess or deficit). 

 

Bernard suggests that the distinction should be based on a study of organic functions that 

have gone awry. If there is an excess or a deficit, for example in renal secretion, this function is said 

to be pathological. Therefore, the pathological is purely based on a quantitative, objective measure. 

But Canguilhem points out that there is an ambiguity in Bernard‟ examples – sometimes he speaks 

of exaggeration in a purely quantitative sense, and sometimes in a qualitative. What is one to make 

of the terms „exaggeration, disproportion, and discordance‟ (Bernard, quoted in Canguilhem 

1998[1943/1966]: 76)? Canguilhem furthermore sets out to demonstrate that Bernard extrapolates 
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his argument from the case of diabetes to pathology as such. Bernard‟s experimental studies in 

diabetes (type 1), thus, set the stage for the confrontation. 

 

At the time when Bernard worked, it was commonly held that disease was a result of 

external, antagonistic forces. Diabetes, it was commonly understood, displayed functions that were 

non-existent in normal individuals. Bernard published an influential study on diabetes in which he 

argued that the essence of the disease is not an excess of sugar in the urine (polyuria), which is 

merely a symptom. Rather, diabetes has to do with glycaemia (sugar in the blood), and glucosuria 

(sugar in the urine) is a consequence of a normal, renal mechanism. When the level of the blood 

sugar supersedes a threshold limit, the excess sugar (hyperglycaemia) in the blood pours over and 

into the urine. He demonstrated that it is a normal condition to have sugar in the blood, and that 

the above-mentioned renal function appears in non-diabetic individuals as well. This was done 

experimentally by starving animals that consequently, due to a mechanism in the liver, would feed 

on themselves to preserve a certain level of blood sugar. These experiments have proven relevant 

for the research in type 1 diabetes. It is Bernard‟s methodological considerations that are relevant – 

thoughts that are presented in the work referred to here. He thus demonstrated that glucosuria is a 

consequence of hyperglycemia, and that diabetes is a continuation of a normal mechanism gone 

awry. Glucosuria is a symptom of a normal mechanism, which is the secretion of excess blood 

sugar. 

 

If the symptoms are considered, then there is a difference in quality, but if one focuses on 

the mechanism that produces these symptoms, the difference between disease and the normal state 

is one of quantity. This idea only makes sense if the organism is likened to a machine, the threshold 

barriers to valves, etc. Many different mechanisms, however, control these vital phenomena. The 

pancreas is not the only organ that defines the glucose metabolism; rather, it is dependent on many 

different mechanisms. Moreover, these thresholds, which are sometimes exceeded, are mobile, 

meaning that it is possible to find glucosuria in individuals who are not diabetics, and that two 

diabetics do not necessarily have the same threshold limit values. The mechanisms thus must be 

understood in relation to other mechanisms as well as ultimately to the whole organism 



 

73 

(Canguilhem 1998[1943/1966]: 80). It is not just a question of the existence of norms and barriers, 

and the multi-causality of various organic and metabolic functions, but rather a question of the 

behaviour of these functions altogether. 

 

What Canguilhem subtly criticises, by emphasising the term „behaviour‟, is Bernard‟s division 

between an internal and an external environment. If the behaviour of a kidney defines whether a 

certain state is pathological or normal, it is no longer a straightforward quantitative question. 

Behaviour is an ambiguous term, because where does the organism begin and where does it end, if 

regarded from a behavioural perspective? When a functional disturbance must be considered in 

relation to the whole of the organism, it is essentially the behaviour of the living organism that 

changes. Hypertension, for example, is not just a matter of heightened arterial pressure. The 

physician has to take into account the changed behaviour of the heart, blood vessels, kidney, and 

lungs. A person therefore becomes short of breath more easily when walking up stairs, etc. What 

happens on these pages is that Canguilhem tries, subtly, to drive a wedge between the clear-cut 

distinction between the internal and the external environment, on which Bernard‟s argument is 

based.10 How would it be possible to distinguish unambiguously between the internal and external 

environment when behaviour, all of a sudden, becomes the vantage point for defining a 

pathological state? 

The fact that a pathological symptom, considered by itself, expresses the hyperactivity of a function 

whose product is exactly identical with the production of the same function in so-called normal 

conditions, does not mean that an organic disturbance, conceived as another aspect of the whole of 

functional totality and not as a summary of symptoms, is not a new mode of behaviour for the 

organism relative to its environment. (Canguilhem 1998[1943/1966]: 87) 

                                                 
10 See the discussion in the chapter, „The Living and its Milieu‟ in Canguilhem, G. Knowledge of Life, 
(2008[1952/1965]: 117). It is the crucial definition of human beings, i.e. that we are not only in the centre of a 
surrounding environment, but that we are ourselves an environment, consisting of organs, etc. „It is the 
position of a living being, its relation to the experience it lives in as a totality, which gives the milieu meaning 
as conditions of existence. Only a living being, an infra-human, can coordinate a milieu. To explain the centre 
by the environment would thus seem to be a paradox‟ (Canguilhem 2008[1952/1965]: 70). 
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And Canguilhem concludes 

To return once more to diabetes, it is not a kidney disease because of glucosuria, nor a pancreatic 

disease because of hypoinsulinemia, nor a disease of the pituitary; it is a disease of an organism all of 

whose functions have changed […] It seems very artificial to break up disease into symptoms or to 

consider its complications in the abstract. What is a symptom without context or background? What 

is a complication separated from what it complicates? When an isolated symptom or functional 

mechanism is termed pathological, one forgets that what makes them so is their inner relation in their 

indivisible totality of individual behaviour. (Canguilhem 1998[1943/1966]: 88) 

The main difference between Bernard and his later critic Canguilhem, with regards to 

experimentation, is that to Bernard, the experiment is a deliberate attempt to study the laws of life 

(a scientific method), whereas for Canguilhem, life itself is a constant experimentation (an activity 

or practice). „Life […] is experience, that is to say, improvisation […]; it is an attempt in all 

directions‟ (Canguilhem 2008[1952/1965]: 90). Life itself is not determinable to the degree that 

Bernard suggests and certainly not to be likened to a machine. It is difficult to assign a law that 

concerns vital functions, because the organism and the organs seem to have a vicariousness of 

functions (Canguilhem 2008[1952/1965]: 89). Living organisms portray certain norms of 

organisation, but these are manifested or presented, and not representations of a physiological law 

behind the manifestations. The norms are lived, and they change in relation to the environment 

(Mol 1998). Moreover, the norms are not laws or averages but fundamentally linked to the activity 

of living, i.e. the organism is capable of setting new norms, i.e. to be normative. The normal, then, is 

not first of all an expression of an average or a standard function. Rather, being normal is to be 

normative, capable of instituting new norms. „Normal man is normative man, the being capable of 

establishing new, even organic norms‟ (Canguilhem 1998[1943/1966]: 139). The normal, then, is 

highly differentiated, and does not refer to a vital blueprint or an essence behind the various 

manifestations of the organism. An organism, rigorously frozen in a standardised function, is by 

Canguilhem considered rather pathological. When the normal and the pathological, according to 

Bernard, are equivalent, this also means that health is not identical to normality. An organism is 

normal and healthy, in an abstract sense, when it is capable of variation, of transgressing its own 
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norms of regulation, the norms of its own organisation. Consequently, it is normal to be sick, but 

sick to be normal (Gane 1998, Ljungdalh 2009, Østergaard 2005). Instead of defining health as a 

harmonious equilibrium, Canguilhem stresses the importance of the experiment in a different sense: 

The healthy man does not flee before the problems posed by sometimes sudden disruptions of his 

habits, even physiologically speaking; he measures his health in terms of his capacity to overcome 

organic crises in order to establish a new order. Man feels in good health – which is health itself – 

only when he feels more than normal – that is, adapted to the environment and its demands – but 

normative, capable of following new norms of life. (Canguilhem 1998[1943/1966]: 200) 

Although he does not use this particular term, life to Canguilhem, then, presents itself as a constant 

experimentation. Therefore, experimenting, as a method for grasping vital functions, should be 

understood at a different level. Whereas Bernard wanted to define the conditions of the 

experimental method, which would constitute medicine as an exact, deterministic science, 

Canguilhem means to stress the unpredictable and transgressive nature of experimentation, 

situating this activity in life itself (Greco 2005, Margree 2002). The organism does not just conform 

to certain biological norms, but is normative in the sense that it constantly transgresses its own 

norms, institutes new norms, or as I have wanted to frame it here, presents itself „experimentingly‟. 

Even though Canguilhem takes his point of departure in the conceptual history of medicine, it is, 

however, difficult to neglect the social and psychological aspect of the argument. A healthy 

organism is capable of variation, of transgressing its own norms, i.e. being normative, whereas, on 

the other hand, pathological organisms are stuck in repeating the same regulatory functions defined 

narrowly once and for all by a standard. In Canguilhem, thus, the experiment is not an externally 

defined, objective method, but an immanent activity of living organisms. In addition, although 

Canguilhem does not directly draw any educational consequences of his thoughts, it is difficult to 

ignore the barely concealed educational implications of his ideas, i.e. that a learning process must 

remain experimental in the sense qualified above. What is interesting is that this idea is drawn out 

of his interest in medical science. With Canguilhem, a strictly scientific method becomes an 

expression of a practice, of an activity of life itself. When we are disconcerted in life, this is when 

we learn about it. 
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[K]eeping in mind Bernard‟s formula that „life is Creation‟, we will say that the knowledge of life 

must take place through unpredictable conversions, as it strives to grasp a becoming whose meaning is 

never so clearly revealed to our understanding as when it disconcerts us. (Canguilhem 

2008[1952/1965]: 22) 

As was the case in Bernard‟s thought, it is still the abnormalities or the pathological conditions that 

make knowledge of life possible. Only the normal and the pathological must be understood in more 

subtle detail than in Bernard‟s case. 

 

Organisms have an impressive ability to organise themselves – and this does not seem to be 

a result of external impulses only. It seems as if the living organisms – the cells, organs, etc. – have 

an extraordinary ability to adapt, adjust. They change their whole setup when changes in the 

environment occur. This is what organisation means. Organisms not only change causally 

(following certain physiological laws) but also change the rules (norms) by which the organism is 

regulated. They change the norms of their organisation and regulate themselves according to new 

norms that the organism is capable of instituting by itself in a constant experimenting activity, 

which is a response to pathological states. When a disease occurs, the organism does not re-

establish the former normal condition in an attempt to get well, but rather institutes a new norm. 

Cure, then, is not the same as re-establishing the normal, but rather an activity of transgressing the 

norm. This activity of living organisms is referred to as „health‟. An organism that is capable of 

transgressing its own norms – in a constant interaction with the environment – is said to be healthy. 

A pathological condition, on the other hand, occurs when the organism no longer has the power to 

transgress its own norms but is stuck in repeating the same functions. Regaining health means 

transgressing the norms governing a function that is „stuck‟. This is health understood in a qualified 

sense. When referring to health in a concrete sense, it is necessary to focus on specific bodily 

functions and to the organism‟s ability to transgress the current state of affairs. Health in an 

abstract sense refers to organic well-being, but is an ideal, an abstract idea. Health in such an 

abstract, ideal sense is a dream of a harmonious existence. However, health in a qualified sense 

stands in need of occasional occurrences of illness, of transgression, of ruptures and change. 
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Canguilhem‟s concept of health is not an all-encompassing appeal to a harmonious well-being in 

relation to everything between heaven and earth. Health is only a concept that makes sense when 

considered against the backdrop of illness, of occasional abnormality. If health is life in the silence 

of the organs, then it is only through diseases that something like health becomes an object of 

investigation. 

 

Therefore, it does not make sense to talk about health as an abstract state of well-being 

(people who feel well might indeed be ill, and people who feel ill might very well, in fact, have a 

healthy organism). It is necessary to delimit the focus area and exclude the factors that are not 

relevant to understanding the concrete incident. If we want to talk about health in a general, 

abstract sense, then we are not talking about the state of the organism – rather we are talking about 

hope, fears, dreams, justice, values and ideals. However, maintaining this delimitation is difficult, 

philosophically as well as practically, since the phenomena in question are ambiguous (cf. organism, 

behaviour, disposition, etc.). Medicine tries to be precise about defining its object of intervention, 

i.e. what constitutes health and disease and what does not. Even so, the definitions are soon 

extrapolated to other areas (Otto 2005). Still, a fundamental precondition for talking about health, 

regardless of what definition we prefer, is the awareness of suffering (pathos, cf. pathology). There 

must be ailments, worries, breaks, ruptures, pain, or troubles that need to be cured – otherwise any 

concept of health would be superfluous. Thus, we need to have an idea of what the organism 

suffers from – either a present state of suffering or a future risk of suffering – if we are to talk 

meaningfully about health. Therefore, there is no such thing as promoting health, unless we know 

which ailments we want to avoid by installing such a promotion. That is, in concrete cases there is 

always a condition that must be avoided or healed, if a concept of health is to make sense. A 

qualified case of health requires that the organism is capable of transgressing its own norms. 

In a sense, one could say that continual perfect health is abnormal. But that is because „health‟ has 

two meanings: Health, taken absolutely, is a normative concept defining an ideal type of organic 

structure and behaviour; in this sense it is a pleonasm to speak of good health, because health is 

organic well-being. Qualified health is a descriptive concept, defining an individual organism‟s 
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particular disposition and reaction with regards to possible diseases. (Canguilhem 

1998[1943/1966]: 137) 

The pathological condition, thus, is also normal (cf. Broussais principle). It is not a deviance from a 

perfect norm, but life that takes a different turn. Health is not the same as normality – because a 

qualified healthy condition requires occasional transgressions of the norm. The pathological 

conditions are also normal, i.e. they are governed by other norms of life. The crucial point for 

Canguilhem was to come to terms with this difference (and thus we also see the effects of 

Canguilhem on later generations of philosophers, for instance Deleuze, Derrida, and Foucault). A 

pathological condition, thus, is life that has taken a different path. There is no fact that is normal or 

pathological in itself. An anomaly or a mutation is not in itself pathological. These two express 

other possible norms of life (Canguilhem 1998[1943/1966]: 144). Accordingly, life is in itself a 

normative activity. In other words, life is not indifferent to the forms under which it exists, since 

life actively sets or institutes new norms, in a constant transformation of itself (Badiou 1998). The 

forms of life that do not have the capacity to change appropriately become pathological cases. What 

is important is that the normality of certain functions, thus, comes from its prior normativity, i.e. 

ability to institute a new order. 

If we can speak of normal man as determined by the physiologist, it is because normative men exist, 

for whom it is normal to break norms and establish new ones. (Canguilhem 1998[1943/1966]: 

164-165) 

The normal, thus, is a product of normativity. Vital norms are consequences of their performance. 

Living beings actively institute new norms and change the norms in the process of living. The 

norms, thus, are immanent and performed. That is, they reveal themselves in post-rationalisation. 

No scheme can be applied in advance. Norms are presented – and not representations of an 

essential order behind the empirical manifestations. 
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The rule-bound performance, or inflexible regulation, of the vital norms is pathological, 

whereas life, on the other hand, transgresses norms and institutes new norms. Life, in that sense, is 

normative: 

[B]eing healthy and being normal are not altogether equivalents since the pathological is one kind of 

normal. Being healthy means being not only normal in a given situation but also normative in this 

and other eventual situations. What characterises health is the possibility of transcending the norm, 

which defines the momentary normal, the possibility of tolerating infractions of the habitual norm and 

instituting new norms in new situations. (Canguilhem 1998[1943/1966]: 196-197) 

In a given situation, there is only a concrete concept of health, which constitutes a particular 

biological norm. The abstract concept of health in Canguilhem‟s thinking, however, is not 

equivalent to being „normal‟, but rather of being normative, of transcending the concrete biological 

norm of the organism in a certain state. This notion of normativity is essential. Life does not merely 

conform to a norm, but institutes new norms, strives towards instituting new norms. It is this 

challenging of the normal that constitutes a healthy organism. This normativity, the rupture of the 

standard, happens all the time in biological organisms, and sometimes, luckily, in mental, political, 

and social organisms, too. 

 

Bearing in mind that Canguilhem wrote these words in 1943 ought to remind the reader 

about the barely concealed normative position inherent in this idea of the sickness of 

„standardisation‟ and the healthiness of multiplicity. Where the positivist position finds in 

„objectivity‟ an opportunity for equality and the protection of individual and minority rights (and 

therefore justice), Canguilhem, on the other hand, finds in „objectivity‟ the threat of unification and 

normalisation (which in 1943 must have resonated dreadfully). In Canguilhem, there is a call for 

multiplicity, for resistance, for variation, rupture, and difference. These two different normative 

positions, that of the „equality‟, „objectivity‟, „openness‟, and „justice‟ of positivism and the 

„difference‟ and „multiplicity‟ of the Second World War generation constitutes an internal conflict in 

the sciences concerned with the question of health, particularly health education, but also 

education, sociology, and political science more broadly. 
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3.2 Canguilhem – Disease Generates Knowledge 

Type 2 Diabetes – A Patho-Epistemological Catalyst 

 

[D]iseases must be able to function for the scientist as spontaneous experiments which allow a 

comparison to be made between an organism‟s various abnormal states and its normal state. 

(Canguilhem 1998[1943/1966]: 51 – paraphrasing Auguste Comte) 

When a certain illness/disease is chosen to be the epistemic „chemical catalyst‟ (Foucault 

1983[1982]: 211), so to speak, of practices and processes that have much wider implications, it is in 

line with a tradition in the philosophy of the human and social sciences. Diseases reveal functions 

of which we, as a rule, are blissfully unaware. This fact is valid for functions within a social, mental, 

and biological organism altogether. Social pathologies unveil the functions and dynamics of 

economic and political systems (through crises), mental illnesses expose the oddities of the mind 

that are common to everyone, but often overlooked, and biological functions in the organism that 

are necessary for sustaining the vital functions are disclosed when disease rears its ugly head. If not 

for fractured lungs and pneumonia, we would know nothing about breathing. If not for the rupture 

of financial crisis, we would know nothing about laws of economy such as inflation and 

unemployment. If not for schizophrenia, we would still believe that the unity of the subject 

constitutes the centre of life. As Oedipus came to realise, the man who has gone blind truly 

understands the beauty of vision. This epistemic principle runs as a thread through the history of 

the human and social sciences. It has often been set to work, but is only ever seldom thoroughly 

explicated. A central purpose of this dissertation is to demonstrate and elaborate this epistemic 

principle of pathology. Nietzsche analyses reason by explicating its pathologies, Kant by focussing 

on its limitations (antinomies). Foucault shows how madness, the plague, and leprosy gave rise to 

different technologies and strategies of power and knowledge (Foucault 1991[1975], 2003, 

2006[1961/1972]). There is reason to believe that this epistemic principle has not been invented by 

genius philosophers and sociologists; rather, it has been appropriated by them. It is primarily an 

insight that has been developed within medicine – and quite often, the purpose of this analytical 

strategy, when put to work by philosophers and social scientists, is precisely to „diagnose‟ 
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contemporary reason, and cultural or social norms. This is why Foucault in The Hermeneutics of the 

Subject (2005) is focussing on the pedagogical functions of medicine, i.e. on therapeutic practices. 

 

In order to obtain knowledge of these norms of life – in this case, the norms affiliated with 

improving the quality of life, i.e. health promotion and education – an illness must be the natural 

point of departure. A similar point is made by Georges Canguilhem, with a reference to Leriche, 

although in a slightly more elegant way: 

Like Leriche, we think that health is life in the silence of the organs, that consequently the biological 

normal […] is revealed only through infractions of the norm, and that concrete or scientific awareness 

of life exists only through disease. (Canguilhem 1998[1943/1966]: 118) 

Health is life in the silence of the organs, and awareness of life exists only through the ruptures of 

disease. It is mainly an epistemological point that Canguilhem is making. 

Disease reveals normal functions to us at the precise moment when it deprives us of their exercise. 

Disease is the source of the speculative attention which life attaches to life by means of man. If health 

is life in the silence of the organs, then, strictly speaking, there is no science of health. Health is organic 

innocence. It must be lost, like all innocence, so that knowledge may be possible. (Canguilhem 

1998[1943/1966]: 101) 

Knowledge of health (in the abstract sense), thus, is always and necessarily derived. 

 

To return to the question: why are pedagogical practices around type 2 diabetes interesting? 

The answer is partly given above: because the way social, educational, political, and medical 

institutions address this condition reveals, to the attentive gaze, an experimental field for 

developing health promotion practices more broadly. Because of the affinity between the lifestyle 

changes suggested to diabetics and the lifestyle changes suggested to the population more broadly, 

it is fair to claim that the pedagogical practices experimented with in diabetes health education may 

– on a strategic level of problematic and diagnostics – be paradigmatic for diagnosing contemporary 
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norms of health and lifestyle. Thus, type 2 diabetes education addresses a specific metabolic 

disorder as well as various cultural, institutional, social, and common ways of handling a certain 

illness, but more broadly, type 2 diabetes attends to the general problem of health and lifestyle 

politics. By focussing on the technologies and practices that society develops in order to mend the 

pathologies of a present culture, it becomes possible to grasp contemporary reasoning about these 

phenomena and processes. 

[T]he fact of health is a cultural fact in the broadest sense of the word, a fact that is political, 

economic, and social as well, a fact that is tied to a certain state of individual and collective 

consciousness. Every era outlines a ‘normal’ profile of health. Perhaps we should 

direct ourselves toward a system that defines, in the domain of the abnormal, 

the pathological, the sicknesses normally covered by society. (Foucault 

2003[1983]: 77 – emphasis added) 

A few more words about this principle of patho-epistemology are necessary. It may very well be that 

„health‟ is an impossible science, but neither is „disease‟ a precise research object. We are possessed 

of a substantial research field that investigates the social, cultural, political, and scientific aspects of 

illness/disease – philosophy, anthropology, psychology, and sociology of medicine. These 

disciplines agree on one thing – that the norms of disease/illness are complex, multifaceted, and/or 

contested (Jensen 1986[1983], Mol 1998, Gane 1998, Greco 2005). Therefore, it is not the intention 

to claim that disease is a simple, singular phenomenon that lets the light of truth shine down on the 

researcher. It will be argued, however, that disease is a precondition for knowledge in the first place, 

regardless of whether this knowledge presents itself unambiguously or not. Rather, and precisely 

because, disease is a politically and epistemologically contested object, it serves the role of an 

epistemic catalyst. Canguilhem refers to this catalyst as the „primacy of the negative‟ (Canguilhem 

1998[1943/1966]: 118). In the words of Leriche: 

The sick man can thus advance knowledge about the normal man […] At every moment, there lie 

within us many more physiological possibilities than physiology could ever tell us about. But it takes 

disease to reveal them to us. (Leriche, quoted in Canguilhem 1998[1943/1966]: 100) 
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The negativity of disease is to be understood as „another way of life‟, which causes awareness 

of the otherwise silent norms of life. Although it is possible to describe a disease as „negative‟, it 

does not mean that it is „deviant‟ in relation to the norm or that it constitutes a metaphysical 

exteriority to life. The negativity of life is not „nothingness‟ (Canguilhem 1998[1943/1966]: 91), but 

must be understood as infractions and ruptures. The negativity that Canguilhem advocates is a 

manifested negativity – but not negativity understood as deficit, absence, or deviance (from the 

normal state). It is a practical rupture in life (which corresponds to Heidegger‟s use of the concept 

2004[1946]). The negativity becomes a monstrous experience instead of absence or death. This way 

of perceiving negativity upholds the possibility of thinking critically about the „normal‟, but does 

not create an anti-pole, a contradiction. Rather it presumes that it is possible, from an immanent 

point of view to regard certain functions as pathological, creating an awareness of the norm that, 

before the rupture, was unknown. The monster invokes a fear that the order, which people usually 

take for granted, is not as certain as we might like to think (Canguilhem 2008[1952/1965]: 98). The 

monstrosity of the abnormal and pathological constitutes the source of knowledge (in this respect, 

disregard the obvious difference between abnormality and pathology). „The monster is a living 

being with a negative value‟ (Canguilhem, 2008: 135). By value, then, Canguilhem means the 

consistency of a species, its ability to survive, reproduce, etc. To comprehend his meaning, I offer 

the following passage in its full length: 

Now, the monster is not only a living being of reduced value, it is a living being whose value is to be a 

counter-point. By revealing the precariousness of the stability to which life has habituated us – yes, 

merely habituated, even though we have turned this habit into a law – the monster bestows upon the 

repetition of species, upon morphological regularity, and upon successful structuration a value all the 

more eminent in that we can now grasp their contingency. The vital counter-value is thus not death, 

but monstrosity. Death is the permanent and unconditional threat of the organism‟s decomposition, 

the limitation from without, the negation of the living by the non-living. 

Monstrosity is the accidental and conditional threat of incompleteness or 

distortion in the formation of the form; it is the limitation from within, the 
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negation of the living by the non-viable. (Canguilhem 2008[1952/1965]: 135 – emphasis 

added) 

Pay attention to the sentence: „the limitation from within‟, compared with the sentence „limitation 

from without‟. Death is the negation of life – the absence, the non-being, the end. This could be 

understood as corresponding to Sartre‟s „nothingness‟, and to the negative position in dialectics. It 

is also possible to see in this thought Camus‟ and Durkheim‟s works on suicide as a resistance 

towards the „biopower‟ described later by Foucault (1998[1976]: Chapter 5). Death is a counter-

move towards the power that is sustained in the effort of preserving and securing life. Death 

becomes the (dialectical) vantage point for a critique. However, as already described, this is an 

external position. What Canguilhem says here is important. In an age of dialectics, when Marxism 

and Sartre‟s existentialism were at their peaks, there is an opportunity for a limitation from within, 

an immanent critique, utilising „the little follies of life‟ (Canguilhem 2008[1952/1965]: 136). It is 

possible, then, „to approach the philosophy of values from the angle of negative value […]‟ 

(Canguilhem 2008[1952/1965]: 136), but negativity in the sense of „rupture‟, not „nothingness‟. Life 

is „capable not only of provoked exceptions, but also of spontaneous transgressions of its own 

habits‟ (Canguilhem 2008[1952/1965]: 136). From that perspective, Canguilhem can say that „life is 

poor in monsters‟, meaning that consciousness is able to grasp life as not only being capable of 

producing errors and negative value, but also of being even more alive, i.e. „capable of even the 

greatest freedom of exercise‟ (Canguilhem 2008[1952/1965]: 136). Monsters enable the mind to 

think „outside the box‟ – but from within! Monsters invoke the world of the fantastic, serve as a 

point of departure for imagination, challenge the structures that unconsciously regulate our 

thinking. With the idea of a limitation from within, it becomes possible to point to negative 

experiences from within, and, more important, to think about „the negative‟ in terms other than 

dialectical „nothingness‟, absence, negation, contradiction, etc. The notion of the „within‟ enables an 

experience of the negative, which does not engender a dialectical movement but rather treats 

negativity as „multiplicity‟ and „divergence‟ (Foucault 1980[1970]: 185, with a reference to and an 

appraisal of Gilles Deleuze), but also as „resistance‟ (Foucault 1998[1976]: 96). The problem arises 

when monstrosities are discovered; there is a tendency for the life sciences to naturalise the 



 

85 

monstrous. Biology becomes preoccupied with the order and the regularity of the monstrous. 

Mendell‟s peas are not interesting because there is a chance that they will mutate – they are 

interesting because of the regularity with which they mutate. The monster, then, is not in itself 

interesting – it is the norm, the order that it points to, which interests the biologist. 

Once monstrosity has become a biological concept, once monstrosities have been divided into classes 

based on invariable relations, once one prides oneself of being able to bring them about experimentally, 

the monster is naturalised, the irregular is brought back to the rule, and the prodigy to predictability. 

(Canguilhem 2008[1952/1965]: 140) 

 

A Tension between Awareness and Unawareness 

 

A problem with the above argument is that not all diseases are consciously experienced. The risks 

of genetic conditions are a striking example (Rose 2007). Likewise, type 2 diabetes is not necessarily 

immediately experienced. Health professionals have explained a number of times that there are 

probably as many undiagnosed (and unaware) diabetics in Denmark as there are diagnosed 

individuals. Even in diagnosed cases, the condition is not always associated with the discomfort that 

makes pathology a vantage point for epistemic awareness. This is the dilemma and danger of 

diabetes. The whole purpose of diabetic educational practices can be interpreted in light of this 

dilemma, i.e. as an attempt to make diabetics understand their susceptibility to late complications, as 

well as to equip them with the appropriate knowledge and skills to counter such potential risks. 

 

One of the characteristics of life with type 2 diabetes is that it unfolds in interplay between 

unawareness and awareness. In many cases, individuals with type 2 diabetes are not aware of the 

metabolic disorder for years, which causes their average glucose level to increase. Looking back, 

they will usually say that perhaps they felt a bit more tired than usual, but they always felt normal. 

Perhaps they still do, even though they have been diagnosed and lived with their condition for 

years. It was only when they had a heart attack, for instance, that they were made aware of the 
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disease. The problem, then, with this tension between normality and pathology is that the longer 

diabetics live with their disease without treatment, the more they risk complications at a later state – 

complications such as neurological and cardiovascular diseases. Reportedly, the task for health 

professionals, i.e. doctors, nurses, dieticians, and physiotherapists alike, is to convince diabetics that 

they have a disease of which they are not aware, one that on the surface causes them no problems 

at the present moment (i.e. the problem of pre-diabetes and preventive medicine). This is a health 

education task. If people do not feel ill or troubled, why should they follow the advice from a 

doctor? Why should they begin to take action? 

 

The above-mentioned tension between awareness and unawareness can be described in 

philosophical terms as well, as an epistemological problem. Classic philosophical texts take as their 

vantage point this dilemma of identifying the crucial point when ignorance converts to knowledge – 

and how this change is made to happen, or the point when awareness is awakened or provoked, 

evoked, aroused, or excited. Think about Plato‟s cave and the journey from the shadow towards the 

light. How about Hegel‟s dialectics and Marx‟s class struggle as a means to form class 

consciousness? The same tension can be formulated within educational research as a process of 

enlightenment, learning, development, or paideia. With what means should such a process be 

driven, what are the obstacles that hold back such a process (social as well as mental), and how can 

one define the goal of such a learning process? 

 

Quite often, philosophy has sought inspiration in medicine, when using an analogy between 

illness and consciousness – and likewise between well-being, common sense, habit, and ignorance. 

Furthermore, education has drawn upon a medical terminology when describing the evils that 

education is meant to prevent (Rose 1985: 11-38). Educational researchers rarely fail to mention the 

(social or mental) pathologies that are the results of a bad or absent educational process. 

Sociological, psychological, and epidemiological research indicates that education is a parameter 

positively correlated with almost anything. It seems statistically to increase tolerance, health status, 

lifespan, success in just about anything, and at the same time, it reduces obesity, crime, delinquency, 

alcoholism, etc. In any course of development, there is a risk that the process goes astray. 
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Psychology has effectively demonstrated the various abnormalities that result from educational 

processes gone wrong. This psychological or medical logic is prevalent as well among the 

professionals working within education. Often, in a similar manner, abnormal behaviours are 

explained as a result of a course of development gone wrong. Thus, social as well as individual, 

physical as well as mental ills are countered with education. 

 

The dilemma between awareness and unawareness in diabetes remains. Nikolas Rose points 

to this dilemma in Canguilhem with the concepts „susceptibility‟ and „pre-patient‟. 

But what then of a predisease […]? Is one diseased if that defect lurks in a silence, if it exists outside 

the awareness of an individual? Perhaps these definitional or ontological questions are the wrong ones. 

It is better to ask, instead: How does it come about that susceptibility is something that calls out for 

medical attention? How does it come to be that, contrary to Canguilhem‟s humanism, the doctors and 

genetic counsellors […] have acquired the right, against that of the individual who appears 

existentially well, to define and diagnose a state of potential disease, or protodisease, and in doing so, 

to render the person a „pre-patient‟ (Rose 2007: 85)?  

However, a theoretical problem remains. If, as Rose rightly points out, Canguilhem‟s idea of illness 

involves the consciousness of a diseased individual and that health is life lived in the silence of the 

organs, as Leriche puts it, this does not mean that the concept of a „pre-patient‟ or „susceptibility‟ 

marks a break with Canguilhem‟s idea. Canguilhem discusses Leriche‟s bold claim that „disease is 

what makes men suffer‟ (Canguilhem 1998[1943/1966]: 91), which is not without controversy. If a 

seemingly healthy person dies in a car accident, and by autopsy, it is discovered that he had cancer, 

then there is no awareness of the disease, but to the surgeon he would be a pathological case 

(Canguilhem 1998[1943/1966]: 92). The question is on what level the disease has to be situated, 

and following the above example, there can be unconscious, pathological states, i.e. at tissue level 

or, even more tellingly, for instance at the level of the genes. Right after the famous quote of 

Canguilhem, where he states that he accords with Leriche‟s definition that health is life lived in the 

silence of the organs, he immediately elaborates: 
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Leriche shows, in effect, that the silence of the organs does not necessarily equal the absence of disease, 

that there are functional lesions or perturbations which long remain imperceptible to those whose lives 

they endanger. (Canguilhem 1998[1943/1966]: 92) 

This means that Canguilhem and Leriche were well aware that it is possible to be a pre-patient. To 

be clear, following Georges Canguilhem‟s interpretation of Leriche, the suffering (pathos) of a 

disease does not have to be present in order to constitute a problem. The often quoted passage in 

Canguilhem (above, where he explains that a fundamental characteristic of illness is the suffering of 

the individual and that health is life in the „silence of the organs‟) is followed by a very important 

analysis of the self-same Leriche, for whom an illness does not have to be present in the 

consciousness of an individual for there to be a medical problem. Physicians (ought to) know that 

disease is a temporal phenomenon – meaning that it presents itself in a course. A certain pattern of 

occurrences unfolds during a course of a disease, and the full force of suffering need not occur 

immediately for the doctor to know that action is required at a given moment. Even though a 

fundamental precondition for the science of medicine is the suffering conscience of a patient, the 

conscious suffering may occur later. The knowledge of the normal course of a disease allows the 

doctor to anticipate the course of an illness. 

 

As shown above, negativity (of the disease) does not represent „nothingness‟. Disease is 

negative in the form of opposition (irritation), not deprivation (Canguilhem 1998[1943/1966]: 91). 

Given the historical or timely character of the experience of illness, however, this does not imply 

that the awareness of the disease, the suffering, must occur immediately with the pathological 

condition. What Canguilhem means by „there is nothing in the science that has not first appeared in 

the consciousness‟ is that the physician‟s awareness of „susceptibility‟ is based on previous cases, 

previous patterns that are recognisable, i.e. from clinical practice. Because there have been precedent 

cases in which a certain condition has developed into a state of discomfort, it is possible for the 

doctor to anticipate those future ills. And, for Canguilhem, this means, exactly, that the doctor‟s 

knowledge of the pathological condition is based on previous, clinical experiences of patients who 

have felt the rupture of a disease. Here, it is a matter of utmost precision. Canguilhem is not saying 
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that if there is no suffering, there is no disease. It is not an ontological argument. What he claims is 

that there can be no medical science without the preceding suffering caused by disease. Again, it is an 

epistemological point he is making, not an ontological one. „The dynamic polarity of life and the 

normativity it expresses account for an epistemological fact…‟ (Canguilhem 1998[1943/1966]: 127). 

However, Rose‟s questions about how susceptibility has increasingly become a state of concern and 

regulation, and what we are to construe of the practices that increasingly focus on pre-patients, are 

still valid and interesting. They provide useful tools with which to analyse diabetes education 

practices, because diabetics are stretched out on a spectrum between awareness and unawareness. 

 

Experiencing Type 2 Diabetes – Pathos as Passion 

 

What are the characteristics of pathological experiences peculiar to diabetes? Canguilhem examines 

vital norms from a philosophical point of view, focussing on the history of biology and medicine. 

The experiences of „pathos‟, which have become visible through the observations and interviews 

with the diabetics I studied, are of a different kind. In the following sections, these pathological 

experiences of the diabetics will be described. 

 

First, as already mentioned, many of the diabetics say that they have no complications or 

problems. They explain that they do not generally feel the illness. They perceive their condition as a 

future threat, a potential risk. They know, from their doctor, from the media, and from family and 

friends there is a greater risk that they will develop cardiovascular and neurological diseases at a 

later state. At the moment, however, this is a concern of the future. Therefore, the health political 

and educational task is to make diabetics aware of their susceptibility to these diseases and thereby 

support the formation of a specific kind of self-consciousness. The doctrine of the diabetes school 

is that knowledge is a precondition for motivating diabetics to change their lifestyle. If diabetics do 

not become aware of the risks of complications, they will never even start to consider initiating 

lifestyle changes. The problems with regards to diabetes, and the immediate feeling of hardship and 

discomfort, are not therefore absent. Even though diabetics do not sense the future, potential 
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ailment in the present, this does not mean that there is no rupture or suffering in their lives. The 

experiences of „pathos‟, as reported by diabetics and health professionals, can be listed as follows. 

The list below contains both the experiences reported by medicalised as well as non-medicalised 

diabetics. Some diabetics experience the symptoms of the complications and others do not yet have 

any perceivable symptoms. To the extent that the empirical work has yielded any signs of problems 

or discomfort, these signs take the forms described below: 

 

- Social stigmatisation, guilt, shame 

- Side effects from medicine 

- Numbness in feet and legs 

- Bad habits and unhealthy lifestyle 

- Socioeconomic disadvantages 

- Lack of will, no motivation 

- Insulin resistance 

- Obesity 

- Fear of future complications 

- Hypo- and hyperglycaemia 

- Cardiovascular diseases, strokes 

- Neuropathology 

- Tiredness 

 

When diabetics start to feel the symptoms of their disease, and to the extent that they begin 

to be aware of the discomfort that eventually follow in the course of the disease, these reports of 

discomfort are not restricted to the biological organism. They are social and psychological as well as 

bodily. Therefore, Canguilhem‟s investigation of pathology in the history of medicine does not 

accord with the reports from diabetics. However, I do not mean to infer an arbitrary distinction 

between medicine and the social. Challenging this distinction is one of Canguilhem‟s primary 

concerns, but his concepts are poorly suited to comprehend all the different kinds of pathos that 

diabetics experience. However, there is another dimension to the concept of pathos. In the same 

way it refers to „suffering‟, it also refers to „passion‟. It is precisely with regards to the passions that 

diabetics are considered, and often consider themselves, helpless. The questions they reportedly ask 
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themselves are, „why do I have a bad lifestyle?‟ and „why do I have cravings for the things that I 

already know are not good for me?‟ 

 

In order to understand these experiences, it will be necessary to re-examine the meaning of 

the word pathos, and this is where Foucault is worth considering. „Pathos‟ in Greek refers to both 

„suffering‟ as well as „passion‟. In the case of type 2 diabetes, the problem of insulin resistance is 

closely linked to the problem of obesity. The problem of obesity is, again, tightly connected to 

habits, lifestyle, taste, desires, etc. Thus, the problem is firmly situated between biomedical, cultural, 

social, and mental aspects of life, or rather, the cultural and the social assume roles that makes a 

medical intervention necessary. The teachings in the diabetes school, at the hospital, and in the 

motivational groups are concerned primarily with the moderation of the pleasures. Diabetes, thus, 

is regarded as much as a dietetic problem as it is a medical problem – and hence, it is a problem of 

balancing the pleasures of life. Diabetes, thus, may be a metabolic disorder in the first place, but it 

is treated primarily as a practical-ethical problem, i.e. how to lead a good life, how to lead a 

balanced life, how to take proper care of the self: in short, how to manage the passions. 

 

Learning to live with diabetes, learning to manage life with diabetes, learning to cope with 

the illness, learning to care for the self and being empowered are all essentially about learning to use 

the pleasures of life in a healthy way (Foucault 1992[1984]). The instructions given in the diabetes 

school reflect this ethical dilemma. What ingredients ought to be used in cooking, how much, 

when, and together with which other ingredients? How often should a person be active, for how 

long a period, and by which means of exercise? How does one take care of the feet, should one take 

foot baths? Health professionals talk about regulating diabetes and about being well- or poorly 

regulated. Essentially, the teaching is about promoting self-care skills, so that diabetics can learn to 

regulate their condition themselves. The means to regulate oneself properly involves numerous 

techniques of life (as we shall see later), a thorough dietetics, and the ability to administer the 

pleasures properly. At the same time, such an art of existence constitutes a continuous exercise, a 

practice of the self, which is both administrative (how often, how much) and ethical (ought to). 

This topic of self-regulation is essential. It is the prime target of diabetes health education to ensure 
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that the individuals are capable of regulating their own lives as diabetics. To instil this self-caring 

attitude in diabetics, the teachers make use of a well-known strategy: they inform about the risks 

pertaining to the various unhealthy lifestyles. Thus, the situation can be described as a polarity 

between, on the one hand, „blissful ignorance‟ and on the other hand, a struggle to „make aware‟. 

The problem with diabetes is that the diabetic is often free of symptoms and therefore often 

unaware for many years before symptoms emerge. These are the years during which the diabetic 

would have been better able to effect a change in lifestyle. Such actions would lower the glucose 

level and consequently lower the risks of complications likely to occur at a later stage. Diabetes 

health education is therefore a struggle to make one aware of symptoms to come as well as equipping 

diabetics with the administrative skills and techniques to act on their situation in order to avoid 

future ills. 

 

The experiences of pathos, thus, are not just bodily pain and suffering. Rather, they comprise 

a painful awareness that one leads an unhealthy life and is in the grip of bad habits. The practices 

and techniques taught are designed to make one capable of regulating his or her own life. They are 

designed to administer the use of pleasures, which are closely linked to an economy of ills. If a 

person uses too much sugar, the glucose varies too much from the normal range, too much fat 

increases the risk of cardiovascular diseases, etc. The lessons are all about learning to administer the 

pleasures of life and being able to moderate the passions. Pathos, in this sense, is wholly observable 

through the conversations with the diabetics and in the various health promoting practices around 

them. 

 

The dilemma, described above, i.e. the play of ignorance versus awareness, or „silence of the 

organs‟ versus „pathos‟, can be solved with a simple manoeuvre. If the unawareness itself is deemed 

pathological, then the problem is solved. The pathological condition consists in the lack of motivation to 

care properly for the self. Ignorance, then, is a pathological problem to be solved, which the 

subsequent educational practices of the self are designed to mend. 
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3.3. Situating the Patho-Epistemological Position 
Epistemologically and Methodologically 
 

I follow an article by Carter and Little (2007) that makes a distinction between epistemology (i.e., a 

justification of knowledge), methodology (i.e., a justification of method), and method (or taking 

action, i.e., what has the researcher actually done to produce knowledge). The article explains the 

link between epistemology, methodology, and method. The patho-epistemological approach has 

methodical, methodological and epistemological aspects alike. The fact that diseases are a source of 

knowledge is an epistemological point. The reasons why diseases can be used as a method to create 

knowledge about the normal is a methodological point. Finally, when attending for example to a 

lifestyle disease as an approach to describe contemporary lifestyle norms, the use of such a disease 

constitutes a method. Therefore I use these three different terms interchangeably in my description 

of patho-epistemology. In the following chapter I will attend mainly to methodological issues in an 

attempt to characterise the patho-epistemological position.  

 

Dialectics and the Question of the Negative 

 
Other epistemological and methodological positions have been mentioned during the elaboration 

of the patho-epistemological strategy in order to explain the origins of this idea; these include 

counter-positions as well as inspirational sources. Of course, the position shares certain similarities 

with other methodologies, epistemologies and philosophies of science. For instance, the focus on 

crises (bodily) is somewhat similar to Marx‟ focus on the inherent contradiction in capitalism. The 

vantage point in this case is the social crises that result from such internal contradictions. Marx 

studied the implicit conditions of economic theory in order to reveal the immanent conflicts in 

capitalism, those leading to exploitation and alienation. Without stretching the idea too far, 

alienation could be interpreted as a pathological condition similar to the idea of stultification (which 

can also be analysed as a kind of alienation). For example, Paulo Freire studied alcoholism among 

poor peasants in South America, which was seen as a condition of alienation (Freire 1978[1968]). 

At any rate, it is a situation‟s negativity (understood as crises) that is used as the epistemological 
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point of departure. Utilising disease and anomaly (although the condition may not immediately be 

recognised by the individual in question) as sources of knowledge raises the issue of the negative. Is 

the patho-epistemological strategy a kind of dialectical process, the motor of which is negative 

experiences? Is Canguilhem‟s use of crises in the body as a source that generates knowledge similar 

to the idea that appears in political economy when social crises reveal systemic contradictions? In 

order to answer these questions we must examine the function of negativity in dialectics and the 

patho-epistemological position. 

 

Canguilhem and Foucault dissociated themselves with dialectics. Pathology is not a negative 

inversion of life in the same anti-thetical sense as, for example, death. By stressing a difference 

between death and disease, i.e. that diseases are a part of life, only a „different way of life‟, whereas 

death is the terminal point, Canguilhem and Foucault highlighted that it is possible to find – within 

life – a point of departure for critique. Their point of departure is one of difference, not 

contradiction. Thus, by emphasising terms such as rupture, break, obstacles, and so forth, the term 

negativity obtains a distinct different meaning from that expressed by, for instance, Hegel and 

Sartre. In Sartre, negativity represents an ultimate freedom (Grøn 1991), i.e. that the essence of 

being human is non-determinable. Negativity, thus, in Sartre‟s phenomenology (heavily inspired by 

Hegel and Heidegger), stresses the nothingness of human life. Canguilhem (and Bachelard and 

Foucault) tried, through a critical countermove, to infuse the term negativity with new meaning by 

interpreting it in light of pathology – a rupture in life, not necessarily the end of life (also heavily 

inspired by Heidegger). Negativity is not nothingness, but rather obstacle (Bachelard), rupture, 

disease, checks, negative value, monstrosity (Canguilhem), and crime, delinquency, perversion, 

madness (Foucault). Of course, one might say that this way of thinking is still dialectical: by 

stressing the immanent negativity, these authors contribute to what is already at stake in Hegel‟s 

dialectics. Hegel, more than anyone, stressed the immanence of his dialectical movement. When the 

subject becomes aware of itself as an object, which is self-consciousness, it finds that the self is 

always characterised by an internal contradiction. This division, this split, continues all the way up 

through the journey towards the absolute, i.e., the contradiction between self and other. The 

question is whether Hegel should be interpreted as a thinker who deals with two distinct 
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ontological realms, or whether the division is always to be understood as an internal divide, i.e. a 

process of experiencing. If one emphasises that the dialectical movement is a continuing formation, a 

movement within the self, in which the self moves towards ever higher levels of fulfilment and 

towards the end attains absolute knowledge, Hegel, then, remains a philosopher of immanence. The 

above comments show that Canguilhem and Foucault were perhaps more critical towards 

contemporary uses of Hegel (Marxism, Merleau-Ponty, Sartre) than they were of Hegel himself. At any 

rate, they hardly ever make their references to Hegel explicit. Regardless of whether one 

understands these historical epistemologists as corrections to Hegel, or as counter-positions against 

Hegel, it remains necessary to emphasise the differences between dialectics and patho-epistemology 

for reasons of research strategy, design, methodology and epistemology. Although Canguilhem and 

the early Foucault would not agree, one could claim that for example with Adorno, Deleuze, and 

Derrida, they attempted to re-invent dialectics – making the necessary corrections to a dialectics 

that began to appear politically dangerous because of its totalitarian effects (Ferland 2002, Olesen 

1993).  

A Social Pathology of Reason 

 
The above heading is borrowed from a chapter in Axel Honneth‟s Pathologies of Reason (2009) in 

which Honneth maps the history and legacy of critical theory. Written with great insight, this text 

presents central ideas in Horkheimer, Adorno, Marcuse, and Habermas. However, these ideas, 

according to Honneth, now appear antiquated, and he aims to extract certain central claims, that are 

still useful. His point of departure is the premise that critical theory „still relies on the possibility of 

reading history with reason as its guiding threat‟ (Honneth 2009: 20). The problem with this 

reasoning, and this is what he believes renders critical theory obsolete, is that there is „nothing more 

foreign to today‟s generation, which has grown up conscious of cultural plurality and of the end of 

“grand narratives”, than social criticism founded on this sort of philosophy of history […], if one 

can no longer recognise the unity of a single rationality in the established convictions‟ (Honneth 

2009: 20). This is the decisive point: If contemporary critical thinkers cannot perceive a 

constraining, universalising order in the present discursive formation, despite all the culturally 

different manifestations of norms and values, then there is no need to have as a basic premise the 
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link between history and reason. Critical theory insists on this link. Honneth briefly criticises 

Foucauldian-inspired approaches to criticism by writing that „there is prevalent today a liberal 

conception of justice that uses criteria for the normative identification of social injustice without 

the desire to further explicate the institutional framework of injustice by embedding it within a 

particular type of society‟ (Honneth 2009: 20). The explication of these institutional structures 

becomes visible through studies of historical reason, i.e., how contemporary reason on the surface 

seems reasonable, but that a historically sensitive analysis would disclose as alienating. Thus, social 

criticism that remains immanently situated, and makes no effort to understand the underlying 

rationality embedded in the historical, social practices will achieve no more than a reflective form of 

criticism, one embedded in historical processes. Rather, it is important to identify in history a 

deformed rationality. Critical theory insists on 

a mediation of theory and history in a concept of socially effective rationality […]. The historical past 

should be understood from a practical point of view: as a process of development whose pathological 

deformation by capitalism may be overcome only by initiating a process of enlightenment among those 

involved (Honneth 2009: 21).  

Furthermore: 

Against the tendency to reduce social criticism to a project of normative, situational, or local opinion, 

one must clarify the context in which social criticism stands side by side with the demands of a 

historically evolved reason.  

Honneth‟s argument proceeds in three steps: first, he identifies the ethical core of a „socially 

deficient rationality‟. Next, he outlines how capitalism can be understood as a deformation of social 

rationality, and, third, he establishes the connection of practice to the goal of overcoming the social 

suffering caused by a deficient rationality. In the following paragraphs I will focus on two aspects of 

Honneth‟s argument that are most intimately connected to the purpose of this dissertation. The 

idea of pathology will be explored as well as the idea of social suffering. However different 
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Honneth‟s project is from mine, these ideas still appear fruitful in the present context of 

investigating contemporary norms of health and lifestyle through the study of a lifestyle disease.  

 

First, it will be appropriate to comment on Honneth‟s above described critique, which 

unambiguously targets my own research. When doing a study of diabetes self-care practices and 

educational activities concerning diabetes, it is very easy to simply repeat the rationality inherent in 

these practices, in this particular historical process. To the extent that my argument is critical 

towards this rationality, where is this critique grounded? Is it, as Honneth says, in a „normative, 

situational and local opinion‟? To the extent that this study targets social injustice, is this injustice 

only identified through a normative „gut feeling‟, instead of in a philosophically and sociologically 

based theory of the historical origin and deformation of the rationality inherent in the historically 

institutionalised form of these social practices?  

 

Honneth‟s argument proceeds as follows: First, he establishes a common point of reference 

in all the various kinds of critical theory, which is social-theoretical „negativity‟. This negativity is 

not understood merely as violations of social justice, in a narrow sense, but should be extended to 

„violations of the conditions for a good or successful life‟ (Honneth 2009: 22). He says that „all of 

the expressions that the [critical theorists] use to characterise the given state of society arise from a 

social-theoretical vocabulary grounded in the basic distinction between “pathological” and “intact, 

non-pathological” relations‟ (Honneth 2009: 22). This primordial, normative condition of „social 

pathology‟ is not sufficiently explained by moral philosophy. Rather, it is assumed the social 

pathology is connected to a defective rationality, for example, that type identified by Marx in 

capitalism‟s internal contradictions. The cause of society‟s negative state is based on a deficit in 

social rationality. As Honneth stated in the introduction, this link between rationality and history is 

crucial. He further proposes that critical theory takes a point of departure in Hegel‟s political 

philosophy. Reason, according to Hegel, „unfolds in the historical process by re-creating universal 

“ethical” institutions at each new stage; by taking these institutions into account, individuals are 

able to design their lives according to socially acknowledged aims and thus to experience life as 

meaningful‟ (Honneth 2009: 23). It is the loss of meaning that generates a pathological suffering: 
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„indeterminacy‟ and „disorientation‟ are symptoms of such a pathological state (cf. the chapter in 

this dissertation on stultitia). Most important, self-actualisation in Hegel is intimately tied to the lives 

of others. One cannot create meaning in one‟s life in isolation from others. It is by according 

themselves to principles or institutions that the members of society can lead an undistorted life. „[A] 

rational universal [vernünftige Allgemeine] is always required for the possibility of fulfilled self-

actualisation within society… (Honneth 2009: 25).  

 

Obviously, there is a dangerous universalising, totalising ambition tied to this idea of 

rationality in Hegel‟s thinking. Therefore, those who were later inspired by Hegel sacrificed the 

unity of the Same and the Other for an understanding of rationality, which is always inherently 

conflicting. For example, Popper and Adorno interpret the historical unfolding of rationality as an 

ever-present conflicting event. The aim is not a fulfilment of rationality‟s aim, but rather the 

accomplishment of such conflicting rationality‟s form. Habermas‟ communicative understanding is 

a form that this rationality takes, and not an aim. There is, in Habermas as well as in critical theory 

more broadly, an appeal to such an authority of rational practice that links individuals to a 

communal (or universal) rationality.  

It is with reference to such an authority of rational practice that critical theorists can analyse society 

according to a theory of reason qua diagnosis of social pathologies. Deviations from this ideal that 

would be achieved with the social actualisation of the rational universal can be described as social 

pathologies since they must accompany a regrettable loss of prospects for intersubjective self-

actualisation (Honneth 2009: 25).  

Furthermore, Honneth dissociates the Frankfurt School from any form of “communitarianism” 

(Honneth 2009: 27). Critical theory, with Hegel, argues that cooperative practice and its embedded 

values, exhibits a rational character. However, instead of understanding the connection to 

comprehensive values as an end in itself, critical theory views the establishment of a cooperative 

context as fulfilling the function of increasing social rationality. The difference, thus, between 

communitarianism and criticical theory, according to Honneth, is the role that reason plays. In 

communitarianism, reason embedded in a social context‟s practices is referred to in this practice 
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itself. Critical theory, on the other hand, sees society‟s institutions as an actualisation of social 

reason. „Otherwise, there would be no way to imagine why the identified forms of practice in each 

case should always be the result of a social rationalisation and no way to understand why the 

negative state of the present must always be an expression of a deficient rationality‟ (Honneth 2009: 

28). The question is how an analysis of present reason, norms, values and so forth can diagnose 

certain forms of social practice as pathological if the methods and rationality, with which one 

conducts such an analysis, are ultimately derived from and embedded in these cooperative practices. 

The universality of contemporary reason should be subjected to „the standards of rational 

justification‟ (Honneth 2009: 28). Even though critical theory offers various conceptions of 

rationality, these theoreticians ultimately refer the values and norms inherent in contemporary social 

practices to a historical, universal reason. The universality of reason is, in critical theory, both 

embodied by and realised through social cooperation. If critical theory did not attribute a universal 

status to reason, then there would be no standards for rational justification. The reason is that „the 

turn to a liberating practice through cooperation should not result from affective bonds or feelings 

of membership or agreement but from rational insight‟ (Honneth 2009: 28). The question, 

however, remains why are some privileged philosophers and sociologists capable of comprehending 

this universal reason, while most others remain veiled in ignorance. „The perfection of society that 

all the members of Critical Theory have in mind must be […] the result of enlightenment through 

analysis‟ (Honneth 2009: 29).  

 

The kinds of analysis Honneth has in mind are sociological. To explain the deformation of 

reason one must deliver sociological analyses of this deformation, of the social pathology of reason. 

The problem with this approach is that society‟s individuals do not necessarily perceive the 

deformation, i.e., the social negativity. Social injustice is not always felt. The third, and for the 

purpose of this dissertation, most interesting aspect of Honneth‟s text, thus concerns itself with 

suffering being a point of departure. „The social circumstances that constitute the pathology of 

capitalist societies have the peculiar structural feature of disguising precisely those states of affairs 

that would otherwise provide particularly urgent grounds for public criticism‟ (Honneth 2009: 30). 

This structural feature has among others been termed „false consciousness‟, and „in contrast to the 
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approaches that have achieved dominance today, Critical Theory must couple the critique of social 

injustice with an explanation of the processes that obscure that injustice‟ (Honneth 2009: 30). 

Critical theory, thus, must not only attend to social injustice, but also must explain why social 

injustice is not attended to in public discussions, i.e., why such structural injustice is not 

immediately perceived. The deformation consists precisely because a universal rationality has not 

been able to unfold in society‟s institutions. A sociological analysis, thus, is called for when trying to 

explain the conditions of this deformed rationality, i.e., why there is no universal rationality, but 

only rationalities inherent in particular institutions and situations. Thus, critical theory has a 

normative, therapeutic aspect. The actualisation of a historical, universal reason is not an automatic 

self-unfolding and peaceful event. Rather, reason is always inherently conflicting. The actualisation 

of universal reason is a historical learning process (enlightenment) and consists of conflicts 

regarding the monopolisation of knowledge. This process evolves experimentally, since there can 

be no determined standards for the learning process. It is „a learning process in which generalisable 

knowledge is only gradually won through improved solutions to problems and against the opposing 

groups in power‟ (Honneth 2009: 31). However, the above-mentioned differentiation hinders 

immediately actualising universal reason. There is no external reason by which the historical process 

is measured. The measuring rod, i.e. rationality, is rather inherent in the unfolding of history (cf. 

Hegel). Therefore, how does critical theory propose a connection between theory and practice if 

social pathologies are a result of a pathological rationality? In Marxist thought, the proletariat is the 

catalyst for a societal conversion. However, apparently critical theory has lost faith in the 

proletariat. It does not seem to automatically manage the conversion of theory into practice. It is as 

if the proletariat‟s cognitive capacities have been impaired by the deformed rationality of the 

system. Therefore, critical theory had to develop an improved analytics of the connection between 

theory and practice. If society‟s individuals can only achieve a genuine ethical self-actualisation in 

connection with the historically unfolded and embedded universal rationality, and if that rationality 

is deformed, how then do society‟s individuals achieve self-actualisation? Again, this is the problem 

of immanence. It is the pathological rationality that itself holds the key to the development of an 

improved social rationality. We are not to invent a wholly different rationality. This is not possible. 
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Instead, it will be necessary to retrieve an improved state of society from the remnants of the 

rationality through which we live, feel, and think.  

Admittedly, this kind of change of perspective requires an additional line of thought, for at first glance 

it is not at all clear why the motivation for critical practice should be expected from the same 

rationality that according to the theory is highly deformed. In other words, how can critical theorists 

trust that they will find a necessary degree of rational readiness for the conversion into practice if the 

socially practiced rationality turns out to be pathologically disrupted or distorted? (Honneth 2009: 

38) 

The answer is found in a connection between psychoanalysis and moral psychology. The „continual 

task is to uncover the motivational roots that sustain the readiness for moral cognition in individual 

subjects, despite any rational impairment (Honneth 2009: 38). A deficit in social rationality leads to 

symptoms of social pathology, which means that subjects suffer from a state of society. This is clear 

in the anti-psychiatry movement, and in the very early writings of Michel Foucault (2001[1961], 

Hacking 2004). Every individual, thus, is impeded by the consequences of a deformation of reason 

(including – and in particular! – the theoretician, one might suspect?). Honneth furthermore adds 

that „Critical Theory no doubt takes Freudian psychoanalysis as its methodological model for how it 

establishes a connection between defective rationality and individual suffering‟ (Honneth 2009: 38). 

Neurotic illness arises from an impairment of the rational ego and must lead to individual cases of 

stress from suffering. Honneth can thus quote from Adorno‟s Negative Dialectics, noting that „every 

suffering possesses an “inward-turning form of reflection”: “The moment of the flesh proclaims 

the knowledge that suffering ought not be, that things should be different”‟ (Adorno quoted in 

Honneth 2009: 39). Interestingly, Adorno finds in suffering an immanent form of reflection, 

corresponding to the impetus of patho-epistemology. Honneth says: 

The use of such a concept of suffering, which surfaces here as an instance of the experience of the 

interplay between spiritual and physical forces, has unfortunately remained until now largely 

unexplored within the reception of Critical Theory‟ (Honneth 2009: 39). 
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It is this experience of suffering that patho-epistemology takes as its point of departure. I assume, 

like Adorno, that suffering can be a vantage point for a critique of reason. However, I am reluctant 

with regards to assuming a therapist‟s point of view. If reason is flawed, why is the methodology of 

the critical theoretician (or analyst) not similarly impaired? Honneth assumes a desire in the public 

for healing and liberation. I am not equally convinced that the „stress from suffering [Leidensdruck] 

presses toward a cure by means of exactly the same rational powers whose function the pathology 

impedes‟ (Honneth 2009: 39-40). Honneth thus assumes in the public an interest in reactivating the 

rational powers individual or social pathology has deformed, i.e., a latent interest in rational 

explanation or interpretation. 

It is this risky assumption that permits a different connection of theory to practice than the Marxist 

tradition provides. The critical theorists share with their audience neither a space of common objectives 

nor one of political projects but, rather, a space of potentially common reasons that holds the 

pathological present open to the possibility of transformation through rational insight (Honneth 2009: 

40). 

One might say this is a more optimistic attitude regarding the interest of the public to embrace a 

method of therapeutic philosophy than the attitude we find in Heraclitus‟ judgement that „asses 

would rather have straw than gold‟ (Jones 1970: 17). Contrary to Honneth‟s ideas, this attitude is 

sceptic and cynical with regards to the public‟s willingness to initiate changes through the rational 

depiction of common reasons, or even of rational insight. This is where Foucault has a point when 

he turns his gaze towards practices of „caring for the self‟, rather than the philosophical attempt to 

„know the self‟.  

 

Thus, however sympathetic the above argument, two problems remain. First, it is difficult to 

accept the existence of a historical, universal reason. Second, the position of the critical theorist 

resembles the position of the psychotherapy analyst. However, if rationality is from the outset 

deformed, how then is it possible for the critical theorist to retrieve a cure from the pathological 

reason? Presumably the critical theorist does not have access to methods and thoughts that are 

uncontaminated by social pathology. Even if one accepts the possibility of a learning process, for 
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experimentation, for gradual enlightenment, the unwillingness of the public must be explained as 

false consciousness. In any case, the critical theorist assumes a therapeutic role. However 

problematic these issues (of immanence and reflection) are, the idea of departing from a perspective 

of suffering is very fruitful. Honneth‟s description of the link between social pathology and 

pathology of reason is very instructive. In the following I will stress the problem of immanence and 

of reflection. The question remains, thus, what kind of knowledge can be retrieved from 

pathological tensions and experiences. 

 

As I have stressed several times throughout this dissertation, the use of disease as an 

epistemological point of departure is not to be understood as a dialectical strategy. I do not stress 

the difference between pathology and normality as a contradiction (which is the term Hegel uses for 

the division between different, mutually exclusive positions), but rather use the pathological as 

something that is part and parcel of the normal – this is precisely why a condition such as type 2 

diabetes works as a Trojan horse. It enables an analysis of techniques and practices associated with 

living healthily – precisely because there is much more (medical, scientific, clinical, and public 

health political) attention paid to lifestyle diseases than to healthy living in general. As Nikolas Rose 

puts it in The Psychological Complex “Health […] is not so much life in the silence of the organs as life 

in the silence of the authorities” (Rose 1985: 231). If health is life in silence of the authorities, life in 

the gaze of authorities, on the other hand, is pathological, and therefore the rationalities of the 

practices used to form healthy lifestyles become visible through analysing the practices used to 

manage pathological conditions. Diseases contradict healthy living not because they are sources of 

knowledge, but rather because they manifest the inherent and multifaceted norms of life, as well as 

highlighting the practices taken to promote healthy living.  

 

Phenomenology and Patho-epistemology 

 
This position differs from a phenomenological, qualitative research methodology. Phenomenology, 

understood as a philosophical position is complex and has strengths and drawbacks. In the 

following, I will not discuss the phenomenological positions of Husserl, Heidegger, Merleau-Ponty, 
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or Sartre. For an adequate discussion, these authors deserve much more space than I can afford 

them here. They have contributed immensely to the human and social sciences during the past, and 

I have gained much from my encounter with phenomenology, particularly from Heidegger. Instead, 

I disagree with the way phenomenology is utilised in qualitative research. Many qualitative 

researchers have sought refuge in a phenomenological epistemology in a struggle against 

quantitative research. Where statistics tends to objectivise and generalise, and thus disregard 

subjective perceptions and points of view, some qualitative researchers have found support in a 

phenomenological position insofar as this position tends to privilege the subjective point of view, 

articulated as lifeworld, perceptions and experience (Brinkmann & Tanggaard 2010: 31) in a critical 

stance towards objectification. Schutz, quoted in Holstein and Gubrium, argues that „the social 

sciences should focus on the ways that the life world […] is experienced by its members […]. 

“[T]he safeguarding of this subjective point of view is the only but sufficient guarantee that the 

world of social reality will not be replaced by a fictional and non-existing world constructed by the 

scientific observer”‟ (2005: 485). An interrogation of the subject‟s wishes, hopes, fears, dreams, 

feelings, thoughts, and particularities is augmented, contrary to generalisation. It is also believed 

that through an interview, the researcher gains access to interpreting the individual‟s inner world, 

the way this individual understands him- or herself. Thus, the subjective point of view to qualitative 

researchers inspired by phenomenology represents a point of resistance against dehumanisation, 

generalisation, and objectification. However, philosophical phenomenology is not an epistemology 

that legitimises a subjective perspective, but rather a position that articulates the relation between 

subject and object. Thus, when and if qualitative researchers refer to phenomenology in order to 

legitimise an investigation of various subjects‟ interior, it amounts to misapprehending the 

phenomenological position. Because the subject is „a nothingness‟ (cf. Sartre and Heidegger), 

something indeterminable, the subjective point of view represents an authentic, unspoiled realm. 

Phenomenology finds in the multiplicity of the subject the freedom, the indeterminacy that 

Canguilhem similarly finds in the multiplicity of life. However, as I have demonstrated elsewhere, 

subjects mirror authorities, and thus it is unclear to what extent a resistance or authentic point of 

view can be found through the interviews if the subject is already at the outset colonised by 
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authorities of knowledge. Therefore, it is more interesting to analyse how subjects are constituted 

rather than what constitutes a subjects.  

 

The phenomenological subject is not to be understood as a Cartesian „thing‟. Rather, as 

Husserl and particularly Heidegger have demonstrated, human existence is always situated in a 

world; therefore, the experiences and the lifeworld of that particular human being are interrogated. 

The subject is embedded in a practical world, and this practical being-in-the-world constitutes the 

meaning of the phenomena that appear in the subject‟s world. Experience, from this perspective, 

does not mean „subjective perception‟, but instead emphasises the relation between self and world, 

subject and object. Otherwise, a basic premise in phenomenology is misunderstood. 

Phenomenology, despite its focus on the subject, has thrown light on daily life‟s constitutive, 

practical moments. It has shown how the situated, social, practical human existence is the basis for 

the constitution of meaning – the basis of theoretical and methodical scientific knowledge as well. 

This is why Holstein and Gubrium (2005) can draw on Husserl as well as Wittgenstein and 

Goffman in their chapter on „Interpretive Practice‟ in Denzin and Lincoln‟s The Sage Handbook of 

Qualitative Research. The distinction between the philosophical positions of phenomenology and 

pragmatism is sometimes overstated in qualitative methodology. This is why Holstein and Gubrium 

with their concept „Interpretive Practice‟ try to combine the hows, whats and whys of qualitative 

research (2005). The question is – and this is where I disagree with the use of phenomenology in 

qualitative research – can we best understand the subject‟s lifeworld by analysing its subjective 

expressions? Interrogating various subject‟s opinions and subjective perceptions about this and that 

is not an approach prescribed by philosophical phenomenology, but rather due to a 

misunderstanding of phenomenology. This is concerned with the concept of experience. An 

experience is not a subjective perception, something that appears on the inner screen of a person‟s 

mind. Instead, it is a concept underscoring the relation between consciousness and world; it is a 

becoming, a formation, a process, not an image in the mind, which is seen in Hegel‟s Phenomenology 

of Spirit (Hegel 2005[1807]: 64).11 Do the interviewees‟ accounts express their perception of their 

                                                 
11 I refer to the Danish version of Hegel‟s Phenomenology of Mind [Åndens fænomenologi]. The discussion 
concerning experience is found on pp. 60-61 in the standard edition of Phänomenologie des Geistes in Gesammelte 
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lifeworlds, or are the spoken words accounts, i.e., performative utterances (cf. Austin)? What 

exactly is an account when given by an interviewee? Are the words an expression, a description of 

an inner state of mind, or are they practical ways of ordering the world, i.e., actions with which the 

individual does something? Foucault, in his introduction to the English edition of Canguilhem‟s The 

Normal and the Pathological (Canguilhem 1998[1943/1966]), stressed the difference between 

Canguilhem, Bachelard and others, on the one hand, and Merleau-Ponty, Sartre and the 

phenomenological tradition on the other hand. Foucault, with his elimination of the subject as a 

constitutive centre of meaning, spoke against the phenomenology of his time. He stressed the 

pragmatism of Heidegger, Austin, and Searle in opposition to Sartre‟s and Merleau-Ponty‟s 

phenomenology.  

 

However, even when phenomenology interrogates the very depths of the subject (Sartre‟s 

nausea or Merleau-Ponty‟s sexual desire), it is still with a view to social relations, and thus 

subsequently to social practices. How else are we going to interpret the experiences of nausea and 

sexual desire? It is certainly not as personal feelings that they are interesting – only in relation to 

others do these experiences mean something. What phenomenology points out are the experiences 

that are never private or personal, but in their very depths social and relational. Van Manen, for 

example, analyses a text by Linschoten on „falling asleep‟. On the one hand, this is a phenomenon 

that can be interpreted from a subjective, personal, „internal‟ point of view. How does it feel to fall 

asleep? How does a person experience this very private moment? On the other hand, as Van 

                                                                                                                                               
Werke, vol. 9, Hamburg, 1980. On these pages Hegel, explains the meaning of the term „experience‟. It is not 
the perception of an external „object‟ that contradicts the false perception that appears in consciousness. 
Rather, consciousness performs a movement of itself as well as of the object in itself. Experiencing thus 
means that the yardstick, by which something is measured, changes. Therefore, experience has an intrinsic 
dynamic aspect. It is the progress of consciousness, whereby both consciousness and object changes, and not 
the mere recording of fact. This means that we can hold neither the world nor the self constant. By the word 
experience, Hegel does not refer to an individual subject‟s development, but instead to the progression (and 
abolishment) of knowledge. The changing phenomena that are constantly negated means that the basis, or 
the reference point, can be neither subject nor object. It must be progress itself (dialectics). Subjects and 
objects are constantly „sublated‟ (aufhept) and what remains is a process of experience, a process of becoming, 
or a formation. Instead of talking about substances (such as subjects and objects), Hegel stresses (50 years 
before Darwin) the dynamic character of being. The real is neither a substance nor a subject but rather the 
movement itself (Hegel 2007[1807]: 17, pp 20-21 in the standard edition). An ontology of substances is thus 
replaced with an ontology of progress. 
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Manen shows, this experience is tightly connected to otherness, and every time he points out an 

aspect of falling asleep, it is always concerned with the difficulty of falling asleep – experiences of 

insomniacs (Van Manen 1997: 351), i.e., a negative or pathological perspective. He mentions how 

patients have difficulty falling asleep in hospitals, and notes that even in less stressful circumstances, 

sleep may be a challenge.  

How difficult it is to fall asleep alone when we are used to feeling a body near […]. How difficult it is 

to fall asleep in the same room with strangers. Will we snore? Grind our teeth? Talk? Reveal some 

secret? (Van Manen 1997: 353) 

In this example, the very personal, private and subjective experience of falling asleep is intricately 

linked with otherness. In its essence it is a social event. More important, as seen in the quotation 

above, it is the difficulty of falling asleep that is the epistemological starting point. In philosophical 

phenomenology, a central premise is that it is never only personal or subjective phenomena that are 

examined. It is always phenomena that link the subject with a world of others. These phenomena 

are always in their very essence subjective as well as objective, combined in one perception. As the 

quotation above shows, the experience of falling asleep is also tightly connected to the practice of 

falling asleep, i.e., snoring, teeth grinding and sleeping in a room with strangers. Van Manen, 

unfortunately, does not draw this conclusion. He concludes by privileging the deeply felt experience 

at the cost of the practices involved in falling asleep. „We see how phenomenological language tries 

to make intelligible in a “feelingly understanding” manner the experiences that we explore‟ (Van 

Manen 1997: 360). He says that „…falling asleep is not so much a result of certain activity but rather 

the abandonment of activity‟, and „We conjure sleep by imitating it as an attitude‟ (Van Manen 

1997: 359). According to Van Manen, falling asleep is not an activity. When phenomenology is 

applied in qualitative methodology, this fundamental practical point of view may be forgotten. Is 

qualitative research interesting if „personal experiences‟ are not interpreted in light of social 

practices, through which these experiences are constituted? Foucault, on the other hand, analysed 

the practices of falling asleep, instead of the personal attitude involved in this process. For example, 

the self-examination Seneca performs before he falls asleep is not so much an attitude as a 

meditative practice or exercise (Foucault 2005: 482). This is what self-care (epimelaia heauthon) refers 
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to: epimeleia (care) derives from melethe, which means exercise. Thus, self-care is understood as an 

activity and not a feeling or an attitude. Phenomenology is an epistemological position that offers 

the theoretical capacity to emphasise social practices involved in experiencing. However, used as a 

methodological basis for qualitative research, instead it becomes an excuse for privileging deeply 

felt subjective perceptions, feelings, opinions and attitudes (for example, in Brinkmann & 

Tanggaard 2010: 29).  

 

Mistrusting the Mind 

 
Holstein and Gubrium (2005), Garfinkel (1967[2008]), and Atkinson and Delamont (2005) argue 

that qualitative social science should pay attention to how social actors produce order and regularity 

in practice. Most important, accounts are not descriptions of social order and regularity but rather 

the means with which such regularity is constantly and immanently produced. Therefore, when 

analysing, for instance, the accounts people make of their worlds, it is the account understood as a 

way of producing structure, order, and regularity in their worlds that forms the focus of attention. 

Ethno-methodologists attend to the methods people employ in social interaction. They do not 

regard the social order as something given or something regulated by external rules. Rather, the 

invention or production of these rules becomes the focus of ethno-methodological study. When, 

through interviews, informants provide accounts of their lives, experiences, feelings, convictions, 

emotions, and when they describe their everyday lives, these accounts are not so much to be 

studied for their content, but more so for their methodological purpose. Through providing an 

account (during the interview), the informants structure their worlds, and via this process they 

reveal the methods with which they do this. Thus, the interview focuses on the methods the 

informants apply in the performative act of structuring their worlds. We see social actors present 

the intrinsic principles of structure and order in action, which is of interest to the social scientist.  

 

Atkinson and Delamont argue that these accounts are first-order constructs and that the 

purpose of sociological analysis is to provide a second-order, or meta-analysis, of the first order, 

everyday, practical social actors (2005: 833). The question then remains, what shall we make of the 
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second order account? Do these meta-accounts have a privileged status compared to those of the 

first order? If the social scientist is also part of the social world, which is analysed, and if the 

scientific practice of accounting for the first-order accounts is itself a production of order, meaning, 

and regularity, then the ethno-methodologist‟s argument implies that we cannot regard the accounts 

of the social analytic as having a more privileged status than the first-order accounts.  

 

Accordingly, my concern here is with a particular problem that occurs in the argumentation 

when qualitative researchers claim that there cannot be a value-neutral, objective place for 

observing, i.e., taking field notes and doing participant observation are methods that demand a 

certain degree of involvement, or immersion, into the field in which the study is conducted 

(Emerson et al. 1995, Hastrup 2003, 2010, Taylor & Bogdan 1998). Yet, despite such immersion, 

ethnographers must claim that they are in a position that permits them to conduct a „second-order 

account‟, or a „meta-analysis‟ (Atkinson & Delamont 2005: 833, Hastrup 2010: 68). Of course, the 

kinds of reflection differ: Hastrup stresses her new identity experienced through fieldwork is a 

product of her position in a social setting in which she participates. The change occurs because of 

her participation in the community. It is thus the social situation that allows for and generates 

reflection about her new identity. The reflection is not primarily situated in her own subjective 

being but rather in the relation between herself and others. The reflection occurs as a result of the 

social. „[My new identity] was a natural consequence of the community, which I could afterwards 

reflect upon in my notebook‟ (Hastrup 2010: 68). Thus, it is a second order reflection. This, of 

course, differs from a phenomenological approach, wherein the methodology is based on subjects‟ 

introspection. In fieldwork, the sources of knowledge are social, common practices, not the subject. 

However, and this is my main point, new knowledge is generated because Hastrup (as a researcher) 

reflects on the situation that occurs as a result of her participation in the field. The researcher thus 

reaches a position from which the social situation can be interpreted by reflecting critically on one‟s 

own choices made, theoretical presumptions, prejudices, pre-conceived ideas, whether and how the 

claims made are grounded in empirical experience etc. Indeed, the validity, reliability or soundness 

of qualitative research is based ultimately on critical reflection, in one form or another. This is a 

beautiful intention, a very ideal programmatic intention. Yet, the problem remains that we are 
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forced to trust in the abilities of the human mind and its ability to be self-critical. The problem is 

that there is nothing in the world that is more capable of self-deception than consciousness – 

critical reflection being just a higher and more subtle form of delusion.12 This is not to say that 

qualitative research is invalid (which would be counterproductive since the present study has been 

conducted using qualitative methods), or that a researcher should renounce this style of reasoning. 

My point here is to highlight a problem that is common in all scientific practices, which is 

particularly pressing in qualitative studies, and to offer a possible strategy with which to handle this 

problem. The aim is not to present a detailed description of all the various, qualitative research 

methodologies, but to deal with an epistemic problem concerning reflection pertaining to these 

approaches. 

 

Spradley (1980) describes fieldwork as a journey that makes the researcher familiar with 

cultural practices that, to begin with, were strange and unfamiliar. The study thus automatically 

focuses on ongoing practices, and uses time as a way to become familiar with these events. 

Participating in social practices automatically enables the researcher to grasp these practices as 

processes. Participant observation familiarises the researcher with the culture in question – and as 

such, it is a learning process. This approach is different from traditional scientific epistemology 

where it is mandatory that the researcher remains purely observant to the phenomena in question, 

and in which knowledge is a consequence of a distanced, value-neutral gaze. Qualitative research 

methods are thus a product of a time when the authority of science came under siege. Instead of 

explaining objective, behavioural facts about the social world, it became popular to understand the 

subjective points of view that the social beings presented, as well as the social relations and 

interaction. Spradley describes the observational research method as a learning process, an attempt 

to become familiar with what was initially perceived as a strange practice. This causes a new 

                                                 
12 Claude Bernard seems to agree that the mind is easily deluded: „[T]o find scientific truth, we, after all, have 
little need to know how our mind reasons; it is enough to let it reason naturally, and in that case it will always 
start from a principle to reach a conclusion. All we need to do here is to insist on a precept which will always 
forearm the mind against the countless sources of errors that may be met when applying the experimental 
method‟ [Bernard 1957[1865]: 49). However, I neither hold, with Bernard, that such a „safety precept‟ is easily 
found, nor that the mind can just be set to reason „naturally‟. That is why it is important to devise with care a 
methodological, strategic vantage point for a critique of reason. 
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problem. When the researcher wants to detach him- or herself from the now familiar setting, in 

order to report the observations in a scientific work, how then does he or she re-estrange him or 

herself from the cultural familiarity? When something becomes familiar, it means that a person 

stops asking questions about it; qualitative research risks suffocation by the very familiarity that it 

has achieved through participation. 

 

In response to this problem, the researcher must preserve a double discourse throughout the 

fieldwork – all the time knowing in the back of the mind that a scientific report must be made at 

the end of the day, even when entering into the most natural and obvious practices. Emerson et al. 

write that „the fieldworker orients to many local events not as “real life” but as objects of possible 

research interest, as events that he may choose to write down and preserve in fieldnotes. In these 

ways, research and writing commitments qualify ethnographic immersion, making the field 

researcher at least something of an outsider, at an extreme, a cultural alien‟ (Emerson et al. 1995: 4). 

The researcher tries to maintain a double role – intensively involved and at the same time a cultural 

alien. Thus it requires keeping a double discourse in the mind – a dialogue with the informants and 

a monologue with the self concerning the meaning of the conversation. Spradley, for instance, 

refers to „dual purposes‟ (Spradley 1980: 54), to being both „insider and an outsider simultaneously‟ 

(Spradley 1980: 57) and says that the observer must „engage in introspection‟ (Spradley 1980: 58) 

when doing participant observation. However, as I noted above, I do not trust the human mind – 

least of all my own.13 How does one know when the monologue is one‟s own, or whether certain 

concepts, reasoning, and categories enter the monologue from the simultaneous dialogue? Let me 

repeat my point: There is reason to be cautious when words such as „critical reflection‟ and „critical 

self-interrogation‟ occur. It is too easy for reason to agree with itself that it is reasonable.  

 

                                                 
13 This comment is misunderstood if one reads it as a moral claim. Of course, my own style of writing is 
reflective. It is not reflection as such that I want to renounce. The problem, rather, is when certain choices are 
legitimised with the argument that one has been reflexive about the choices made, but this comment is an 
automatic response to critique, rather than a fact. Thus, it is the automatic argument that reflection legitimises 
a point of view, which is the problem, not reflection itself. 
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This is precisely why the more grounded kind of qualitative methodology argues for staying 

close to the categories, as they appear in dialogue, instead of trusting in the theoretically shaped 

monologue. Practically oriented action research would make the same point, but with a different 

argument – it is not the monologue that is important to report, but rather the practically informed 

dialogue. This approach is supposed to ensure that it is the voices of the informants that are heard 

and not the prejudice of the researcher (See for instance Bryman‟s description of Glaser & Strauss 

2004: 401-408). At the same time, this is an indication of trust in the social world, of which the 

researcher is an integral part. Spradley is such an example – he goes through a painstakingly 

organised form of analysis, wherein every possible utterance is cross-referenced with every other. In 

that way, he attempts to let the world speak for itself. The systematic, thorough diagrammatic style 

of the analyst ensures its scientific status. Thus, he tries not to influence the analysis by not 

choosing theoretically or personally what statements that should count the most. He attempts not 

to make his personal choices inflict arbitrariness. The method of analysis provides the scientific 

result – not his choices. The risk, of course, in this grounded approach is that it becomes 

impossible to see anything at all. If any statement is as important as any other statement, if any 

practical event is as important as any other, it is too easy to get lost in a world of triviality. Is it not 

precisely the focussed gaze that guarantees orientation in a messy world filled with trivial facts? A 

mode of seeing that enables certain structures and regularities to stand out visibly; that enables 

phenomena to appear? 

 

As indicated above, there is more than one tension in qualitative studies. One of the 

problems that I will focus on below is the one remaining between the need to become familiar with 

social practices in order to understand, and the need to un-familiarise oneself from the self-same 

social practices in order to see. 

 

Ethnomethodology 

 
Harold Garfinkel treats this problem beautifully in his „Studies in Ethnomethodology‟ (2008[1967]), 

both in the first chapter called „What is Ethnomethodology‟ and particularly in Chapter 5 about 
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intersexuality and „passing‟. In the chapter that introduces the term „ethnomethodology‟, Garfinkel 

says what I have stated above, i.e. that the purpose of sociological work is to get acquainted with 

the rules and regularities of everyday life, or rather, to account for the rationality of common sense 

situations, as well as the ways of accounting that are presented here. On the very first page he states 

that the purpose of sociological studies is to treat practical activities as topics of empirical study, 

„and by paying to the most commonplace activities of daily life the attention usually accorded 

extraordinary events, seek to learn about them as phenomena in their own right‟ (Garfinkel 

2008[1967]: 1). The question is how the researcher becomes able to treat the „rational properties of 

practical activities as “anthropologically strange”‟ (Garfinkel 2008[1967]: 9). How does one un-

familiarise oneself with common sense? One way of doing this is by providing thick descriptions of 

the regularities of these practical activities. The problem with the description I made above of a 

scientific monologue on the one hand, and a dialogue about daily life on the other, is that I thus 

preserve a dual world – one that consists of what happens in daily life on the one hand and a 

formal discourse about daily life on the other. According to Garfinkel, this distinction is itself 

problematic, because it reserves a place for the formal rules about what happens in the world. The 

world is then doubled – there are conversations, dialogues, quarrels, and lying in a world of daily 

events, and rational accounts of the rules of speech – which is then a description of the rules that 

constitute the meaning of speech. Thus, if this were correct, it would be possible for an alien to 

read a book about a particular language and culture and then having memorised the formal rules of 

speech and behaviour, to enter meaningfully into this language community. Garfinkel, as well as 

Austin, Searle, and Wittgenstein, attempt to deal with this problem by shattering the distinction 

between formal rules and actual speech, signs and referent, language and speech. Austin‟s 

„performative utterances‟ (Austin 1962: 6) resonate in Garfinkel‟s argument – and therefore also 

Wittgenstein‟s idea that the rationality of language is inseparable from the activities and forms of 

life. We usually tend to think about language as a description of things that occur in the world. 

Therefore, the world is doubled in discourses that describe what happens in the world, on the one 

hand, and the world itself on the other. Language is also doubled, because there must be words on 

the one hand representing the content, and on the other hand, there must be a kind of meta-

language that states the formal rules for meaningful and rational use of the language. However, 
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according to Garfinkel, this is a problem – it is not possible to establish such a meta-language, 

because the rules of meaningful use vary with the actual practice of speaking. Speaking truths about 

the world is not meant merely to provide a description or pass judgement on the world. Rather, it is 

itself a performance. Saying „cheers‟ is neither just to provide a description of either an inner or an 

external state of affairs. In fact, it is not a description at all, but an action. Saying cheers is to do 

something with words. Language has this character. And so does the supposed meta-language. 

Logic, reason, and methodology are not descriptions of formal rules, but rather a doing. Thus, it is 

not possible to universally formalise the rules of rational and meaningful speech. We not only 

represent a certain meaning or content by applying formal rules of speech. Rather, in the very act of 

speaking we constantly present and shape these rules. To speak is not just to represent a certain 

meaning, but also to state the rules of meaningful speech by the same stroke, because the rules are 

immanent in the very act of speaking. 

 

These deliberations stemming from philosophical pragmatism are seen in Garfinkel when he 

lets his students report random conversations, and then afterwards try to make a full account, in full 

detail, of the meaning of the conversation. The task was not easily accomplished, as the students 

found out that „to recognise what is said means to recognise how a person is speaking‟ (Garfinkel 

2008[1967]: 30). In order for the researcher to account for what happens, he or she needs to 

account for how things are happening. This means that the researcher cannot stand outside of the 

events and describe disinterestedly activities and conversations of people. To understand the 

meaning of social practices, the researcher needs to engage in these events, not simply to become 

acquainted with the formal rules of a specific culture or conversation, but also to enact with and 

play out the rules. Only through participation can a social scientist understand the culture he or she 

is describing. 

 

This presents another problem. If the social scientist disregards the „operational structure‟ of 

the practical activities in question, he or she becomes absorbed in the common sense structures of 

daily events. The phenomenon in question loses its strange character. It is therefore necessary for 

the scientist to „use common sense knowledge of social structures as both a topic and a resource of 
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inquiry‟ (Garfinkel 2008[1967]: 31). Here, we are back to the above-mentioned double role of the 

researcher. The sociologist must take note of the multiple ways in which we represent the world „in 

recognising, using, and producing the orderly ways of cultural settings from “within” those settings‟ 

(Garfinkel 2008[1967]: 31). We are left, again, with a problem of immanence. 

 

There are many sound and sensible ways – not of escaping the problem of immanence – but 

rather to learn to navigate in a world that does not provide straight answers and objective facts. 

Some would say that a researcher should try – together with the informants – to attain self-

awareness about these operational structures. The point of doing research, especially in education, 

is then to join forces with the members of the community under study and to improve the 

situation, to make right what is unjust, to fight inequality and disharmonious power structures. If 

there are hegemonic practices that are conserved by certain structures of knowledge, the point of 

doing research would be to engage in a critical activity and thus to empower (through participation) 

those who have been oppressed by these structures (Freire 1978[1968]). Others would say that it is 

a matter of mapping those structures, either by providing a cartography of the new, emergent forms 

of life knowing that „…the most profound thought is that which remains on the surface‟ (Rose 

2007: 259); or, by mapping the struggles of differentiation (Bourdieu 2003[1994]: 20, 22), by 

gradually objectivising the structures that dispose certain actions – not only of the informants but 

also those of the researcher. There are many different and conflicting approaches, but they all 

depart from the same problem: how does the researcher, who has succeeded in destabilising the 

authority of absolute knowledge, standards, methodology, and logic, deal with this tentative, 

practically dependant, and „fleeting‟ character that characterises knowledge of the social world? 

 

This means that the researcher cannot take the role of an expert who holds the key to 

understanding what the informants „really‟ mean, or who is capable of pointing out the underlying, 

objective structure of the activities in which he or she engages. When the „operational structure‟ is 

fundamentally and continually based on the actual practices and activities of those who participate 

(including the researcher), there is no fundamental standard by which to judge these practices. 

Methodology, logic, and rationality usually constitute such standards, but the point is that 
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methodology and logic are themselves „contingent achievements of organisations of common 

practices‟ (Garfinkel 2008[1967]: 33). At this point, the qualitative researcher usually seeks refuge in 

an ideal of „critical reflection‟ and the like, but as I have stated elsewhere, this is a vain and self-

delusory attempt to evade the problem. The researcher replaces one ideal (methodological and 

objective evidence) with another (reflection, transparency, self-consciousness). Garfinkel does not 

draw this radical, negative conclusion. He suggests that every social setting is self-organising in the 

sense that it produces its own account of its own activities. The researcher thus must try to account 

for these various accounts that one finds everywhere in social life, in every kind of social practice, 

and the accounting research practice itself becomes part of the reality of social self-organisation. 

Garfinkel thus embraces the condition that the researcher is not capable of representing social 

reality in a sociological meta-language, but rather has to account for the various ways in which these 

self-organising activities present themselves. Again, we are engulfed in the problem of immanence. 

Thus, Garfinkel, too, indulges in sociological reflection. Yet, he also offers an interesting, possible 

solution that will be described in the following chapter. 

 

Abnormality – An Epistemological Vantage Point 

 
Garfinkel provides a very interesting case that deals convincingly with this problem. This is why I 

have spent so much time presenting his ideas. Chapter 5 is a case study of an „intersexed‟ individual, 

who has had his (her?) penis surgically removed and replaced by a surgically crafted vagina. The 

work is based on a substantial series of interviews with that person. Like much ethnographic work, 

this study also carries a slight flavour of indignation on behalf of a marginalised group of outcasts, 

as well as a fascination with the „different‟. Garfinkel is specifically concerned with „how‟ a person 

„does‟ his or her gender. He is interested in all the things a person does unconsciously in order to 

appear and justify his or her presence as a male or female member of society. In the case of the 

transsexual person, he/she learns to act as a woman, in order not to incite attention and suspicion. 

He/she has to learn to naturalise and familiarise him-/herself with a distinct, female code of 

conduct. By observing and accounting for all the problems that this person encounters when trying 
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to manage a new life as a woman, it is possible to recognise the hidden gender structures that shape 

social practices, of which we are usually unaware. 

 

Garfinkel‟s point is that we live in a dichotomised world consisting of male and female 

categories. On a few occasions, a person can „pass‟ from one category to another, but these are very 

controlled situations (fiction, plays, comedy). There is simply no category for something in between 

and no codes of conduct that are neither male nor female. Something as ordinary and 

commonsensical as gender roles are very difficult to challenge. The transsexual person feels like a 

woman, but in the eyes of society he/ she is „really‟ a man who is „confused‟. He/she is a 

pathological case, which is why psychiatric research is conducted in order to establish the 

psychological profile and account for the deviance of the individual. The doctors also think that 

„really‟, underneath the artificial, surgically made situation, he remains a male. There is no category 

available for someone who is neither male nor female and no moral or social behavioural rules for 

someone who has „passed‟ from one category to the other. This dichotomy is also accepted by the 

transsexual individual, as he/she insists on being treated as a natural, normal female. The 

transsexual person must constantly work on the self, playing this role, because disclosure would 

entail degradation, ruin, and psychological trauma. By studying the behaviour and reasoning of 

transsexuals, Garfinkel can trace out the fine structures that are unconsciously played out by 

everyone in society, exactly because the transsexual has to become aware of the subtle, gender-

specific behaviour that allows him/her to remain covert. What is remarkable in these cases is that 

the abnormality allows the sociologist to describe some of the fine structures of daily life and 

routine that normally remain unnoticed. The transsexuals Garfinkel studied possessed resources of 

a remarkable awareness and uncommon sense knowledge of the organisation and operation of 

social structures. This awareness is normally routinised for those who are able to take their sexual 

status for granted; it is the „seen but unnoticed‟ backgrounds of their everyday affairs (Garfinkel 

2008[1967]: 118). 

 

The abnormality of the situation reveals the unnoticed norms and regularities of certain 

practices. The transsexual‟s status as a patient allows the psychologist and sociologist to conduct a 
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thorough analysis of both his/her psychological profile and the structure of social practices. Ways 

of „doing gender‟ would never have become an object of study if not for the pathological status of 

the transsexual. It is a brilliant way of seeing what is commonly just understood and therefore 

unnoticed. 

 

The transsexual person in Garfinkel‟s case study bears witness to the fact that normal 

sexuality is accomplished through displays of talk and conduct. The transsexual individual helps the 

researcher make these structures visible by making observable both that and how normal sexuality is 

accomplished. The person from the case study was 

[s]elf-consciously equipped to teach normals how normals make sexuality happen in commonplace 

settings as an obvious, familiar, recognisable, natural and serious matter of fact. Her specialty 

consisted of treating the „natural facts of life‟ of socially recognised, socially managed sexuality as a 

managed production, so as […] unavoidably in concert with others to be making these facts of life 

visible and reportable – accountable – for all practical purpose. (Garfinkel 2008[1967]: 180) 

Interestingly, Garfinkel terms the practices of the intersexed person „methodological practices‟ and 

writes of these practices that they are sources of authority (Garfinkel 2008[1967]: 181). This point is 

crucial. Instead of establishing an external methodology based on a privileged insight into the 

world‟s social structures, the analyst treats the informant under study as a methodological source of 

authority. The practices of the transsexual person are themselves methodological. They allow a 

description of the various managing devices that the individual in question employs in order to appear 

to others as a natural, normal female. This point of view is opposite that of the anthropological 

claim that it is the researcher him or herself, who is the research „instrument‟ – i.e. that the 

researcher, through participation and involvement, becomes a personification of the method 

(Hastrup 2003: 13). In Garfinkel‟s approach, it is not the researcher who is the research instrument, 

but the study object itself, i.e. the abnormal person him- or herself, in that person‟s capacity of 

being abnormal. This is an important difference between other methodologies of qualitative 

research and the patho-epistemological approach. Qualitative research necessarily implies and 

requires continuous reflection, regardless of its being generated by different sources (participation, 
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conflict, introspection). Patho-epistemology, on the other hand, tries to avoid reflection. Or rather, 

reflection is not avoided (because all good science is reflective), but it is avoided as a 

methodological prerequisite. It is not the researcher as a deliberating subject, but disease that causes 

reflection. Thus, focus is displaced from the subject to diseases being the source of reflection. On 

the one hand, this is less concerned with a difference between a phenomenological methodology 

and, for example, an ethno-methodological or discursive analytical methodology, on the other. The 

patho-epistemological approach could in principle be applied in a phenomenological methodology 

as well as in a discourse analysis and an ethno-methodology. The patho-epistemology is concerned 

with stressing the epistemological function of pathology, and does not imply a specific 

methodology. 

 

An important issue in this respect that needs to be sorted out is the relation between patho-

epistemology as a methodological perspective and the fieldwork and participant observation 

conducted in this study. As indicated above, qualitative research necessarily implies some form of 

reflection. Whether reflection is generated by social conflicts, through social relations, distaste, 

participation, comparison, or changes over time, it is still necessary to reflect on the results all the 

same. Therefore, I must state unambiguously that in contrast to other forms of reflection, the 

patho-epistemological approach demands a focus on pathology, and that it is the pathology that 

generates knowledge or reflection – not subjects, communities, comparison, or time. Therefore, the 

limited and focussed fieldwork that has been conducted here, as well as the interviews and 

participant observation, focuses on various manifestations of disease and illness. Of course, one 

might argue that the knowledge generating aspect of pathology is not the disease, but rather the 

polemical aspect of pathology. Definitions of illnesses are socially, culturally, economically and 

politically contestable, and one might argue that the real source of knowledge comes from conflicts 

of interest, rather than from suffering. Or instead, that the suffering concerning disease is 

fundamentally rooted in the social and cultural aspects of life. Disease would not constitute an 

epistemic „kick in the teeth‟ if not for its fundamental polemical status. This is evidently true in the 

case of Garfinkel‟s transsexuals. It is also true in cases of diabetes, obesity, and risk. I tend to favour 
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this argument, since there are no intrinsically pathological traits of nature. Pathology, ultimately, 

concerns itself with human suffering. 

 

The Difference between Diabetes and Garfinkel’s Study Object 

 
The discussion that follows, attempts to outline the disadvantages and the pragmatic difficulties of 

employing the above-described patho-epistemological approach. It attempts to state precisely what 

can be achieved and, more important, what is not intended with the approach. Any method carries 

with it drawbacks. Certain aspects it accomplishes very well, while others are not so easily achieved. 

There may be several reasons why a method fails to provide an accurate result: either the method 

has not been executed thoroughly enough, or the method was not designed to accomplish the task 

put forward. Another reason might be a researcher‟s inaccurate or mistaken application of the 

method, and yet another reason that the object investigated is too comprehensive to be grasped 

with one method alone. It might also be that the method is simply not good enough. Another 

dilemma is that sometimes the method, theories, and concepts must be developed simultaneously. 

That is to say, the method is not to be understood as a determinate, unchangeable instrument, but 

rather something that has to be moulded and shaped along the way during the research project, 

because the objects (human beings) it is supposed to encompass also change along the way due to 

the very investigation. Foucault described this dilemma in The Will to Knowledge (Foucault 

1998[1976]: 101), and Ian Hacking in „The Looping Effects of Human Kinds‟ (Hacking 1996[1995]) 

made it famous. To some extent, these objections are presumably valid in the case presented here. 

Utmost precision in the description of what is investigated, how, and in what way the results are to 

be understood is therefore required. 

 

Garfinkel‟s approach is paradigmatic, because he is able to point out some of the managing 

devices unknowingly acted out in daily life. His research object is carefully defined, and the 

abnormality that directs the gaze towards these managing devices precisely points to what he means 

to demonstrate. It is unlikely there was another group he could have chosen in order to 

demonstrate his point. The difficulties that transsexuals face when they try to pass from one gender 



 

121 

to the other are incredibly well suited to demonstrate the commonplace of practicing genders. 

There could have been no other abnormality better chosen to achieve this result. Moreover, we are 

not in doubt that he has been able to show us something that we were unaware of beforehand. 

However, let us take a closer look at what he discloses. He does not reveal that there are concrete 

ways of doing gender of which we are generally unaware. He does not reveal practices that generally 

appear unnoticed, but rather emphasises the ways in which these routines are acted out. The 

individuals who have this abnormal character – approximately twenty transsexuals from a particular 

city in the USA – are very well suited for the task. The way they stand out abnormally is precisely 

with respect to the gender difference, and what they do in their daily lives is to try to behave, in 

minute detail, like women. Garfinkel is then able to demonstrate that it is not by memorising 

certain rules of behaviour that we are able to perform our gender. It is not by following the rules of 

masculinity that a person is taken for a man – rather it is by doing it with naturally commonplace 

gestures that a person passes for a specific gender. Thus, Garfinkel does not reveal something 

entirely new with his method – he does not reveal formerly unknown norms or practices. Rather, 

he emphasises the specific ways in which these norms are practised. The strength of the approach is 

the precision with which he singles out the research object, and how well-defined and delimited it 

is. He was not interested in everything about transsexuals – or rather, he was, but also, it was his 

attempt to discern incredibly specific characteristics concerning all things inherent to the culture of 

transsexuals that formed his focus. 

 

The case of diabetes differs from Garfinkel‟s study object, in many ways, I should emphasise. 

The attempt to define certain characteristics of a contemporary problematisation of lifestyle 

through diabetes could have been achieved by focussing on other types of illnesses. Why not 

cardiovascular diseases? Why not COPD? Why not anorexia? Why not certain forms of cancer? 

Diabetics do not present themselves as the only meaningful study object, in the same way as do 

transsexuals. This is a disadvantage, regardless of the fact that diabetes does stand out as a 

paradigmatic case. However, it is not a problem that diabetics frequently feel no specific ill effects 

and often simply live with the condition, without giving it much thought. The research strategy 

does not require that individuals who have been diagnosed with a specific disease be aware of the 
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diagnosis. It does not concern itself whether they even care. Thus, it would be possible to imagine a 

person born blind, who had never been told about his handicap and therefore is unaware of it (if, 

for instance, his family and friends did not have the heart to tell him about what he is missing in the 

visual world). This person could still be used as a case study as regards describing the function of 

sight. The whole point is exactly to treat the problem of immanence as a premise. It is the 

fundamental problem to which the patho-epistemological approach constitutes one possible 

solution among others. Type 2 diabetes, thus, is one lifestyle disease among others that draws 

attention to the current health norms and practices, and the analysis must be read with this 

reservation in mind; it is one possible way to illuminate these tensions and practices. In this respect, 

the choice of study object is less precise than that of Garfinkel. 

 

There is another reason why the study object is less precise. First, diabetes is lived and acted 

out in many different ways. This is also the case with Garfinkel‟s transsexuals, but he was able to 

make use of a singular phenomenon that the „passing‟ individuals shared: the norms at the time 

were so strongly against playing with the nature of genders that the transsexuals had to be very 

careful not to be revealed as such. Regardless of how differently they presented themselves in their 

everyday lives and of the differences concerning their family situation, it was still very important for 

each of them (male transsexuals) to be able to pass convincingly as a woman. It is this common 

imperative that makes Garfinkel‟ study object precise and „to the point‟. Diabetics, in contrast, do 

not share the same imperative, the same pervasive and ubiquitous demand to act as diabetics. Some 

do regulate themselves very thoroughly, but most diabetics do not. They take a bit of care, but they 

make their condition a habit, and try not to worry too much about it. Most diabetics are concerned 

with obesity, food, and diet, but they deal with these conditions differently. Some turn their back 

against the recommendations, without changing their eating habits, which in some cases results in 

guilt and worry. Others are no more concerned with weight and diet than any random person on 

the street. Obesity and diet are not necessarily issues that make diabetics stand out differently from 

non-diabetics. Then again, however, this is also to some extent true of transsexuals – and this is 

exactly Garfinkel‟s point. „Normals‟ are also aware of behaving in „gendered‟ ways relative to the 

situation. Male locker room behaviour is different from the behaviour expressed when a man meets 
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the family-in-law, etc. It is precisely these characteristics towards which Garfinkel‟s study can direct 

our attention, i.e. „how‟ genders are performed. This means that the various ways in which diabetes 

is practised, the different opinions and attitudes that are specific to diabetics, as well as the 

characteristics diabetics share with non-diabetics do not constitute a drawback to the methodology 

itself. It does, however, pose serious challenges to the methods used to make these characteristics 

visible, and to the analytic strategy applied. In this project, the very different attitudes of diabetics 

are used to point out the tensions14 often inherent in these practices in their own lives and between 

different institutional agents. Moreover, it is used to demonstrate the different ways in which 

diabetics interpret and apply the medical recommendations given. 

 

Another problem is that the introduction of abnormalities as a vantage point for a critique of 

the normal may result in a polarisation. The strategy risks unintentionally introducing a dichotomy 

between the normal and the abnormal, as if the abnormal represented an other, or a contradictory, 

logic. Here we risk introducing a Hegelian logic – the logic of the same and the other, which re-

converges in identity (Hegel 2005[1807]: 114-115).15 This does not follow from the strategy itself, 

but it would be a natural mistake people reading this work might make. When arguing that 

abnormalities stand out visibly and provoke an attention to the norms that are normally unnoticed, 

it does not follow that the world necessarily has or should have this order. It is not an ontological 

argument, nor an argument about marginalising or pointing fingers at deviant individuals. However, 

the method is likely to provoke such a misunderstanding in the reader, when it constantly addresses 

                                                 
14 The term „tension‟ may seem a little too unspecific, too loose. In the sense that I use it here it refers to 
various situations in which people find themselves strung out between apparently paradoxical positions. If a 
person sometimes feels normal, and at other times abnormal, and this situation appears to be an ever 
unsettled condition, then one may say that there is a tension between normality and abnormality in this 
person‟s life. The same applies to the condition of awareness and unawareness. This does not mean that just 
because there is a tension in this person‟s life or view on things, he or she has a psychological problem, or 
that the world is coming apart for the person in question. There are tensions in most people‟s lives, and we 
usually cope with this fact. At the same time, such tensions are interesting to observe, because they reveal 
peculiarities of human life. 
15 Pages 99-100 in the standard edition of Phänomenologie des geises in Gesammelte Werke, vol. 9, Hamburg, 1980, 
in which Hegel explains how a philosophy of difference (between self and world, between subject and object) 
is „aufhebt‟ in unity, i.e. a philosophy of identity. See also Søren Gosvig Olesen (1993) and Poul Ferland 
(2002). 
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the world, applying a logic that humanistic health researchers have tried to combat for decades. Is it 

not precisely the logic of normality contra deviance against which Georges Canguilhem spoke 

loudly? Is it not precisely the inability of the medical rationality to recognise that an illness is 

another way of life, different, but not deviant, which is Canguilhem‟s (and Foucault‟s) point? It 

certainly is, but it does not take away the fact that we live in a world of statistics that increasingly 

stamp out more and more variables through which it becomes possible to stand out abnormally 

(and to govern the self, cf. Foucault). Instead of lamenting this, and instead of trying in vain to 

establish external and alternative logics, with which to counter the statistical construction of 

evermore possible deviances, I suggest utilising it constructively as an epistemological method to 

become aware of the norms through which subsequent practices are constructed in order to 

normalise and modify existence. The point of Canguilhem‟s (and Foucault‟s) approach is exactly to 

show that a norm is not only a uniform standard, an average, but also something variable and 

differentiated. Analysing pathological abnormalities is not the same as buying into the necessity of 

the rationality that creates these ideas of the abnormal. Rather, it is an attempt to analyse the very 

logic that produces abnormalities from within. The problem of immanence is at stake. The idea is 

through the abnormal (which we know from Canguilhem is just another kind of normal), we can 

become aware of the current norms, which enable certain areas of experience and problematisation 

to be created. The abnormal is not an external position compared to the normal – it is a different 

position within the normal. 

 

On the one hand, diabetes is a specific, paradigmatic, and intensive example of a common 

human experience – i.e. a heightened attention to issues such as diet, lifestyle, weight issues, bad 

habits, smoking, exercise, etc. On the other hand, it is characterised by its specificity: a specific 

diagnosis of a specific disease that poses specific medical problems for health professionals and 

offers specific technical therapeutic solutions to diabetics. Sometimes, diabetics speak about their 

practices in the general terms („everyone ought to eat healthily‟, „stop smoking‟, „do more exercise‟, 

etc.), thus referring to bad habits as the source of their problem and diabetes as the consequence of 

the real pathological condition. It is possible to recognise in their comments that they feel isolated, 

because others do not understand the problems with which they must cope. Thus, the disease is 
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both a singular condition and a common ailment. I do not mean to initiate the analysis here, but 

this comment sheds light on a specific characteristic of the research object, which has implications 

for the methodology. Because of this dual characteristic, it is possible to investigate diabetes-

specific practices and at the same time relate them to general practices. For instance, baking cakes 

with artificial sweeteners and less fat is a diabetes-specific practice, because diabetics are encouraged 

to reduce their sugar intake in order to reduce blood sugar swings, and at the same time people who 

want to lose weight in general may also be able to recognise this technique as useful. It is this dual 

character of type 2 diabetes that I want to employ. Still, the techniques used in diabetes self-

treatment – diagnosis and monitoring – are different from other measuring techniques common in 

the treatment of other diseases. Blood sugar, cholesterol, and blood pressure are measured, rather 

than oxygen or red blood cells. The diabetics use sweeteners in baking, not gluten-free flour. The 

reasons for measuring these specific elements are concerned with the specificity of the disease and 

the particular complications that may occur in the future. Nevertheless, the point is that some of 

the specific diabetes complications (atherosclerosis, cardiovascular diseases, neuropathology, etc.) 

are also found as a general concern in national disease prevention programmes. The population as a 

whole is constantly being recommended to change its consumption habits and lifestyles in order to 

avoid lifestyle diseases in ways that are very similar to the diabetes recommendations. Thus, to 

reiterate: diabetes practices may address a specific problem, i.e. a specific disease, but at the same 

time these practices resonate in the recommendations from the general health care institutions. 

 

The litmus test that must be passed, for this method to work, thus consists of pointing out 

general features of contemporary health and lifestyle norms. These norms are indicated as practices 

and tensions, more specifically educational practices, practices of the self, ways of moderating and 

administering pleasures, monitoring practices, and the ethical tensions necessarily affiliated with 

questions concerning lifestyle. Thus, the empirical work will direct our attention to the educational 

and formative dilemmas of health education practices as they appear in a diabetes context. It is 

exactly as tensions that the norms make themselves evident, aided by the specificity of a 

pathological condition requiring the insertion of specific pedagogical techniques and practices. 
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Last but not least, the aim of the entire project is to test whether this epistemological 

approach can be applied as a method with which to make sense of a general, contemporary lifestyle 

problem in light of a particular pathological condition. The project, thus, is equally concerned about 

developing this method, making the methodological aspects of preceding authors explicit as a 

method, and at the same time to employ the method on a specific case, i.e. diabetes and the general, 

contemporary lifestyle issue. In particular, I have in mind Foucault‟s works. While he did not make 

his epistemological strategy or method explicit, I am attempting to do so. If I succeed in explicating 

the method and can provide a result that is convincing, then it should be possible henceforth to 

apply the epistemological strategy that I have termed „patho-epistemology‟ as a method. Abnormal 

conditions can be used to direct attention to the normally unnoticed norms of social practices, and 

more specifically as an epistemological vantage point in social science, for example in education 

research. 

 

Design – A Pathological Case or a Field of Problematisation? 

 
An important aspect of the research design demands attention. To what extent does the focus on 

type 2 diabetes constitute a case study? I have not chosen to focus on a specific type of diabetics, 

for instance, those who have been newly diagnosed, who have lost a partner or who have a large 

family network, who are old or young, male or female, who are immigrants, or who attend local 

motivational groups in contrast to those who do not, and so forth. Case studies that aim to 

generalise investigate a particular social group or setting in order to form knowledge of a more 

general phenomenon (Larsson 2009). The advantage of the case study, thus, is that is it possible to 

demonstrate various intricate levels of a complex phenomenon from the point of view of a 

particular context. Many different levels of a general issue become visible, when the researcher 

provides rich and thick descriptions of the practices in question. Moreover, through a comparative 

design, different settings can provide knowledge of how a general phenomenon differs in various 

different cases. In general, the purpose of a case study is – through very detailed studies of the 

particular – to provide knowledge of the general. The problem, however, is to answer the question, 

„What is it a case of?‟ (Stake 2005: 444). Thus, the task for a researcher, who applies a case study 
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design, is to demonstrate that the particular case constitutes a good example of the general 

phenomenon in question and that general conclusions can be drawn from the case in question. If it 

is not possible at all to generalise further afar from the case in question, it is hardly an interesting 

case. A case is good if it is possible to generalise, to learn something from a particular instance, 

which is valuable and transferable to other settings. Stake (2005) argues that researchers conducting 

a case study must be interested in the particular case, i.e., the elements specific to this „One‟ 

phenomenon (Stake 2005: 444). The problem, however, is that any one case is always a system or a 

complex, which itself has a context. Some features are part of the case, and others are outside. It is 

difficult, however, to delimit a case, because in order to understand the particular case, one has to 

know something about the general phenomenon in question. Studying a diabetic trying to change 

his or her diet only makes sense in light of general health political norms, lifestyle issues, health 

recommendations, various methods for losing weight, the intentions of dieticians, and so forth. 

Delimiting the focus in one specific case, thus, may prove incredibly difficult. The case ends and 

the context begins at which point in the process?  

 

Some case studies are not investigated because the researcher is interested in the case itself. 

The case is thus said to have an instrumental character (Stake 2005: 447). If one is interested in 

collaborative learning it matters little whether those who perform this kind of educational practice 

are carpenters or law school students. The case, thus, has an instrumental purpose – the 

researcher‟s interest is not in law or carpentry but rather in a particular kind of learning process. 

The present study is focused on self-care and diabetes education practices from an instrumental 

point of view. These practices have not been studied because I am concerned with investigating the 

particularities of type 2 diabetes, but rather because I am concerned with a much more general 

issue, i.e., health and lifestyle norms, and with the methodological function of pathology. However, 

there is a much more fundamental difference between the present study and the case study. I do 

not investigate particular diabetes practices in order to be able to generalise to an abstract 

phenomenon of diabetes, diabetes education, lifestyle diseases or health and lifestyle norms. Rather, 

and this is important, I start from a general field of problematisation, i.e. health and lifestyle norms. 

Larsson terms this kind of study „studies that undermine established, universal truths‟ (Larsson 
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2009: 30). I begin with the assumption that there is, in contemporary (primarily) Western societies 

and culture, an intensive focus on health and lifestyle issues, such as media attention, political, and 

scientific awareness of the risks that threaten the health of the population. It is not my intent to 

demonstrate, through the study of type 2 diabetes, that there is an intensive focus on health and 

lifestyle issues in contemporary society. Rather, this is the assumption, the point of departure. With 

the term problematisation I emphasise that there is in contemporary culture a controversial 

phenomenon around which scientific, political, educational, and cultural practices pivot. Rose terms 

this phenomenon the „infinitely expandable and malleable empire of risk‟ (Rose 2007: 87). Lifestyle 

diseases are presently stamped out as the manifestation, which current scientific, cultural, 

educational, and political practices seek to prevent and manage. The danger, or the self-caused ills 

that are generally assumed to threaten the health of the population, are termed lifestyle diseases. 

Indirectly, this appointment of a danger discloses which type of lifestyle contemporary society 

generally perceives as normal, good, and healthy. Type 2 diabetes, as will be argued, is a 

paradigmatic case of lifestyle diseases, because the treatment of this particular disease involves all 

the preventive means that are generally mentioned with regards to the prevention of lifestyle 

diseases (diet, smoking, alcohol, and activity level). The risk perception, or risk awareness, which is 

accelerated via the media, health political agencies and scientific institutions, is the general area of 

problematisation. Again, to be clear, this is the assumption, and not what I aim to demonstrate. 

Therefore, I begin with a general perception of risk (the risk of lifestyle diseases), and study a 

particular case that is very often emphasised as a paradigmatic and particular threat to public health. 

I do not study diabetes as a specific case of a more general phenomenon. Rather, I assume there is 

a general, political and public concern for public health, which manifests itself as a general fear of 

lifestyle diseases. Diabetes, then, is instantiated, fleshed out as one of the major public health 

concerns. Drawing on the patho-epistemological perspective I proceed from the assumption that 

diseases have the capacity to highlight, to emphasise, to draw attention to the underlying health 

norms, which is the reason for the raised awareness about and concern for lifestyle diseases. 

Moreover, I assume that hospitals and health political institutions want to improve the methods 

through which they struggle against this perceived risk. Thus, studying the various pedagogical 

means with which a hospital and a political institution treat diabetes, I assume that these practices –
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with which a general threat towards public health is combated – can reveal central aspects of the 

practical rationality of health promotion and disease prevention. Not wanting to start with a 

particular case and generalising to a broader phenomenon, I chose to begin with a broad 

phenomenon (or field of problematisation), and investigate the intrinsic practices and methods that 

are set to work in a particular case. The most important issue is that the particular case is a disease, 

and therefore the practices set in motion are intensified responses to a condition, which represents 

not just a singular case but a general public health concern. Thus, the rationality of the techniques 

and practices set to work in this case are both particular responses to a particular condition, as well 

as representative responses towards a general public health threat. A further assumption is that the 

particular practices of my case can be interpreted as intensified responses to a general field of 

problematisation, i.e., norms of health and lifestyle. What is important in this regard is that it is the 

patho-epistemological strategy that is at work and not a case study methodology. I focus on a 

disease, and as a disease, this condition is capable of revealing the norms that are presently affiliated 

with health and a healthy lifestyle. I focus on the practices during which we meet these diabetics, 

which are instituted in order to facilitate a process whereby these individuals can become capable of 

practicing their lives in ways generally perceived as healthy. Therefore, it does not matter whether 

the individuals think of themselves as sick or healthy – the crux of the matter is that they appeared 

within educational settings that in various ways are meant to promote their health, and prevent late 

complications. The point is that particular late-diabetes complications are closely affiliated with 

general public health risks. 
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4. Method  

4.1 Fieldwork, Participant Observation, Individual and Focus 
Group Interviews 
 

The interviews and observations that were conducted with the diabetics in various educational 

settings yield different kinds of answers. The ethno-methodology that has partly inspired my 

empirical work directs attention towards the practices with which the social actors produce order 

and regularity in their social worlds – in this case how the diabetics practice their lives with diabetes. 

The philosophical pragmatism inherent in ethno-methodology directs attention not towards what 

the interviewees express, but rather how they account for their situation with diabetes. However, the 

ethno-methodological approach (and other similar methodologies, i.e., conversation analysis and 

discourse analysis) focuses on the intrinsic principles of order and regularity in social settings. That 

is, instead of focussing on the perceived world of the informants, i.e., on their first-person 

perspective, i.e. encompassing how they perceive themselves with a certain illness and their illness 

experiences, the ethno-methodological approach, rather, directs attention towards how diabetics do 

their illness, their health promotion and disease prevention and so forth. This is what ethno-

methodology would traditionally do. Moreover, making use of Foucault from an ethno-

methodological position would also make sense, because he often referred to pragmatism when 

occasionally describing his method. However, it is a slightly different methodological perspective 

that I would like to bring out, using a patho-epistemological approach. Before this approach is 

applied in the analysis, I want to start from a concrete approach by describing the empirical work I 

conducted. 

 

The Initial Experiences 

 
Before I knew what particular pathological condition(s) to chose as a research object, I started out 

doing a pilot study (5 times x 2 hours), doing participant observations in a specific kind of patient 
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education, a course called „Learning to Live with Chronic Illness‟. This study was a means to give 

me a practicum of participant observation within a „health field‟. I will not go into detail with this 

study because it is not part of the final research design that shaped the empirical work regarding 

diabetes education and self-care practices. However, in this setting I made some initial experiences 

with patient education, self-care and self-management practices, and most importantly with 

conducting participant observation in a clinical setting. The participants counted many different 

kinds of medical conditions, and the design of the patient education was very tightly structured, 

allowing very limited or only very tightly structured interaction between the two teachers and the 

participants. The various chronic illnesses made it difficult to focus on the pathological aspects of 

the conditions – the issues brought up in class instead referenced coping with difficult emotions 

concerning illness in general. These experiences clarified the need to get closer to the practices of 

the patients – much closer than was possible in this type of educational setting. If I were to bring 

the patho-epistemological approach into action, much was demanded of the pathological condition 

and of the research design. The above considerations about diabetes as a paradigmatic condition for 

studying norms of health and lifestyle appeared after these observations. Moreover, I gained 

practical skills regarding participant observations, for example how to take notes and construct an 

ethnographic record, particularly how to remember long sequences of social interaction and 

communication based on strategic keywords. I also formed an idea of how to operationalise 

practices of self-care and the like during observation. Certain themes stood out during these 

observations that I later pursued with regards to diabetes education. These experiences helped me 

structure the observation guides (Appendix 3) used in the diabetes school, exercise programme and 

in patient consultations at the hospital.  

 

The fundamental problem was that I neither had nor wanted to have, a theory that could 

help me formulate the research questions. I was consulting Canguilhem and Foucault primarily 

because of the patho-epistemological strategy, which I wanted to employ in the research design, not 

because they provided theories with which I could analyse my data. I did not want to make use of 

the various governmentality studies that had been produced during the past twenty years – these 

studies are interesting and generally inspiring, but I had no intention of conducting another 
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governmentality study. On the basis of my initial experiences from the pilot study and from 

participation in the diabetes school, along with reading various texts and papers on diabetes 

education, self-care, health education and promotion, sociology of health and illness, and so forth, I 

tried to construct observation and interview guides that would capture the interactions, educational 

practices, and accounts from the diabetics and the educational activities from a patho-

epistemological perspective. The task, thus, was not through interviews to capture certain 

experiences that could be interpreted and analysed using a specific theoretical framework. However, 

the empirical work was not conducted inductively. The theoretical perspectives, used to 

operationalise interview questions and observational focus, were chosen more or less ad hoc, 

loosely inspired by Canguilhem, Foucault and Foucauldian-inspired literature (see above chapters). 

They represent my epistemic and conceptual interest, but not theories to be proven or disproven. I 

sought to figure out, during the interviews, how the patho-epistemological approach could be 

utilised. This was the fundamental idea structuring the interviews and was the purpose for the 

interviews. The primary concern was to enable the patho-epistemological project to work, whereby 

novel insights regarding health and lifestyle norms through diabetes self-care practices could 

emerge. I was thus doing something very similar to what other sociological and anthropological 

works within this tradition had done before me (Danholt 2008, and particularly Mol 1998, 

2008[2006]), only with the additional interest in explicating the patho-epistemological approach that 

is already implicitly at work in other studies. In these other works, the patho-epistemological 

principle is also at work; only the logic of this approach is sporadically and tentatively mentioned. 

The interesting aspect of applying the patho-epistemological approach is thus not so much 

obtaining the empirical results (which are probably very similar to the findings of Mol and others), 

but rather explicating the epistemological strategy that would allow the empirical results to generate 

knowledge about a contemporary issue concerning lifestyle norms.  

 

I did not know what questions to ask or what methods to apply, so that the strength of the 

pathological and abnormal perspective could generate knowledge. Thus, the problem was not about 

operationalising certain theoretical concepts (for example about diabetes self-care, self-

management, illness-disease, pre-patients etc.), but rather how to bring out a perspective regarding 



 

133 

the pathological through the interviews. The difference between my approach and others is that 

humanistic health science is precisely not about focussing on disease, anomaly, deviation and so 

forth, but rather about all of the non-pathological aspects of patients‟ everyday lives (Spenceley & 

Williams 2006, Thorne 2003). My focus certainly provoked and disturbed my fellow researchers in 

my research community. However, during the first couple of interviews I realised that the diabetics 

do not automatically portray signs of abnormality or illness in any noticeable way. Was this the final 

blow to my research design – to the whole idea of the project? How was I going to get the 

informants to articulate the pathological aspects of their lives, even though they do not necessarily 

appear or perceive themselves as ill? In light of these reflections, it is also clear why a methodology 

that focuses on, and privileges, the informants‟ subjective experiences does not necessarily capture 

the pathological aspects of the diabetes condition. 

 

Participant Observation in Doctors’ and Nurses’ Consultations, a 

Diabetes School, Exercise Programme, and Motivational Groups 

 

From January to the beginning of May 2009, I participated in several diabetes education activities 

and conducted observations in a diabetes outpatient ward. Among others, I participated actively in 

a diabetes school course over four weeks (3 hours once every week in February). When the diabetes 

school ended, one month later the exercise programme started (which included more or less the 

same participants from the diabetes school). The exercise programme lasted two months (one hour, 

two times a week for eight weeks). Moreover, I visited two motivational groups organised locally by 

the Diabetes Association, and conducted observations of their activities. I also participated three 

times in a local diabetes association (a group of 6-14 individuals) in the same area where I was 

participating in the diabetes school. And, as mentioned, throughout these four months I 

continuously conducted observations in doctors‟ and nurses‟ consultations at the hospital (from 

January to March). I will refer to these various focussed observations as fieldwork. 

 

Duration of fieldwork and types of settings 
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January February March April May 

 Consultations in diabetes 
outpatient ward 

 

 Diabetes 
school 

 

 Diabetes exercise 
programme 

 

 Local diabetes 
group 

 Motivational groups 

 
I leaned on my supervisor Kristian Larsen‟s reflections on participant observation (2009) that 

I have used for inspiration throughout the study. A central point in Larsen‟s approach to empirical 

work is that one must consult the theoretical literature concerning the area in question beforehand 

and one should construct a coherent theoretical framework before approaching the field, but that 

participant observation essentially must be carried out and reflected upon both during and 

afterwards. One might say that doing empirical studies is a learning-by-doing experience. Instead of 

reporting the informant‟s explanations, one must attempt to theoretically to explain their 

explanations. The kind of fieldwork that I have accomplished is perhaps not the same as that in 

classic, cultural anthropology. The fieldwork conducted in my case does not comprise a lengthy 

sojourn within a given culture, but rather consisted of relatively short visits into various localities, 

where different kinds of diabetes education activities were conducted. Therefore, I refer to the 

methods used as participant observations and interviews. If, on the other hand, it is possible to 

speak of a rather limited and focussed ethnography as „fieldwork‟, I will do so because the 

observations and interviews did not provide all the knowledge that I draw upon in this dissertation. 

I will call my method fieldwork insofar as I have obtained knowledge of the social situations I 

visited, not through only the scheduled observations (i.e., the extent of a hospital consultation, a 

diabetes school class, or an interview), but also before and after the observations and interviews 

when I talked to the various health professionals and patients, i.e., by „being in the field‟, so to 

speak. Participating in the various activities widens the field of investigation – and it becomes more 

difficult to make a clear distinction between the „how‟ and the „what‟ of the research process.  
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Modes of participating in and finding out about the daily lives of others make up key parts of 

ethnographic methods. These “methods” determine what the field researcher sees, experiences and 

learns. But if substance (“data”, “findings”, “fact”) are products of the methods used, substance 

cannot be considered independent of method; what the ethnographer finds out is inherently connected 

with how she finds it out. (Emerson 1995: 11)  

The events or social situations that are studied, the methods used, and writing up the ethnographic 

report comprise a whole, although these activities can be analysed separately. „”Doing” and 

“writing” should not be seen as separate and distinct activities, but as dialectically related and 

interdependent activities‟ (Emerson et al. 1995: 15, see also Denzin & Lincoln 2005: 17-19 on 

Geertz‟ „blurred genres‟ and the „crisis of representation‟). It was by taking part in these various 

social activities that I learned about the situation (Hastrup 2003, 2010). Thus, my „field‟ was not one 

specific place (a workplace, a playground, a village), but rather consisted of various kinds of diabetes 

educational practices or activities. Spradley refers to participant observation research sites as „social 

situations‟ consisting of place, actors, and activities (Spradley 1980: 39-42). Sometimes the fieldwork 

took place in the hospital (where I would study the patient consultations). Sometimes the field was 

the different loci of the Diabetes Association (motivational groups, local groups, invited talks by 

health professionals), but most important, it consisted of the diabetes school and the exercise 

programme (organised in collaboration between the hospital and the municipality). What unites 

these different social situations was neither place nor actors nor activity but intention. In all of the 

different activities the point is diabetes education and lifestyle changes – learning self-regulation, 

self-management, self-care, or whatever the term employed in order to describe the goal of the 

educational process. It is not, therefore, a clearly determinable field in which I have conducted 

empirical work. Rather, as stated elsewhere, the field in which I have conducted participant 

observation and interviews is a field of problematisation. The focus of the observations was clear. I 

wanted to describe various kinds of diabetes education activities to learn how lifestyle changes were 

supported, and how self-care practices were taught and facilitated. In the observation guide 

(Appendix 3), I have depicted my theoretical ideas, the operationalisations, and elaborated examples 

of what such practices might look like. 
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a) Hospital Consultations 
 

I visited the hospital four times during January, February, and March, and made observations of 

doctors‟ consultations in a diabetes outpatient ward (two doctors, eleven patients, ten minutes per 

patient), as well as nurses‟ consultations (two nurses, three patients, one hour per patient). During 

the observations, I tried to remain as unobtrusive as possible. I tried to avoid eye-contact with the 

patients so they would interact mainly with the health professional instead of talking to me, the 

observer. However, it is impossible to remain purely observant – one is always, simply by virtue of 

being present – influencing and participating in the social situation. For example, when occasionally 

the patient would tell the doctor that the reason why the blood sugar is high is the result of eating 

sweets, the patient would sometimes look at me and laugh, making fun of the situation. I was 

mostly introduced to the patients as a „trainee‟ or „someone who is studying how we speak to the 

patients‟. I did not write down keywords while the consultation occurred, but in the breaks between 

patients, I could plot down keywords and central sentences. When I came home the same or the 

next day, I would construct a more cohesive account of what had happened. I focussed mostly on 

the verbal aspects of the interactions. These observations gave me a sense of the practices, culture, 

and norms in a diabetes outpatient ward. The objectives of medical treatment, the rationalities 

inherent in medical culture, the rationalities of diabetes education and regulation, the differences 

between the work of the nurses and the doctors, and the desire to cause the diabetics to change 

their lives was experienced during informal conversations with the doctors and nurses, and through 

the somewhat passive, participant observations that I conducted during these hospital visits. The 

limited fieldwork conducted here presented various rationalities. For example, on the one hand, 

there seemed to be a tension between wanting to change the diabetics‟ ways of life, and on the 

other, knowing that the diabetics must be motivated to do so themselves.  

 

b) Diabetes School 
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The dietician and the nurse, both of whom were teaching in the diabetes school, led a three-hour 

session, offered once a week for four weeks. There were at most sixteen and no less than twelve 

participants. I participated throughout all four classes. I took notes during the sessions and on the 

way home, and that same evening or the following day, I composed a more detailed account of 

what had transpired during the diabetes school session. During the diabetes school classes the 

dietician and the nurse would take turns, each focussing on different aspects of life with diabetes. 

The dietician focussed on eating habits, diet, recipes, and weight loss. The nurse informed the 

participants about the various medical aspects, late complications such as cardiovascular diseases 

and neuropathy. In addition, an important aspect was her focus on how to cope with or manage 

stressful or inconvenient situations that might occur as an effect of diabetes. The educational form 

was based on rhetorical questions and instructions, and occasionally the teachers drew on the 

experiences of the diabetics‟ own lives. Moreover, the participants were „tested‟ with follow-up 

questions after each subject. After the last class they were given a questionnaire summing up the 

lessons from all four classes.  

 

I introduced myself as a researcher from a university of education, focussing on diabetes 

education. At the same time, I highlighted that I, too, am a type 1 diabetic. I used my own 

condition of type 1 diabetes to get access to the environment as a participant. However, this proved 

problematic in a group of type 2 diabetics. Despite its name, type 1 is an altogether different 

condition from type 2 diabetes. Some of the participants expressed the view that type 2 is a 

consequence of unhealthy lifestyle, and type 1 is caused genetically. It thus became apparent that 

there are serious issues of guilt, shame, and self-recrimination in the case of type 2 diabetes. As I 

will explain further on, it was difficult to gain the trust of the diabetics – a slim, young researcher 

with type 1 diabetes does not blend in unnoticed among elderly men and women, who struggle to 

lose weight and change lifestyle.  

 

The diabetes school provided an excellent opportunity to gain insight into the dilemmas, 

problems, issues, tensions, purposes, and rationality of diabetes education and care, as well as the 

general issue of lifestyle norms. This was obtained not just through the classes and the curricula, 
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but also through informal talks with the teachers and participants before and after class. These 

conversations were recorded as fieldnotes afterwards. As mentioned before, alcohol, diet, activity, 

and smoking are general components of what in contemporary society are understood as health 

risks and unhealthy lifestyles, and these were constitutive aspects of the curriculum in the diabetes 

school. It was a great opportunity to study, not only the rules and recommendations that diabetics 

are supposed to embody in their self-regulation, but also the intention and rationality of these 

exercises; certainly in relation to diabetes treatment, but at the same time in a much broader context 

concerning public health.   

 

c) Exercise Programme 
 
The diabetes exercise programme was lead by a physiotherapist. It met twice a week for one hour 

over eight weeks. There were between eight and fourteen participants throughout the exercise 

programme. I participated actively in sweating through the exercises, while talking to the 

participants during the breaks. After these sessions, I wrote down keywords and the same evening 

or the day after, collected those notes and constructed a more cohesive account of the events. I 

participated much more actively than I had previously done during the consultations and in the 

diabetes school. My own role as a participant observer thus gradually changed throughout the 

process. I became gradually more involved, as the social situation became more informal and 

casual. Participation, for both the researcher and the attendants in the exercise programme, became 

not just a theoretical concept, but an activity. I clearly perceived that this was what most of the 

diabetics had been waiting for during the four weeks of diabetes school: a place where they could 

do work out without having to visit a fitness centre. A physiotherapist taught the class. She would 

do the exercises herself and simultaneously speak the necessary instructions to the class about how 

to perform the exercises. Sweating on the exercise bikes together with the other participants in the 

exercise programme gradually enabled me to convince four participants (two male and two female) 

to do a focus group interview. One participant with whom I had previously conducted an interview 

was particularly helpful persuading the three others to participate in a focus group interview. 
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d) Motivational Groups / Local Diabetes Group Meetings 
 
I participated in activities organised by the Diabetes Association – both on a local level as well as a 

regional level. These talks were often held by a medical expert addressing cardiovascular and 

neurological diseases and preventive medication, or a health professional discussing glucose 

measurement and diet, during which the participants would have their blood sugar measured at the 

breaks or afterwards. Sandwiches and coffee were provided, and the Diabetes Association members 

would have a chance to talk to each other on an informal level during the breaks. If the 

presentation were about blood sugar measurement, the event would sometimes be sponsored by a 

local pharmacy. I also participated in the more informal organisation meetings on a local level, 

where there would be both type 1 and type 2 diabetics present. 

 

The same held for the motivational group participation. In the first case, I conducted the focus 

group interview first, and afterwards participated in the group that would listen to a talk given by a 

nurse, who was also a member of the Diabetes Association. In the second visit to a different 

motivational group, I participated in the participants‟ two hours of exercise together with an 

instructor, and afterwards we conducted a focus group interview.  

 

Individual Interviews 

 

In the beginning I devised the interview guides based on some of my experiences in the diabetes 

school, and based on some of the theoretical ideas that I had found in Foucault and Canguilhem. 

Appendix 4 offers categorisation and summary of the interviews described in this chapter. The 

interviews were conducted and recorded in Danish but the quotes reported here have been 

translated into English. In cases in which there are ambiguities of meaning, I have provided the 

Danish expression in brackets. The interviewees very often speak with a sociolect typical of a 

working-class area. When I have translated these expressions into English, it has been difficult to 

maintain the particularity of the spoken language, and therefore the English quotes appear much 

more formal than they were in spoken Danish.  
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The first interview was conducted with a young, male diabetic (aged 37) who seemed mostly 

concerned about the risks of late complications. He was interviewed while the diabetes school went 

on – just after a three-hour course, and his answers thus reflected the teachings in the diabetes 

school to an astonishing degree. The second interview was conducted in the home of an elderly 

couple, in which the husband was the diabetic. His wife was also attending the diabetes school but 

only as a relative. In the diabetes school, she took notes about recipes and cooking, and sometimes 

asked questions of the dietician. Her husband, the diabetic (aged 74), hardly spoke a word during 

the classes. When I called the husband in order to make arrangements for the interview, he passed 

the phone to his wife, so that I could make the arrangements with her. When I visited the couple in 

their home, the wife seemed eager to answer the questions for her husband, so I decided to let her 

participate in the interview that I had initially thought was going to be an individual interview. This 

event proved valuable. It generated the focus, and confirmed the knowledge I had, that self-care is 

a social phenomenon. Moreover, throughout the debates and negotiations between wife and 

husband, I could see that interviews with more participants than one were able to reveal aspects of 

the pathological condition, which had been almost absent in the first interview. Foremost, the 

wife‟s concern for her husband‟s health and well-being was strongly emphasised during the 

interview, as well as all the everyday practical arrangements that she managed. She emphasised his 

ailments, while he denied or neglected them. I conducted one more individual interview with a 

participant in the diabetes school – a young man (aged 42) – whom I also visited in his home. This 

interview also emphasised my concern that the individual interviews (with male interviewees) were 

not likely to bring illness experiences to the foreground. In the individual interviews, it was easier 

for the informants to avoid talking about obesity, guilt, and lifestyle issues. They simply veered 

away from the subject. Even though I was meticulous about asking only questions about concrete 

practices and techniques of the self, they seemed to immediately understand the underlying issue. It 

was as if I were asking, „Why haven‟t you done something to lose some weight?‟ I therefore decided 

to change my strategy and conduct focus group interviews instead. However, the visits in the 

homes of these participants from the diabetes school offered considerable information about these 

individuals‟ backgrounds and everyday lives. The visits went a long way towards generating the 
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perspective that diabetes schools‟ educational purpose is about much more than simply disease 

management. 

 

Focus Group Interviews and Tensions 

After the diabetes school ended, the exercise programme commenced. The same participants, who 

had taken part in the diabetes school, now appeared in the exercise programme. The project I 

attended, which had been established in cooperation between the hospital and the municipality, 

consisted of a) a diabetes school, b) an exercise programme, and c) the patient network groups that 

were supposed to emanate from a and b. The participants, however, made clear that they did not 

wish to continue in any patient networks after the exercise programme, requiring me to look 

elsewhere for similar patient networks. I called the Diabetes Association that, for some time, had 

established what they termed motivational groups, i.e., small groups of 8-15 diabetics who met 

every week in a local health centre to do various activities and share experiences. Two groups in the 

Larger Copenhagen area agreed to let me pay them a visit, participate in their activities and conduct 

a focus group interview with them. The first group counted four women and two men (age range 

35-75), and the second group, four women and three men (age range 64-77). The summary and 

categorisation of the two focus group interviews appear in Appendices 6 and 7. I thought I would 

obtain an impression of such a network group, now that it had not been possible to establish a 

network group in continuation of the diabetes school and exercise programme. Moreover, during 

the exercise programme, I managed to convince four participants in the group to participate in a 

focus group interview: two male and two female participants (age range 44-74). The categorisation 

and summary of these responses appear in Appendix 5. One of the male participants was the 

elderly man whom I had earlier interviewed along with his wife. Thus, I was able to observe and 

record a change in his way of relating to himself during the two different interviews. Initially, it was 

difficult to get the diabetics to participate in the interviews. I tried to arrange a few more individual 

interviews, but the participants were very reluctant. Finally, assisted by one of the interviewees I 

had already interviewed, I managed to persuade three more participants to participate. I think they 

felt assured because they liked the elderly man, who helped me persuade the others. I found it 
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necessary also to include women in the investigations, because so far I had only interviewed a 

relative, who was a woman. I was, and still am, wondering whether I would have continued the 

individual interviews if from the beginning I had also conducted interviews with female participants 

from the group. I have a suspicion that the „silence‟ regarding the pathological aspects of diabetes 

would have been less severe had I initially been able to include both genders in the individual 

interview design.  

 

Moreover, being a type 1 diabetic myself, I deliberately mentioned this condition in most of 

the interviews. In these cases, I told the participants that I am a diabetic myself. In the last focus 

group interview, I did not. In the cases in which I told the informants about my own condition, I 

was sometimes regarded as a kind of expert, someone who would check up on whether they did the 

right things, but also sometimes as someone who knows something about glucose measuring and 

insulin. Therefore they were less meticulous with describing and reasoning about their lives with 

diabetes – why explain something that the interviewer is already familiar with? I understood, 

perhaps too late, that it was easier getting the diabetics to articulate the rationality of the practices, 

i.e., their reasons for doing one thing rather than something else, when they did not know about my 

condition. 

 

The focus group interviews demanded a different interview technique than I had utilised in 

the individual interviews. Focus group interviews have sometimes been applied in action research, 

i.e., in studies that aim not just to describe what informants think or feel, but rather through the 

group dynamic to raise awareness about social injustice, and to provide a forum for social change 

Kamberelis & Dimitriadis 2005). They have also been applied in market research. I did not use the 

focus group interviews with those purposes. I used the focus group interviews – not for political 

involvement, but with the purpose of articulating pathological experiences and tensions more 

clearly. I thought, since it was the group‟s internal discussions, differences, social relations, and 

group dynamics that would be the focus of the interview, I had to change the interview guide 

significantly (see Appendix 2). Some of the questions that had not worked well in the individual 

interviews (see Appendix 1) were eliminated, and those that had caused the interviewees to reflect, 
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elaborate, get agitated, disagree, or talk about the management and practice of life with diabetes, 

were continued or sharpened further. It was important to pose questions that would get the 

participants to talk, discuss, elaborate, reason, or disagree, rather than staging a situation in which I 

would pose a question, which would be answered by one participant, and not generate further 

comments. Thus, the questions had to be a little more provocative or conflict-laden. The questions 

that I posed now were of the following kind: „Is it difficult to live with diabetes?‟, „What do you do 

if you are tempted by something you know is not good for you?‟ and „Who is responsible for 

managing your diabetes?‟ The discussions in the focus group interviews generated a focus on the 

diabetes‟ pathological aspects, as well as on the practices and techniques of self-care, which could 

be analysed as tensions. These tensions, which appeared clearly in the focus group interviews, were 

afterwards, during the analysis of all the interviews and ethnographic reports, likewise found in the 

individual interview material as well as in the ethnographic reports from the hospital consultations, 

the diabetes school and the exercise programme. The focus group interviews helped me realise the 

presence of these tensions in the other materials. If we count the interview with the elderly couple 

as a focus group interview, then the interview material in this project consists of two individual and 

four focus group interviews. Altogether, there were twenty interviewees, eight men and twelve 

women. I transcribed all of the interviews myself. Both the individual interviews and the focus 

group interviews were semi-structured and open-ended. When something unexpected would come 

up, I would pursue it by asking additional questions. 

 

The tensions were, as described above, manifested as doubt, frustration, seeming 

contradictions, and debates with oneself during the individual interviews. Answers of the type „On 

the one hand, but on the other…‟ were analysed as tensions. In the focus group interviews, it was 

easier to see the tensions, because the informants would occasionally argue with each other, reason 

and clarify their opinions, and contradict each other when the researcher raised controversial 

questions about life with diabetes. There were differences regarding gender, age and social status. 

The ethnographic reports from the doctors‟ and nurses‟ consultations, the diabetes school setting, 

the exercise programme, and the motivational groups also revealed tensions. Within these fields, the 

tensions appeared as conflicts between patients and health professionals and as, for example, 



 

144 

different rationalities in the various educational activities (doctoring in the consultations, teachings 

in the diabetes school, instruction in the exercise programme, and experiential learning in 

motivational groups). Moreover, they appeared as different purposes and rationalities in the 

practices of the health professionals. Last, the tensions appeared in the ambiguous role that type 2 

diabetes plays in public health debates, in disease prevention and in health promotion.  

 

It is important to note that the tensions do not necessarily have anything to do with the patho-

epistemological perspective. They are not in themselves signs of pathology or abnormality. 

Therefore, it could be argued, the methods chosen were not in line with the patho-epistemological 

strategy. Moreover, the focus during the research methods, the theoretical interview questions, did 

not mirror the underlying design, i.e., the patho-epistemological purpose with the investigations. 

The epistemological perspective could have been applied through the use of other methodologies 

and certainly with other concrete methods. Yet, and this is important as well, the tensions allowed 

the various aspects of the pathological condition to appear (understood as troubles, ailments, and 

suffering as described by Canguilhem). Various technologies and practices of the self regarding 

diabetes management and diabetes self-care stood out. The conflicting and polemical aspect of 

pathology (cf. Canguilhem) thus became apparent through this focus. The patho-epistemological 

approach, assisted by the focus on tensions that was generated through qualitative methods, brings 

out the elements in the diabetics‟ lives that have to do with normality and pathology, with 

experiences of illness and disease, with disease management, and self-care practices. These are 

intensified practices in which the general issue of contemporary norms of health and lifestyle are 

mirrored. Of course, it could be argued, as has been done (Bryman 2004: 360), that the focus group 

causes individuals to express views that are more in line with conventional cultural views and that 

group dynamics cause the participants to assume certain roles that they otherwise would not. 

However, the focus group situation is no less staged than an individual interview – it is just 

differently staged. Everybody portrays different aspects of themselves relative to the social situation 

in which we find ourselves. It is, however, important to emphasise, tensions are more easily created 

in a group dynamic than during an individual interview. This is an example of how methods are not 

just neutral instruments for measuring facts.  
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5. Transforming Patho-Epistemology into Theory using 
Canguilhem and Foucault  

5.1 The Uses of Foucault  
 

Foucault has been applied in social and humanistic research throughout the past several decades in 

various ways. Common fields of application are the history of the philosophy of science (Hacking 

2006[1975]), the history and the sociology of science (Rose 1985, 1999[1989]), historical 

comparative research (Larsen 2005), and the history of ideas (Kristensen & Schmidt 2003[1986]). 

Using Foucault‟s various methodologies in historical studies makes sense, given the fact that he 

held the chair in the department of the „History of Systems of Thought‟ at the Collège de France. 

His key methods were genealogy and archaeology of knowledge. If one is to apply Foucault‟s 

methods meaningfully in any research design, it ought to be via a historical study. The above 

mentioned studies differ from each other on many accounts, but they are all explicit in their 

inspiration from Foucault. They demonstrate how discursive and non-discursive formations have 

changed over time, and how present ideas, applied in specific contexts, were constituted and 

imported from other fields. They show, among others, how conditions for specific subject 

positions have been established through various practices shaped by power/knowledge regimes. 

Thus, they reveal the contingency of formations that are presently thought of as having a universal 

status. By questioning contemporary formations and demonstrating how contemporary formations 

have been constituted, they simultaneously aspire to point out possible ways for the future.16 As 

Besley and Peters remark: „Foucault is entranced by Kant‟s question of the present – “the question 

of what is happening now” because it bears on what this present actually is and how it might be 

recognized, distinguished and deciphered‟ (Besley & Peters 2007: 6). Foucault argues in the 

Biopolitics lectures (2008: 3) that he is not to be understood as a historicist, i.e., a historical relativist. 

Historicism starts with universals and analyses history with the purpose of showing that universals 

                                                 
16 As a member of the research programme ‟Educational Diagnostics of the Contemporary‟ I have had the 
opportunity to draw upon analytical insights and work inspired by among others Foucault.  
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do not exist. Foucault rather departs from the assumption that universals do not exist, and asks 

instead, if universals do not exist, how, then, is it possible to write history? How are we to 

understand a number of practices and events that are organised around universal signifiers such as, 

for instance, „madness‟ or the „welfare state‟? Before the universal idea „madness‟ came into being, 

before it was captured by psychiatric knowledge and objectified and categorised in various forms, 

how did all the various kinds of knowledge and practices organised around these different and 

unintelligible phenomena appear? How, eventually, did reason conjure up an understanding of the 

unreasonable? Hence, we are not dealing with historical relativism, but nor are we dealing with 

historical determinism. Showing how regimes of knowledge and power condition and enable 

certain discursive possibilities is not the same as arguing that human agency is wholly determined by 

these structures. There is a difference between determination and conditioning. The result of a 

philosophical dichotomisation that includes only absolutism and relativism is an embarrassing 

intellectual poverty. Through historical research designs, we can achieve the desired distance to 

contemporary norms and practices, and present cultural power/knowledge regimes, not by 

inventing theories of historical progress or the like, but rather by analysing particular historical 

epochs to see how forms of knowledge and practices appeared, how they were reasoned, before they 

were naturalised as universally accepted configurations or discursive formations. These various 

historical works, inspired by Foucault, do not treat Foucault‟s works as „theories‟, nor are the terms 

he applies „theoretical concepts‟. The concepts that are at work in Foucault‟s and Foucauldian 

analyses are treated instead from a functional or practical perspective. Rose, thus, claims that 

concepts are more interesting for what they do than for what they mean (Rose 2007[1999]: 3). I have 

been greatly inspired by the above-mentioned studies that are influenced by Foucault. As 

mentioned, it would have been an obvious choice to conduct a historical epistemological study of 

self-care practices and lifestyle norms. This has been done by, among others, Christopher Ziguras, 

whose sociological study on the history of self-care (2004) was an initial source of inspiration for 

this study.  

 

However, this dissertation‟s purpose was to investigate if the epistemological perspective, 

which is at work in Foucault‟s analyses, could be applied in empirical research, without using 
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history as a means to gain the necessary distance to contemporary „common sense‟. When it comes 

to interpreting Foucault, this is my contribution. I wanted to show that in addition to the historical 

epistemological point, a further, non-historical (not a-historical!) epistemological perspective is 

operating in his works. That it is possible to achieve the same distance to contemporary, cultural 

norms, without necessarily conducting historical research. Instead of „historical epistemology‟, I 

wanted to flesh out the pathological, epistemological principle at work in Foucault‟s analyses and 

transform it into a methodology that could be applied in present day empirical, social research. 

Historical epistemology had to become patho-epistemology. 

 

Foucault has also been appropriated by social scientists who do not conduct historical 

investigations. These fields count amongst them political science, anthropology, sociology, and 

educational research; in short, various social science disciplines (Besley & Peters 2006, Dahlager 

2003, Dean 2006). For these researchers, it has been mandatory to transform the strength of 

Foucault‟s analyses into empirically usable analytics or theories. Mitchel Dean is a good example of 

a social scientist, who has transformed Foucault‟s remarks on governmentality into an operationally 

useful theory (or analytics) of power and government in modern societies. Dean describes how 

there are many problems and issues involved in this transformation. He singles out four dimensions 

of Foucault‟s analyses of practice regimes: 1) ways of seeing, 2) production of truth, 3) forms of 

intervention, and 4) ways of creating subjects. Similar transformations of Foucault‟s work into 

„theories‟ or „analytics‟ have been offered by other social scientists (Dahlager 2003). From my point 

of view, these approaches have provided extremely precise and strong analyses of contemporary 

forms of government and power. Through these social scientists it has been possible to analyse 

forms of knowledge and practice from a power perspective that were otherwise understood as 

liberating and developing (Cruikshank 1999, Rose 2007[1999]). Thus, an important contribution 

that social science applications of Foucault have provided is a reorientation concerning theories of 

power. However, these social science studies do not explicate the epistemological premise at work 

behind Foucault‟s analyses. By consulting Georges Canguilhem this premise becomes visible. 

Therefore, on the surface it may seem strange to conduct a study inspired by Foucault, yet at the 
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same time by neglecting history and power, two fundamental elements in Foucault that are 

conventionally regarded as constitutive.  

 

The theoretical concepts behind the research questions require explanation. The main 

theoretical concepts that guided the observations in the diabetes school, and which inspired the 

interview questions, were drawn from Canguilhem, Foucault and partly from Rose‟s works. The 

overall idea was Foucault‟s care for the self, based on his analyses of Roman and Hellenistic 

practices of the self from the 1st and 2nd centuries A.D. These practices imply a complex set of 

practices in a work on the self, a conversion towards the self, ascetic-technical exercises, and so 

forth. What is interesting about practices and care for the self is thus not the self, but the 

techniques, practices, exercises etc. that are applied to the self. Importantly, Foucault stresses the 

practical aspect of the term „care‟, and subsequently the ethical. Or rather, he analyses the ethical 

recommendations or truths as practices, and not as moral principles etc. It is the function, the 

operation, of these principles that is important. This means as well that Foucault‟s focus on „care 

for the self‟ is to be understood differently from contemporary nursing science ideas of „care‟ and 

self-care (Orem 1980[1971], Spenceley & Williams 2006, Thorne & Paterson 2001, Thorne et al. 

2003). The word „care‟ is not to be understood as a moral sentiment, a humanistic ideal, a 

philanthropic attitude towards fellow human beings, or principles of good nursing practice. 

Foucault etymologically refers the meaning of the term „epimeleia‟ back to „melethe‟, which, as 

noted above, means exercise. It is the performative meaning of the term that interests him. The 

term is used to describe mental as well as physical exercises. Meditation is a mental exercise, and 

bathing or fasting are physical exercises. All of these exercises are applied in a caring activity for the 

self. We are thus dealing with practical aspects of ethics – a work that individuals and groups can 

perform on themselves in order to change the self. There is an inherent aspect of otherness in this 

care for the self – an aspect which is irreducible. The care for the self, i.e., the exercises and the 

application of the truths or recommendations, necessarily imply a body of techniques and truths 

that the individual or groups in question draw from various sources of authority. A source of 

authority may be a master, divine truth, knowledge based on experience, cultural norms and 

practices, and so forth. In the 1st and 2nd centuries, the ethical truths were provided by a master. 
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The student was not supposed to question these truths, but only to practice them in order to 

internalise them, and later to develop his own style (forma). For instance, among the Pythagoreans 

it was common to practice silence for two years before the student was allowed to utter a word. 

They would have to learn to listen before they could even begin to question the master. However, 

importantly, the care for the self is also a critical activity in the sense that the practices that are 

performed by a group of individuals are always inherently counter-reactions to popular opinion, 

against cultural norms, and so forth. Thus, the question of „others‟ is always intrinsically and 

necessarily involved in the care for the self.  

 

Therefore, operationalising Foucault‟s idea of „care for the self‟ meant focussing on the 

sources of authority from which the patients took the principles of self-care. It involves the 

question of medical expertise, of family and friends, of colleagues, and so forth. In the observation 

and interview guides, this idea of otherness was operationalised as „social relations‟, „medical 

expertise‟, or „cultural norms‟. It also occasioned a divide in the analysis into diabetes „self-care 

practices‟ and „diabetes education‟ respectively. However, this distinction should not be understood 

to mean that self-care practices are private or personal, and diabetes education practices concerns 

„otherness‟. The point is that self-care practices are intricately linked to others. Losing weight is not 

just something a diabetic does for his or her own satisfaction. Or rather, an individual‟s satisfaction 

with weight loss is deeply connected to social and cultural norms, to health scientific norms, and to 

practices of the self.  

 

5.2. Extricating an Educational Perspective from Medicine Itself 

Questions Concerning Health Education 

 

When I have stated above that it is advisable to start within medicine itself, what do I mean? Since 

there are numerous different specialities and various methods inherent in medical practice – some 

of which have been developed within medicine, some imported from other sciences such as 

business, economy, politics, mathematics, biology, biochemistry, and linguistics, and since medical 
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practices have changed considerably throughout the last two hundred years (Foucault 2010[1963], 

Canguilhem 2008[1952/1965]), does it make sense at all to talk about medicine itself? No, 

absolutely not. Therefore, I have restricted myself to focussing on specific ideas within the history 

of the medical philosophy of science. I have focused on a crucial coincidence between medicine 

and educational thought concerned, as we have heard, with norms and experimentation. An 

experiment is a scientific method, dating back to the Scientific Revolution (Keppler, Galileo) and to 

the philosophy of Bacon. It is also at the same time a specific kind of practice. It means exploring, 

trying out, testing, to attempt towards the unknown. As such, it also means experiencing. Claude 

Bernard made a distinction between observing, which merely shows, and experimenting, which 

teaches (Bernard 1952[1865]: 5). Therefore, the practice of experimenting can be described as 

„learning by doing‟. Bernard emphasised this point in An Introduction to Experimental Medicine 

(1957[1865]) in which on several occasions he writes that in order to become a scientific discipline, 

medicine must rid itself from the superstitious belief in scholastic dogmas, i.e. in theoretical ideas. 

The experimenter, rather, must be prepared to learn about how the living organism works – and in 

this process of learning, he must be ready to abandon any preconceived ideas he holds. 

Experimentation requires an open mind. This idea of experimentation as a scientific method, and more 

profoundly as a specific kind of practice, thus links closely to an educational realm (for instance, 

Dewey 1997[1938]). 

 

Researchers in education might ask, „Why don‟t you just use educational theories that have 

been developed around the notion of experience? Why don‟t you just read Dewey? What is the 

point of reading educational ideas out of medicine?‟ The point is, precisely, that I want to show that 

these ideas concerning the learning aspect of experiencing was already inherent in medical scientific 

practices. What I mean to say is that it would be a good idea as a critic of medicine to look at the 

ideas already inherent in medicine, instead of establishing a different logic with which to criticise 

medicine from the outside. 

 

The dilemma of „health education‟ (understood as both research and practice) is that it 

combines two very different sets of practices, rationalities, ideals, political, theoretical frameworks, 
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and institutional structures. When educational approaches are introduced in medicine, in the form 

of patient education, diabetes schools, self-help groups etc., a rationality of education is imported. 

There are presumably advantages and drawbacks to this situation. Do patients learn to bring into 

effect the principles they have learned in the diabetes school when they have been staring at a nurse 

or a dietician in front of a blackboard, holding a piece of chalk? What are the best methods with 

which to learn to change lifestyle? Which didactical methods should be used to open a discussion 

about the goals of such a learning process? How is a culture of debate about conflicting ideas of the 

good life facilitated? And do the patients develop a feeling of guilt when they are educated to take 

responsibility for managing their own diseases? These are health educational questions. But there is 

a risk, however, that a rationality of education ignores the specific context in which it is introduced. 

Does it make a difference that we are dealing with a specific disease? Does it make a difference that 

the institution in which an educational approach is introduced is a health area? And most 

importantly, are there educational practices, or a basis for educational reflection within these 

practices and institutions already? Does medicine and diseases structure educational approaches and 

deliberations in specific ways so that the education theorist will have to put aside the ideals and 

theories with which one approaches the field? The question, from my perspective, is this: Is there a 

basis for educational thinking within medical practice and theory already? Is it possible for health 

education theory to learn something from a particular disease and from medical theory, instead of 

assuming to begin with that medicine needs to learn something about education from a pedagogical 

perspective? Is it possible to extract a pedagogical approach from medicine itself? 

 

Certain Dilemmas in the Philosophy of Education 

 

Governments, in order to realise the democratic ideals that have been formulated in philosophy and 

sociology over the past two centuries, have found it necessary to invent technologies with which to 

realise and practise these ideals. The difference between Kant‟s text on the Enlightenment (Kant 

1999[1784]) and the ideals of contemporary institutions in liberal, democratic societies is that for 

Kant the idea of „Mündigkeit‟ was exactly that – an ideal, whereas for example schools today are 
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institutions that seek to implement this ideal in practice, in the way we organise society. In 

contemporary societies, a number of institutions and professions have attempted to realise this ideal 

and work in the service of realising the political and philosophical ideal of Mündigkeit. An 

interesting line of questions, problems, and paradoxes follows in the footsteps of these educational 

practices. For instance, how does educational theory come to terms with the apparent problem that 

people must be educated (i.e. influenced in some sense) in order to develop the competence to act 

independently? Even if we admit that an individual is capable of learning on one‟s own, learning is 

still a matter of internalising social and cultural norms (of others). Moreover, if the choice of 

curriculum thereby emphasises certain perspectives and precludes others, how does the teacher 

ensure that the teachings are inclusive and do not present a particular perspective that might 

exclude a specific segment of the population? Philosophers of education have studied these 

problems for a long time (Freire 1978[1968], Klafki 2002[1985], Oettingen 2001, Schnack 1998, 

2004) and suggested both practical as well as theoretically informed solutions to these complex 

phenomena. In addition, Rousseau‟s Emile can be seen as an attempt to theorise this paradox and to 

shed light on what defines a human being in order to better understand the process of change, of 

development, of formation, and of socialisation. How does a teacher teach students to become 

„mündige‟ if the ideal of Mündigkeit is defined as autonomy and independent, critical thinking, and 

if critical thinking is not achievable without certain curricular exercises? Concretely, what does it 

mean that diabetics are gradually educated to become self-caring agents, who internalise 

contemporary norms of lifestyle, self-regulation and responsibility, through a pedagogical setup in 

which the expertise is gradually shifted from the authority of the doctor or nurse to the diabetics 

themselves?  

 

Solutions to these problems are many and most often consist of defining human beings not 

as individual units, but rather as beings whose nature is constantly shaped (Rousseau, Hegel, Sartre), 

and whose existence primordially depends on others (Heidegger, Communitarianism, Marxism), i.e. 

by perceiving human beings „negatively‟, as something whose nature is never determinable as a 

substance or an essence, but rather something whose existence consists in a becoming, a constant 

genesis, as something whose existence is fundamentally tied up with a being-in-the-world 
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(Heidegger) or with practice (Marx). However different Marx and Heidegger were with regards to 

their political opinions, they shared a fundamental mistrust of individualism. One of the problems 

with this Enlightenment understanding of education is that a fundamental distinction between the 

self and world is introduced – the goal of education would then be to enable the individual to exit a 

state of nature and individuality, and to enter a social world of others, on which the individual 

primordially depends. The problem, then, is that this introduction of the child into the social world 

has to be facilitated by some kind of educational process. Then, a new problem surfaces: how is it 

possible to maintain the Mündigkeit of the individual or group of individuals who are educated? 

One might answer intuitively by saying that the educational process should not invade or violate the 

dignity of the individuals who need education, thus adhering to moral claims about the good life. 

But this is not a straight forward solution, because moral claims are, by definition, highly contested 

– and the supposedly ethical principles seem to vary, depending on their cultural context. Neither is 

it possible to refer to basic human needs, because these are also highly context dependant. 

Moreover, how can a person or a group of people be sure that the clearly felt desires, and the ideas 

about health, justice, and well-being they have, are not just products of the regime under which they 

live, and to which they have grown accustomed? The clearly felt norms about what is good and bad 

is most likely a product of the education we have had.17 The ethical ideals would then merely be 

effects of the rationality characterising the cultural context in which we live. For example, a 

consequence of liberalism and of the marketisation of care and well-being, for instance, is that 

those who fall victim to diseases regard their illnesses as their own fault, because they are products 

of their consumption choices (Mol 2008[2006]: Chapter 2 and 6). This is why Foucault readdresses 

these problems in The Birth of Biopolitics by questioning the developments within liberalism. His 

analyses are strikingly aligned with problems concerning the educational dilemmas outlined above. 

 

                                                 
17 I do not pretend to solve the dilemma outlined above. I merely want to direct attention to these problems 
regarding philosophy of education, so as to contextualise the discussion that follows in the next chapter. Most 
often the problems mentioned here are solved by referring to the legitimacy of practical experiences, 
reflection, empowerment, or to norms regarding ethical discourses. There are strengths as well as problems 
regarding all of these solutions, but it is not my intention to elaborate these arguments. 
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Biopolitics, Rousseau, Non-Intervention and Liberal Education 

 

Foucault, in his lectures from 1977-1978, Security, Territory, Population (Foucault 2007) and from 

1978-1979, The Birth of Biopolitics (Foucault 2008), describes this dilemma of power through an 

analysis of German ordoliberalism that was developed from the beginning of the 20th century until 

1950 (see also Lemke 2001). It may seem rather strange to open a discussion in philosophy of 

education, only to begin a new chapter with discussing economic liberalism. But there is a 

connection that will soon be clarified. The problem for liberalism is the abuse of power. Foucault 

describes this as the liberal „self-limitation‟ of power (Foucault 2008: 38). Classic liberalism is 

suspicious about domination, and regards power as illegitimate in principle. This goes for the 

economy as well as indeed for the life of human beings. Of course, classic liberalism fails to 

recognise the domination that the market forces inflict on peoples‟ lives, which is a result of the 

structures of inequality that result from this way of organising society. However, it is interesting to 

pay attention to the arguments in ordo-liberalism (Foucault 2008: 103-108) for reasons that will be 

disclosed in the following analysis. In Germany, after World-War 2, the problem was how to re-

organise society and economy after the total collapse of both. There were two different approaches, 

a left- and a right-winged. The problem for both was how best to correct the social pathologies 

resulting from an uncontrolled economy. The Frankfurt School suggested new ways of organising 

the „social‟, in order to protect civil society against the harms of the market. The other approach, 

the ordo-liberals based in Freiburg, suggested a new way of organising the economy, in order to 

protect civil society against the uncontrolled market forces. Both approaches agreed that a market 

left to work on its own is likely to result in crises, and subsequently social pathologies, which 

eventually will destroy the market. Something had to be done. 

 

As suggested above, in liberalism, any intervention into civil society and the market is wrong 

in principle. It disturbs the natural price level, the norm, the good price. When left to itself, the 

market works its best. The same idea goes for human beings. Rousseau in his Emile eller om 

opdragelsen [Emile or of Education] 1962[1762]) makes an attempt to preserve the natural liberty of the 

child through a „negative‟ or „natural‟ education. This education is not understood as intervention, 
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but rather facilitation supposed to function in such a way that the child does not perceive the alien 

will and the attempt to manage his decisions. In the same way, political management of society 

should function not as direct interventions, but rather support and care for the well-being of the 

population enabling the economy to function in an optimal way on its own. Such post-war political 

interventions are caring, nurturing, developing, promoting, educating and individualising. 

Liberalism does not favour interventions in the economy, but rather establishes a „vital politics‟ or a 

„biopolitics‟, which secures the health and well-being of the work force, etc. The political task is to 

provide a secure environment, a „framework‟ that enables the economy, and hence the citizens, to 

live and work. Politics should not interfere with the market but rather leave it to function on its 

own. It does that precisely by supporting the life of the population. The purpose of politics, to the 

ordo-liberals, is to reduce and control the dangers that threaten to disturb or ruin the natural, 

societal functions. Any such threats that disturb the natural order are seen as pathologies, and the 

work of the government resembles the work of a doctor. By securing the health and prosperity of 

the workforce, and by providing a sufficient level of education, the framework that allows the 

market to function freely is upheld. If the health status of the workforce is poor, and if the workers 

have not received sufficient training, the market is not capable of functioning well, which results in 

crises. The price level on the market will be unnaturally high. Providing health and education, thus, 

is not a juridical intervention in the economy, but rather actions on the market by economic means, 

securing of the framework that allows the economy to function freely. It is impossible for the 

market to produce goods at a natural price without healthy and capable workers. Governing, thus, 

does not mean intervening – it means providing and preserving the framework that enables life to 

thrive on its own, to enable citizens to care for themselves. That is what „Vitalpolitik‟ or biopolitics 

means (Foucault 2008: 146-148). The crucial point is that this is precisely not seen as an intervention 

but rather as something that enables the economy to function freely. It is intervention on a social 

level through economic rather than juridical measures, but a „negative‟ or „natural‟ intervention. The 

same goes for Rousseau‟s Emile, whose social and physical environment is meticulously framed 

with the purpose of enabling the child to develop his identity, autonomy, and personality freely. 

The child Emile, or rather his nature, must be preserved and protected from the harms of culture. 

What is interesting, however, is that Rousseau presents the child‟s nature as something that must be 
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shaped. It is not there to begin with, but is the product of a caring, liberal education. A „negative‟ or 

„natural‟ education decidedly does not intervene but rather shapes the environment that enables the 

development of an individual, a citizen. This is governing through the powers of freedom 

(Rousseau 1962[1762], Foucault 1983[1982], Rose 2007).  

 

Foucault mentions in the lectures that the reason for considering the issues of security, 

territory, population, and biopolitics is because he has been accused of only providing a „micro-

sociological‟ account of power. He thus wanted to show how power can be analysed from a macro-

sociological perspective as well. 

So, we have been trying out this notion of governmentality and, second, seeing how this grid of 

governmentality, which we may assume is valid for the analysis of ways of conducting the conduct of 

mad people, patients, delinquents, and children, may equally be valid when we are dealing with 

phenomena of a completely different scale, such as economic policy, for example, or the management of 

a whole social body, and so on. What I wanted to do – and this is what was at stake in the analysis 

– was to see the extent to which we could accept that the analysis of micro-powers, or of procedures of 

governmentality, is not confined by definition to a precise domain determined by a sector of the scale, 

but should be considered simply as a point of view, a method of decipherment which may be valid for 

the whole scale, whatever its size. In other words, the analysis of micro-powers is not a question of 

scale, and it is not a question of sector, it is a question of a point of view. (Foucault 2008: 186) 

It is by applying this point of view that I compare education with political and economic processes. 

In the case of the ordoliberals, clearly, the rationality of „non-intervention‟ (the self-limitation of 

power) is at work in the liberal economy as well as in liberal education (cf. Rousseau‟s analogy with 

a plant growing freely (Rousseau 1962[1762]: 15). It is the dilemma of the Enlightenment that is 

discussed. 

 

Thus, education is the solution applied by the modern states in order to organise society so 

that individuals act on their own, by themselves, in order to realise the ideals generated by the 

normative sciences (political science, educational research, sociology, psychology, medicine, 
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economy, etc.), i.e. the sciences that generate statistical norms, and seek to realise the ideals 

provided by norms. This is usually termed the „conduct of conduct‟ in the Foucault literature 

(Foucault 1983: 220, Rose 2003). The use of statistics, for example, creates a certain foundation for 

the human and social sciences (medicine, psychology, education, sociology, etc.), which structures 

the way various phenomena are understood (Hacking 2006[1975], Ewald 1990).  

 

The usual answer with regards to the problem outlined above – i.e. that the conduct of 

conduct of individuals and communities is shaped by certain norms – is that we should engage in 

critical, reflective thinking. It is a matter of establishing alternative ideals, norms and values that are 

capable of countering the medical and economic norms that shape people‟s existence. The problem 

with such critical positions is that it is difficult to know if the alternative is actually radical or 

alternative enough. When health promotion approaches ask patients or citizens to reflect on what 

„health‟ means to them, instead of unconsciously taking over a medical perception of health, it may 

actually be difficult to get in touch with an authentic, experience based level of one self, on which 

these individuals are capable of grounding their needs and wishes for improved health. How does 

one know when one is in contact with the true and authentic self? Does such a state of mind even 

exist, or is it just a vain ideal? Moreover, how does one know whether the solution put forward 

actually does present a non-medical alternative? In „The Crisis of Medicine or the Crisis of Anti-

medicine?‟ (2004), Foucault argues that the critique of medicine is not an altogether different logic 

that fights for introducing humanistic and democratic principles in medicine, which is thought to be 

devoid of such ideals. Rather, the critique of medicine is already itself determined by a medical 

logic. 

What is diabolical about the present situation is that whenever we want to refer to a realm outside 

medicine we find that it has already been medicalized. And when one wishes to object to medicine‟s 

deficiencies, its drawbacks and its harmful effects, this is done in the name of a more complete, more 

refined, and widespread medical knowledge. I should like to mention an example in this regard: Illich 

and his followers point out that therapeutic medicine, which responds to a symptomatology and blocks 

the apparent symptoms of diseases, is bad medicine. They propose in its stead a demedicalized art of 
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health made up of hygiene, diet, lifestyle, work, and housing conditions, etc. But what is hygiene at 

present except a series of rules set in place and codified by biological and medical knowledge, when it is 

not medical authority itself that has elaborated it? Anti-medicine can only oppose medicine with facts 

or projects that have been already set up by a certain type of medicine. (Foucault 2004: 15) 

Therefore, it makes sense to start within medicine, or rather in a historical genealogy of the current 

medical formation, in order to establish a vantage point for a critical approach to current practices. 

My point is not that we should abstain from being reflective and critical, but rather that we must be 

careful about how we stage such an important project. We must be careful about outlining a 

strategy or method that allows us to be thoroughly critical. 

I believe that an examination of the history of medicine has a certain utility. It is a matter of 

acquiring a better knowledge, not so much of the present crisis in medicine, which is a false concept, 

but of the model for the historical development of medicine since the eighteenth century with a view to 

seeing how it is possible to change it. This is the same problem that prompted modern economists to 

engage in the study of the European economic „take off‟ in the seventeenth and eighteenth centuries 

with a view to seeing how this model of development could be adapted to non-industrialized societies. 

One needs to adopt the same modesty and pride as the economists in order to argue that medicine 

should not be rejected or adopted as such; that medicine forms part of a historical system. It is not a 

pure science, but is part of an economic system and of a system of power. It is necessary to determine 

what the links are between medicine, economics, power, and society in order to see to what extent the 

model might be rectified or applied. (Foucault 2004: 19) 

What I take from Foucault is a specific part of his methodical approach, which does not directly 

link up with history, but rather with a strategic gaze, i.e. the epistemological point that pathologies 

reveal what is generally regarded as normal, i.e. what I have termed patho-epistemology above. This 

is because Foucault did not make use of a conceptual model or framework. Sociologists such as 

Bourdieu and others offer concepts with which to analyse social empirical data. These concepts are 

open in the sense that the contents may change concerning the specificities of the situation. It 

matters little where the social data has been obtained. The model and concepts stay the same (field, 
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habitus, capital).18 Foucault, on the other hand, changes the vocabulary every time he analyses 

certain experiences. That is because he performs what I have called an immanent critique, i.e. he 

makes use of the concepts inherent to the historical domain that he analyses. This also means that 

he must take the reasoning and contents of the vocabulary for granted, even though this sometimes 

means accepting arguments that seem foreign to contemporary logic. He only rarely takes a meta-

perspective in order to explain to the reader what is really at stake in a specific analysis. This is also 

what makes it difficult, or even counter-intuitive, to „use‟ Foucault in a social theoretical research 

design. Moreover, one may allow oneself to be inspired by the many different analyses, using very 

different terms that he took from the fields he was interrogating. Therefore, it is not really Foucault 

that one uses, but rather Foucault‟s method or strategy of analysis. Neither are the concepts 

Foucault‟s, but one may borrow certain terms Foucault draws from his reading of either Seneca, 

Galen, Pinel, Bîchat, Bentham, or others. A few such examples are given in this dissertation, for 

instance, the analysis of „stultitia‟ in The Hermeneutics of the Subject. 

 

5.3. Stultitia, ‘Eduction’ and Techne tou Biou 

Techne tou Biou and Practice of the Self 

 

In the lectures published under the title The Hermeneutics of the Subject (2005), Foucault directs 

attention to Cynic, Epicurean, and Stoic practices of self-care. As he did in the beginning of his 

literary activities, Foucault in these late lectures shares Heidegger‟s ambition about formulating a 

non-dialectical critique (Ljungdalh 2008). Basically, he attempts to circumvent Hegel, but at the 

same time, he remains fundamentally linked to Hegel, which is evident from the last sentence in the 

book. Where Hegel‟s subject is reflective, Foucault attempts to formulate a different kind of 

„conversion towards the self‟. It is not the other, understood as a contradiction to the self that 

                                                 
18 I do not claim to have a profound knowledge of Bourdieu and work inspired by him. This is of course a 
multifaceted research field. I merely mean to explain the peculiar characteristic of Foucault, i.e. that he did 
not make use of a well defined theoretical framework, which re-appeared in various settings. The concepts he 
applied in his analyses came from the various works he analysed. This is precisely what I mean by an 
immanent critique. 
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constitutes the occasion to convert attention towards the self. It is not a contradiction between an 

inner and an external world. How is it possible to enter into an educational process, of establishing 

a relation of the self to the self, on non-dialectical terms? What seems to be the question is the 

modality of the relation of the self to the self. Where Western philosophy has attempted to discern 

how the subject can know itself as an object and determine the criteria for such self-knowledge, the 

ancient Greek and Roman philosophers adhered to a different kind of knowledge of the self, which 

was structured around practices of self-care, i.e. a spiritual as opposed to an intellectual knowledge 

of the self. By spiritual, the ancients meant a truth seeking, which changes the subject‟s mode of 

being. Foucault always took a practical perspective in the sense that he attempted to analyse, not 

discourses, but rather discursive and non-discursive practices (Foucault 2010[1969]: 53). In 

Hermeneutics, he is similarly concerned not with philosophy (understood on its own terms), but with 

how philosophy was practised in the 1st and 2nd centuries A.D. If one were to describe what 

philosophy is, it would be difficult to ask this question in a non-philosophical vocabulary, regardless 

of how self-critical a person might take himself to be. Nevertheless, this is what Foucault attempted 

to do in these lectures. Presenting the categories, principles and modalities of such a questioning 

would itself be a philosophical effort. Foucault tries to direct attention away from philosophical 

problems and answers regarding the content of philosophical discourse, and asks instead how 

philosophy was practised. This means that he is not interested in knowing the criteria, methods, and 

principles used to attain truth. Rather, he wants to investigate how the truth was used concretely, 

how a set of truths were spoken, concretely, in an educative process. He is interested in how 

philosophy was practised as a way to attain virtue, salvation, or the like – i.e. its prescriptive or 

educational function. This is also why philosophy is likened with a therapeutic practice by these 

ancient philosophers – philosophy is to the soul what medicine is to the body. The care of the self, 

thus, is closer to a medical practice than to education (Hammershøj 2003: 39). Where Kant directed 

attention towards the subjective conditions for truth, and Descartes aimed his gaze at himself in order 

to establish a fundamental methodology and criterion for truth, the Hellenic practices of truth speaking 

(i.e. the practice of speaking truths) are rather aimed at changing the subject‟s mode of being. This is 

exactly why Foucault‟s relation to Hegel remains ambiguous. For instance, the Epicureans practised 

silence as a way of learning. The student was required to remain silent for five years and to raise his 
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finger if he wanted to speak. This is a practice of speaking that we know from today as well (the 

meaning of which has changed, however), which also explains why he keeps mentioning the 

pragmatic tradition from Searle and Austin when on rare occasions he describes his method 

(Foucault 2010[1969]: 91, 2010: 61). Therefore, Foucault is concerned with practices of speaking 

truths. This coincides with revelations of the essential educational perspective. Speaking the truth 

requires not merely a precise method, but rather that the individual attends to himself, converts 

attention towards the self, in a way so that his mode of being changes. This allows Foucault to question 

philosophy without questioning on philosophical terms. Instead of „knowing oneself‟ (gnothi 

seauton) the question is how to care for the self (epimelaia heautou). The word epimelaia (care) 

refers etymologically to „meletè‟, which means both „exercise‟ and „meditation‟. The care for the self 

thus has a mental as well as a physical aspect, but both are essentially practices or exercises [Danish: 

øvelse] (Harrer 2005). We are not dealing with a distinction between theory and practice, but rather 

between two different kinds of practice, one concerning the soul and the other concerning the 

body. These practices are spiritual, which is opposed to philosophy. „Spiritual‟ means that they 

change the mode of being of the individual who seeks the truth (again a direct reference to Hegel‟s 

Phenomenology of Spirit). In meditation, one does not (as Descartes did) try to establish a criterion for 

truth. Where modern philosophy and science has methods, the ancients had exercises, the purposes 

of which were to form the self, which again emphasises the practical and educational approach to 

truth-seeking endeavours. It is not so much a question of following a method, but rather a question 

of performing certain exercises, whereby the mode of being of the subject changes. For example, 

where an „experiment‟ is a scientific method, „experimentation‟ is a practice that transforms the mode 

of being of the subject. 

 

It is important to emphasise that even though the reflexive pronoun „self‟ is used a lot 

(„relationship of self to the self‟) this does not imply that we are dealing with a self-centred egoism 

or individuality, which will become evident in the examples provided in the following. This 

problematic only makes sense in an Enlightenment political, philosophical context. The conversion 

towards the self does not have the same political consequences as it would today if a person were to 

say that he or she cares for him- or herself. Focussing attention on the self in antiquity does not 
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mean that one cares only about the self and neglects the community. Rather, it means that a person 

focuses attention on the self and nothing else in a test of the self, in order to prepare the self, in 

order to be able to meet and face the misfortunes of the world, and to equip oneself with virtue. It 

is a pragmatics of the self, which automatically links this activity with others, insofar as it is 

established through exercises, through a rehearsal of principles, through an art of life (techne tou 

biou), and insofar as virtue is at stake. The idea of individuality versus community is a later mode of 

thought and refers to a modern, contemporary political dilemma. 

 

The Stoics, the Epicureans, and the Cynics put this question slightly differently from the 

other schools of thought during antiquity. First, despite the many similarities, the Hellenistic 

practices of the self should be understood apart from Plato and Christian models of thought, which 

have come to dominate our times and our way of understanding these concepts and questions. 

What distinguishes the Cynics, the Epicureans, and the Stoics from the Socratic practices of the self 

is that for Socrates, teachings had to be applied before adolescence, i.e. the practices served to 

prepare a young man‟s passage into adulthood. The Greek and Roman practices of the self instead 

had to be applied to the self constantly, in a continuous movement towards old age and death. It 

was a lifelong learning. These practices, thus, are coextensive with life. 

 

Stultitia and the Need for an Other to Correct Bad Habits 

 

The pathological vantage point regarding the techniques of life, which constitutes the source of 

knowledge, is the same as it was for Foucault in the case when madness was used as a vantage point 

for a critique of reason. In the case of education, the pathological vantage point is the case when an 

individual is incapable of caring for the self. This condition is stultitia. The notion has not been 

thoroughly elaborated by Foucault, nor have others investigated it‟s role and place in his literary 

activities, to my knowledge.19 He mentions the condition stultitia a couple of times in passing 

                                                 
19 The term is used in ancient texts by Possidonius, Epictetus, and others to designate the madness or bestial 
side of the human being. This beast-like nature is what the educational practices are supposed to mend. In 
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during the lectures. It means a condition from which a person must be relieved, a condition in 

which the individual is not able to care for the self. The chapter in Foucault that discusses stultitia 

follows the passage in which he speaks of the similarity between the ancient philosophy schools and 

the clinic. In antiquity, the doctor cared for the body and the philosopher for the soul. Both offered 

a kind of treatment (therapeuein) for the ills that infect either the body or the soul. The word for 

this pathological condition is precisely „pathos‟, referring to both „suffering‟ and „passion‟. The 

doctor relieves the pain and treats the morbid, bodily condition, and the philosopher, on the other 

hand, treats the passions, i.e. the morbid condition stemming from bad habits and luxury. „A 

philosophy school is an iatreion (a clinic). You should not walk out of a philosophy school in 

pleasure, but in pain‟ (Foucault 2005: 99). There were, in the philosophy schools, very well-

established and elaborated dietetics to treat the passions (Dyson 2009). It was not just a matter of 

correcting the thoughts, but rather, through techniques of life, to practise and develop a mastery of 

the self, to focus attention on the self and to prepare the self for future ills. 

 

In order to demonstrate what the morbid condition, stultitia, is about, it will be necessary to 

carefully go through the chapter in which Foucault sets out the role of the philosopher, the „helping 

hand‟, who aims to help the individual, who is in the grip of bad habits. The chapter is situated after 

Foucault has interpreted Plato‟s Alcibiades in which Socrates demonstrates that taking care of the 

self means knowing oneself, and that caring for oneself is a necessary precondition for being able to 

govern others. The kind of care that is peculiar to Socrates is not a care that aims at a specific 

object, such as the care of a doctor. The doctor takes care of the health and well-being of the 

organism. A landlord takes care of his property, including the people working for him. He cares for 

them as objects. Likewise, the lover takes care of his loved one as an object of desire. The care of 

Socrates is different. Socrates cares not for Alcibiades‟ body, nor for his possessions, nor does he 

regard him as an object of desire. He cares for Alcibiades‟ soul. The soul, of course, is not an object 

in the same sense of a „body‟ or „goods‟. The soul is likened to an eye – but not to the eye as a 

                                                                                                                                               
contemporary papers about ancient Greek philosophy, the term is most often not mentioned in the Latin 
form, but translated with the above-mentioned meaning, i.e. the bestial aspect of the human being, ex Dyson 
2009. 
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biological object, but rather to that which the eye does, its activity. The soul is likened to seeing. The 

soul is reflexive, meaning that it is itself a relation, a relation of the self to the self. Socrates‟ care 

aims at Alcibiades‟ ability to care for himself. It means relating to Alcibiades as a subject and not as 

an object – a subject meaning an activity (agens). This is the formula of educational practice, 

peculiar to Socrates. Education aims not at guiding individuals as objects, but rather at guiding their 

own ability to care for themselves.20 The moment when this education is installed is in the period 

between childhood and adulthood. Adolescence is the time for pedagogy. This is the time when the 

young man will have to learn, not only to know himself, but also the capabilities, the techniques, the 

know-how necessary for entering adult life. The care for the self is particularly important when the 

young man is in the transitional period between ignorance and mastery, the mastery that comes 

with learning an art of life. In the 1st and 2nd centuries A.D., the care for the self was extended to 

the whole of life, and the techniques and practices affiliated with this practice of the self became 

inseparable from the care of the self. The arts, the crafts of life, the techniques (techne tou biou) 

were no longer merely a „means to an end‟ (in the sense of tools and instruments). They became 

inseparable from this ethical, universal principle of caring for the self. Techniques of life became 

enmeshed in the ethical practices of the self. This interrelatedness of techniques (of life) in practices 

(of the self) was at the centre of Foucault‟s interest. At this point in time, technique and ethical 

practice became inseparable and were not – as is often heard in modern critiques of technology – 

contradictory to each other. Canguilhem‟s text „Machine and Organism‟ from 1952, published as a 

                                                 
20 The idea of care for the self is most likely inspired by Heidegger‟s Sorge (care). Curiously, Heidegger 
explains that the expression Selbst-Sorge (self-care) is a pleonasm, because the human being is already at the 
outset characterised by an involved, caring, interested orientation within the world. The Sorge structure thus 
describes a way of being towards the world in which the human being is always already engaged. Adding the 
word „-Selbst‟ just doubles this engaged, concerned, orientated caring that characterises human existence. This 
should not be interpreted as a moral claim, but rather as a description of the way of being, peculiar to human 
beings (although the moral-existential connotations are hard to miss). There are other central concepts in 
Foucault that are inspired by his reading of Heidegger (in the early 1950s). For instance, the concept „Rede‟ 
(talk), which in Heidegger is described as something that encompasses „silence‟, corresponds to Foucault‟s 
„discourse‟, which also embraces silence. Agamben points out that Heidegger translated „Technology‟ with 
„Ge-stell‟, which is found in Foucault‟s „dispositif‟ (German „stellen‟ = French „poser‟). Foucault, in the 
Hermeneutics of the Subject says that “I have tried to reflect on all this [the relation between the subject and truth] 
from the side of Heidegger and starting from Heidegger. There you are” (Foucault 2005: 189). 
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chapter in Knowledge of Life (Canguilhem 2008[1952/1965]) is echoed here, as well as Heidegger‟s 

famous The Question Concerning Technology from 1954 (Heidegger 1977[1954]). 

 

Instead of marking a transitional passage from ignorance to mastery, the care of the self 

should be applied to the self by the self for all of life. Thus, pedagogy gains another meaning. It is 

no longer just training in adolescence that enables the passage from ignorance to competence. It 

rather gets a distinct critical function. It becomes a matter of continuous correction. It is no longer 

a matter of learning a curriculum but a perpetual, ethical process of self-correction coextensive with 

life by the aid of technologies of the self. The care of the self in the 1st and 2nd centuries A.D. is 

no longer a principle applied to the offspring of the elite only, nor is it training to become capable 

of leading others. It becomes an unqualified principle: a principle of lifelong learning that applies to 

everyone, but which is always „put to work in exclusive forms‟ (Foucault 2005: 126, Popkewitz et al. 

2006). The care of the self was practised in popular religious groups as well as in culturally elitist 

groups that had the free time (skholè) to engage in such practices of the self. Many different 

philosophical schools at the time supplied the (technical) knowledge and expertise of (ethical) 

practices of the self. They provided the means of self-formation, or Selbst-Bildung (Hammershøj 

2003). The various philosophies were connected with a set of practices that defined various ways of 

caring for the self. Foucault stresses the fact that this exigency, to care for the self, this 

unconditional principle, appeared by and for itself, although it was often found in connection with 

philosophical or religious sects. The aim of the practice of the self was an „empty form of salvation‟ 

(Foucault 2005: 127), i.e. it did not entail a specific content. The content was relative to the various 

schools and groups. The practice of the self always stands in need of a mediator – an other. 

In the practice of the self, someone else, the other, is an indispensable condition for the form that 

defines this practice to effectively attain and be filled by its object, that is to say, by the self. The other 

is indispensable for the practice of the self to arrive at the self at which it aims. (Foucault 2005: 127) 

There are different types of „mastership‟, or relations between the young man and the other person 

who is needed to mediate the transition to knowledge. The Socratic role of the other, the mediator 

through dialogue, is one type of mastership, which has been taken as the ideal for modern forms of 
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education. Two other forms of mastery are mentioned, mastery through example and mastery of 

competence. Mastery through example provides a series of heroic figures or experienced, familiar 

role models who will offer the young man a model of behaviour. Mastery of competence simply 

aims at training the young man by passing on skills, knowledge, abilities, principles, and „know-how‟ 

(Foucault 2005: 128). The goal of these different forms of mastery is to free the young man from 

his ignorance, and the movement away from ignorance cannot take place without another person, 

whether this person is a teacher, mediator, or a good example. This is also the case in the Socratic 

form, whereby the individual needs to arrive at recognising his own ignorance, i.e. learning to know 

that one does not know what one already thought one knew. Even in modes of learning in which it 

is claimed that the child is already at the outset competent or has knowledge, the educational 

process aims at liberating this knowledge, perfecting it. The child may already be competent, but he 

needs to memorise this competency that is already there. Learning involves a play with the concepts 

ignorance and memory, and it cannot take place without another person. 

 

In the 1st and 2nd centuries A.D., the role of the „other‟ changed. The transformation was 

still based on a transformation away from ignorance to a state of knowledge, but the other was no 

longer an elevated master. The other became a personal friend – someone to whom the individual 

could entrust himself. The tone between the friend and the individual who asked for advice became 

more personal and – this point is crucial – more common and ordinary. Typically, someone would 

send a letter to a trusted friend, explaining carefully about a problem or the state of his life. These 

letters were about both everyday practical problems and of a moral nature. The objective of 

learning was no longer that of replacing ignorance with knowledge, but rather to correct bad habits 

and vices. 

The practice of the self is established against a background of errors, bad habits and an established 

and deeply ingrained deformation and dependence that must be shaken off. What clearly is crucial is 

that the practice of the self develops more on the axis of correction-liberation than on the axis of 

training-knowledge. (Foucault 2005: 94) 
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The individual had to prepare against, not so much external dangers as against the evil within. It is 

always possible to be corrected or to correct oneself, even if this preparation had not occurred in 

youth. The correction aims at „stripping away of previous education, established habits, and the 

environment‟ (Foucault 2005: 95). Here, again, Rousseau‟s reluctance towards civilised society and 

culture is echoed. This idea is not so much a „return to nature‟ because this romantic idea of nature 

was never there. „To become again what we never were is, I think, one of the most fundamental 

elements, one of the most fundamental themes of this practice of the self‟ (Foucault 2005: 95). At 

the base of this correction of bad habits is found a critical attitude towards culture, towards society, 

and towards the lives led and values shared by others. At the same time, focussing a corrective 

practice on oneself is implicitly directing a critique towards others. 

The practice of the self will become increasingly a critical activity with regards to oneself, ones cultural 

world, and the lives led by others. Of course, this is not at all to say that practice of the self only has a 

critical role. The training component remains and is always present, but it is fundamentally linked to 

the practice of criticism. (Foucault 2005: 93) 

The philosophical practice of relieving the soul from the grip of bad habits became likened to the 

practice of medicine. 

The identification of this philosophical practice as a sort of medical practice – is very clear. Musonius 

says: we call on the philosopher as we call on the doctor in cases of illness. The philosopher‟s action on 

the soul is in every respect analogous to the doctor‟s action on the body. (Foucault 2005: 97) 

These networks of friendship, whereby the practice of the self is exercised, these various 

groups, whose members depend on a relationship to others, either a master or a group of friends, 

are based on the idea that the subject is „badly formed, or rather deformed, vicious, in the grip of 

bad habits‟ (Foucault 2005: 129). Instead of striving for knowledge to replace ignorance, one should 

strive towards establishing a: 

…rational will that defines the morally sound action and the morally valid subject. […] The 

individual should strive for a status of subject that he has never known at any moment of his life. He 
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has to replace the status as non-subject with the status of subject defined by the fullness of the self‟s 

relationship to the self. He has to constitute himself, and this is where the other comes in. I think this 

theme is rather important in the history of the practice of the self and, more generally, in the history of 

subjectivity in the Western World. (Foucault 2005: 129) 

We thus see a link to later pedagogical practices. The master, henceforth, is no longer the master of 

competency, example, or Socratic care. 

Henceforth the master is an effective agency (opérateur) for producing effects within the individual‟s 

reform, and in his formation as a subject. He is the mediator in the individual‟s relationship to his 

constitution as a subject. (Foucault 2005: 130) 

The outline above fits very well with the general idea of the late Foucault, with theories of 

governmentality and subjectification. It fits in nicely with the idea from „The Subject and Power‟ 

from 1982, where Foucault states that 

in effect, what defines a relationship of power is that it is a mode of action which does not act directly 

and immediately on others. Instead, it acts upon their actions: an action upon an action, on existing 

actions or on those which may arise in the present or the future. (Foucault 1983[1982]: 220) 

This means that education cannot be identified as a practice that counters „power‟, but rather a 

practice that works as a specific form of power, the power to act on the way other people act on 

themselves, the way they relate to themselves, i.e. empowerment. 

 

The person who is in the grip of bad habits, who needs to be corrected, cannot initiate this 

transformation by himself. „The subject can no longer be the person who carries out his own 

transformation, and the need for a master is now inserted here‟ (Foucault 2005: 130). Instead of 

passing from a condition of ignorance to knowledge, the individuals of the 1st and 2nd centuries 

A.D. went from a status of „to be corrected‟ to a status of being corrected. What is this status of „to 

be corrected‟? Foucault takes as an example a letter from Seneca to Lucilius (letter 52) in which they 

discuss the moral obstacles for achieving virtue, for conducting a proper care for the self, and more 
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important, the means to escape the morbid, pathological condition, which we are in, before we start 

to care for ourselves. The letter describes a condition of mental restlessness and irresolution. „This 

mental restlessness and irresolution is basically what we call stultitia‟ (Foucault 2005: 130). 

How, Lucilius, should we designate this impulse which, if we incline in one direction, drags us in 

another and pushes us in the direction from which we wish to flee? What is this enemy of our soul, 

which prevents us from ever willing once and for all? We drift between different plans; we do not will 

with a free, absolute (absolute) will, always firm. „It is madness (stultitia),‟ you answer, „for which 

nothing is constant and nothing satisfies for long.‟ But how, when will we tear ourselves free from its 

grip? No one is strong enough by himself to rise above the waves […] He needs someone to give him a 

hand […], someone to pull him to the bank (aliquis educat). (Seneca, cited in Foucault 2005: 145, 

note 4) 

Stultitia is not just a mental irrationality, a mental illness, or a delirium that can be corrected by 

rational judgement. Rather, „a whole therapeutics and dietetics is required in order to dissolve the 

passions, not just a correction of thought‟ (Foucault 2005: 104, note 54). Stultitia is something that 

is not settled on anything and not satisfied by anything. Seneca says: 

This mental restlessness, this irresolution is basically what we call stultitia. Stultitia here is something 

that is not settled on anything and not satisfied by anything. Now, he says, no one is in such good 

health (satis valet) that he can get out of (emergere) this condition by himself. Someone must lend him 

a hand and pull him out: oportet aliquis educat. First, you see that the need for a master or an aid 

arises in connection with good and bad health, and so in fact with correction, rectification, and reform. 

What is this morbid, pathological condition one must rise above? The word then is given: stultitia. 

(Foucault 2005: 131) 

Stultitia is a state of „madness‟, and the term directs attention towards Foucault‟s works on madness 

in the Classical Age and the „ship of fools‟ (stultifera navis) from the High Middle Ages described 

here (Foucault 2006[1961/1972]: Chapter 1). However, the stultus is not mad in the purely negative 

sense (nothingness, meaninglessness) from the Classical Age. The stultus stands out as foolish or 
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even monstrous to others, precisely because he is unwilling or unable to care for himself. Those 

who seem to do things that bring their health in danger stand out as mad to others, and their 

actions are commonly ridiculed or stultified. („They eat fast food all day, they don‟t know how to 

take care of themselves‟). Stultitia does not so much indicate a mental irrationality, and it is not a 

mental illness. Rather, the actions of a person who is in this condition of stultitia are 

incomprehensible to others – it is the behaviour of that person, which is unpredictable and not 

aimed at the self. Stultitia determines a condition of irresolution, of losing the focus on oneself, of 

being confused and bewildered, of not caring for the self properly, of having lost sense of direction, 

of not knowing how to distinguish between passions and the true will. The term points to a certain 

state that the person is in before having started to care for the self. Foucault lets Seneca say: 

We are in this condition of stultitia when we have not yet taken care of ourselves. Stultitia is, then, if 

you like, the other pole to the practice of the self. The practice of the self has to deal with stultitia as its 

raw material, if you like, and its objective is to escape from it. What is stultitia? The stultus is 

someone who has not cared for himself. (Foucault 2005: 131) 

This means, thus, that the stultus is someone who is uneducated. Foucault singles out three 

characteristics: The first is this: The stultus is someone blown by the wind and open to the external 

world. He is not capable of discriminating between his own desires, habits, illusions, etc. and what 

comes in from the outside world. He does not distinguish between his own mind and the external 

representations. He does not possess the ability to examine his own mind and to determine what 

stems from himself and what belongs to the external world. Therefore the stultus is broken up in 

time. He remembers nothing and lets his life pass by, incapable of restoring unity to his life. He 

does not try to direct his attention and his will to a well-determined end. „The stultus lets life pass 

by and constantly changes his viewpoint. His life, and so his existence, pass by without memory or 

will. Hence, the stultus is constantly changing his way of life‟ (Foucault 2005: 131-132). 

Consequently, the stultus is not able to will properly. Willing properly means willing „freely, 

absolutely, and always‟ (Foucault 2005: 133). Willing freely means 
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[W]illing without what it is that one wills being determined by this or that event, this or that 

representation, this or that inclination. To will freely is to will without any determination, and the 

stultus is determined by what comes from both outside and inside. (Foucault 2005: 132) 

Second, the 

[S]tultus wants several things at once, and these are divergent without being contradictory. So he does 

not want one and only one thing absolutely. The stultus wants something and at the same time regrets 

it. (Foucault 2005: 132) 

Third and last, the stultus is someone who „wills, but he also wills with inertia, lazily, and his willing 

is constantly interrupted and changes its objective‟ (Foucault 2005: 133). The will of the stultus is 

then limited, relative, fragmentary, and unsettled. In the present, someone suffering from stultitia 

would need to be motivated in a diabetes school, in a motivational group, or through motivational 

interviews (Dahlager 2001, 2005). 

 

Learning to Care for the Self – ‘Eduction’ 

 

Stultitia is, according to Seneca, the condition that one must rise above. That entails directing the 

will towards an object that the will can always want, want freely and absolutely. Such an object is 

the self. The only thing that can be willed freely, absolutely and always, without taking external 

determinations into account, is the self. According to Seneca, thus, one can will the self without 

relating it to anything else and without changing it over time and on different occasions. The 

objective is a firm identity. Bear in mind, of course, that the subject, a firm identity of the self – 

even as a dialectical striving towards the self as a yet unreached ideal, according to Foucault, is the 

biggest illusion of modernity – this is seen clearly in The Order of Things in which he states in the 

concluding remarks that „man would be erased, like a face drawn in the sand at the edge of the sea‟ 

(Foucault 2010[1966]: 422). That the subject is a construction, shaped by practices (of the self), is as 

evident in his late works as it was in the 1960s. 
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In stultitia there is a disconnection between the will and the self, a non-connection, a non-belonging 

characteristic of stultitia, which is both its most manifest effect and deepest root. To escape from 

stultitia will be precisely to act so that one can will the self, so that one can will oneself, so that one can 

strive towards the self as the only object one can will freely, absolutely and always […] Inasmuch as 

stultitia is defined by this non-relationship to the self, the individual cannot escape from it by himself. 

The constitution of the self as the object capable of orientating the will […] can only be accomplished 

through the intermediary of someone else. Between the stultus individual and the sapiens individual, 

the other is necessary [… This „other‟ is someone who] has achieved a relationship of self-control, of 

self-possession, of pleasure in the self […] The will that is typical of stultitia is unable to want to care 

about the self. The care of the self consequently requires […] the other‟s presence, insertion, and 

intervention. (Foucault 2005: 133-134) 

This ideal of self-mastery, of self-control, is „enkrateia‟, which is analysed in The Use of the Pleasures 

(Foucault 1992[1984]: 65). Foucault then goes on to describe the function of this other person. This 

other person is not an educator in a traditional sense. He is not someone instructing truths or 

setting an example („educare‟). Rather, that other person should „educere‟ (with an „e‟), which means 

„offer a hand‟, „extricate from‟, or „lead out of‟ (Foucault 2005: 134). It is an „operation focused on 

the mode of being of the subject himself, and not just the transmission of knowledge‟ (Foucault 

2005: 134). Foucault calls it „eduction‟ and not the traditional „education‟. Later in the same lectures, 

Foucault makes a distinction between “pedagogy” and “psychagogy”:  

If […] we call “pedagogical” this relationship consisting in endowing any subject whomsoever with a 

series of abilities defined in advance, we can, I think, call “psychagogical”, the transmission of a truth 

whose function is not to endow any subject whomsoever with abilities, etcetera, but whose function is to 

modify the mode of being of the subject to whom we address ourselves. (Foucault 2005: 407)  

There is a whole array of literature that announces itself when speaking about guiding or motivating 

and so on: intrinsic and extrinsic motivation (Ryan and Deci 2000), the motivational interview 

(Dahlager 2001, 2005), coaching, counselling, and the like. It corresponds especially with the liberal 

modes of government described by Nikolas Rose and in his wake, many others. The various 
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governmentality studies point to such operations by which people are motivated to improve 

themselves, to develop a sense of responsibility, to instil a „will to…‟, to make use of the freedom 

of those governed – the freedom to want to work on oneself. The „opérateur‟ (guide) is represented 

by motivational therapists, health professionals, teachers, health educationists, and others who do 

not teach in a traditional way, but who operate by letting the individuals formulate their wishes, 

desires, hopes, etc. for a better future, and who then provide the techniques or practices with which 

these individuals are empowered to work on themselves. 

 

Health education is a prime example. In health education, the group (children, patients, or 

the like) is usually encouraged to formulate its own idea of health, and then to find out together 

what should be changed in order to work towards an enactment of such an ideal. Health education 

is then thought to empower the group by enabling the individuals and groups to act by themselves 

(Coveney 1998). In this way, their self-consciousness is awakened, but not by instruction or 

teaching, i.e. by a traditional teacher telling the individuals what to do. The idea is that the 

individuals should acquire the competence to act by themselves, to achieve „Mündigkeit‟ (tutelage), 

the guide having only a Socratic, maieutic function. Of course, in a situation such as that, 

individuals are prone to internalise the dominant, prevalent discourses and norms. The „opérateur‟ 

then risks, unintentionally, becoming a vehicle for dominant, political ideologies, of which the 

opérateur is not aware. This is one of the fears that many health professionals have – that their 

good intentions unintentionally serve a political end of which they are not aware, a contemporary, 

ideological trend. What Foucault points to in this section is that self-care practices are never 

initiated by the individual himself, but need an „other‟ in order to take effect. Thus, the attempt 

towards caring for the self, the practice of the self, is essentially an educational relation – already at 

the outset, there is an „other‟ involved in the practice of the self. Thus far, the relation between the 

stultus person and the other resembles a dialectical relation, since the condition of stultitia is 

described in negative terms, i.e. as a deficiency, and the other is the mediator who initiates the 

development towards the absolute, free, and continuous identity of the self. But who is this 

mediator who is capable of leading the irresolute individual out of this „morbid, pathological state‟? 
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Foucault‟s Seneca pronounces the philosopher as the individual who has acquired a 

mastership of the self, a proper relationship to the self. Thus, it is the philosopher to whom one 

should turn in order to get the directions that one needs in order to reach a fulfilled relationship of 

self to the self. The philosopher is the hegemon, the guide or director, capable of „governing men, 

of governing those who govern men‟ (Foucault 2005: 135). People should turn to philosophers (i.e. 

to „guides‟ or „advisors‟) in order to find out how to convert to the self. It is important to say that 

the philosopher, here, is not the present philosopher who speaks about formal principles of truth, 

of definitions of concepts, and of pure rationalisation. Philosophy of the 1st and 2nd centuries A.D. 

had established a „general practice of government at every possible level: government of self and 

government of others‟ (Foucault 2005: 135). Foucault lets Dio of Prusa explain to us that 

„philosophers provide us with advice on what is appropriate to do; by consulting the philosopher 

we can determine whether or not we should marry, take part in politics, establish a monarchy or 

democracy or some other form of institution‟ (Foucault 2005: 135). In this definition „the 

philosopher‟s jurisdiction extends beyond the relationship to the self; it extends to the individual‟s 

whole life‟ (Foucault 2005: 135). Philosophers not only tell us how we ought to conduct ourselves, 

but also how we ought to conduct other men. Philosophy, then, is „the set of principles and 

practices available to one, or which one makes available to others, for taking proper care of oneself 

or of others‟ (Foucault 2005: 136). Foucault, here, does something he has done a number of times 

before: he describes a discipline, not through its own terms but through the practices that evolved 

around the discipline. He wanted to describe philosophy, not as a theoretical discipline, but as a 

practice, focussing on the way philosophers function. The role of philosophers was to guide other 

people ethically and politically – by providing the appropriate practices with which to govern the 

self and to govern others, cf. Rose‟s ethopolitics (Rose 2003). Around philosophy as a practice, a 

number of techniques, know-how, principles, institutions and practices arose. The function of 

philosophy, therefore, was educational, yet education, not understood as instruction, but rather 

understood as „eduction‟, i.e. liberal education, as self-formation, of direction and mediation. 

Philosophy, described from a practical point of view, arrives at eduction, constituting an ethical 

subject. When the individual seeks to know his own self in order to take proper care of the self, he 
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finds that in the course of this search for truth about himself, his own mode of being changes 

during the process. This is a precondition for education. 

 

Two different approaches are described: the Hellenic and the Roman. The Greeks developed 

the „skhole‟, i.e. an institutionalised form of hierarchical guidance. It worked by establishing 

relations of friendship, affective, intense relationships between the guide and the person guided. A 

fundamental principle of guidance was a certain „way of speaking‟, a certain „ethics of speech‟ also 

known as parrhesia (Foucault 2005: 242, Foucault 2010).21 The Roman form of spiritual guidance 

took a slightly different form. The guide ceased being an institutional figure. He became a personal 

friend or a private counsellor, but the asymmetrical relationship remained. The relationship was 

based on an exchange of services and very often founded on letter correspondence. The 

philosopher had become a figure integrated in the daily life and opinion. The philosopher was no 

longer a prophet, external to daily life (as for instance Heraclitus) but integrated in the decision-

making at a secular level, in daily, political, commonplace life (like Seneca). As people increasingly 

needed a counsellor of prudence in matters of daily life, the philosopher became more important. 

At the same time, the role of the professional philosopher became blurred, because he needed to 

relate to everyday matters, of social and familial conduct. The role of the professional philosopher 

became de-professionalised, because people needed counsels of prudence and detailed 

recommendations. The philosopher could no longer give advice of a very general nature (as Plato 

and Aristotle did), but instead became counsellors of existence „with regard to everything and 

nothing; with regard to a particular life, to family conduct, and to political conduct as well‟ 

(Foucault 2005: 143-144). 

 

Foucault ends the lecture by saying that this de-professionalised role of the philosopher, the 

philosopher genuinely integrated in the daily mode of being, characterises the „practice of spiritual 

direction as a form of social relationship between any individuals whatever outside of the field of 

                                                 
21 Foucault deals substantially with the notion of parrhesia in the Lectures published as The Government of Self 
and Others (2010). He elaborates the meaning of the term in connection to Kant‟s famous article Was ist 
Aufklärung from 1784 (1999), in which he conducts an analysis of his own present – the Enlightenment.  
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philosophers‟ (Foucault 2005: 144). Here, he points to the field of the psy-sciences that Nikolas 

Rose has elaborated in Governing the Soul, but more broadly to the numerous practices informed by 

psychology such as pedagogy and education and the various forms of therapeutic disciplines that 

seek to direct, guide, motivate, develop, and manage, i.e. to conduct the conduct of individuals 

(Rose 1999[1989]). For a number of years, the medical profession has been accused of hegemony, 

of paternalisation. Consequently, doctors are very often reluctant to intervene in the daily mode of 

being of individuals (given the heavy critique of their profession for decades). In medicine, the 

professions that have taken over the role of the hegemonic philosopher are composed of de-

professionalised, everyday individuals who give dietetic advice, advice on family conduct, on 

everyday life, and the particularities of living. Those are, in case of diabetics, the nurses, the 

dieticians, etc., who operate on the level of extending practical, particular advice concerning the 

„daily mode of being‟. 

 

There is no reason to believe that the late Foucault, in talking about processes of 

subjectivation, constitution of an ethical subject, and care for the self, had turned „ethical‟ in the 

sense that he thought the subject was capable of, by his own free will, to choose his own life 

(Hofmeyr 2006). I follow Sebastian Harrer‟s reading of Foucault‟s lectures on The Hermeneutics of the 

Subject (Harrer 2005). Moreover, Christoph Menke‟s article is highly informative, and demystifies 

the so-called „ethical turn‟ (Menke 2003). These ancient texts, which constitute Foucault‟s point of 

departure for talking about a current theme, examine practical recommendations, dietetic 

instructions, and precepts regarding the care of the self, facilitated through spiritual guidance. 

 

The problem with lifestyle diseases such as type 2 diabetes is that there is very often, in the 

practices intended to facilitate a lifestyle change, recourse to the „will‟, to „motivation‟, to an 

authentic self. The interventions focus on the desire for sweets, for „forbidden food‟, etc. The 

teachings promote an understanding of certain food products in terms of vice and virtue. What 

Foucault found in the ancient practices of the self was precisely a set of precepts and instructions 
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concerning the care for the self that did not focus on the desire of the subject.22 These practices of 

the self were instead focused on practical and technical administration. The ascetic exercises were 

not intended to renounce the desire of the self or to pass a moral sentence on the subject who had 

acted inappropriately, nor were they to promote an individual‟s desire as authentic or personal. 

Rather, they were technical exercises intended to administer the „use of pleasures‟. Foucault refers 

to Seneca‟s text „De ira‟, in which Seneca examines the errors he has committed during the day. 

These are not „moral vices‟, but „should be understood as basically technical errors. He was unable 

to deploy or handle well the instructions he was using‟ (Foucault 2005: 482, see also Foucault 1988). 

This is what the ancient dietetic instructions were designed to do. They were exercises, practical 

exercises that transformed the relation of the self to the self. They are everyday rules of conduct, 

precepts, instructions that focus on the practical, everyday being of an individual. They give advice 

on how to conduct oneself as regards the pleasures of life (Foucault 2005: 236). 

 

Paideia versus Physiologia – Forming Lifestyle 

 

The important question that arises when we speak of truth seeking and turning attention towards 

the self in an attempt to constitute the self as an ethical subject is „what kind of knowledge is 

important, and what is not‟. The lectures in the second half of the book address this issue. The 

question, we are told, was common in ancient philosophical discussions and texts. The common, 

philosophical answer was, as we know from the Delphic dictum, „know yourself‟. It is the 

knowledge of men, rather than the knowledge of nature, which is important, if an individual wants 

                                                 
22 It is important to remember here that desire is identical to nothingness in Hegel, which again is identical to 
the subject. It is the nothingness of the subject, who desires something other than itself, which initiates the 
dialectical process. Fundamentally, the subject, the nothingness, is understood as a contradiction, a need, a 
lack, and it is this conflict between the subject that stands in opposition to the world, which is the motor of 
dialectics (Heidegger (1993[1938/39, 1941]). In order to move away from this essential understanding of the 
link between the world, the subject, and desire, it is important to eliminate the idea of desire („Mangel‟, 
nothingness) understood as the inner core of the self. It is important to look for a different conception of the 
relation of the self to the self. This, Foucault found in the Greek and Roman schools of philosophy, in the 
Stoics, the Pythagoreans, and the Epicureans. Here, the relation of the self to the self was not focussed on 
„desire‟ being the primary point of access. Rather, in these schools of philosophy, Foucault found „practices of 
the self‟ regarding the use of pleasures, on which the lectures are focussed.  
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to care for the self and return to the self in a formative process. Again, it is a reflective return to the 

self, which is at stake. The knowledge and skills needed to perform such a practice of the self is 

referred to as a techne tou biou, an art of existence, or more directly translated a „techniques of life‟. 

The word „techne‟ refers to an art, a reflected system of practices referring to general principles, 

notions, and concepts (Foucault 2005: 249). One must try to understand the analyses Foucault 

undertakes here, in order to understand what he means by a technology of the self. 

 

Foucault analyses a text by Seneca, who quotes Demetrius, a Cynic and friend of Seneca, who 

distinguishes the things worth knowing from things not worth knowing. It is a matter of acquiring 

useful knowledge in order to be like an athlete – to have the skills and knowledge ready at hand, so 

that one is ready to enter the struggles of life. Demetrius lists a number of things and events that 

are pointless to know, which are what we would call natural phenomena: the cause of ebb and flow, 

the reason why twins have different destinies, why there are different periods in the lives of men, 

etc. What is important to know is that „death produces no evils and ends many‟ (Foucault 2005: 

233), that we have nothing to fear from the gods, that man should despise the embellishments of 

life, and, for instance, that all men are born to live in a community. The difference between these 

things is not that we should know ourselves instead of knowing nature. Nor is it a distinction 

between social or existential knowledge versus knowledge of the external world. Rather, the 

difference is that it is pointless to know the causes of events. Both the useful and the pointless 

knowledge concerns things that have an effect on us, but it is pointless to know the causes, because 

this kind of knowledge is ornamental and cultural. „[T]he only fruit of the discovery of these things 

is the discovery itself‟ (Demetrius, quoted in Foucault 2005: 234). The causes are hidden precisely 

because they are pointless to know. Demetrius thus criticises knowledge through causes as cultural, 

ornamental knowledge. It is important to emphasise again that the difference is neither that of 

internal and external matters, nor of social versus natural things. He speaks of the same things on 

the level of content. He does not put forth a theory of the soul or of human nature. 

It is only ever a matter of the world. It is only ever a matter of others. It is only ever a matter of what 

surrounds us. What is involved is simply knowing differently. (Foucault 2005: 235) 
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Demetrius, thus, distinguishes two different modes of knowledge, one that concerns cultural, 

ornamental knowledge of causes, and the other, which is a relational mode of knowledge. 

Moreover, this relational modality of knowledge has a prescriptive character. These facts worth 

knowing are descriptive facts, truths from which other truths may be deducted, and at the same 

time, they are prescriptive truths, i.e. truths that affect the conduct of men. 

They are kinds of knowledge (connaissances) which, while establishing themselves and expressing 

themselves as principles of truth, are given at the same time, jointly, with no distance or mediation, as 

prescriptions. (Foucault 2005: 236) 

The consequence is that these prescriptive truths transform the subject‟s mode of being. It is 

thanks to this that Demetrius becomes better, and that we learn to respect ourselves more than we 

respect others – „free from storms, we are settled in an unalterable calm‟ (Foucault 2005: 236). This 

kind of knowledge makes us happy, and it is precisely this that distinguishes it from cultural 

embellishment (i.e. knowledge of causes), which might well be true, but does not change the 

subject‟s mode of being. The pointless kind of knowledge is the sort that is not relational, that 

cannot be transformed into precepts, and that has no effect on the subject‟s mode of being. We see 

why this description only partly constitutes a critique of Hegel, because through dialectics, the 

subject‟s mode of being is precisely affected in striving towards truth. Useful knowledge will change 

what we are. It is an ethics of knowledge and truth. 

 

A quotation of Foucault is extremely important concerning the way I have been trying to 

situate him in relation to Heidegger and Hegel: 

[W]hat is ruled out, the distinguishing point, the frontier established, does not affect, once again, the 

distinction between things of the world and things of human nature: it is a distinction in the mode of 

knowing (savoir) and in the way in which what one knows […] can have an effect on […] the 

subject‟s way of doing things, on his ethos. (Foucault 2005: 237 – emphasis added) 
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„A distinction in the mode of knowing‟. Here, Heidegger‟s critique of Hegel resonates in the 

distinction between Sein and Dasein, which is not a distinction between consciousness and world, 

but is precisely a distinction in the mode of knowing. That is, it is a distinction at the level before 

any distinction between consciousness and world can be made.23 The point is that the knowledge, 

which is useful when an individual seeks the truth in an attempt through ascetic practices to convert 

to the self, to care for the self, changes the mode of being of the subject. It is an immanent 

movement of thought. This knowledge is not characterised in opposition to other kinds of 

knowledge concerning content but rather with regards to what it does, i.e. the effect it has on the 

subject‟s ethos, i.e. it describes a formation of the self. 

 

The Greek word for this change, production, or formation is „poiesis‟. What is formed is a 

person‟s mode of being, his way of doing things, customs, habits or norms (ethos). Thus, what is 

important is that knowledge has an ethopoetic character. In the Epicureans, there is a notion that 

encompasses this type of knowledge, which is physiologia. This notion, physiologia (simply 

physiology or knowledge of nature), is opposed by the Epicureans with the word paideia, or liberal 

education, liberal arts. Physiologia is not a distinct branch of knowledge; it is not a discipline 

opposed to other disciplines (science versus humanities) but rather a modality of knowledge, as 

described above. 

The text says „the study of nature (physiologia) does not form men who are fond of boasting and who 

are verbal performers, or those who make a show of the culture which is envied by the masses, but 

men, rather, who are haughty and independent, and who take pride in what is their own and not 

what comes from circumstances‟. (Epicurus, quoted in Foucault 2005: 238) 

                                                 
23 However, I think that Hegel‟s dialectics should not be understood as a distinction between an external 
world and consciousness, but rather as a series of recurring distinctions within consciousness, enabling a 
progress towards knowledge (experience). It is a recurring practice of distinguishing within consciousness, a 
process during which knowledge assumes many different dichotomous disguises (or appears as shifting 
phenomena). This I take to be the meaning of the concept „spirit‟ [Geist] in Hegel. Of course, there is quite 
clearly an initial distinction between subject and object, self and other, etc. However, it relies on an 
interpretation of Hegel, which is not the task of this chapter, even less of the dissertation (See Dennis 
Schmidt 1982). 
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„People who make a show of their culture‟, i.e. how well educated and cultivated they are (paideia), 

praised by the masses. The Epicurean text, thus, distinguishes between two kinds of education, 

each with its drawbacks. Paideia forms people who are „word-spinners‟, who pay attention to the 

rhetorical sounds, rather than the reason inherent in the words. „Epicurus rejects this paideia as a 

culture of boasters, developed merely by concoctors of words whose only aim is to be admired by 

the masses‟ (Foucault 2005: 239), and he states: 

I would rather speak in oracles about the things useful to all men, even if no one should understand 

me, than gather the praise that comes in abundance from the many by giving my approval to popular 

opinion. (Epicurus, quoted in Foucault 2005: 241) 

Physiologia has a specific purpose, which is to test or prepare an individual. The word for this 

preparation or equipping is paraskeuein. Physiologia gives the individual courage and boldness – it 

relieves this person from the fear of the world, which would otherwise hold a person in a firm grip. 

It enables an individual „to stand firm not only against the many beliefs that others wish to impose 

on him, but also against life‟s dangers and the authority of those who want to lay down the law‟ 

(Foucault 2005: 240). Moreover, those who learn physiologia become autarkies, i.e. they will depend 

only on themselves, and they will take pride in what is their own. It establishes a total, absolute, and 

limitless mastery over that which depends on oneself. 

You can see then that physiologia […] is not a branch of knowledge (savoir). It is the knowledge 

(connaissance) of nature, of physis, insofar as this knowledge can serve as the principle of human 

conduct and as the criterion for setting us free, and also insofar as it can transform the subject (who 

was filled with fear and terror before nature and by what he had been taught about the gods and 

things of the world) into a free subject who finds within himself the possibility and means of his 

permanent and perfectly tranquil delight. (Foucault 2005: 241) 

Moreover, the care for the self, the conversion to the self, does not entail a constitution of oneself 

as an object of knowledge in the Hellenistic Period. Moderns find it difficult to grasp this idea, 

because we are so used to thinking in these terms. We think of the relation between the object and 
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the subject in either Cartesian or Hegelian terms, whether we want to or not. Converting to the self 

in the philosophies of the Cynics, the Epicureans, and the Stoics does not call for a fundamental 

and continuous task of knowledge of what we will call the human subject, the human soul, human 

interiority of consciousness, etc. Self-knowledge is not an alternative to knowledge of nature. It is 

not a question of either knowing nature or ourselves. Knowledge of the self finds its place in a 

relationship of reciprocal links between knowledge of nature and knowledge of the self. 

„Converting to the self‟ is still a way of knowing nature (Foucault 2005: 258-259). 

[T]his knowledge appears and is modalized in physiologia in such a way that knowledge of the world 

is a relevant part of the subject‟s practice on himself; an effective and efficient component in the 

subject‟s transformation of himself. […] The truth must affect the subject. It does not involve the 

subject becoming the object of a true discourse. (Foucault 2005: 243) 

Thus, there is a fundamental criticism of pedagogy and knowledge in the beliefs of the Stoics, the 

Epicureans, and the Cynics, a critique of useless and rhetorical knowledge. This critique is similar to 

what we later find in Jean-Jacques Rousseau, who also warned against stuffing the child with 

useless, cultural, empty concepts. He, like the Stoics, warned against reading history books to 

children, so that they would create images in their minds of wars, kings, and heroic deeds. For the 

Stoics, it is important, rather, to focus attention on the self, but not in order to exclude the world 

and focus on the „interiority of the self‟, but rather in a way so that the world (nature as well as 

other men) is grasped in relation to the self. This is a tension in education theory, i.e. whether the 

pupil or student should develop his or her knowledge from concrete things, the senses, etc., and 

then gradually be able to think in the abstract, or whether it is a matter for the teacher to provide 

general, abstract principles. 

 

For the Stoics, it was a matter of rejecting all cultural ornaments unconcerned with the 

relation between the self and the world. This is what is at stake. The exercises used to work on the 

self are ascetic practices. It is important to distinguish between Christian practices of asceticism, on 

the one hand, and the Roman and Greek ascetic practices of the self on the other. It is difficult to 

understand the care for the self that is practised in this way, because we think of asceticism as a 
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rejection of the world and ultimately as a self-renunciation. In the Christian practices of the self, the 

point was to interrogate critically and distinguish between the images in the mind that come from 

God, as opposed to the images that are caused by lust, desire, envy, i.e. the secrets of the mind. It 

was a task of critical self-examination and of self-renunciation. In the Christian asceticism, then, we 

find the roots of dialectics, which has as a presupposition the negativity of the subject (Hegel, 

Sartre). Rather than renouncing the self, the Hellenistic model tended to make the self the object to 

be attained. The art of spiritual exercises is opposed to the Christian asceticism, which involves a 

„regula vitae‟, i.e. a well-ordered life, a regulated life, whereas the Roman and Hellenic techne tou 

biou should be understood as formative. 

The philosophical life, rather, or the life as defined and described by philosophers as the life obtained 

thanks to a techne, does not obey a regula (a rule): it submits to a forma (a form). It is a style of life, 

a sort of form one gives to one‟s life. For example, to build a beautiful temple according to the techne 

of architects, one must of course follow some rules, some indispensable technical rules. But the good 

architect is one who uses enough of his liberty to give the temple a forma, a beautiful form. In the same 

way, the person who wants to make his life a work, the person who wants to employ the techne tou 

biou in the proper way, must have in his mind not so much the framework, fabric, and thick covering 

regulations, which he follows constantly and to which he has to submit. In the mind of a Roman or 

Greek, neither obedience to the rule nor obedience tout court can constitute [a] beautiful work. A 

beautiful work is one that conforms to the idea of a certain forma (a certain style, a certain form of 

life). (Foucault 2005: 424) 

Among the Roman schools of philosophy of the 1st and the 2nd centuries a whole dietetics was 

established around these ascetic practices. „[A] whole way of relating to food, clothes, and housing 

is formed through these exercises of abstinence: exercises of abstinence for forming a style of life, 

and not exercises of abstinence for regulating one‟s life in accordance with precise interdictions and 

prohibitions‟ (Foucault 2005: 430). Foucault describes a number of these techniques of life through 

analyses of Seneca and others. These ascetic exercises aim to generate a movement of the subject. 

One exercise consists in focussing attention on the self and leaving out all the rest. This does not 

mean that one should not attend to the world or nature, but rather that one should not attend to 
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historical learning. People should strive, not towards knowing triumphant victories, but rather 

towards becoming masters of themselves. The purpose is to defeat one‟s vices, to be steadfast and 

serene in the face of adversity and misfortune and the pleasures of the flesh. One ought to hasten 

towards old age and assume an attitude in which one is ready to depart from the world – „to have 

the soul on our lips‟. Another exercise, which is supposed to liberate a person from slavery to 

oneself, consists in not granting ourselves what we usually give ourselves as reward. We live in an 

economy of obligation and reward, so that when we have achieved something, we tend to reward 

ourselves for the work we have done. This, we should abstain from, because we thus keep 

ourselves in an economy of indebtedness-activity-pleasure (Foucault 2005: 273). This is the 

relationship to the self from which we must free ourselves. The escape consists of a flight towards 

the top of the world. One should strive towards looking down at oneself from high above, a 

movement of the subject that allows one to gain a perspective on oneself and that renders the 

subject as a point on earth. Through this exercise, the subject looks down on himself from above, 

whereby he becomes a tiny point. From this perspective, everything looks tiny, and the glory and 

magnitude of kings seem irrelevant. Reaching this point allows the person to dismiss and exclude 

false values and cultural ornaments. It is at the same time a movement of the subject, a journey, but 

not a journey away from the world. It is not a Platonic movement away from the unreal phenomena 

of the world. Nor is it a Christian self-examination and subsequent self-renunciation. It is a 

movement from one place in the world to another, enabling us to see the pettiness and the false and 

artificial character of everything that seemed good to us before we were freed (Foucault 2005: 277). 

 

Another, also quite interesting exercise is, when listening to music or watching a play, to 

focus attention on one single point in time, so that what one observes is a single note or a single 

position. This allows the subject to take a strictly analytical approach to the music or the play, 

which would otherwise tend to have a seductive nature. Thus, these exercises consist in screening 

the flux of representations. It allows an analysis of things as they really are, instead of being carried 

away by flattery and pleasure generated by art (Foucault 2005: 302). It gives a person a chance to be 

indifferent, but there is no risk that one becomes incapable of enjoying arts and music. The force of 

music is such that it is difficult to listen to it indifferently, so the task consists in the opposite – 
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which is precisely to learn not to be indulged in pleasure, or rather to attain a mastery of the self, so 

one is capable of moderating the use of pleasure. The pleasure and enjoyment comes naturally. 

Thus, we see that these practices have a strictly analytical function, which move the subject, frees 

the subject, but without tearing the subject away from the world. It is a study of the world, and a 

movement within the world, and precisely not (like the Christian asceticism) a rejection of the 

worldly pleasures, nor an emancipation from the bonds of the world. The subject is not supposed 

to stop enjoying music or pleasures, but rather exercising a certain posture while indulging in 

pleasure, which allows the subject to attain self-mastery – to enjoy moderately. It is also a study of 

nature that allows the subject to change his way of being; truths that transform the ethos of the 

individual. The exercises are not used to „tear us from the world‟ (Foucault 2005: 277). Yet another 

exercise consists in fasting for days, and then having the slaves set a table with luxurious and tasty 

foods. Then, sitting in front of the table for hours, just staring at it, one finally lets the slaves eat the 

dinner, all the while one is just observing passively. After the feast, one satisfies one‟s needs with 

only some bread and water. These are exercises that prepare and test the subject, so that one 

practises endurance and becomes free. It is important to emphasise, again, that the ascetics are 

exercises a person practises in order to care for the self, converting towards the self, and that these 

practices aim – not at eradicating the subject‟s desire, but rather to teach the individual to exercise 

an appropriate modesty. It is a question about the proper use of pleasures, not of neglecting desires. 

This theme should not, then, be analysed within a conceptual framework of restrictions, as 

Foucault suggests in The Will to Knowledge (Foucault 1998[1976]: 81-91). One does not liberate 

oneself by following one‟s desire (in opposition to the rules that attempt to suppress the true, 

natural, personal desire or self), because the desire is already shaped by the norms of society. Thus, 

in living out this desire, one is subject to these norms, and conversely, practicing the self in the 

form of ascetic exercises is a possible way of practicing freedom. 

 

The problem for us moderns is that we perceive these things in light of a juridical model. We 

understand these issues in light of laws and autonomy. We find it difficult not to see a suppression 

of the real self, when a person subjects him- or herself to certain technical exercises. This is also 

why, in education research, it is almost impossible to escape the rationality of emancipation, 
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empowerment, and the question of who is suppressing whom and with what means. It is because, 

when dealing with technologies and self-formation, we understand these practices as an 

objectification of the subject. To us, the subject objectifies himself when he subjects to certain 

regimes of truth. His real self is thereby alienated, manipulated, or distorted. But the Roman and 

Greek philosophers of the 1st and 2nd centuries A.D. understood such practices differently. They 

instead perceived these exercises as a subjectification (cf. the notion of ethopoiesis). When learning 

and uttering certain truths, the subject‟s mode of being changed. One made these truths one‟s own 

(cf. Seneca‟s facere suum, Foucault 2005: 333). The discourse, reason, or culture into which one is 

educated is made one‟s own through these practices of the self. Foucault‟s point is that contrary to 

our modern way of thinking, there is no subject that is pure, authentic, and austere. Thus, a learning 

process can never violate nor emancipate anyone or anything. The learning process, on the 

contrary, creates a subject, i.e. it transforms and creates the self. This is also why a contemporary 

critique of technology presupposes something that is alienated through this process (a true, 

authentic self, an authentic way of life). But no such thing exists. Such nostalgic ideas are products 

of imagination – the techne tou biou; the techniques of life are precisely formative in the sense that 

the subject (understood as agens) creates a relation to the self through these practices and thereby 

changes the mode of being. For the ancients, these practices of the self should therefore be 

understood, not through the model of the law, autonomy, and independence. Rather, they should 

be understood precisely as aesthetic practices (and here we find a reference to Heidegger‟s „A 

Question Concerning Technology‟). Techne, the knowledge a person needs in order to produce, to 

create, to shape, to transform (poiesis), points to this basically pedagogical or aesthetic logic 

(Heidegger 1977[1954], Aristotle 1976, Chapter 6). It is learning by doing, and this educational 

approach balances on the tension between Aristotle‟s techne and phronesis. An individual becomes 

better at exercising a technique if it is practiced by trial and error. Poiesis is an action that has a goal 

which is something other than the action itself. The technical goal of a captain is to navigate the 

ship into harbour, executing a technical exercise. One may become a better technical pilot by 

picking the wrong harbour a few times, i.e., by learning from one‟s mistakes. However, the action, 

piloting, can also be interpreted as having a practical goal, which is the action itself, i.e., to steer 

safely. When viewing the action‟s goal as the action itself, it can be observed one does not become a 
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better pilot by making mistakes – not if the result is a shipwreck. Just like piloting at sea, piloting in 

life can also be interpreted in light of techne and phronesis: by making a few errors once in a while, 

the diabetic may become more aware of the self, his or her body, and as a result becomes more 

sensitive to the self and better at regulating the diabetes. But on the other hand, this experimental 

approach, this trial and error approach in the long run may also have consequences (unstable blood 

sugar, leading to late complications). Thus, the medical rationality of diabetes education also has a 

phronetic aspect that highlights the fear of making mistakes with patients‟ lives. These two 

dimensions of Aristotle‟s ethics can be used to highlight the tension within diabetes health care and 

health education. The practices of the self through which one learns to govern the self at the same 

time points to the government of others. Thus do the ascetic exercises result in a calm, stoic 

serenity; if one is not capable of governing oneself, one is not capable of governing others. The 

dark side of this self-control and calmness is stultitia. 

 

This techne tou biou, this art of existence, the ascetic practices of the self, are at the centre of 

my empirical investigations. In the interview guide, these techniques of life and the ascetic exercises 

were hinted at with questions of this sort: „If you get tempted to eat something you have been 

recommended not to have, what then?‟ What is important is to try to see the formative aspect of 

these practices instead of the strictly regulating purpose. However, this requires that we free 

ourselves from Platonism as well as Christianity. It is the technical aspect of producing or forming 

lifestyle, which is important, as well as the practices of the self, that – as educative exercises – link 

ethics and politics to a medical perspective. 

 

Diabetes and Dietetic Rules of Conduct 

 

Regarding diabetes, there is a very fine, detailed set of instructions that define the proper way of 

conducting oneself concerning the use of pleasures. Diabetes education is not only about 

prohibitions, as one might think. Diabetics are not just banned from enjoying the world of 

delicacies. Rather, there are numerous instructions concerning how much of certain kinds of food 
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are recommended together with other kinds of food. Chocolate is not banned altogether, but it is 

advised that diabetics moderate their consumption and use dark chocolate with a high percentage 

of cocoa and a better composition of fats. Thus, while restrictions do exist, the diabetes schools 

also focus on how to use the „forbidden‟ food properly. And these instructions, these rules of 

conduct, transform the person‟s taste, his relation to himself. That is why Foucault carefully 

describes the ascetic exercises, not as exercises of self-renunciation, of moral banishment of desire, 

but as preparatory techniques, aimed at arming the self against the misfortunes of the world. „In a 

sense, the question of ascetics, of the whole system of ascesis-exercises, is essentially a question of 

technique‟ (Foucault 2005: 417). The ascetic exercises are techniques with which to care for the self 

by living life as a test. Thus, the rejection of a juridical framework allows for a governmental 

perspective, but in the sense of education, learning, development, care and teaching. This means 

that taking care of the self is no longer a prerequisite for learning the techniques with which to live. 

The care for the self is not, for instance, an attitude that a person has to adopt the moment he is 

diagnosed with diabetes, and which then helps him acquire a set of techniques of life to guide him 

throughout life in living with diabetes. Rather, this care for the self is an attitude towards the self 

that supports the art of living continuously (Foucault 2005: 448). This means that the diabetic must 

constantly deploy the techniques of life, the continuous preparatory exercises, in a test that 

converges with self-care practices in life (epimelaia heautou). Life becomes a test (Foucault 2005: 

485). 

 

What I have meant to offer in the above close reading of Foucault‟s lecture on the 27th of 

January 1982 is to emphasise an important consequence of the condition of stultitia: that the non-

care for the self leads to the need for an „other‟ – it requires a pedagogical relationship. The 

mediator is a person who is capable of directing the individual towards a practice of caring for the 

self. The mediator provides the technical means, the practices of the self, with which the individual 

can commence a self-formation, a transformation of the mode of being. The mediator does not 

have an external position outside of daily life, as the classical philosopher (or doctor) did, but rather 

establishes relations of friendship, true speech, integrated in the particularities of the individual‟s 

way of conducting himself as well as his way of conducting others. The direction of attention 
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towards the self, a kind of continuous, absolute, and independent attention towards the self, is 

already at the outset dependent on a relation to another person. Stultitia, then, from a negative 

vantage point (in the sense of madness and monstrosity), points the way towards certain practices 

of self-care, essentially involving some form of „eduction‟. 

 

5.4. Linking Epistemology, Theory, and Empirical Work 

Operationalisation – A Paradoxical Situation  

 

The paradoxical situation occurred: Foucault does not offer a theory, but rather, together 

with Canguilhem, provides an approach that I wanted to apply in a qualitative social science design. 

I did not intend to apply other social scientists‟ re-workings of Foucault into „Foucauldian theory‟. 

Thus, I did not want to apply Rose‟s or Dean‟s work on governmentality, however inspiring they 

are, as a foundation for my research questions. Yet, I needed to base my interview questions and 

observational focus on something. I found in Foucault and Canguilhem, and in various uses of 

Foucault, certain theoretical themes or issues that could bring out the pathological conditions and 

experiences in type 2 diabetes. However, the answers from the interviews and observations were 

not directed towards a theoretical discussion, where I would attempt to criticise, elaborate or 

expand the theory behind the research questions. The present study is not an application of 

governmentality, theories of subjectification or power, or related ideas understood as theories or 

theoretical frameworks. Neither is this study an inductive or grounded approach. Certain concepts 

and theoretical ideas have been at work during the interviews and observations, but the theoretical 

concepts behind the operationalised interview questions had an „ad hoc‟ character. Therefore, the 

actual, concrete interview questions do not necessarily mirror the theoretical level of the interview 

and observation guides. I was not trying to make the interviewees articulate something that would 

neither verify nor dismiss a theory. The question is whether the interview questions and 

observation guides were suitable for bringing out pathological experiences, practices set to work in 

order to prevent and manage the pathological condition, as well as the practices of the self 

conducted by diabetics. For this purpose I was interested in certain conceptual ideas that I found in 
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Foucault and Foucauldians, as well as in Canguilhem. Not because I wanted to elaborate, confirm 

or disprove a theoretical framework such as governmentality, a certain view on power, or processes 

of subjectification. These theoretical figures have been elaborated above but, for clarity, will be 

summarised below: 

 

Techniques of the self: the idea that the care for the self is dependent upon certain technical 

practices, technical exercises. Foucault‟s „techne tou biou‟ became the frame of reference in this 

respect. However, also Heidegger‟s The question Concerning Technology (Heidegger 1977[1954]) and 

chapter six in Aristotle‟s Ethics (1977) were points of reference. Concretely, the diabetics apply 

various technical exercises in their everyday lives, in the form of glucose meters as well as dietary 

plans.  

 

Self-knowledge: the idea that „care for the self‟ is not in opposition to „knowledge of the self‟ 

(Foucault analyses both care and knowledge of the self as two different, yet interdependent, 

features of ancient thought as a contradiction between philosophy and spirituality). Lars Geer 

Hammershøj makes this point in his dissertation Selvdannelse og socialitet (2003). Concretely, caring for 

oneself implies know-how, an awareness of the self, monitoring practices etc. It also implies a 

master, an authority figure who provides the student with unquestionable truths. But what happens 

when there are competing sources of expertise, when there is no absolute ideal of self-formation?  

 

„Taking pains with oneself‟, ascesis, self-practice: It was mandatory to disclose the work that the 

individuals perform on themselves, i.e., that changing lifestyle involves „taking pains with oneself‟. 

This idea is also taken from Foucault‟s Hermeneutics of the Subject (2005), that caring for the self 

involves a work on the self, and, moreover, that this work involves a struggle with one-self. These 

experiences that Foucault analyses as conflictual, painful, involving pathos (in both senses, i.e. 

suffering and passion) guided my perspective.  

 

Social norms (otherness): Self-care practices, as they have been defined in the course of this 

dissertation, imply a world of others. The norms that define the ideals that individuals strive to 
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achieve through these self-care practices are social, cultural and political norms. The care for the 

self implies a work on the ethos (way of life, way of being, customs, and morals). Self-care, of course, 

necessarily involves ideas about health and the good life. Concretely I asked the interviewees about 

other peoples‟ opinions about type 2 diabetes, about society‟s way of dealing with diabetes. This 

issue also sheds light on what the informants regard as abnormal and deviant behaviour. Through 

the observations in the diabetes school, I had heard participants talking about, for example, „being 

in the grey area‟ or in the „danger zone‟. Moreover, a participant had said in class that she felt shame 

about her diagnosis. I asked the interviewees to elaborate on these issues. 

 

Expertise (otherness): This relates to the point I have mentioned above that there is no self-care 

without knowledge, recommendations, prescriptions, and truth about the good life. I wanted the 

interviewees and participants in the field to express their relation to health professionals and other 

authorities, who they listened to for advice and information, and how they would apply these 

recommendations. Concretely, I asked the interviewees who they turned to for help, information 

and guidance. 

 

Bio-political and economic interventions: The economic and political aspects of type 2 diabetes. 

Patient organisations, what Rose terms „etho-politics‟, (Rose 2007[1999]: 188) i.e., one‟s obligations 

towards oneself in relation to obligations towards others. Concretely, are diabetics obliged to care 

for themselves because they are an expense to the healthcare system? 

 

Self-limitation of governmental reason: Professionals working with diabetes care (and with health 

care and social work in general) are caught between caring too much and caring too little. If they do 

not leave certain decisions to the patients, these patients do not learn to take care of themselves. 

On the other hand, if they do not provide good recommendation, they fail to live up to their 

responsibility as professionals. This is an interesting educational dilemma affiliated with self-care. 

Concretely, how do diabetics learn to manage their own condition, to care for themselves? 
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Education [opdragelse] and governmentality: Lifestyle change, which is the goal of health professional 

interventions into lifestyle diseases, entails a certain educational role of the health professionals. If a 

diabetic is to change his or her lifestyle, his or her habits and norms, how is this transformation 

facilitated; with what means? What are the underlying norms, i.e., pedagogical ideals? How are 

certain norms internalised in the diabetics‟ relationship to themselves, so that they learn to desire 

the norms that are articulated broadly in society via health campaigns? Learning to care for the self 

necessarily implies a goal, an ideal for this practice. How are these goals debated, contested, argued, 

and reasoned? From where do the educators derive their authority? How and why do diabetics 

disagree with these ideals, and if so, where do they draw alternative norms from? 

 

Transgression of self, transgression of norms: This idea is based on Canguilhem‟s idea of health, as 

well as Foucault‟s remarks on the educational aim of the spiritual practices, i.e., to change the 

subject‟s way of being. Canguilhem‟s conception of the normal has two (opposite) aspects. He takes 

as his point of departure Bernard‟s claim that disease is still a kind of normal, only a deviant kind. If 

disease is a kind of normal then health and normality cannot be identical. Being healthy, thus, is not 

the same as being normal. Being healthy means being more than normal – it means being able to 

transgress the norms of the organisms constitution, to be normative (see Gane 1998). Thus, health is 

the ability to institute new norms. I connect this idea to Foucault‟s idea from The Hermeneutics about 

transforming the subject‟s way of being. This was operationalised as questions to the interviewees 

of the type: „Has diabetes changed your life(ves)? If so, how?‟  

 

Discomfort, troubles, and pain: This idea is concerned with Canguilhem‟s central claim that 

pathology involves suffering (pathos). Not necessarily an immediate perception of suffering, but the 

argument that a science of medicine is unthinkable without a preceding awareness of suffering. 

Thus, this aspect of suffering had to be targeted through the interview questions. In order to make 

the patho-epistemological approach work, it was mandatory to enable the interviewees to account 

for their experiences of pain, suffering, discomfort and so forth. This also means the discomfort of 

living with diabetes, i.e., social and practical aspects of the disease. Concretely, „Is it difficult to live 

with diabetes? If so, how?‟ and „What measures do you take against this difficulty, this discomfort?‟ 
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Stultitia: This notion refers explicitly to Foucault‟s lectures, The Hermeneutics of the Subject (2005), or 

rather, to a letter correspondence between Seneca and Lucilius which is herein analysed. It refers to 

the inability to care for the self, the condition one is in before having learned to care for the self. 

The notion is a commonplace in Stoic philosophy starting from Possidonius. Concretely, it was a 

matter of getting the informants to articulate the negative experiences of self-care, i.e., practices that 

are affiliated with not caring properly for the self. The notion, stultitia, does not appear as an 

explicated theoretical concept in the interview guides but was rather an implicit idea structuring the 

investigations. The notion is itself an application of the patho-epistemological perspective to the 

practices of caring for the self. It is a name for the condition one is in when not caring for the self. 

In Foucault‟s analysis of Seneca‟s letter correspondence it is described as a morbid, pathological 

condition. Thus, it does not appear as a theoretical concept, which was then operationalised, but is 

rather the foundation for the above mentioned theoretical ideas and their subsequent 

operationalisations.  

 

These brief descriptions of certain theoretical ideas were changed for each interview, when 

the context changed (e.g. from individual to focus group interviews), as well as throughout the 

participant observations that I conducted. This was because I realised other interesting issues could 

be explored and also a consequence of my improved understanding of the various empirical and 

theoretical studies offered within the fields of health, education, sociology and medicine. The above 

list is meant merely to provide an introduction to the ideas that guided my empirical work, the 

qualitative research.  

 

Categories 

 

The analysis of the empirical material was made through different consecutive steps. Certain ideas 

were developed during the fieldwork, i.e., the observations made in the nursing and doctors‟ 

consultations, the participant observation in the diabetes school, and in the exercise programme, 
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but also during the interview situation, in which several themes stood out and attracted my 

attention. These experiences caused me to abolish certain theoretical concepts, replace certain 

concepts with others, and to fuse or merge various categories into new ones. Certain categories 

were also produced using the perspectives that were constructed through the observations and 

interviews. For an overview of the various interview and observation guides, see Appendices 1-3. I 

created the transcriptions myself, as well as constructed the ethnographic records based on the 

keywords I plotted during or after observations. The empirical material was read and examined 

thoroughly, and in the reading process, certain themes, categories, subjects, or issues were fleshed 

out. Each interview was condensed and organised in themes using these various categories, which 

can be studied in Appendices 4-7. The purpose of the different categories was to capture the 

various aspects of the diabetics‟ lives as outlined in the previous theoretical and epistemological 

chapters. During this work, my intent was not fidelity to theoretical concepts – I did not initiate the 

analysis expecting to find a theoretical structure, which has been described adequately in sociology 

and in education. It is important to stress that I had not read any education or social science classics 

of the genre, wanting to find a conceptual framework through the analysis. However, I needed as 

many and diverse experiences of illness and disease to appear: accordingly, I made use of the 

above-described idea of tensions to do so. Yet, I did uphold one category, which became the link 

between the patho-epistemological position and the empirical analysis: Stultitia. Without this 

concept, there would have been no direct link between epistemology, methodology, methods, and 

analysis. With this concept in mind, it was possible to link the patho-epistemological strategy with 

the analysis. Moreover, it preserved a focus during the empirical work, which otherwise would have 

become too unfocussed. This concept remains a purely deductive element in the analysis. I 

deliberately looked for experiences and accounts that would fit into this category. The other 

categories were created with a general knowledge of Canguilhem, Foucault and Foucauldian-

inspired literature in mind, of course, but were also, and importantly, shaped empirically by my 

awareness of the above-mentioned tensions in the empirical material. 

 

The categories that originated from the interview material do not describe the whole material 

in an exhaustive manner. There are most likely other perspectives that could have animated the 
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empirical material in different ways (and that will allow me to create additional, different material 

analyses in the future). Basically, it was difficult to assign the individual sentences to one particular 

category. Many of the responses that appear in this categorisation might just as well have fitted into 

one or more of the other categories, and some actually do. The categorisation, thus, is only meant 

as an aid to condense and generalise the different topics – not as a depiction of the world as it is. It 

should be regarded as a methodical step in the process of analysing, and not as the analytical result. 

Some of the concepts were taken from the health professionals that I observed in practice, others 

were loosely inspired by Canguilhem (disease awareness, formation of norms, changes in life), 

Foucault (relation of self to the self, practices and technologies of the self, stultitia, formation of 

norms, changes in life) and Rose (pre-patient), and still others appeared intuitively vis-à-vis the 

particularity of the case („facts‟, identity, social relations, relation to health care system). The 

previous theoretical chapters explain the theoretical perspectives that were captured with these 

concepts. For a detailed overview of the responses stemming from the various interviews, see 

Appendices 4-7. 

 

The focus group interviews demanded a few additions to the interview guide used in the 

individual interviews, depending on the context. Importantly, „Tensions in the group‟ became an 

important topic. Moreover, I categorised the interviewees‟ opinions about the diabetes school and 

exercise programme, when I interviewed the participants from these activities, and naturally I 

categorised the various utterances about the benefits and positive effects of the motivational groups 

as „Learning in the motivational group‟.  

 

One may see this wavering between epistemological and methodological questions, on the 

one hand, and on the other hand, the doing of empirical, social science research as a problem – a 

confusion of two distinct methods and disciplines. It seems to be a problem that I am saying I have 

not focussed on diabetes. In fact, when I talked to the diabetics and made my observations, all 

along I focussed on something else. When I asked a diabetic how he or she lives with the condition 

or incorporates certain recommendations, at the same time I heard the response as a contribution 

to a contemporary debate about the norms of healthy lifestyle. On the other hand, I have, in fact, 
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made an ethnographic or anthropological study of a number of individuals with the diagnosis 

„diabetes‟ and have focussed on the specificities of people‟s lives with this particular disease. This 

highlights a problematic tension in the whole design of the dissertation, one found in the relation 

between concepts, theory, method, and the empirical material. This tension is manifested all the 

way down to the question whether diabetes is treated here as a specific disease, a special condition 

and way of life, or a general health problem. However, the patho-epistemological strategy should be 

strong enough to encompass this dilemma. 

 

The first chapter in the analysis pivots the questions of stultitia, self-care and the tension 

between awareness and unawareness. This chapter draws on the negativity of stultitia, and 

explicates the epistemic force of pathology. The second chapter describes various aspects of 

diabetes education, for example the role of the health professionals and the motivational groups, 

and pinpoints the various tensions between health professionals and patients. The third chapter, on 

the normal and the pathological, and the question of the status of a „pre-patient‟, deals with the 

distinction between health and illness. The fourth chapter explores various practices of the self that 

the diabetics report. It describes the differences between these practices as well as their effects, and 

focuses specifically on self-experimentation. The fifth and last chapter of the analysis describes 

various techniques and exercises that are applied in the diabetes education activities and by the 

diabetics themselves with the purpose of lifestyle transformation. Moreover, there is a sixth chapter 

that summarises the findings. This categorisation reflects the epistemological, methodological and 

theoretical discussions that have been the focus of the dissertation thus far. Accordingly, the 

headlines that structure the analysis are recorded below:  

 

1. Stultitia, Self-Care, and Awareness versus Unawareness 

2. The Role of Health Professionals in Diabetes Care 

3. The Normal and the Pathological: Pre-Patient – Defect or Vice? 

4. Practicing the Self: Formation of the Self through Experimentation and Self-Regulation 

5. Lifestyle Changes – Techniques and Exercises 
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6. Analysis: Diabetes Education, Lifestyle Transformation, Self-
care and Practices of the self 

6.1. Stultitia and the Obligation to Take Care of the Self – 
Awareness versus Unawareness 
 

A recurring motif throughout the interviews with the diabetics has been a series of negative 

enunciations; negative, in the sense that the comments express different understandings of what it 

means to care improperly for oneself. All the diabetics relate to what seems to be a pervading, 

omnipresent, public – and yet indistinct – exigency; the demand to live healthily, to take proper care 

of the self. This diffuse exigency, or norm, is prevalent as something about which one speaks only 

tentatively. It functions as an implicit premise for what individuals, in general, do and say in 

everyday life. It is very dominant in situations when diabetics have a moment to reflect on their life 

in conversation with an interviewer. The demand to take care of the self is not exclusive to diabetics 

– it is a general ethical demand in human life as such. What is interesting about it is not so much 

the demand itself, but rather how it unfolds in interaction with the political/economic demands, the 

institutional players facilitating and promoting various forms of self-care, health science, and finally 

how individuals reason about and practise their lives regarding this ethical norm. The interview 

questions were often interpreted by the diabetics in light of this pervading exigency. It seems very 

difficult to talk about „ways of living‟ with individuals who live with a stigmatised lifestyle disease 

such as diabetes, without also addressing the normative question: do you take proper care of 

yourself, and how? During the interviews, if the normative question had not been brought up, the 

individuals were very likely to hint at these issues themselves; issues such as feelings of shame, 

blame, and guilt. It was as if the individuals found it strange that we could talk for an hour and not 

address the issue of obesity and the ethical question concerning how one ought to live. They would 

then allude to something like „It‟s probably my own fault‟ or they would mention in passing that 

„obesity causes diabetes‟ – thereby hinting at the condition that obviously applied to the person 
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interviewed. A male participant expressed this quite clearly after he has heard the other participants 

in a focus group interview „beat around the bush‟, without addressing it directly: 

One of the problems is obesity [overvægt]. That ought to be clear to everyone. We have a hard time 

keeping the weight down. And that is most likely why we‟ve got diabetes. 

- (Male diabetic, focus group interview) 

 

These observations are not restricted to diabetes alone. Everybody thinks and speaks of his or her 

own way of living in normative terms. Everybody understands him or herself in light of what could 

or should be done to improve or preserve good health, even though people hold very different 

perceptions of „health‟. 

 

Taking a Bit of Care 

 

During the interviews, a common theme stood out in various ways. In one of the focus group 

interviews, all of the participants, save one, note that it is not difficult to live with diabetes – it is 

just a question of „taking a bit of care [passe lidt på]‟. It is important not to think too much about 

diabetes in everyday life; if one does, that is when one really becomes ill. It is just a matter of habit, 

of doing the things that allow one to lead an almost normal life, so that one does not have to think 

about diabetes constantly. One woman in the group (presumably in her sixties), however, disagrees 

with this portrayal of life with diabetes. She asks: „but what does it mean “to take a bit of care”?‟ 

(notes: 247). What does it mean not to think about it so much but simply to live with this condition 

and „to take a bit of care‟? She states: „All these things about “taking care” – that is quite diffuse – 

but what is one supposed to do concretely? I need some more guidelines than just “take care”‟ 

(notes: 247). The others try to explain what they mean and respond with the general rules learned 

from health professionals and health campaigns through the media: less fat, more vegetables and 

fruit, less sugar – no cakes and chocolate. They say they think ahead a bit, take precautions when 

they go out to dinner, etc. (notes: 247). One says that „we just do it automatically – without thinking 
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about it‟. Another person: „I live the way I have always lived – I just… take care a bit more, I think 

[jeg passer lidt mere på, tror jeg nok]‟ (notes: 246). There is a general consensus in the rest of the 

group, and they soon confirm each other‟s considerations that „we just know [how to deal with 

it]…‟ (notes: 246). 

 

The various examples that they provide of situations where they „take a bit of care‟ are 

standard examples of what the diabetes instructors, their doctor, dietician, or nurse have told them. 

A woman says that she is always carrying dextrose tablets with her in case her blood sugar gets too 

low. When confronted with the question, „What would you do right now if your blood sugar were 

low‟, she answers, „Oh my God, I don‟t know‟, and laughs. The standard answers are ready at hand 

– but in this case the glucose was not. The attitude of the large part of the group is that it is not 

healthy to think too much about these things. One person says jokingly to the woman who asks for 

specific guidelines: „No wonder you are feeling ill!‟ and another person follows up laughingly with 

„Do as we do – live healthily‟ (notes: 243), indicating that they are living healthily, because they do 

not worry too much about their diabetes. They simply know what to do „like the back of our hands 

[det ligger på rygraden]‟ (notes: 243) – and therefore do not need to think about it. It is the 

worrying that makes you ill. An elderly man says: „One has to change [or adapt] one‟s way of living 

a bit, so that one does not have to think about it all the time. Worrying about it all the time makes a 

person even more ill. You just need to let go a bit. And then take a bit of care… take care of 

yourself, right [passe lidt på sig selv]‟ (notes: 242). 

 

Administrating Daily Life – Overly Concerned or Blissfully Ignorant 

 

The woman in opposition, however, does not quite rest her case. She says, „I do live healthily. That 

is why it is important to think about it all the time. To constantly prepare for the next three hours, 

to bring some extra food along […] I eat every third hour, and bake my own bread – and so – to 

have it all as healthily as I can. That is why one has to consider and plan every day ahead, I think 

[planlægge og forberede]‟ (notes: 243). She says that she constantly considers how she is going to 
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cook without using more than 5 grams of fat and no more than 30-40 grams of sugar per day. She 

also attempts to eat at least 600 grams of fruit and vegetables a day (notes: 248). „I‟m not saying it‟s 

a huge problem, I‟m just saying that I somehow plan it every day, what to do today, in order to 

tackle the diabetes [planlægger hver dag hvad jeg skal foretage mig for at tackle sukkersygen]‟ 

(notes: 243). It is something that acquires skills of administration. It is difficult, not first of all in an 

emotional way, but in a practical, administrative way. Taking care of oneself is working on oneself, 

with oneself; learning to interpret the body‟s signs and to react on them. It requires that a person 

knows oneself in the sense described by this woman: 

I can‟t go for more than three hours without eating; otherwise, my blood sugar gets too low. If I don‟t 

eat every third hour – almost on the hour… I‟ll have to, because I‟ve made my body accustomed to it 

– I can go for half an hour overdue, but no more than that. (notes: 237) 

When asked, „how do you notice?‟, she says the following: 

I quite simply feel sick [bliver dårlig]. It feels like the blood runs away from my head, or I get dizzy 

or frantic… beside myself [ude af flippen]. I always bring something to eat with me in my bag: my 

own homemade carrot cakes. Then I have a bit of that, and I feel fine again. (notes: 237) 

She explains further that „I will go a long way to keep up my health – for as long as I can…‟ (notes: 

240). The rest of the group members then give their textbook answers of what to do in a situation 

like that (carrying dextrose, etc.), but they soon initiate the talk about not worrying too much, as 

outlined above. Thus, there is a tension between, on the one hand the woman, who appears 

concerned with her health, and who regulates her own conduct in everyday life in order to live 

healthily, and on the other hand, the rest of the participants in the focus group interview, who 

prescribe a „letting go‟ or a sensible „caring a bit‟, but not too much, in order not to get ill. The 

tension refers to two different approaches towards life – not only for diabetics but also for people 

in general. One approach may seem overly concerned, the other blissfully ignorant or irresponsible 

vis-à-vis the above-mentioned ubiquitous exigency. Throughout the various interviews, I observed 

two different ways of approaching the question: „Is it difficult to live with diabetes? [er det svært at 
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leve med diabetes?]‟ One approach uses words such as „difficult‟, „irksome‟, „bothersome‟, 

„tiresome‟, while the other is the opposite and uses „nah, not really…‟, „getting used to it‟, „habit‟, 

and „I don‟t think about it anymore‟ or „that‟s just the way it is‟. The first approach is often affiliated 

with a description of „life with diabetes‟ as „self-restriction‟ or „self-restraint‟, and the second with 

„self-regulation‟ or „self-administration‟. 

 

The Result of Not Caring for the Self 

 

Leaving this tension aside for now, it is important to finish the story with the elderly woman and 

the rest of the motivational group, because there is one thing that they finally agree on towards the 

end of the interview. They share the same image, the same scare story, of what will happen if one 

does not care properly for the self (disregarding for the moment the differences concerning how 

one ought to take proper care of the self). This shared negative image is often described in 

horrifying terms. Some interviewees refer to relatives, some to friends or acquaintances, some to 

information they have received from the hospital or media and some to the experiences they had 

from the wards when they were long ago diagnosed with diabetes and hospitalised. The elderly and 

worried woman explains: 

My father had diabetes and that is… is a nightmare to think about. He had both his legs 

amputated, and… during all the years he lived he was really ill, and it was really horrible, and… 

thinking back when I saw that as a child… […] Having a father who is just lying there, totally 

handicapped, angry and bitter that he had no legs, right. That was not a very pleasant experience. 

(notes: 258) 

She moves on quickly to explain the causes of this horrible condition: 

But he didn‟t know… I can‟t remember that we ever had vegetables at home, because it wasn‟t part 

of... […] We had fatty food. Fried pork and so on. They thought that was really delicious, right. 

And I don‟t think they knew anything about vegetables and exercise being healthy. I can‟t remember 
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my father being active at all. It kept getting worse. They didn‟t know what to do about the diabetes. 

He didn‟t even get insulin. (notes: 258) 

She then explains: „That is probably why to some people I stand out as more extreme compared 

with others when it comes to treating my own diabetes … because I have that scary example on my 

mind, right‟ (notes: 258). This woman is not a special case. We know of many stories regarding 

what happens if one does not care for oneself. A young man (age 37) says that if he had been asked 

about his attitude towards diabetes before he was diagnosed, he would have said, 

…It is only old people and people who eat fast food all day and stuff themselves with sweets and Coca 

Cola, who are diabetics. It is their own fault – it is their problem. I don‟t think like that anymore. 

But I see that attitude everywhere. It‟s because you‟re fat, they say, that you‟re a diabetic. But they just 

don‟t know enough about it. And I think that‟s the opinion in all of society: that if you‟re overweight 

and you‟ve got diabetes, then it‟s your bloody own fault. (notes: 97) 

He furthermore suggests that in order to educate people how to take proper care of themselves, 

they would have to start very early in the schools. 

Then they could bring in some people like me. In five years from now, my legs will probably have been 

amputated – in worst case, that is. Bring these people, who don‟t have their legs anymore, into the 

schools. And say: „If you don‟t eat properly and stay active, you‟re going to end up like that guy‟, 

right. But I don‟t know if that would help. If I were a primary school kid [folkeskoleelev], I wouldn‟t 

listen anyway. (notes: 101) 

An old woman from another motivational group expresses the same thought with the same image. 

Also provoked by the question concerning responsibility, she says: 

I remember back in 1982 when I was diagnosed – it was quite a shock, right […] They told me at 

the ward to pay attention to the others who were there. Many of them would have to have their legs 

taken off, or their toes. [And they told me that] those who keep coming back, they are the ones who 

are not taking proper care of themselves! (notes: 212) 



 

203 

The diabetics then agree that this is not how things work today. The health care system does not 

proceed by way of providing these scare stories, this horrible, vivid manifestation of people 

suffering. But the scare stories of past times live on in the minds of, especially, the older diabetics 

today and probably in people more generally. As a woman says in a focus group interview: „When I 

explain to people that I‟m a diabetic, they say: “My God! Then you will go blind and have your legs 

amputated.”‟ Although medicine has come a long way since this was the norm, this image is still 

alluded to when medical research is communicated through the media, as well as when diabetics are 

diagnosed and afterwards instructed by nurses how they ought to take care of themselves. The 

various educational and medical institutions as well as the practices that the diabetics subsequently 

apply to themselves make sense in light of this negative image. The person we all know, but with 

whom we rarely identify: the mad and monstrous person who does not want to care for him or 

herself, or who is incapable of doing so. The practices around diabetes have this common 

denominator, and allude to this negative experience. It constitutes the purpose of and the reason 

for, and permeates the various health education practices and the practices of self-care. 

 

Lifestyle Transformation and Health Norms 

 

The exigency, or the norm, indicated above is not attributable to a specific institution in society, a 

specific way of thinking peculiar to a certain group of people, such as medicine, health care 

providers, health politicians, or the State. Articulations of this exigency, however, are definitely 

found in all of these institutions altogether. It is not the intention in the following to ascribe the 

formation of this norm or exigency to a certain institution, and show that the State, for instance, 

wants to shape individual behaviour by intervening on the population or at an individual level 

through health care professionals, health education and preventive practices, or the production of 

certain types of epidemiological knowledge (even though this may be true). Such studies have 

already been carried out with great vigour and profundity by Foucauldian-inspired studies among 

others (Larsen 2005, Lupton 1997, Willems 2000, Wilson 2001). It must simply be recorded and 

acknowledged that what has been termed a norm or an exigency above is found among diabetics 
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and others. The reason for the wavering between the two terms is that in The Normal and the 

Pathological, Canguilhem says that a norm is not an objective fact, but rather an exigency towards an 

existence to conform. A norm thus has a polemical character (Canguilhem 1998[1943/1966]: 239, 

Greco 2005). This is why I uphold both terms norm and exigency. 

 

Diabetics articulate an understanding of themselves in light of this norm, this demand to 

regulate their own life and health. It can be claimed that this norm comes from the State, health 

professionals and medicine, and is then by means of motivation, and a general will to improve and 

develop forced upon the population, either by an appeal to fear and shame (Elias 2000[1939]) or by 

an appeal to the subject‟s wishes, desires, and hopes for a better future, salvation, or well-being 

(Novas 2006), on the work on the norms of individuals in the shape of an ethopolitics (Rose 2007: 

97), or on public health political discourse (Larsen 2005). Individuals then work on themselves to 

create, shape, and develop themselves, which is to be understood as a process of subjectivation, i.e. 

a situation in which an individual works on him or herself in an attempt to shape a better life. 

Scholars within this tradition have attempted to demonstrate how such processes of subjectification 

proceed. 

 

The reason why we hear the diabetics formulate these vivid and horrible examples of people 

who are unable or unwilling to take care of themselves is that this norm or exigency is present, 

internalised in their own practices, in their ways of living, and thoughts about themselves. What 

these theoreticians have explicated with great insight serves as a premise to understand why the 

diabetics seem to express a medical rationality by themselves, why they interpret themselves as not 

always living up to the prevalent norms of health, how they will describe the self-management 

practices they are supposed to conduct, why they have a lucid scare story of how they do not want 

their lives to end, but at the same time realising that they are in a „danger zone‟ or „risk zone‟ as one 

interviewee puts it (notes: 98). Instead of talking about the health norms, and how they are shaped, 

and instead of talking about the power-knowledge axis that enables individuals to govern 

themselves in the name of empowerment, it might be a good idea to take a closer look at these 

negative images of „non-self-caring‟ that emerge during the interviews with the diabetics; to examine 
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these negative experiences of „pathos‟, „monstrosity‟, or „stultitia‟, and to investigate the practices of 

the self that the diabetics set to work in an attempt to shape a healthier life. 

 

‘I’m a Mystery to Myself’ 

 
Most of the interviews conducted with the diabetics failed to breach the interviewees‟ silence about 

how they thought about themselves in relation to the exigency of self-care. As mentioned, they 

would very often provide answers that simply echoed the standard textbook answers as to how to 

deal with a specific situation. During a focus group interview conducted with participants whom I 

had come to know throughout the diabetes school courses and the free exercise programme, the 

participants in the interview „lowered their guards‟ a bit, and revealed another side of themselves, an 

aspect that would not have been articulated had I not spent a few months with them in the diabetes 

school and the gym. This is not to say that they present the „real‟ self, but that the more intimate 

situation allowed them to portray themselves in a different way than they would have done if we 

had not been familiar with each other. Two obese women from the group articulate the exigency 

expressed above. 

It doesn‟t do me any good – that doomsday-preach – which I experienced in the beginning at the 

diabetes school. I felt like… so what! I might also risk being run over by a red fire truck tomorrow, 

right. (notes: 177-178) 

She continues: 

So, who gives a shit! No, I‟m sorry, but… I feel like… „Yes, I have this condition‟, and „Yes, I‟m 

going to deal with it‟. But – informing me that my veins are going to be clogged up completely, and 

that I‟m going to be blind, and… I won‟t be able to walk, and that they are going to remove my right 

toe… I don‟t want to know! Or, rather, I already know that is how it is, or that having a bad 

lifestyle has consequences, but… You cannot turn on the TV or open a tabloid without being forced 

to relate to the fact that „everyone is much too fat‟, and „it‟s terrible‟ and society is pointing its finger at 

us… And believe me – we already know! We stand there every morning, staring at ourselves in the 



 

206 

mirror, thinking: „There she is again, the one, with all the kilos, right [laughs a bit]. „Damn, why 

didn‟t she disappear during the night, right. Trouble is I ignore it a bit. Tell me something that makes 

me happy, instead. Tell me about the positive consequences of doing the right things. Alright, then I‟ll 

be there… But… instead [they say], „It‟s too expensive for society, and think about what it costs for 

the hospitals to treat all these ugly, fat people who drop dead with cardiovascular diseases‟, and… I 

don‟t want to know! It‟s been escalating the past twenty years, right – the pointed finger! (notes: 178) 

The other woman present in the focus group interview, when presenting herself, says that 

I was told a couple of years ago by my doctor that I‟ve got diabetes, type 2, and I thought – well, 

okay, I probably deserved it, because I‟m overweight, and because I‟m not very active, right? But… I 

haven‟t really taken it in. I‟m treated with pills, and things are going fine, I‟m not having any 

troubles… But they say that there are no troubles in the beginning, but then it catches up with 

you! [laughs] as they say in the diabetes school. […] I knew most of the things we were told, I was 

very well aware of those things. And that has only confirmed my own thoughts that „you know it all, 

so why don‟t you just do it,‟ right? That is… I‟ve used the information [from the diabetes school] to 

kind of blame myself [Piske mig selv, i.e. „whip myself‟], that is, when I already know, why don‟t I 

just do it? That is, why don‟t I just take some long walks, why don‟t I run, why don‟t I do more than 

I do? And why don‟t I stay away from red wine, cheese and cakes – It‟s a mystery! But I don‟t. I 

haven‟t properly understood that that is what I ought to do. And you can wonder why I‟m like that – 

I do, anyways – I wonder why I‟m like that. [laughs a bit] (notes: 168) 

I‟m a mystery to myself! Why do I have this enigmatic character? I want to live healthily, but I 

don‟t. Why is that? I don‟t want to desire the things that I desire. The two women blame 

themselves, and they look at themselves through the eyes of society. They stigmatise themselves by 

internalising a social, economic, political, and medical exigency or norm. They become strangers to 

themselves – „I wonder why I‟m like that‟. It is as if they characterise themselves with the properties 

of „stultitia‟. I want to care about myself, but at the same time I can‟t – I want to, but only 

fragmentarily, relatively, in a limited and unsettled manner. Why can I not will myself properly? 
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This is where psychology sets in with theories of motivational interviewing and the like. „I want to 

care about myself, and at the same time I don‟t want to…‟ 

 

6.2. The Role of Health Professionals in Diabetes Care 

Patient Differences 

 

The tension between „caring too much‟ and „not caring enough‟ has already been described. The 

caring thus pointed towards certain ways of controlling oneself, of regulating, or of restraining 

oneself. Clearly, health professionals play a very important role in promoting this relationship to the 

self. The focus group with the two obese women also has two male participants. When the two 

women started talking about the „doomsday-preaching‟ of health professionals and the media, a 

male participant quietly agrees with the analysis that there is sometimes too much „doomsday-

preaching‟, but on the other hand, „…for me, who was newly diagnosed, I think that the „pointed 

finger‟ was very appropriate, because… I didn‟t know anything about [diabetes] – I hardly knew I 

had it!‟ (notes: 178). This attitude marks a difference, in this particular case, between the diabetics 

with regards to gender.24 During the observations I noticed that there was a very tense atmosphere 

after the session in the diabetes school when the nurse had spoken about the various complications, 

which can result as a consequence of not taking care of oneself properly. After this session, a very 

obese woman left the diabetes school with tears in her eyes. At the same time, a male participant 

got up after the diabetes school class was over and told me that he thought it had been a very good 

session today, because we got some very useful information and some practical guidelines. Another 

male participant, when asked about the diabetes school teaching, explains: „[I hope to get] more 

knowledge… background knowledge about diabetes and my own situation, more generally‟. He, 

like the two women who talked about „doomsday-preaching‟, thinks that he has heard it all before 

                                                 
24 The focus in this dissertation is not on gender. I have not set out to investigate the differences described 
above as a difference in gender. Nor have I pursued this finding theoretically. I am interested in the two very 
different reactions, regardless of whether it is due to gender differences or other circumstances. It just 
happened to be mainly women who represented one aspect and men represented the other in my particular 
findings. But I do not intend to generalise this finding to a gender difference.  
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concerning the dietician‟s advice about eating healthily. He thinks that the information provided 

pertaining to diseases and complications is more interesting than the talk about diet: 

All the talk about [diet and unhealthy food] – I‟ve heard them preaching about it for so long now, 

and I‟m a bit fed up with it, because I always have the munchies when listening to it – and then you 

just have to ignore it a bit, right. And the other things that the nurse says [about diseases and 

complications], which is a bit more interesting, I‟ll just have to „lap that up‟, right. 

Whether this observation is due to gender difference, or whether there were personal issues that 

made the very obese woman cry, I cannot say. The man, who was also overweight, had told the 

class earlier that he had lost a lot of weight, but gained it all back again, and therefore he might have 

had a more action-oriented attitude towards the weight issue. The woman, on the other hand, 

seemed to have a more emotional and difficult relation to her weight. The man was, as the health 

professionals would put it, more „resourceful‟ financially and socially, which indicates that there 

could be other reasons why he found the instructions about diseases and health risks more 

interesting and useful. He explicitly told me that he prefers the diabetes school when it provides 

useful information, technical, and practical instructions. And it is this difference, between on the 

one hand finding the information about lifestyle and risk of diseases and complications useful, and, 

on the other hand, the opinion that „we have heard it all before and don‟t want to hear about it‟, 

which is interesting to outline. A nurse, whose consultations with diabetics that I was invited to 

observe, tells me that „diabetes school teaching the third time [which is about complications and 

diseases] is usually very tough!‟ The two women from the focus group interview, who found 

themselves to be a mystery, suggest that they „don‟t want to hear about it‟, that they push these 

things away if the teaching gets too doomsday-like. They do not want to hear it, whereas the male 

participant, who is newly diagnosed, finds the instructions and information useful. Whether the 

difference with regards to gender is spurious, i.e. that the difference is attributable to the 

coincidental fact that some of the female participants in the diabetes school were heavily obese and 

the male participants were less troubled with their weight, or whether there were personal issues in 

the lives of the women described above that made them react the way they did, I cannot say. It may 

be that the newly diagnosed wanted information, and were less troubled emotionally because they 
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had not realised the dangers of diabetes yet. In any case, I observed people reacted in different ways 

to the warnings from the diabetes school, whether attributable to gender differences or to other 

influential circumstances. 

 

Responsibility and Self-Care 

 

During the interviews, both in the focus groups and in the individual interviews, the only constant 

and very clear enunciation came as a response to variations of the following question: „Who is 

responsible for taking care of your diabetes? [Hvem har ansvaret for jeres diabetes?]‟ A loud, clear, 

and unanimous answer was always provided: It is the individual alone who is responsible for taking 

care of his or her own diabetes! Of all the diabetics who were interviewed, everyone says that it is 

solely up to the individual him- or herself to deal with it. No one else can or should do it for you. 

However, it is the rare individual who actually deals with the condition alone. Most often, the 

diabetic condition becomes a family issue. It is the family that goes on a diet, the elderly wife who 

changes her ways of cooking when her husband is diagnosed, and who reminds him to eat between 

the meals. It is the diabetic mother and her kids who go for a walk to get some exercise together, 

and it is in the motivational groups that the diabetics learn from each other how most conveniently 

to deal with the situation. And finally it is in the doctors‟ and nurses‟ consultations that they receive 

the treatment and doctoring care they need. 

 

The young man described above who had changed his point of view with regards to 

diabetes, and who thought that it would be a good idea to present a scary example to the primary 

school kids, says the following when asked to reflect on the areas of the diabetes that are his own 

responsibility: 

Well, it is only me [jamen, det er jo kun mig]. All the conditions that one suffers from because one is 

a diabetic, smokes, and is obese and… all that. Well, I‟m the only one who is to blame for that. 

(notes: 94) 



 

210 

He says the role of health professionals 

…is to motivate and to provide information, but it is solely the responsibility of the individual to pull 

oneself together [at man selv tager sig sammen]. They can‟t do it for me. But they can provide 

information, and the tools [redskaber] with which to move forward [komme videre], right. (notes: 94) 

This is partly why the research object has taken a practical and technical perspective. These tools or 

instruments that the health professionals provide, what do they look like, and how do they work? 

Even though responsibility is unanimously placed on the individual him- or herself, there are 

differences with regards to how the care coming from health professionals and others in general is 

perceived, and also with regards to how the self-care practices are conducted by the diabetics. 

 

Generally, the longer a person has been a diabetic, the more familiar a person is with the 

medical terms, etc. the more they tend to say that you have to „let go a little‟, „ignore it a bit‟, etc. 

The more newly diagnosed they are, the more they tend to say that the information is useful. 

Diabetics generally do not distinguish between the guidelines with regards to living healthily that 

they get from health professionals, and, on the other hand, the general health discourse prevalent in 

society as such. For diabetics, these messages amount to two sides of the same coin. In the end, it 

all comes down to a problem with the fact that for some reason they are not capable of caring 

properly for themselves. It comes down to the fact that they blame themselves for being obese. 

 

The Doctor-Patient Relation – Self-Limitation in Medicine 

 

Self-care practices are given as instructions in the diabetes school, by nurses at the hospital, by the 

doctor, by dieticians, by instructors in the motivational groups, and by diabetics to each other when 

they get together in the motivational groups set up by the Diabetes Association. Diabetics also 

experiment themselves with what they can and cannot do, and how much they can do it, in which 

situations, and with which precautions. Also considered are which of the instructions given they 

definitely ought to follow and which of them they can safely ignore. There are differences between 
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genders, and a difference between those who have had diabetes for a long time and those who are 

newly diagnosed. But there is also a difference of behaviour with regards to age. When faced with 

the doctor, the elderly diabetics seem to accept their condition stoically. Generally, they seem to 

perceive their doctors as authorities. They do not criticise the authority of the doctor to the same 

extent as the younger diabetics. That does not mean, however, that they necessarily comply with the 

instructions given. However, faced with the doctor and talking about him, they appear as if they 

comply. If they do not comply, they tend to silently disobey the instructions. That is concerned 

with a clear distinction between what constitutes the domain of the health professionals and that of 

the private sphere. An old man explains that „[health professionals] are not entitled to call you at 

home, but some do anyways – so we were told by [another participant in the diabetes school]‟. To 

him, medicine works within a clear boundary between private and public. There is a clear 

distinction between what doctors are entitled to do, and what they are not supposed to do. For the 

doctors, this distinction is not only a measure to protect the patient from inappropriate 

intervention, but also to protect themselves from being forced to take a moralistic approach. In 

medicine, there is an ideal of a very precisely defined object of action and of knowledge. It is the 

body; more strictly defined the body that appears to be in need of medical care, which is the object 

of attention. As „object‟, it is at the same time public, whereas the subjective elements of life are 

private. If the doctor seeks to treat the person, he feels that he is stepping over the boundary and 

into a private domain that might easily bring moralistic consequences. But the curious aspect is that 

we regard matters pertaining to lifestyle, habits, and values as more private and intimate phenomena 

compared with the status of our bodily functions, which are changed as a result of medication. Why 

is it that the body has become a public thing, but our emotions, lifestyle, and norms a private 

matter? A doctor asks me during my observations of the consultancy: „What is it that you study, 

anyways?‟ I provide a short description by saying „self-care practices‟, to which the doctor responds: 

„Self-care!!! Then you have to go and talk to the dieticians or a podiatrist – not me‟ (notes: 68). I 

reply: 

But isn‟t it self-care to be able to diagnose oneself, to be able to know when there is something wrong, 

and be able to explain the symptoms? 
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The doctor then says: 

Well, in that case they call the nurse. That other thing [self-care] is fine, and they may even be able to 

lose a few kilos by changing their lifestyle, but it is not something that really helps. Medicine does! 

What I‟m providing is medical treatment. There is plenty of evidence that that is what really helps. 

(notes: 68) 

I follow up with the question, „What constitutes the role of a doctor‟, to which the doctor repeats: 

Medical treatment! Medicine is the foundation for survival. Without the medical treatment, they won‟t 

survive, and then the rest won‟t matter. That other thing [self-care] can be applied afterwards. My 

philosophy is this: preferably an aggressive medical treatment! That is evidently best practice. (notes: 

68) 

This excerpt from an unrecorded conversation with a doctor is not provided, because I want to 

criticise doctors or medicine as such. There has been plenty of social and humanistic research 

criticising the positivist, generalising medical rationality, and no doubt for a good reason (Jensen 

1986[1983]). What is interesting here is not the dismissal of self-care practices, but rather the reason 

for doing so. Another doctor explains that at this diabetes ward, the work the health professionals 

do is to be seen as a complementary whole. Each profession does its part, and together they 

provide a holistic treatment. It is not because they don‟t want to focus on the emotional, social, and 

caring parts of the illness. Rather it is structured in that way for practical reasons. The doctor only 

has approximately ten minutes with each patient, so it is important to focus narrowly at the level of 

the disease, i.e. the malfunction of the body. But the doctor knows that if there are other issues that 

ought to be focused on, the nurse has a whole hour to talk about the emotional, social, and 

practical management of the illness. The podiatrist will deal with the feet and the dietician with the 

food. They all do their part, and the part of the doctor is to focus on medication and symptoms 

primarily. But medical care is a whole, and the various professions each contribute with their part. 

Of course, there is much that is objectionable in such a placid attitude. But medicine is founded on 

a distinction between the kinds of interventions into the privacy of individuals the doctor can 
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perform, and the kinds that are off limit. That is why there is such an epistemological controversy 

about the object and limit of medical knowledge (Mol 1998, Jensen 1986[1983]). The scary history 

of medicine, the eugenics, etc. is deeply ingrained in the self-consciousness of medicine, which is 

why doctors are very reluctant towards interfering in moral and normative matters that do not 

concern them. The positivist‟s point of view serves as a self-limitation. If the doctor can only 

interfere with the things that are clearly pathological, and to the doctor that means strictly bodily 

and measurable abnormalities that make, or in the future probably will make, the patient complain 

about his or her physical condition, then the doctor is not in danger of being accused of 

inappropriate intervention. The doctors are therefore reluctant with regards to imposing moral 

demands concerning lifestyle issues. 

 

Blurring the Boundaries between Private and Public  

 

This attitude is less visible with the nurses, who during the one-hour consultations will ask 

questions about family life, enquiring whether it is possible for the patient to go and be active with 

the children in order to get some exercise, and asking about the habits not only of the patient, but 

of the entire family. It is also necessary for the nurse to ask questions about what kind of work the 

patient is doing in order to better prescribe certain measures, certain techniques, and self-

management practices that fit with these circumstances, etc. The best example is when the nurse 

instructs the patient how to make use of a glucose meter. This is a somewhat technical tool that 

takes a bit of practice for the patient to apply onto him- or herself. Demonstrating how this 

technical instrument works, which measures the current level of the blood sugar, offers a good 

occasion to inquire about the patient‟s circumstances – when to apply the apparatus during work 

hours, how to react if the blood sugar level is too high or low, what measures to take, etc. The 

patient is then supposed to come back and see the nurse after having used the apparatus for a few 

days. The patient will then explain in subtle details about how many sweets or cookies they had 

when they had friends for supper last Saturday, how they forgot to eat an „in-between meal‟ last 

Monday, because the patient had to rush to work; all of this to explain the fluctuations of blood 
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sugar. The nurse, then, will have to abandon the „external position of the professional who is 

secluded from daily life‟ and enter into a more de-professionalised, friendly relationship with the 

patient, asking detailed questions about family life, etc. 

 

But the nurses are well aware that there is a wafer-thin line between acting professionally and 

establishing a friendly situation of trust and confidence. In one of the nursing consultations I 

witnessed, a female patient was very confused and needed considerable emotional support. The 

patient had tears in her eyes at one point during the consultation and the nurse would ask her 

questions in a very emotionally supportive way. The nurse later told me that she had been afraid of 

slipping out of the professional role, because it is important to keep one‟s professional distance 

with the patient. This is a very delicate and difficult balance that comes with the professional role – 

on the one hand, to be a caring, supportive agent, and on the other hand, not to get personally 

involved and remain detached at a safe distance. 

 

In the case of dieticians, some diabetics from the motivational groups explain that they are 

providing cooking classes whereby the diabetics can learn to cook in a „diabetes friendly way‟. A 

very common technique applied by the dieticians consists in having the diabetic write down 

meticulously for a whole week what he or she eats and drinks. This dietary plan then serves as a 

basis for a conversation about eating habits, and how the patient will be able to make the necessary 

changes to his or her normal diet. The cooking classes are very often the place where the most 

intimate help, advice, and information that they get from others is provided. Here they learn the 

things with which they did not want to bother their doctor or things that they had not understood 

properly. In these informal situations, they can get advice on the everyday details of daily life and 

conduct. They learn to interpret blood sugar swings, because they also learn to measure their blood 

sugar in the motivational groups by the instructors, etc. Passing from the level of the doctor to the 

level of the nurse, and further on to the dietician, and subsequently in the motivational groups led 

by instructors who are experienced diabetics themselves, hired by the Diabetes Association, there is 

a decreasing level of formality. The professional and secluded role of the expert, whose area of 
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expertise is strictly defined, gradually disappears, and the relation to the „other‟ becomes more 

friendly, personal, and de-professionalised. 

 

A Critical Attitude Generates Commitment 

 

Some of the diabetics sometimes express a critical attitude towards medicine and medical authority. 

This attitude goes hand in hand with the critical voices announcing that medicine too readily points 

its finger at certain lifestyles. Often, these patients will express that „the only thing that unites us is 

diabetes, but apart from that we don‟t have much in common‟ (notes: 175). They will say that „we 

are a great many individualists today, and we‟ll say “this is okay” and “that I don‟t need”‟ (notes: 

173). A young woman in a focus group interview says about the diabetes school that 

I would have liked an individual dialogue [with a health professional]. Just because we are all 

diabetics doesn‟t mean that we‟ve all done the same things throughout life, that we all have the same 

for lunch. There is a limit to how much it is possible to generalise – apart from the fact that our blood 

sugar is too high [laughs]. Just because people are all wearing blue trousers, you can‟t make them all 

walk in the same direction. (notes: 173) 

In a concrete case, from a doctor‟s consultation, a young woman is critical towards the doctor. The 

patient has been taking a new pill, the effect of which is to lower the blood sugar. She has some 

high glucose values after she has eaten during the day, and asks the doctor why she has that when 

the pill was supposed to lower the blood sugar. The doctor answers that this kind of medicine does 

not work like that – it does not lower the blood sugar immediately after she has eaten. The patient 

is annoyed and demands to know why she is taking this kind of medicine, then. But the doctor does 

not answer the question directly, but keeps informing the woman that this is not how the medicine 

works. They seem to misunderstand each other. She is annoyed that the doctor does not answer the 

question she is asking, and instead answers it indirectly, while the doctor, on the other hand, 

explains the function of the pill, i.e. that it lowers the blood sugar level on average, but not 

immediately after dinner. The doctor then suggests that the patient increases the dosage of insulin 
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instead. But the woman does not quite rest her case. She challenges the doctor by asking why it is 

important to take the pill exactly half an hour before she starts to eat, if the pill does not affect her 

blood sugar after she has eaten. To this, the doctor says, „That does not make sense from a medical 

point of view. That is not how this kind of medicine works‟ (observation notes: 48). A more 

sufficient answer is not provided. Interestingly, the doctor suggests that the patient „stop taking the 

pill for a month and then see what happens‟ (observation notes: 48). It is suggested that she try out 

(and indirectly take responsibility for) co-treating the diabetes. 

 

What is interesting is that for some of the diabetics, this critical attitude towards the medical 

authorities goes hand in hand with an integration of the de-professionalised role of health 

professionals. They seem to accept the personalised, friendly nature of the diabetes care, and 

integrate it more naturally in their lives. The boundary between the object of medical attention and 

private, personal life seems to become blurred with these individuals. Some of the diabetics take the 

advice and seem to agree with the medical authority. They express conformity and do not want to 

cause trouble. They seem satisfied with the help they get from the health care providers, and rest 

assured in the comfort that they themselves choose which advice to or not to take. There is no 

dialogue with the medical authorities, because it is unnecessary. They know that medicine will only 

provide facts and information, and it is up to them to choose how to make use of the information. 

Whether they are diabetics is not a matter of negotiation – it is simply a fact that the doctor will 

inform them about. If the average blood sugar level is above a certain norm, then that is the 

definition of diabetes. One cannot say much other than take the advice and figure out how to deal 

with this new condition of life. On the other hand, individuals who enter into a dialogue with their 

health providers demand to be treated as individuals. They do not necessarily agree with everything 

they are told and are less „private‟ about their condition. This follows naturally from the critical 

attitude. Taking a critical stance towards medicine has a consequence, and the consequence is that 

the polemic attitude obliges the individual as well as the health professional. The result of entering 

into a dialogue is that it commits the two parties to relate to each other. It becomes impossible to 

ignore the other part, acting as if it did not exist (for the health professional that means treating the 

patient not just as an object, but also as a subject, and for the patient it means taking responsibility 
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for oneself, i.e. attempting to transform oneself into a subject of appropriate action towards the 

self). A critical dialogue commits. It obliges the individual to take responsibility for him- or herself. 

This is why the hospitals are interested in promoting communication, participation, involvement, 

and dialogue. Whether young or old, diabetics who are critical towards the moralistic character of 

medicine will have to take responsibility for their own condition themselves. The relationship of 

dialogue makes patients welcome the more friendly, personal, and de-professionalised role of health 

professionals. In a more reciprocal relationship to a dietician or an instructor, they can respond 

more readily and express their disagreement, certainties, or uncertainties. At the same time, the 

relation is situated at a more personal level, involving more detailed narratives of the diabetic‟s daily 

life. 

 

Checking Up and Checking In – Behaving Badly 

 

A whole series of expressions characterise the diabetic‟s relationship to the health professionals. 

Even though diabetes is a condition that should be acted on and observed by the diabetic 

constantly, it is not always possible for diabetics to have full awareness of their own condition. This 

explains the need for periodic consultations with a doctor or nurse. The constant variation in blood 

sugar levels is tested by the doctor. Diabetics have a blood test and the results of the blood test 

show the average blood sugar level throughout the past three months. This test is referred to by the 

diabetics as the „test that tells on you‟, or the „snitch-test [sladreprøven]‟. The periodic consultations 

are likewise referred to as „controls‟ or „check-ups‟ to see if everything is alright, and if not, to have 

the medication changed or adjusted. They also have their cholesterol and blood pressure measured, 

as well as their urine. The following series of expressions apply to the diabetics who think of their 

doctor as the one who primarily administers the treatment of their condition. 

You have to go to the doctor every third month and have your blood sugar and blood pressure levels 

measured… in order to… kind of… so you always know where you are, right. (notes: 203) 
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Furthermore the patients are in line with the prevalent idea that the check-ups are there to regulate 

and stabilise the diabetes, and that this regulation promotes health, prevents diseases, and thus 

saves money. An elderly man (age 74) says: 

Man (74): The sugar level… thing… has to be below 7, right, and… 

Interviewer: Do you measure your blood sugar yourself? 

Man (74): No. 

Interviewer: So you have it measured when you see the doctor? 

Man (74): Yes, and – it used to be once a year – but now he wants to see me every third month, so… 

Interviewer: …in order to check up on it more often? 

Man (74): Yes, yes – he also says that they have arranged it so that they see a lot of people every third 

month. They also told us that at [name of hospital], because, eh, if they can prevent some of the 

complications of the… diabetes… then the Regions can save a lot of money… and, moreover, the 

health of the rest of us is improved. (notes: 113) 

Furthermore, he says, when asked about the responsibility of the health professionals with regards 

to the diabetes: 

Well…responsibility… I don‟t know… I‟ve been advised by the doctor to see him every third month. 

They said [at the diabetes school] that they are not allowed to call the patients at home and say that 

now it‟s time… although it might perhaps be useful for some … (notes: 131) 

The diabetics in the motivational groups sometimes laughingly refer to these check-ups and 

facilities with which to measure the various values in these words: „It tells on you, whether you have 

been behaving well [laughs]‟. In the following conversation, the diabetics talk about the role of the 

doctor: 

M1: That‟s what you do when you see the doctor, isn‟t it every third month? Then he checks up on the 

average blood sugar level throughout the past three months – he doesn‟t care if [the blood sugar level] is 

10 or 12 – all he cares about is the average of the last three months. 

M2: It‟s a „snitch-test‟ [sladreprøve], they call it. [laughs] 
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W3: Precisely! 

W4: Yes, it‟s the „longitude blood sugar‟, right? 

M1: Then they can see the last three months… 

M2: …how much one has gone off the rails [hvor meget man har skejet ud], right. [everyone laughs] 

W2: Yes, how much one has let loose, and how much one is drinking, right? 

Interviewer: So that‟s why it „snitches on you‟, the test, then? Okay. 

M2: If you‟ve got a „sugar meter‟ at home, then you can control it yourself… 

W2: Yes, but one has to see the doctor anyways, right? 

M2: Yes, one has to have a check-up [et tjek] anyways. [everyone says „yes‟] 

They continue: 

M2: [The health professionals] are very keen on [the motivational groups], right […] They always 

say when we visit [the doctor] that „you have to be active‟, you‟ve got to exercise more‟ – because – 

that‟s what lowers your blood sugar level, or makes sure that it can be kept down. 

M3: …and that you lose weight! [many of the interviewees say „yes‟ and repeat „lose weight‟] 

In another motivational group, a person comments on the techniques that diabetics use to regulate 

their blood sugar and the other measures (cholesterol, blood pressure). He is asked whether these 

techniques make it easier to live with diabetes: 

I‟ll say that it doesn‟t make it easier… It only… If you don‟t keep [the levels within the norm], then 

they give you away [så bliver man jo røbet] – either to the podiatrist, eye doctor, or your general 

practitioner. Because… they have some measuring apparatuses that tell on you [sladreapparater] – 

that reveal that „whoops, you‟ve been behaving badly! [opført dig grimt]‟ So, that is like a tiny 

„pointed finger [løftet pegefinger]‟ that one has in the back of the mind, which one has to be aware of. 

(notes: 204) 

The diabetics, being in the casual atmosphere of the motivational group with people they know, are 

in these cases rather relaxed about their relation to the health professionals. They use the words „tell 

on‟, „behaving badly‟ in a playful tone, and they don‟t mean to suggest that the function of the 



 

220 

health professionals is corrective or disciplining in a negative way. Rather, these terms are used to 

consolidate their position in the group, meaning that they inform the other group members that 

they are not too strict or „religious‟ about their way of life, but at the same time, they know that 

living healthily is important. Thus, the other group members often giggle when a person uses these 

expressions. The participants in the motivational groups both reiterate the serious advice and 

guidelines that they have been given by the health professionals, i.e. the groups become vehicles for 

a constant rehearsal of these norms. The motivational group functions as a hub whereby the rules, 

medical objectives, and guidelines are internalised. Simultaneously, they also provide a space for the 

participants in which they don‟t have to take life too seriously; where „they are in it together‟, or 

„partners in crime‟. They frequently use the words „sin‟ and „behaving badly‟, etc., but very often 

with a joking attitude. 

 

Motivational Groups – Chatting over Coffee and Cake 

 

In the motivational groups, the participants were asked what they thought of the role of the groups, 

and the answers were very often standard answers – the same kinds of answers that are available in 

the leaflets from the hospital: community, sharing experiences, motivation to lead an active, healthy 

life, etc. They would often regard my questions as a kind of control or assessment – something that 

would perhaps threaten the existence of the groups. They would therefore carefully explain that it is 

really healthy, that they help each other taking care of their diabetes, etc. When asked the direct 

question: „What did you do in the group last time‟, they would, in both motivational groups, start to 

laugh and giggle, and exclaim that „We were baking cakes‟ or „We were cooking and drinking red 

wine‟. They would laugh and explain that, of course, it was in order to test the „diabetes recipes‟ 

where they could replace the sugar with an artificial form of sweetener. In that sense, the group 

members are not strict with each other. They laugh and say that it was really delicious, and an 

elderly man says that his blood sugar was „sky high‟ when he came home after having eaten cakes. 

Their laughing attitude revealed, as mentioned above, that they felt like partners in crime. The 

participants, who perhaps felt that they would have to justify this action to the interviewer, would 
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then explain that really the food was healthy, because they had been applying the instructions they 

had been given about how to cook and prepare foods healthily – salads, low-fat desserts, etc. They 

would repeat the instructions for healthy cooking to me in order to prove that they are well aware 

of the rules that apply to living with diabetes. Two elderly women explain: 

W2: In the cooking classes, we learn to cook sugar-free diet food and use certain ingredients that are 

good for us, you know, instead of using plenty of butter, you know, normally we take it randomly, you 

know… We are not allowed to do so! 

W1: There have to be sixty cookies – and they are being counted! [laughs]. Otherwise we are being 

told off [ellers får vi skældud] [laughs] (notes: 235)! 

The motivational groups are places for exercising these rules, for internalising the guidelines 

provided by both health professionals and the prevalent health norms of society, broadly speaking. 

This is seen from the health professionals‟ deep involvement in the motivational groups – giving 

talks, instructing how to use a blood sugar apparatus, measuring blood pressure, teaching how to 

cook delicious but low fat meals, etc. The participants grow familiar with both the medical terms 

and the practical guidelines by rehearsing them mutually – often in a place where the experienced 

diabetics serve as the role of instructors, giving all kinds of advice to the newly diagnosed diabetics. 

The condition of „stultitia‟ can be defied in these settings, and „bad behaviour‟ can be corrected in a 

light-hearted way, where it is not health professionals who play the role of „policemen‟, but rather 

the group members together with the health professionals who exert a friendly, caring pressure on 

their peers – often with a bit of irony or joy to soften the effect. The group members can say things 

to each other that doctors could never do, otherwise they would be regarded as intruding in a very 

improper way. It is important to understand the multifarious functions of the motivational groups. 

They are communities of support. The participants say that clearly: „If you have a problem, you can 

talk to the others about it‟ (notes: 195). Furthermore: „We are not a unique group – you can have 

your problems solved anywhere else – but it is easier, because we can talk with each other about 

these things‟ (notes: 196). The group functions precisely as a non-specialised group – the others are 

not experts but rather simply friends to talk to („not a unique group‟). This support is emotional as 

well as practical. The group serves as a haven to rehearse all the instructions that they have been 
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given by various professionals and to discuss in which situation certain guidelines apply, if they are 

sometimes contradictory. 

 

The diabetics also internalise the medical terms such as blood sugar, cholesterol, etc. and 

refer to these measures in very familiar and „low-tech‟ terms to each other, such as „the sugar went 

up‟. The groups, with their practical and sometimes playful approach to the „principles of healthy 

living‟, thus function as an experimental space – a space to try out certain diabetes cakes and then 

afterwards measure how the blood sugar reacts to these preparations. In that sense, the community 

is an „experimental field‟. As one nurse, who is also a member of the Diabetes Association, because 

her son is a diabetic, says: „It is a kind of learning by doing. You measure your blood sugar, then 

you eat a cake sweetened with a certain product, and then you measure it again‟. The participants 

are encouraged to measure their blood sugar before exercising in the gym together and then to 

measure it afterwards. As a participant explains, he experienced that his blood sugar dropped from 

10.5 to 5.3 during one hour of exercise (notes: 224). Thus, the participants can explore how various 

practices have an effect on their blood sugar and how to deal with such changes more effectively. 

Experimentation thus makes it easier to live with diabetes, because it loosens the restraints, feelings 

of shame, fear and guilt, and also relaxes the principles and codes of conduct inflicted on the 

members by themselves, by society, and by health professionals. At the same time, as they 

experiment with these rules, the experimentation also functions as a tool to internalise this way of 

thinking – they start thinking about themselves in this way: „I felt dizzy or beside myself because my 

blood sugar was too low‟. They learn to see twenty grams of carbohydrate at the same time as they 

have a glass of juice. They learn to perceive themselves in this way: „I have to eat every three hours 

– I have to, because I have accustomed my body to doing that‟ (notes: 237). The „friendship‟, the 

families, and the de-professionalised role of the others in the group (whether instructors, diabetics 

or health professionals), carries out this transformation much more subtly than could ever be 

achieved within the structures of the hospital or a formal meeting with a doctor. 
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K4: I don‟t mean to blame my doctor [for not having so much time], but, all he does is take a blood 

test, to kind of… figure out where I am… And all the rest – one has to learn that [in the 

motivational group]! (notes: 255) 

 

Self-Regulation and Self-Restraint 

 

Regarding the guidelines and instructions that are provided by health professionals for the purpose 

of ameliorating the condition of stultitia, one sees a common link between the practice of the self 

and the role of the other. As a participant in the diabetes school, with regards to the guidelines and 

advice given, says: 

…I can use that to blame myself [piske mig selv, i.e. whip myself]! That it is… [Makes a despairing 

noise], right… when I don‟t do it, because… I don‟t. I think it is strenuous – all these things – I 

don‟t think it tastes good – I don‟t like the taste of the [low-fat] cheese [laughs]. It‟s like chewing on 

a piece of rubber! [laughs] (notes: 182) 

She is the person who asks herself: „When I already know all these things, why don‟t I just do it? 

I‟ve used [the advice and guidelines] to whip myself‟ (notes: 168). The phrase „whip myself‟ is to be 

taken figuratively, as a self-recriminating sentiment. There is a fundamental gap between the 

individuals who have accepted the rules and loosened them a bit and see opportunities in them 

instead of a „crack of the whip‟, of restrains. These individuals perceive the regulations as 

techniques with which to prepare delicious food differently, i.e. they become familiar with these 

techniques and use them as a challenge to make tasty meals that contain little fat and sugar. It 

becomes a project of life to see how many delicious, diabetes-friendly recipes they can invent; how 

they can create interesting and healthy meals, using these techniques, and at the same time, by 

means of these techniques, care for their selves. For these individuals it becomes a challenge, an „art 

of existence‟ (techne tou biou), for instance, to be creative about cooking traditional dinners (that 

are very fatty) in new and healthy ways; thus, they are practicing a care of the self by using these 

techniques. They find the use of this knowledge, these principles and techniques very interesting 
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and challenging, and they learn to like it. Others describe the opposite: the rules are strenuous and 

restraining, or they are practical obstacles, inconvenient and bothersome. One must be very 

meticulous, very attentive, thorough, careful and highly organised with regards to administering 

everyday life. It is complicated, difficult, and impractical to apply all these rules and techniques to 

and in one‟s life. 

 

The devices that the diabetics use to monitor themselves are seen both as tiresome and 

constraining, but also as a means to achieve a form of freedom within these rules of constraint. If 

one measures the blood sugar level often, then that technique allows a more liberal way with the 

sweets, alcohol, and other kinds of normally „forbidden stuff‟. If one is aware of blood sugar levels 

and how certain forms of conduct affect blood sugar, then one can more easily keep abreast of the 

situation. Monitoring oneself, constraining the self with these bothersome tests, at the same time 

allows more liberty in self-regulation and everyday life. A diabetic will be able to take a small piece 

of dessert with the coffee, if he or she leaves out the fruit that he or she normally has with the 

dinner. In that way, substituting certain types of food for the dessert is not a problem if one has 

already experimented with such substituting practices before and knows how the blood sugar 

reacts. At the same time, the level of self-awareness and responsibility increases. 

 

There are several reports on such practices and technologies of the self. Glucose measuring 

techniques are one such way of objectivising oneself but at the same time, are a technique to 

develop an awareness of the self and broaden the practico-technological repertoire with which to 

act on and transform oneself and one‟s situation. 

 

6.3. The Normal and the Pathological: Pre-patient – Defect or 
Vice? 
 

Interviewer: I don‟t remember if you said it or if it was someone else, but… anyways, I‟ve heard the 

expression a couple of times before: being in the „gray area [gråzone]‟ and „leaning towards diabetes 
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[læne sig op ad en diabetes]‟. I remember they talked about it the first time in the diabetes school. But 

what does it mean being in the „gray area‟? 

Diabetic (M, Age 42): I remember some of them were talking about it […] There is no such thing. 

If you‟ve had your glucose level measured three times, and the average is above the norm – well, then 

you‟re a diabetic. Then you have to be a bit aware… So all that talking about… And that is 

exactly what I think they meant about a „gray area‟ – that is, if your glucose is only 8 on average, 

then you‟re not – then you‟re in the gray area, right; on the verge of having diabetes. But I‟m like, 

well, they have determined a measure, which is between 5 and 7, and if you go above 7, well, then 

you‟re a diabetic, and then there is no such thing as a „gray area‟. But you can say… If you want to 

call it the „gray area‟ the time from you‟ve been diagnosed till they put you on medication – if you want 

to call that „the gray area‟… I don‟t know about that. 

In the diabetes school, some of the participants expressed doubts about their diagnoses. The reason 

is that their general practitioner had used the above-mentioned turn of phrase „the gray area 

[gråzone]‟ and „leaning towards diabetes [du læner dig op ad en diabetes]‟. Some of the participants 

had been confused about this expression, since they thought that they were not really diabetics, but 

only „leaning‟ towards it or in danger of being diagnosed as such. The reason for this is no doubt 

that in some cases the development of the condition is a slow process, whereas in other cases the 

symptoms appear quickly, and the development of the condition happens rapidly. In one case, 

during a focus group interview, an old woman explained that her blood sugar appeared to be within 

the normal range (between 6-7), and that she does not use any medicine at all: „The diabetes has 

always run its own course, in its own quiet and easy pace. It doesn‟t change‟. She says that she has 

been a diabetic for many years, „10 or 15 years, I think‟, and that she manages it with dietary means 

only. „I control it with what I eat, that‟s it. I don‟t have any troubles with it. If I just stay more or 

less within reasonable limits, then everything is fine‟ (notes: 219-220). The other participants are 

quite taken aback and ask her whether she really thinks she is a diabetic. She explains that she has a 

family history of diabetes, so her doctor, who knew her family well, quite often tested her for 

diabetes, because he was suspicious that at some moment the disease would occur. 
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The last twenty years, I have had a blood sugar test every time I have seen the doctor. Because my 

father was a diabetic, my aunt had it and my siblings too. […] The whole family – and my siblings‟ 

kids also had it. So therefore my doctor has kept a close watch and kept checking up on me […] 

And as soon as it occurred, he said „oops, now it‟s there‟ and „now you do this and that…‟ (notes: 

220) 

The woman continues to say that she does not have to take medicine, but the nurse, who is present, 

informs all the participants that at some point in the future, all diabetics will need to receive medical 

treatment. There is no way that one can avoid the eventual deterioration. However, this 

unavoidable future can be postponed and its effects lessened by taking good care of oneself, by 

eating healthily, etc. It is possible through self-care to „push forward the medical treatment‟ for as 

long as possible. The nurse tells the old woman: 

That is very lucky for you! Because we know that everyone will receive treatment at some point. But 

we don‟t know… some will go for thirty years, and some only two years, but the production of insulin 

will fade. So that is lucky for you. […] It‟s good for you that so far you‟ve been able to keep it there. 

(notes: 219) 

There is, then, in some cases a shorter or longer period in which the individual has a fairly normal 

glucose level that can be extended if the person can manage his or her life with a healthy diet and 

activity. This means that if a person is above the limit, which marks the threshold of a normal 

glucose level, then the individual is a diabetic (about which the above-mentioned nurse says: „We 

usually set in with medical treatment when the value reaches 7.5 – that‟s my limit, anyway‟). If the 

person changes his or her lifestyle dramatically and loses weight accordingly, then the average 

glucose value may drop below the threshold limit again, which postpones the medical treatment. I 

was curious about how the diabetics understood this so-called „gray area‟. I continued to ask the 

male diabetic in the individual interview that opened this chapter about the curious situation of 

being diagnosed as a diabetic and then, by changing one‟s lifestyle, staying within the normal 

glucose value for years – indicating that the person is not ill at this particular moment. I persisted 

with my question: 
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Interviewer: Okay, but the way I understood it – there were some of the participants who had been 

above the „7‟, but who had then dropped to below 7. And then they were confused [as to] whether they 

had diabetes or not. 

Diabetic: That‟s what I have – I‟ve been up at 14, or above the 7-limit that is, and now I‟m below 

the 7-limit on average. But I won‟t say that I‟m in a gray area, I‟ll just say that I‟ve sort of had a 

„kick in the behind‟, from which I have learned that I have to be careful. If I‟m not, then I‟ll develop 

diabetes that requires medicine. And I suppose that‟s what you are thinking about because people 

have said that first they went above [the 7-threshold-limit] and then later on they went below, and 

then they no longer had diabetes. But you‟ll never escape it. You‟ll always have… It‟ll always be there 

lurking – and – „boom‟, suddenly it‟s there. 

Precisely because of the above-mentioned complexity, health professionals do a good job in the 

diabetes school explaining these facts. It is mandatory for them to establish a clear-cut distinction 

between being or not being a diabetic. If they fail at this task, it is more difficult to instruct the 

patients about healthy living and lifestyle changes. If the notion of this „gray area‟ is present and 

confuses the patients, it is more difficult to effectively impose the proper lifestyle changes. The 

above answer indicates that the diabetic, with whom I spoke, has paid attention in the diabetes 

school, because he surely repeats the same story he heard there. However, if the diabetic was above 

the 7-limit, but has gone below again without the use of medication, what does that make him? Why is he 

certain that he is a diabetic when his glucose values are within the normal? 

 

To determine whether an organism is in a pathological state, one must apply a dynamic 

perspective. That is, the disease does not present itself in a here-and-now perception but can only 

be understood in a historical perspective, i.e. it has to do with a lived life that unfolds in time. 

Therefore, the consciousness of the patient constitutes a necessary, epistemological access point for 

the physician. „There is nothing in science that has not first appeared in the consciousness‟ 

(Canguilhem 1998[1943/1966]: 92). The doctor can demonstrate that there are, for instance, 

changes on a cellular level, but the individual may not (yet) feel ill. The reason the doctor can 

ascertain that what he has demonstrated in fact constitutes a disease is because he anticipates the 
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functioning of the future organism. He can anticipate, because of his clinical experience with similar 

conditions, that at some point in the future, this organic condition will turn into an experience of 

suffering, of pain in the individual patient. The concept of disease is inevitably connected to a 

dynamic perspective, i.e. it can never be detached from time (Canguilhem 1998[1943/1966]: 92-93). 

This, however, makes neither disease nor illness a „subjective‟ phenomenon. It is not the 

perception, but the living that captures the meaning of a disease. Rather, it suggests that the 

phenomena of illness and disease can only be understood within a dynamic, lived context, during 

which people sometimes do not feel normal or suffer. 

 

Therefore, the questions that I pose to the heavily obese diabetic in this interview are not 

meant to criticise medical practices, because it can easily be explained from a medical, theoretical 

point of view why health professionals treat individuals as patients even though there are only 

vague signs of diabetes in some cases. It is because, knowingly or not, they understand diabetes 

with a view to the future, i.e. dynamically. There is, undoubtedly, a good reason why health 

professionals anticipate the risk of future ailments, and therefore act in the present on a threat to 

come. 

Interviewer: But what does that make you think, now that you‟re below the 7-limit – eh… does that 

mean you have a disease [sygdom]? Do you think of yourself as ill [syg]? 

Diabetic: No, I don‟t think that I consider myself as ill [syg]. I just think that… No, I don‟t think 

of myself as ill. I just have… I just have some… well, what can I say… I have something that 

requires that I have to be a bit careful about what I do sometimes. But otherwise I don‟t think – I 

don‟t think I‟m ill [syg]. Because you can‟t really tell by looking at people whether they have diabetes 

– It‟s not visible. So I won‟t say I‟m ill. I’ll say that I have a defect [fejl] that I’ll have to 

learn to live with. (emphasis added)25 

Interviewer: Okay, a defect you‟ll have to… yes? 

                                                 
25 There is no distinction in Danish between illness and disease – this may explain the reason for this patient‟s 
undecided attitude towards his medical status.  
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Diabetic: Well, that is, I have a flaw [fejl] with being too fond of food, right, that is. It‟s a vice 

[last], you might say, right – being too fond of food, it‟s no bloody good for you, right. So you might 

say that I should be careful. (emphasis added) 

The person, wavering between the purely scientific definition he gave to begin with, and then the 

cultural issue of being morally flawed, finally retreats to the „cultural‟ explanation when he is 

pressured a bit. To begin with it is a „defect‟ [fejl] but when he elaborates on the meaning of this 

term, he defines it in moral terms, and calls it a „vice‟ [last], „being too fond of food‟. The point, 

however, is that both the vice and the defect call for medical support. I keep driving at this 

distinction between biology and culture, and insist on a „scientific‟ explanation. 

Interviewer: But… there must be something, bodily I mean… There has to be something… It‟s the 

threshold limit, right, the 7-limit – being above or below, and… What if a person lives completely, 

one-hundred percent healthily for ten years and that this person has a very, very fine glucose level of – 

what do I know – 5 or something great, what… 

Diabetic: [interrupts] Well, that‟s when they say that you‟re no longer a diabetes patient, but… And 

you can say that you are no longer a diabetes patient, because you‟ve shown that you can keep the 

glucose under the limit without medical treatment, and so on… right… but there we have it again: 

how do you draw the line. How do you determine whether you are no longer ill – if you have been 

diagnosed with some kind of disease, right? […] But they have determined a threshold, 5-7, so […] 

if you are above the 7-limit, then you are a diabetic, and if you are below, well, then you are normal 

[…] But once you‟ve been diagnosed, then they know it‟s lurking.26 

                                                 
26 There is reason to believe that the patient is not providing the full story of his medical record. He says at 
one point that he has been above the 7-limit with a value of 14, but it is difficult to see if he speaks of the 
average blood sugar level or a single value. Furthermore, his explanation, „That‟s when they say that you‟re no 
longer a diabetes patient‟ is not correct. If a case occurred wherein an individual could keep the glucose level 
below the 7-limit for a long time by means of lifestyle changes only, then medicine would explain this 
occurrence as a case in which the diabetes is developing very slowly. It is therefore possible that a person will 
die of old age before needing medication in order to keep the blood sugar down. However, an increase in the 
average blood sugar level is unavoidable, because diabetes is a metabolic disorder. Over time, the glucose 
level will increase. The increase in the glucose level is merely a symptom of a metabolic change. 
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Interviewer: What would make you feel ill [føle dig syg]? 

Diabetic: I would start feeling ill the moment I would have to take pills and so on, in order to keep 

my blood sugar down. When I would need some kind of medical treatment, I would feel ill. Because, 

I‟ve always felt like that – you don‟t have a disease until they put you on medicine. If you are treated 

for something with medicine then you have a disease. Then there is something in the body that you 

can‟t manage, right. 

This fragment of a conversation is multilayered. First, there is the problem of defining the concept 

of disease, or understanding what the difference between the normal and the pathological implies. 

Yet there is also the problem of risks following from certain types of lifestyles, and the issue of 

managing life vis-à-vis those susceptibilities. In the above passage, the diabetic insists on holding to 

a definition of diabetes that is defined by a norm (5-7),27 but since his own glucose values are below 

7 on average, maintained without the use of medicine, and since he defines a disease as a condition 

that requires medicine, he therefore must define himself as not having a disease. But he is confused 

about this issue, because in the diabetes school he was told explicitly that, once you have been 

diagnosed with diabetes, there is no way you can escape it. The participants were clearly told that 

diabetes is a chronic disease, and that the only thing they could do was to live healthily so that they 

could prolong the time they have without using medicine. The diabetic answers my question with a 

„well, that‟s when they say you are no longer a diabetic‟, if the glucose level stays within the normal 

without the use of medicine. But this is not what the participants were instructed in the diabetes 

school – on the contrary. In the diabetes school, it was made very clear that this condition is 

chronic, and that the late complications of the disease can be postponed, not cured. This, of course, 

                                                 
27 The normal glucose level (of non-diabetics) varies between 3.5 and 11, and 5-6 on average. Immediately 
after a non-diabetic has eaten, the blood sugar level may rise to 10 or 11. Therefore, the discussion we have 
does not correspond to medical science. The glucose level is only a symptom and not an expression of the 
disease itself. Non-diabetics also have a higher level of glucose after they have eaten a meal, but they recover 
to a normal level faster than diabetics do. Moreover, the actual normal range is only tentative and only an 
expression of a generalisation. There is no absolute limit that defines whether a person is a diabetic – this 
limit is an expression of consensus and has actually dropped over time. This is also why the nurse earlier said 

that 7.5 is her limit („that is my limit, anyway‟), whereas the current limit at the time this study was undertaken 
was 7.2. The reason for lowering the limit is the beneficial effect of „early treatment‟. This is a change that 
pleases especially the medical industry. 
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makes sense for the teachers in the diabetes school, because they need the participants to 

understand that they have a disease, in order to make sure that the patients take their situation 

seriously, and start to change their lifestyle. 

 

Interestingly, the above-mentioned individual is defined, and defines himself, as a diabetic. 

However, he does not define himself as ill. The „defect‟ he has is really a vice – being too fond of 

food. The risks pertaining to him are future risks. At some point in the future, as most other 

diabetics do, he will need to take medicine that lowers blood pressure and cholesterol and that 

improves the effect of the insulin his pancreas produces. Ultimately, if these treatments are not 

enough, he will have to take insulin. As mentioned above, the following is not a critique of 

medicine treating healthy people as if they were ill. It is, however, a critique of how the normal 

range is established, negotiated, and how it has changed over time. For instance, it has been 

lowered from 7.5 to 7.2, which increases the number of (pre)diabetics, and consequently the 

amount of medicine sold. The limbo that characterises the above-mentioned diabetic‟s state-of-

mind can be explained theoretically by Canguilhem. Neither illness nor disease should be 

understood from a perspective of here-and-now only. A pathological condition is a historical 

phenomenon, meaning that it can only be understood through the structure of present-past-future. 

The same goes for the concept of „experience‟. An experience is not just a here-and-now 

observation, a state of fact. Rather, experience essentially has a temporal structure. From the 

doctor‟s perspective, the state of an organism, which is not troubled at the moment, may develop 

into suffering. The doctor thus acts on future ailments in the present, based on past observations. 

To Canguilhem, the problem was to define what that means for the distinction between the normal 

and the pathological and how medical knowledge of this distinction is obtained. His answer was 

that the science of medicine is based on clinical experiences and practical experiences of patients‟ 

suffering. That is, medical knowledge is ultimately, according to Canguilhem, based on value, not 

fact. The doctor works in the service of life, trying, not to restore the normal state, but to enable 

the organism to be normative, i.e. capable of transgressing its own norms of a given moment. This 

perspective is important in the case of diabetes, but an additional problem remains. The problem 

with diabetics concerns predicting this future and making good decisions in the present vis-à-vis 
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this unknown future. Therefore, it does not make sense to discuss whether the individual, here and 

now, has a disease or not. What does make sense, however, is to discuss the criteria by which the 

health professional and the diabetic make decisions about countering future ills. It makes sense to 

discuss the faculty of judgement involved and the reasons given for navigating in life in the present, 

when the future is essentially uncertain. 

 

The above problem is discussed by Nikolas Rose in The Politics of Life Itself (2007). He 

suggests the term „pre-patient‟ for those individuals who are given medication to avoid future 

illnesses. In addition, Lars-Henrik Schmidt discusses this issue by playing on the difference between 

„running a risk‟ and „taking a chance‟ (Schmidt 2001). The problem regarding judgement is that we 

can never be sure that decisions are solely a result of a scientific calculation and determination of 

„best practice‟. Uffe Juul Jensen, drawing on, among others, Feinstein‟s 1967 book, Clinical Judgement, 

discusses the problematic status of Evidence-based Medicine (Jensen 2007) and whether the 

presumed evidence is really that straightforward and can the medical decisions be reduced to mere 

calculation. One of the points Rose brings out is the role of the medical industry in determining the 

threshold limits of certain risks. For instance, at what point should the tolerated glucose level be 

fixed? Should it be 7.5, 7.2, or 7.0? To the individual doctor, it makes no difference. Even to the 

individual in question it may not be a crucial difference, because – as we have seen above – there 

are cases where the doctor for some time has been checking up on the development of the glucose 

value. He has gradually indicated to the patient that there is a future risk of developing diabetes, for 

instance, the case of the woman who, long before she was diagnosed, was aware of the risk. The 

pharmaceutical industries, however, see a significant difference between 7.0 and 7.5. This decimal 

difference is by no means marginal. Whether the doctor chooses to act on the situation of the 

individual in front of him at 7.0, 7.2 or 7.5 makes a huge economic difference. Rose gives the 

example that these „protodiseases‟ or „symptom-less diseases‟ (Rose 2007: 85-86) are increasingly 

medicated. It is not diseases that are treated, but rather susceptibilities. 

These protodiseases have become the object of exceptionally fruitful exploitation by the pharmaceutical 

industry: for example, two lipid lowering drugs – Lipitor (atorvastatin) and Zocor (simvastatin) – 
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were among the top sellers in the United States in 2003, grossing $6.3 billion and $5.10 billion, 

respectively. Note that high lipid levels, high blood pressure, and similar indications are not, 

themselves, diseases. What is treated by doctor and drugs here is not disease but the almost infinitely 

expandable and malleable empire of risk. (Rose 2007: 86) 

The logic of the situation is, of course, that the sooner health professionals discover an increased 

value; the sooner they can initiate preventive methods, the sooner they can send the diabetic to a 

diabetes school or a motivational group, prescribe preventive medication, etc. Within this logic, 

early discovery of these diseases saves lives and promotes health. It will save a lot of money for the 

welfare states, because it is cheaper for society to have the individuals care (and pay) for themselves 

(and their preventive medicine) than to deal with the problem once it has turned into cardiovascular 

and neurological diseases. 

 

The 42-year-old male diabetic above is a pre-patient, in the sense that he is not yet dependent 

on medicine but still suffers from a „defect‟ which he interprets as a „vice‟. This shift is interesting. 

The individual knows from the diabetes school and the consultations in the hospital that there is 

something biologically wrong with him, but given his understanding of a disease, and given the 

normal values of his glucose levels, he is not able to point to what it is exactly. Therefore, he 

interprets himself as having a moral flaw – „being too bloody fond of food‟. The norm does that to 

people. A norm, as Canguilhem points out, has no existence – it plays its role, which is to devalue 

existence by allowing its correction (Canguilhem 1998[1943/1966]: 77). The diabetics take this 

particular attitude towards themselves, as the chapter about stultitia demonstrated. 

 

Interestingly, there is a certain ease with which health professionals and health institutions 

alike intervene in these individuals‟ lives and, moreover, the way these individuals readily accept 

their status as patients, once a diagnosis has been given. It is self-evidently true to most of the 

diabetics that one ought to follow the rules about healthy living, even though these rules are 

interpreted according to the individual person‟s needs and situation, and vary concerning the type 

of care that the health professional exercises. 
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6.4. Practicing the Self: Formation of the Self through 
Experimentation and Self-Regulation 
 

In the two focus group interviews with the motivational groups, there is a continuing discussion 

between the participants that pivots on the question about how much one ought to live according 

to the „rules‟ or recommendations given by the health professionals. Some will say that it is 

important to let go of this self-regulation at times in order to stay healthy, and others will insist on 

following the guidelines for the same purpose. The nature and level of things that a diabetic can do 

is determined by how well he or she knows himself – knows how he or she reacts to certain 

activities and dietary changes. At one point, there was a nurse present in one of the motivational 

groups who gave a talk about how food affects the blood sugar. She joined in the discussion about 

„following the rules‟ and suggested that it is a good idea to experiment, a good idea to focus 

attention on oneself, i.e. by measuring the blood sugar level when the participants try out new 

things. The more awareness about how certain ways of living affect blood sugar, the better the 

diabetic is prepared to handle the situation. The better they know themselves, the better regulated 

they are, and the more freely they can act in daily life. In the motivational groups, the participants 

often try out new recipes, new ways of making desserts with less fat and artificial sweeteners, etc. 

They also talk about how they conduct themselves in their daily lives, but most important, they talk 

about a number of things that have absolutely nothing to do with diabetes. 

 

One of the interesting discussions to occur in the interviews with the diabetics, just as it 

occurs in the daily and institutionalised activities when the diabetics get together in the more or less 

formalised settings, is the debate about what to do if it is difficult not to give in to temptations. The 

diabetics will usually rattle off the right things to do in order to live according to „the rules‟, but they 

will enumerate these suggestions in a way so that it sounds as if they are reading aloud from a 

standard textbook. When they have thus demonstrated that they know the right things to say, I 
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would sometimes ask them what they do in situations when it is difficult to do the „right thing‟ – 

what they do in order to manage the situation. There are some standard answers: 

 

1. Abstinence: Most often, the men will say that they simply try to think of something else. 

They explain, often in a few words, that it is a matter of „looking the other way‟ or „turning around 

and leave‟. One person will say that, at dinner parties, if there is dessert, he will simply pass on the 

ice cream, because it is easier that way, instead of taking a small portion or exchanging fruit for ice 

cream, for instance. We can call these „practices of abstinence‟. 

 

2. Self-regulation: There are other approaches – more common among women – which 

involve techniques to prepare food containing less fat and sugar, sometimes with artificial 

sweeteners. They make rules for themselves such as „only on the weekends‟, „only a small piece 

once in a while‟, „only dark chocolate, not milk chocolate‟, or „if I leave out dessert Wednesday and 

Thursday, it will be okay to let loose on Friday‟, and so forth.  

 

3. Experimental strategy: A third approach, one more difficult and requiring that the 

individuals take an interest in the art of living, the techniques of life, is to transform the taste that 

they have. This involves finding new ways of making healthy, delicious meals and working on the 

self, i.e. taking an experimental approach to life. Taste is not something already determined – rather 

it is something that can actively be transformed by the self and others (as when we try to encourage 

children learning to read by stimulating their desire to learn). It involves a number of technical 

skills, such as cooking, and it involves access to a community that supports the transformation of 

taste (and thus of identity). 

 

4. Opposition: A fourth approach is oppositional. It consists of simply disregarding the 

recommendations given – to say that it is more important to live the way one chooses and to take it 

easy with all the regulation and restraints. 
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5. Routinisation: A different but also sometimes-used strategy is to arrange life so that it 

contains fewer surprises and unforeseen events. This is a fifth approach. The more one can 

establish routines, the easier one can handle daily life. Therefore, holidays need to be prepared well 

in advance, as they constitute a difficult break with normal life. When a diabetic attends a party, it is 

not necessarily difficult to manage the situation, because it is usually possible to adapt. If the 

diabetic has a job that enables him or her to take many small breaks during which the person can 

eat his packed lunch, it is easier to handle the diabetes. A man in his forties says: „When I‟m at 

home in my daily routine, then it is easy […] but when I‟m on holiday it is more difficult to make 

the changes, to adapt‟ (notes: 88). The better prepared a person is to meet the flux of life, the more 

constant and regular the daily practices are, the less a person has to constantly make difficult 

choices, and the less one needs to constantly be aware of oneself. „When [I am working I have a] 

regular routine with breakfast, lunch, afternoon fruit, dinner; So the weekends are a bit more 

difficult to manage‟ (notes: 61). 

 

6. Critique of norms: A sixth and last feature is concerned with the critical role of lifestyle. In 

another motivational group, the individuals discuss likes and dislikes. One participant says that she 

usually makes food with chilli, garlic, and ginger – she loves Asian food. For her, it is interesting to 

play with these different recipes and try cooking in new ways. She no longer likes the traditional 

fried pork, meatballs, and liver paste. She prefers a glass of red wine instead of beer. The others 

prefer beer and food that is more traditional. For her, it is a chance to distinguish herself from the 

other diabetics. She has lost weight and is one of the few non-obese individuals to attend. She 

seems to position herself by having a different taste in, and use of, food and pleasures. Thus, the 

experimentation has an ethico-socio-political function as well. In the following section, these 

various aspects of the self-care practices will be demonstrated. 

 

A Case Story – Experimentation and Self-Regulation 
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The following chapters will elaborate the above mentioned techniques of the self, mainly focussing 

on experimentation. During the diabetes school sessions, I talked to an elderly couple (male 74, 

female 70) who both attended the diabetes school. The husband, who used to work as an engineer, 

had been diagnosed with diabetes a few months earlier. His doctor had asked him who does the 

cooking at home, which was clearly his wife, so the doctor suggested that they both attend the 

diabetes school. They were both willing to let me conduct an interview with them, which took place 

in their kitchen. The husband, who for a while had not been willing to accept his diagnosis, was 

seemingly reluctant to do the things that had been recommended. It turns out that he had been 

diagnosed a few years earlier and that the doctor had been vague about his diagnosis. He clearly felt 

that the doctor‟s talk about „the gray area‟ and expressions such as „leaning towards diabetes‟ were 

only meant as encouragements to start eating a healthier diet and quitting the bad habits. He did not 

think of himself as a diabetic. His glucose values had been 7.2 on average during three consecutive 

days. According to the current convention, this means that he is a diabetic, he tells me, but he had 

thought that since his values were so close to the normal, he did not have to think of himself as a 

diabetic, but rather as a person who should be a bit more careful with living healthily. His wife 

explains: „[He thought that] whether the values were 7 or 8 meant little‟ (notes: 134). He does not 

feel ill, which he utters several times during the interview. He feels that there are no visible, 

noticeable, or perceivable consequences of eating chocolate, for instance. His wife, on the other 

hand, disagrees – she says that her husband is more tired than he used to be and that he walks more 

slowly, etc. He feels that this is because of his sore ankle that stems from an old injury from which 

he never totally recovered. They do not want to use the artificial sweetener, and they prefer not to 

get involved in any kind of diabetes community. The couple already has plenty of friends on whom 

they can rely for information and help, if that should prove necessary. He says that they have not 

changed their diet much, and he kept quiet during the diabetes school sessions. It was his wife who 

would sometimes ask for more specific details regarding dietary issues – for recipes and dosages, 

etc. Furthermore, he suggests that, if he were to start to take an interest in diabetes, he would then 

have the doctor or the nurse write up the values, such as the glucose level, cholesterol, and blood 

pressure in a schema, so that he would be able to „see if it has an effect, the things that we do‟. 
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The wife, on the other hand, seems quite concerned about her husband‟s health status. She 

does most of the talking and talks a lot. During the interview, she repeatedly informs me that her 

husband is „beginning to eat healthily‟, and she reminds him that „you said that you would like to try 

to measure your sugar‟. She also answers my questions about their experiences in the diabetes 

school for him – suggesting that they have started to live more healthily and that they are aware that 

it is important to live healthily. She explains that she is cooking the food, and that he does not 

know how much he is supposed to eat, and if they are out, she has to keep an eye on him so that he 

does not eat a lot of cakes and chocolate. She seems concerned about his health status. She is 

worried about him having an old age with illness and complications, and she appears to be afraid of 

losing her husband. Therefore, she wants him to learn to take care of himself – „He, [name of 

husband], has to learn how much he can eat, and he has to learn to eat more regularly than we 

usually do‟. They were both surprised to learn from the diabetes school that diabetics have to eat 5-

6 times per day – small amounts of food, but quite often. She tells her husband, in order to 

convince him to start measuring his glucose values regularly, that he will be able to eat more freely, 

to „go off the rails‟ once in a while, if he knows his glucose values better. 

 

One of the most striking things about the interview with the old couple was that they were 

reluctant about internalising a diabetes identity. They did not want to get involved in any network 

groups with other diabetics, since they did not feel they had anything in common with the others. 

One of the reasons was that they were both involved in a lot of work in associations, dancing, 

travelling, sports, and family and friends. Neither did they want to use artificial sweeteners, etc. 

They had already started to change their lifestyle some time before the husband had been 

diagnosed, since they were aware that they were likely to gain weight when they were getting older. 

Thus, the lifestyle changes had already begun. Although the husband says that they have not 

changed their diet considerably, the wife‟s answers suggest that she has given their diet a lot of 

thought – maybe not because of the diabetes, but likely because she is simply interested in cooking. 

She explains that they have begun eating differently: „I use less butter and more rape seed oil‟. 

These dietary changes reveal themselves throughout the conversation – in the steady stream of 

information she offers. Most of her answers refer back to her cooking, their daily life, and their 
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adventures together. It becomes evident that it requires a lot of thought to keep a household. She 

explains how she dries thin slices of apples in the oven, so that they can use the dried apple as 

sweeteners on their oatmeal instead of sugar. She gives me a recipe for healthy muesli made from 

various seeds, oats, and grains. She explains that she usually arranges a plate with his meal for him, 

because if she lets him scoop from the pots and dishes himself, then he will undoubtedly take too 

much. She also says that she reminds him when he should eat in between the meals. He thinks that 

salad tastes good, but that it is very often limp and that it does not provide a feeling of being full. 

She, on the other hand, explains to both him and me that the other day they had romaine lettuce, 

which is very crispy, with peas and tuna, and that he had been perfectly full. He refers to a friend 

they have, who is also a diabetic, and who sometimes eats sweets and chocolate. But she reminds 

him that their friend also measures his blood sugar, and if he would do the same, then he could take 

more liberties. In that way, she would also be able to know if the dietary changes have an effect. 

She explains that „I will have to learn to make the things he likes in a new way‟. She explains that he 

likes good, old fashioned, hearty food, but the other day she made him roast beef with an 

alternative sauce made of crème fraiche, capers, Dijon mustard, and chilli, and he really liked that. 

He most definitely agrees with her explanation and assures me that he liked it. According to her, he 

will have to learn to measure „by rule of thumb‟ the right amounts to eat. One of the most difficult 

things will be to stay off the ice cream, which he enjoys. She thinks that it will be possible to make 

something that tastes good but at the same time is healthy. She says that it is definitely possible to 

cook with less fat and still preserve the good taste. The other day she made turkey meatballs that 

had grated vegetables in the minced meat. 

 

After a few weeks, when the diabetes school and the activity programme had ended, the old 

man, who has worked in engineering, participated in a focus group interview with a few other 

participants from the diabetes school and the activity programme. This time he participated without 

his wife, as they were going to go to the gym after the interview. Before the interview started, he 

told me that he had joined the Diabetes Association and that he had gotten a glucose meter. He 

was a bit confused about some of the values and asked my opinion about them. Most of his 

measures were within the normal, i.e. between 5 and 7. On one occasion they had attended a party 
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and they had had plenty of food and a few pieces of Belgian chocolate (weighing 45 grams), and 

even so, his glucose level had not increased during the night – on the contrary it had fallen from 7 

to 5. He records these measures and makes a note about what he has eaten and whether they have 

attended a party or played badminton and the like. On another occasion, he had had less food and 

still his values had increased from 5 to 7. He though it was strange, so we brought up the subject in 

the focus group interview when the others had arrived. One of the other participants would then 

explain that it is quite natural for the blood sugar level to increase in the morning when the body 

gets ready to arise and be active. 

 

The following excerpt is from the focus group interview with the participants in the diabetes 

school. The elderly, newly diagnosed, male participant has been reluctant with regards to acquire a 

glucose meter (which he had mentioned in an interview recorded after the first two diabetes school 

sessions). As noted above, he would have preferred to have the nurse or doctor measure these 

values and then write them down for him in a schema, so that he could observe the development of 

these values. In this later interview, he says: 

M1 (74): Well, I have acquired such an apparatus – I joined the Diabetes Association, and got an 

apparatus – and then I was highly surprised to find that, yesterday, before we went to bed, my blood 

sugar was 5.3 and this morning it was 7.0. I thought it would drop during the night if I hadn‟t eaten 

anything…? 

W2 (age 62): I think that‟s because it is so new to you, that you are surprised. Because [name of 

nurse] talked about that – but you probably haven‟t paid attention to that because you haven‟t tried 

it before – that the blood sugar is higher in the morning than in the evening, right. [Asks the others]. 

Don‟t you remember we were talking about that? 

The old man, who, in the beginning, had only had his values measured when he saw his doctor, has 

now acquired a glucose meter and is wondering about the connection between Belgian chocolate, 

eating habits, time of the day, and glucose levels. The recurring theme, which is often repeated, 

especially by health professionals and diabetes instructors is this: The better the person knows him 
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or herself, i.e. the more aware the person is about how blood sugar reacts to everyday life situations, 

different kinds of food, medicine and activities, the more freely one is able to act in daily life. The 

old man‟s wife tells him that he should measure his blood sugar, because that will enable him to „let 

loose‟ sometimes, without feeling guilty. The nurse in the motivational group also suggests that by 

monitoring oneself, it becomes easier to take measures against the effects of the sweets and so-

called „forbidden fruit‟ when occasionally the person goes off the rails. The more a person measures 

his blood sugar before and after, experiments with eating an unhealthy dessert, and then the next 

day compares such an activity with instead a special, low-sugar dessert, the more aware the person 

will be about how certain foods and activities affect blood sugar. In doing so, the more freely that 

person will be able to live, capable of managing his or her own life with diabetes. This is the 

educational intent: to make diabetics capable of caring for themselves or managing their own lives 

with diabetes. Since daily life is extremely complex with plenty of variables that affect blood sugar, 

navigating throughout daily life requires good judgement. No situation is ever fully comprehensible 

or determinable, which is why the glucose meter constitutes a technique to be able to make the best 

choices constantly – but also to change the way the individual relates to himself. 

 

A Family Illness – Ambassadors of Health 

 

Since diabetes is not an isolated condition, a singularity, the experiences have wider effects than on 

an individual basis (given the premise of diabetes‟ paradigmatic character). The following example 

illustrates this tension between the illness understood as a singular phenomenon, and the illness 

conceived as a broader social phenomenon. 

Diabetic (M, 75): If you are at home with the family – with your children and grandchildren, uncles 

and aunts and so forth – then they will say „Oh, that silly old fool, now he talks about that sugar-

nonsense again‟, right? [the other participants laugh affirmatively]. They don‟t want to hear about it. 

I am the one who‟s got the disease – not the entire family! But [in the motivational group] you can 

share your thoughts and ask about the things you don‟t understand. 
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Nurse (head of a local Diabetes Association): I would like to add a comment to that – I think that 

in the Diabetes Association, we make a great effort of trying to make people around the diabetics 

understand that having diabetes, in fact, is not an individual illness – it is a family illness, 

because it affects the whole family. Involving the whole family is inevitable. (notes: 210, emphasis 

added) 

Diabetes is a „family illness‟. What this bit of a conversation from a focus group interview in a 

motivational group reveals is that diabetes is regarded, by the nurse working with diabetes, as a 

relational phenomenon. Diabetes is to be countered as a social, relational phenomenon. If a person 

is a diabetic, and he is the only one in the family who has the disease, and the rest of the family 

usually eats plenty of fried pork and potatoes, then it is difficult for that person to change his eating 

habits alone. That would mean that he would have to prepare his vegetable patés by himself every 

day. It is easier to change eating habits if the whole family is involved. This also suggests that the 

changes are considered healthy for the whole family. Health professionals know well that a family 

history of diabetes increases the risk of other family members developing diabetes. Apparently, it is 

also considered legitimate to impose lifestyle changes on the individuals in the family, who are not 

(yet) diabetics. Thus, we see in the educational practices of diabetes care an ambition of promoting 

healthy living more generally. 

 

There is another aspect of diabetes with regards to the family. Some of the participants in the 

motivational groups mention that it is sometimes difficult to be invited for family dinners and the 

like, because the rest of the family does not live by the same healthy principles. 

W1: You risk that sometimes they serve a very fatty dessert or the like… 

W4: I gave up explaining to my family a long time ago that they have to think of [healthy food]... I 

always bring my own food that I can survive on – and if they have an apple and some bread, then I‟ll 

be satisfied. 

W2: My family always offers plenty of salads… 

W1: Well, I‟ve also been able to teach my family these things by now… 
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(Focus group interview, motivational group # 2: 236-237) 

 

In a sense, diabetics themselves are the vanguards of health promotion, or rather, the individuals 

who develop the practices of the self and who are used as experiments, with regards to developing 

the techniques used to promote lifestyle changes, to care for the self, and prevent diseases. When 

asked about how he thinks that he will benefit from the diabetes course, this diabetic says: 

I think I‟ll use the diabetes course to… I don‟t know how to explain this… but I figure that I‟ll 

have a kind of background knowledge, which will make me capable of observing if anyone else around 

me will start getting the same symptoms that I have. That is, I guess I‟m – as they say in the diabetes 

school – „you become a kind of ambassador when you’re through here!‟ (notes: 150 

– emphasis added) 

With the word „ambassador‟, this diabetic is saying that he will be able to remedy the 

misconceptions with regards to diabetes that people in general hold – in the same way he used to 

be misinformed about the nature of the disease himself. However, he is becoming an ambassador 

in more than this sense. He becomes an ambassador of self-care skills, techniques, and know-how 

with regards to healthy living in general, not only with regards to diabetes. He becomes an 

ambassador in the sense that he will be able to promote certain ideas and practices of the self that 

are generally considered healthy. He becomes an experimenter as well as an object for experimental 

reflection. The educational practices around diabetics can thus be understood as laboratories for 

developing the techniques for healthy living. 

 

Diabetes, then, can be seen as a field of experimentation: a field in which diabetics 

themselves learn to follow certain rules, invent ways of living with their condition, transgressing the 

norms of life and establishing new ones. Diabetics must exert an impressive ingenuity in their 

attempts to institute new norms, which for Canguilhem means that the diabetic has to be 

„normative‟, i.e. to be able to institute new norms of life. Diabetes can also be viewed as a 

paradigmatic field in which hospitals and political health institutions in the local community 

experiment with techniques and strategies to change the supposedly unhealthy lifestyles of the 
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population. This is due to the link between the supposedly ideal way of life for diabetics and the 

accepted standard of healthy living for the population in general. The production of this specialised 

knowledge is not essentially based on statistical thinking, but rather on an experimental logic. 

Diabetics themselves experiment with ways of living, and at the same time these experiences are 

meticulously recorded by the health professionals and health researchers, who interact closely with 

diabetics and establish the „laboratories‟ in which knowledge about lifestyle transformation and 

learning is developed. 

 

What is furthermore interesting is that in such a classic, medical logic – i.e. the experimental 

science – there is a possibility of learning. The experiment is precisely characterised by the fact that 

events are free to happen that do not fit into a well-structured, preconceived plan; the purpose 

being that these preconceived ideas of „rules‟ for healthy living should be put to the test. These 

diabetics are then both objects and subjects of experimentation, meaning that they learn by 

applying the rules in new ways, and at the same time, and precisely therefore, this experimental life 

is a study object for health research that aims at developing knowledge and techniques to support 

lifestyle transformation. Simultaneously, this experimental activity renders diabetics responsible for 

their own way of life. The medical idea of experimentation, presented by Claude Bernard, captures 

these various meanings and permits an analysis of the diabetes field as an experimentarium. 

 

Experimenting with Alcohol and Sweets – Learning by Doing 

 

Type 2 diabetes is not dangerous in the sense that there are any life-threatening situations occurring, 

which is why health professionals often express the concern that patients do not seem to take their 

illness seriously. As shown above, one of the most striking dilemmas in diabetes education is the 

tension between regulating oneself strictly, i.e. following the rules of healthy living provided in the 

diabetes outpatient ward and in the diabetes schools, on the one hand, and experimenting with 

ways of living to become accustomed to regulating the self most efficiently and healthily. 
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The practice of experimentation allows diabetics to see for themselves that they can keep 

blood sugar and blood pressure much more stable by eating food rich in fibres, vegetables, etc. 

They can see that their blood sugar drops when they play sports and participate in other activities, 

such as gardening or walking. 

 

In another motivational group in which a nurse has been invited to give a talk about diet and 

glucose regulation, the participants talk about alcohol, and how it first raises blood sugar, but later 

reverses the upward swing and causes blood sugar to drop. The nurse suggests that patients 

measure their blood sugar when occasionally they want to enjoy alcohol, and that they should 

remember to eat something, because at some point the upward movement of the glucose level is 

reversed. That is of course dangerous if a diabetic is too drunk to notice when the glucose level 

drops below the normal range (hypoglycaemia). The nurse suggests that the diabetics experiment 

and constantly monitor themselves with a glucose meter. The reverse effect of alcohol on blood 

sugar also means that diabetics can, occasionally and modestly, have a small piece of a sweet dessert 

with, for instance, a cognac. The sweet dessert raises blood sugar, and the alcohol has the reverse 

effect. She repeats again and again, that this should not be exaggerated, but only done modestly on 

rare occasions. 

Nurse: It is possible to compensate. If occasionally one prefers a sweet dessert, eh… and then to have 

a cognac with the coffee, right. It is a question of learning by doing. 

W4: Finding a balance, then? 

W1: Wow, that‟s a good idea! 

W3: That saves the day, ah!? 

Nurse: This is where I usually say that it is a good idea to have a glucose meter. So you kind of know 

how things work. How does this dessert affect my blood sugar, and what does this cognac do. And this 

is where it gets a bit complicated! There is no way you can take a holiday! If you want to regulate 

yourselves properly, then you have to make use of these glucose meters – in this way, too. 

[…] 
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Nurse: This is where a glucose meter is splendid for discovering „how do I react to these things?‟ What 

is the level of the blood sugar before I begin, and afterwards. Because if you don‟t know that, then... It 

doesn‟t take much... 

A huge problem with patient education is that it is based on standardised guidelines and thus 

leaves no room for the inherent danger in experimentation. The dilemma of learning, however, is 

that it is necessarily tied to a fundamental uncertainty. There is no way once and for all to determine 

which kinds of experiences constitute „best practice‟ in designing an educational process and 

distinguishing them from those that are not as good. This is also a fundamental problem in any 

experimental science or practice – and the reason why no patient can ever learn to regulate him- or 

herself without breaking the routine and taking chances. The following discussion appeared in a 

focus group interview with a motivational group and illustrates this dilemma. 

W2: First we started out with a light workout, and used the exercise bikes, and then we cooked 

dinner. 

Interviewer: What did you have, if I may ask? 

W2: We made celeriac, boiled celeriac [or celery?] with shrimps. 

W1: That sounds good. 

W2: Yes, and so it was. 

W3: And what was it that you…? [asks W4] 

W4: I made a super healthy salad, with grilled peppers. 

[…] 

W3: And then we had red wine with the food, because that is healthy, too. 

W1: Yes! [all laugh] 

They keep talking about the dinner they had together. 

W3: Well, ‟cause I thought the red wine just kept circling around. 

M2: Yes, yes, it just kept coming. 
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W1: Yes, and it was actually very nice to have dinner together, right? The third or the fourth time, 

right? It builds a community spirit, right? 

The group starts discussing whether there is time enough for talking with each other during these 

events. A participant thinks that it would be a good idea if they could all bring their own recipes, so 

that they could learn from each other‟s experiences. Yet she does not think there is time enough for 

that. Most of the participants disagree and say that there is time enough for talking together. They 

describe how much time they have after they have finished cooking. W1 tries to negotiate between 

the two parties in opposition, and they settle on the understanding that it is probably a good idea 

that they cannot all bring their own recipes, because otherwise they would not be able to agree on 

what to prepare. Finally, they reach a common understanding that through the experiences of 

cooking together, they learn to use the ingredients in a new way. 

W1: And in return, we learn to use the ingredients in a new way. 

W2: Yes, that‟s right. [the others concur] 

W1: At any rate, I have never used so many different spices as I do now, after I began taking the 

cooking classes. [many concur] 

W2: …get some good ideas about what ingredients to use when cooking. 

W1: My God! Yes! 

(Focus group interview – motivational group # 2: 227) 

 

By experimenting, diabetics get to know themselves better and develop better judgement with 

which to manage their ever-changing lives. Experimenting with how various kinds of food, and in 

this particular case food and alcohol, affects the blood sugar, is an efficient method of learning to 

care for the self. As a person tries out various things, testing various combinations of food and 

activities, that person develops a better understanding of his or her own condition. Moreover, as 

the awareness of the self grows, so does the sense of responsibility and risk of future complications. 

In this process a specific kind of self-understanding is generated. The problem, of course, is the 

rampant empiricism potentially inherent in this approach. Some diabetics feel that the trial and 
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error approach is risky because it is one‟s own life and health, which is at stake. These diabetics 

emphasise that it is a good thing to have a very regular routine in daily life, to be well prepared for 

unforeseen events, to abstain from the unhealthy food products, and to follow the dietary 

recommendations closely. Some of the diabetics find it easier simply to memorise which foods they 

are allowed to eat and those from which they should abstain. It is easier that way. Yet others find it 

challenging to experiment with recipes and new ways of cooking, thus embracing the advice from 

the nurse. 

 

6.5. Lifestyle Changes – Techniques and Exercises 

Glucose Measurement 

 

Measuring the glucose level takes on greater meaning when the diabetic reports these measures to 

the doctor or nurse, who subsequently uses these glucose levels as a vantage point for discussing 

treatment, and lifestyle issues and habits with the patient. Thus, a technique such as using a glucose 

meter becomes a social technology and acquires an educational significance during the 

consultations during which these figures are discussed. The technical apparatus itself is only 

interesting, because it adds the values that form an image of the patient – i.e. whether the patient is 

a well-regulated patient or in the grip of bad habits. The meter values, in the consultation, are not 

mere numbers, but rather an expression of how well or how poorly the patient cares for him or 

herself. The values, in this situation, constitute a point of departure for an evaluation of the 

patient‟s life, self-care skills, and habits. The technique thus provides the data that forms the field of 

inquiry. These numbers are not in themselves contested, but the values are signs of the bodily 

condition of the diabetic, i.e. whether the insulin resistance has increased, whether the glucose level 

is too high or low, whether there is a certain regularity in the peaks and valleys of the fluctuations, 

and whether these swings reveal that there are times of the day when the diabetic should change his 

or her habits. 
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For instance, during a doctor‟s consultation, the diabetes notebook of an old man reveals 

that he has a normal glucose level in the evening, but that he wakes up in the morning with a high 

blood sugar. The patient himself had also noticed that the glucose values went up after a meal. The 

(male) patient had his wife with him in the consultation, and she explained to the doctor that her 

husband gets up again before they fall asleep at night and eats. „That‟s because he can‟t sleep – then 

he gets up and eats a few slices of bread with cheese‟ (notes: 47). The doctor then asks what kind of 

bread he eats, to which the patient answers white bread. The wife explains that „it is so that he can 

fall asleep.‟ The doctor then says smilingly that „white bread – that‟s just like sugar. Perhaps you can 

have rye bread or at any rate bread that has more fibre?‟ He explains that fibres slow the process of 

digestion, which levels out blood sugar swings. The doctor says that it is possible gradually to 

decrease the quantity. „You can gradually adapt – you can adapt the body to gradually need less.‟ 

The patient then says with a smile – „yes, I have to stop sinning‟. 

 

In the situation described above, the self-reported glucose values become the common point 

of reference for both the doctor and the patient. The values have established a norm, which makes 

the diabetic use the expression „sinning‟. Diverting from that norm makes the patient aware that he 

could and should do better. He becomes aware of himself and his habits through these glucose 

variations. As a discussion in one of the motivational groups revealed, this terminology should not 

lead us to suspect that the patient feels subdued by the hospital, medicine, or the health 

professionals. One thing is what the patient says when he is in a consultation with a doctor; another 

thing is how he lives and thinks of himself outside of the hospital setting. The word „sinning‟ is 

pronounced with a smile, and does not indicate that the patient is either marginalised or alienated, 

or that he feels guilty. The doctor uses these values as a means to find out when, typically, the 

glucose level is above or below the normal range, which then indicates – for instance – that it is at 

night time that the glucose level increases, or that it is during work hours that the glucose drops 

below the normal range. The doctor has access to a more precise measure (the HbA1C) that 

indicates the average glucose level during the past three months, but the doctor cannot see from 

this measure the fluctuations during the day. Such fluctuations are important to know to prescribe 

the correct dosage of medicine, but more important, the dispersion of medicine during the day. It is 
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not possible to figure out from an average value of, say 6, whether the glucose level is 2.5, 3, or 4 

during work hours, but increases to 13, 14, or 15 a couple of hours after dinner. Thus, the doctor 

needs to see the self-reported glucose values in order to know whether the blood sugar 

predominantly stays within the normal range, and at what times during the day that the level 

deviates from the normal range. This explains why the first question asked by the doctor in a 

consultation (after the formal „hello‟ and „how are you?‟) is „Have you brought your book?‟ The 

patients have a small book in which they can record their measures. Sometimes the patients hand 

over the book and let the doctor look at it, and while he or she is looking at the recordings, the 

patients will often hurriedly explain why some of the values have gone astray, before the doctor 

comments on the abnormalities. When the doctor comments about some of the measurements, the 

patients then explain why a certain value might occur at this specific time of the day. It happens 

quite often that the patient will hand over the book, and at the same time start commenting on the 

values. They will often say, apologetically, that „there are some high values‟ at a specific time of the 

day. They will then say that they had attended a birthday that particular day, or that they had 

forgotten to eat in between meals, or that during Christmas and New Year hollidays, the blood 

sugar has been incontrollable (notes: 43). For some, it seems that Christmas is a daily event! 

Occasionally, the diabetic simply will say that he or she had not brought the book, making an 

excuse about forgetting it or not having had time to record the glucose values. In these cases, the 

doctor then must ask the patient if he or she often feels the symptoms of low blood sugar, at any 

specific time of the day, before he or she can change the medication (based partly on the average 

measure HbA1C and partly on the subjective reports of the patient). They will also shift the focus 

to talk about blood pressure or cholesterol. 

 

Thus, the glucose measuring technique is a way in which diabetics become aware of their 

blood sugar level, and thus of their own habits, and whereby they internalise a specific 

understanding of themselves based on these values. Consequently, they understand themselves in 

light of the norms that are embedded in this situation. None of the diabetics observed appeared 

within the normal range at all times – some were predominantly within the normal range with only 

occasional deviances. Some were very often above the normal range. Some were far above the 
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normal range. Some had an acceptable average glucose level, but occasionally self-reported values 

that were too low, and other times, too high. However, even in cases in which the patient was 

usually within the normal range and generally very well-regulated, the attention in the situation was 

often drawn towards the few deviances that were always present. For example, in one case an 

elderly man attended the consultation, and the doctor went through all the values. The self-reported 

values were very satisfying, the cholesterol and blood pressure likewise, and the old man (the 

patient) even attended a fitness centre on occasion. He also had reduced the number of cigarettes 

smoked considerably. The patient, who appears to originate from the Middle East, only spoke 

when the doctor asked a question, and he provided short, precise answers to the doctor‟s questions, 

apparently because of language difficulties. Usually, the doctor was calm and utterly unshakable. 

During this consultation, though, the doctor gradually appeared more and more exited, and says 

„yes‟, „perfect‟, „that is very fine‟ whenever the patient provided the answers. The blood pressure 

was a little too high, though, but the patient explained that he had already seen his general 

practitioner and was prescribed some stronger medicine. The patient showed the prescription to the 

doctor. The doctor says that it was very well done that the patient sought the aid of his GP, thus 

doing something about the high blood pressure himself. The doctor clearly thought this was a 

prime example of a good patient. This is what a patient should be like. The doctor nodded in a 

satisfied and approving manner every time the patient answered. Yet even in this situation, it 

seemed that the patient should try to improve his habits – ideally he could try to quit smoking 

entirely. After the patient had left the doctor looked at me, the observer, with eyes full of 

admiration, and says, „That was well done, wasn‟t it! The doctor turns in the chair so he looks at me, 

the observer, directly for the first time. „His glucose levels were so fine! And he even went to a 

fitness centre. He had almost quit smoking. And he had even made an appointment with the GP 

himself!‟ Still, even in this situation there would always be something that could be perfected a bit 

more. The close connection between the meter readings and the habits of life is established in this 

situation. When values divert from the normal range, even though the doctor assures the patient 

that „it all looks fine‟, it is easy for the patient to link the recordings with lifestyle and bad habits. 

The attention is automatically drawn towards the patient‟s lifestyle. The patient finds it easy to 

blame him- or herself in the situation, when something stands out as abnormal. The health 
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professional is not necessarily to blame for this situation. He or she would very often assure the 

patient that it all looks very reasonable and always approach the situation constructively, i.e. by 

increasing or adjusting the dosage of medicine. The logic of the situation, however, inevitably 

directs attention towards the anomalies, and then, directly or indirectly, onto the patient‟s lifestyle. 

Of course, observations in the consultations do not reveal whether patients forget all about these 

norms and anomalies as soon as he or she is out of the door; whether they tell their partner at 

home that „the doctor said everything looks fine‟, or the like. 

 

A very common feature of these consultations was how the patients would often appear as if 

they were attending a test or an exam. When the consultation was over, they would then go back to 

their everyday life, forget the good intentions, and cease focussing on their glucose level and blood 

pressure. This is seen particularly in the situations when the patients forgot to measure their glucose 

levels and did not remember to bring the „book‟ with them. They measure the glucose a few days 

before the consultation, but otherwise do not worry about diabetes in their everyday lives. 

Sometimes they have forgotten to measure their blood sugar or to record the values, or they have 

simply had other priorities. This is observed in the focus group interviews in the motivational 

groups as well, wherein the diabetics say that it is important, „not to worry too much‟. It drives you 

mad thinking about diabetes all the time. A nurse says: „Sometimes I have the feeling that the 

glucose values that the patients present are really not the values they have measured, but just some 

random values they have put down on paper‟ (notes: 58). Both the health professionals and the 

patients regard these consultations as tri-monthly wake-up calls, or „check-ups‟, as the diabetics call 

it. The health professionals sometimes express frustrations that, to them, it seems as if the diabetics 

forget all about diabetes, once they walk out of the office. This is also why the health professionals 

aim to make the diabetics want to monitor themselves at home, so they can stay focused on the 

values. This is particularly important when the patients take insulin, because in these cases, the 

values fluctuate much more than in those cases in which the patients only take pills or are not on 

medication at all. A self-monitoring technique increases the self-awareness concerning glucose 

levels and subsequently increases the feeling of responsibility (and guilt) in the patient. Thus, 

experimenting with measuring the glucose values can increase the feeling of freedom in the patient 
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(because it allows the diabetic to responsibly and sensibly go off the rails occasionally) and increases 

the patient‟s feeling of guilt, responsibility and self-control. 

 

Nursing Consultation 

 

While the doctor‟s consultation is important, the function of the glucose measuring technique 

emerges much more clearly in the nursing consultations. Here, the mechanism is amplified 

significantly, first, because the consultation with the nurse lasts an hour, whereas that with the 

doctor lasts but 10 to 15 minutes. Second, the nurses regard the lifestyle issues and the everyday life 

of the patient as their domain (which is also suggested by a doctor who refers to the fact that the 

diabetes care in the outpatient ward works as a whole – but that there is a division of labour 

between the nurses who deal with the lifestyle issues and the doctors who take care of the strictly 

medical aspect of the patient‟s life). The nurse instructs the patients on using the glucose meter, 

while informing the patient about how diet and activity affects blood sugar. New patients are 

carefully instructed in the use of the meters – how to administer the measuring process and 

everyday situations and how to react to certain values, how to pay attention to the symptoms of 

high and low blood sugar, how to avoid these situations, how to react if the blood sugar is too low, 

etc. A whole set of practices is connected to the self-monitoring technique, with several things to 

remember and of which to be mindful (Danholt 2008). These practices and techniques are provided 

by the nurses during the hour-long consultation, and they also constitute the central curriculum in 

the diabetes school in which a nurse and a dietician teach. 

 

During the observations made in the diabetes outpatient ward, it soon became apparent that 

it was the nursing consultations that were interesting with respect to the link between techniques, 

use of techniques, practices of the self, habits, taste, everyday life, and lifestyle. The example below 

illustrates this connection. 
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Exposing Life as an Object for Investigation and Change – A Case 

 

On one occasion, I am invited by the nurse to sit in during the consultation with her first patient of 

the day. It is 9:00 in the morning, and the usual briefing between 8:00 and 9:00 in the ward with the 

nurses has just come to an end. I participated in this meeting, and it was agreed that I could sit in 

with the nurse during a couple of her patient consultations. Later in the afternoon, I would 

participate in a consultation with another nurse. The first nurse tells me that her patient is „a newly 

diagnosed diabetic who was earlier having troubles with her blood pressure‟ (notes: 50). As we meet 

the patient in the hallway, the nurse introduces me and asks the patient if it is okay that she has 

brought a man along, who is here to study „how we communicate with the patients‟. This 

description strikes me as odd, since I carefully told the nurses the nature of my interests during the 

briefing. I figure that she tells the patient this in order to avoid too much explanation. The 

consultation room is very small and narrow, so I get to sit very close to the patient and the nurse – 

as if in a triangle – which almost invites me to take part in the talk (more than I desire). The nurse 

leans forward and talks to the patient, and when the patient answers, she looks at me as well. As a 

result, I look down before the patient starts to talk, which forces the patient to keep eye contact 

with the nurse during the session. The nurse asks the patient how things are, but soon turns the 

dialogue in a different direction. The patient, who is of Middle-Eastern origin, describes how her 

blood pressure used to be too high and that she has attended a „Heart School‟ (a school where 

patients with cardiovascular diseases can learn how to manage their illness). She furthermore 

describes, in general terms, her situation. She also explains that she has had one of her kidneys 

removed because of cancer. As the nurse asks empathetically about this situation, the patient is 

clearly affected emotionally. The patient says, „Now I feel like I‟ve had my share [of misfortunes]‟. 

The nurse explains that there is a connection between diabetes and heart diseases. The nurse 

inquires about the patient‟s situation, how she feels about it, and how she copes with the illnesses in 

daily life. The patient exclaims that she has quit smoking after the heart surgery. The nurse asks if 

she has „completely ceased smoking, or…?‟ to which the patient answers that she has „cut down 

dramatically‟ the amount of cigarettes she smokes. „Before, I used to smoke two packs of cigarettes 
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a day‟. The nurse says that it is a good thing that she has quit smoking and „it is important, because 

smoking affects both your diabetes and the heart disorder‟. 

 

The nurse then draws an illustration of blood vessels, sugar, and the muscles on a piece of 

paper, and uses it to explain how insulin opens the receptors in the cells, so that glucose can be put 

to use in the muscles. She also explains that there are three crucial factors that affect diabetes: 1) 

diet, 2) activity, and 3) medicine. „But we only have time to talk about diet today – and there are 

probably many of these things that you have already heard in the Heart School‟. Together, they go 

through the details concerning the patient‟s diet, i.e. what she normally eats on a daily basis. The 

patient explains in minute detail what her breakfast normally consists of. She says: „I usually have 

coffee and a roll. At work, I show up at 6:00 in the morning – so that‟s early. That‟s why I always 

start with the coffee‟. She then explains she has lunch at 11:00, and what this meal usually consists 

of, and that she has fruit in the afternoon. Dinner is usually rice or potatoes with meat. 

Furthermore, she says that they have started eating vegetables as well. „It is difficult to involve the 

others [the family] in the new eating habits‟. She emphasises this is a significant challenge. The 

nurse notices the breakfast roll. She asks if the patient can possibly exchange that with some bread 

that has a higher level of fibres, for instance, rye bread. The nurse then explains the same principles 

that were taught in the diabetes school. In addition, the patient notes that she doesn‟t eat anything 

at night because her husband works late. The nurse asks whether they sometimes have more 

traditional Middle-Eastern food, but the patient responds that is not so often the case. She informs 

the patient that white bread causes bigger variations in the blood sugar. Many small meals will keep 

the blood sugar more stable. She makes clear that diabetes is a chronic disease, so no cure is 

possible, but it is possible to keep the late complications at arm‟s length if one lives healthily and 

keeps the blood sugar variations stable. 

 

After the patient has explained about her eating habits and life more broadly, the nurse then 

introduces the patient to the use of the glucose meter. „Till next time we meet, you have to measure 

your blood sugar during two days. You test yourself in the morning, before and after breakfast, 

before lunch and dinner, and before you go to bed‟ (notes: 51). The patient is presented with two 
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different apparatuses, and she chooses the smaller one. The nurse explains that „the companies give 

away the meters for free – it is the test strips that are expensive‟. The nurse then carefully 

demonstrates the use of the meter, step by step, without actually pricking her finger. She 

demonstrates washing her hands, inserting the lancet, holding the meter in order to collect the 

blood, and finally disposing of the lancet and the strip in a container. Then it is the patient‟s turn. 

She is a bit insecure and completes the test with some difficulty. The value is 9.1. The nurse says 

that this value is normal because the patient has just had breakfast. „There is nothing unusual about 

that!‟ The nurse says that the patient can do the tests during the weekend if that is easier to manage. 

The patient is also told that she should wash her hands first, so that the test will be as accurate as 

possible. 

 

The patient then has her blood pressure measured, which is 130/80, to which the nurse says 

that she is surprised, because after a heart surgery she would have expected it to be higher. The 

patient also has quite a low pulse. The nurse leaves the room, because she wants to confer with a 

doctor about the low pulse. While the nurse is gone, the patient tells me that it has been difficult 

with the cancer diagnosis, but that she has recently had a two-year check-up, and luckily the cancer 

has not grown further. She explains that one can feel safe after the two-year period if there have 

been no changes. So she feels like her recovery to good health has just been declared. She also says 

that she knows a little bit about diabetes from friends and family. I get a strong impression that she 

feels like diabetes is nothing compared to what she has been struggling with the past two years. She 

explains, „diabetes is not a serious disease, but it is difficult to manage [Diabetes er en let sygdom, 

men det er en svær sygdom]‟. When the nurse returns, we get up and go to another room where the 

patient‟s weight (91 k) and height (1.65 m) is measured and recorded. The nurse gives the patient a 

container for collecting a urine specimen at home. Furthermore, she explains that they must 

schedule a follow up appointment for two weeks from the present. The patient says that she prefers 

an appointment after 2:00 o‟clock, because that is when she gets off work. The patient agrees that I 

can sit in during the next consultation as well. 
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When talking to the nurse afterwards, she says that it is difficult to help the patients who are 

overweight. However, she is optimistic concerning this patient. She thinks that she has the 

necessary resources to cope with the condition. She explains that „many of our patients are… how 

shall I put this in politically correct terms… from a social group that…. In any case, they don‟t have 

the same resources available that others do [mange af de patienter vi har, er… hvad kan man sige, 

som er politisk korrekt… fra en socialgruppe som…. De har i hvert fald ikke de samme ressourcer, 

som andre har! ]‟ (notes: 53). We talk about the difficulties in teaching the patients in the diabetes 

schools, and that in these cases, this task can be an „uphill journey [op ad bakke]‟. She refers to a 

doctor whom she tells me uses the expression, „They lack the gene to pull themselves together‟. She 

tells me, „Here in the hospital, we do not see the patients who have social networks, and who have 

the intellectual and economic resources to manage their situation. Those individuals quickly learn to 

put to use the principles we teach them. They take care of themselves at home by themselves [De 

patienter, som har netværk, og som er intelligente og højtuddannede og har de økonomiske 

ressourcer, dem ser vi ikke, for de lærer hurtigt at anvende de principper, vi fortæller dem. De klarer 

det selv derhjemme.]. It is the complex patients [de „tunge‟ patienter] that we see in the hospital. 

The others, they attend their own general practitioner. We get the cases that have gone wrong, 

which their GP can‟t deal with‟ (notes: 53). 

 

We talk for quite a long time. The nurse seems to care considerably about the issue of 

diabetes care. We also talk about the diabetes school, to which the nurse responds that she thinks 

that the third week is tough, because that is when they talk about disease issues and late 

complications. She is curious to know what I think about it, and expresses doubts about the effect 

of the teaching. She feels that it has little effect on the participants. She is concerned about how to 

get the diabetics to change [rykke sig]. I suggest that it might be an idea to shift focus from teaching 

the principles and facts about the disease and instead make it more practical – for example, by 

setting the stage in a kitchen. In this way, the diabetics would learn by doing, instead of just hearing 

about what one ought to do. I suggest that the problem of „change‟ is concerned with habits and 

the habitual lifestyle. She seemingly agrees and says, „I think the diabetics would learn the principles 

better by doing things in practice‟. The principle behind the diabetes school is to prepare diabetics 
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by teaching them the background knowledge of the disease, which includes dietary 

recommendations, information about pathology, and late complications. The nurse apparently has a 

more practical approach to education. „In any case, I don‟t think the participants learn anything this 

way‟. For the nurse, learning does not mean recollecting facts and principles, but rather being able 

to change one‟s life and situation. To her, this is what learning means. She continues making the 

point that „it would be interesting to know what causes people to change [flytte sig]‟ (notes: 54). 

„Sometimes it is difficult to know why the patients show up for the consultations, since they have to 

be motivated in order to get anything out of it. If you are not motivated, what‟s the point?‟ She 

explains: „If you ask a patient why they have come, what they mean to gain from it, then they say: “I 

don‟t know”. They attend because their doctor has told them to. But they don‟t seem to know how 

to make use of our services or why they are here‟. 

 

Two Weeks Later 

 

Two weeks later, I am in the diabetes outpatient ward again to follow up on the previous 

consultation. I meet the patient in the waiting room at 13:40. I would guess that she is 

approximately 45 years old. I ask her about the tests that she has conducted herself. She says, „It‟s 

been fine‟ but as she says it she smiles, exhales heavily, and shows the white of her eyes. She says a 

clipped „between 6 and 9‟ and says that she has made the recordings during the weekend, but they 

had visitors, who of course had brought sweets with them. She explains that Saturday she had only 

had a toffee and a biscuit, and then her glucose level had risen to 11. The other times, however, it 

had roughly been 6-7-8-ish. She shakes her head and smiles a bit, indicating with a face that it is 

difficult to manage the glucose level. She says, „But I‟ve learned from it. I had no idea that just one 

toffee could have such a big effect. It‟s really…[exhales heavily]!‟ (notes: 60). She laughs a bit, 

indicating with a grimace that it is difficult to keep the glucose values within the normal range. She 

furthermore tells me that next time she will try to measure the glucose level during two weekdays, 

because the weekends divert from the everyday experiences. For instance, she reveals that she does 

not eat the same things during the weekend, and she gets up much later than usual. When she goes 
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to work, there is a regular routine with breakfast, lunch, afternoon fruit, and dinner. She also says 

that she is doing hard, manual labour, so she is more active during workdays. She looks forward to 

discovering how the blood sugar behaves on weekdays. 

 

The nurse arrives and starts measuring the patient‟s blood pressure. The pressure is a little 

too high, so the nurse says that she will give the patient time to relax if she has just got off from 

work. The patient tells the nurse the same story she told me, i.e. that she has not arrived in the 

hospital straight from work. The nurse leaves again, and the patient starts talking to another patient 

who has just entered the waiting area. The nurse returns to measure the blood pressure again. 

 

We leave the waiting area and enter the consultation room. The nurse asks the patient how it 

went with the glucose meter at home. The patient smiles a bit, looks at me and says, „Well… okay, I 

guess‟. She laughs a bit while casting a glance at me. She tells the nurse the same story she told me 

about visitors, toffee, and a biscuit. She shows the book with her glucose recordings to the nurse. 

The nurse asks how much time elapsed between measuring the glucose level and eating the sweets, 

to which the patient responds, „half an hour‟. The patient smiles apologetically, and says, „Now I‟ve 

learned‟. The nurse looks at me and repeats with great emphasis what the patient just said: „That‟s 

right, exactly, you learn by trying out things, and then measure the glucose level afterwards. By 

trying out various things, you find out how you react – that is a learning process‟‟ (notes: 62). After the 

nurse has made sure that the observer has heard and understood what just went on, she tells the 

patient: „But your meter readings are very fine – perhaps a little bit too high – but there is nothing 

to worry about.‟ 

 

Now the nurse turns to address the issue that seems to concern her most. She asks the 

patient if she gets some exercise. The patient explains that she walks every day for one to two 

hours. „If the weather is bad then I only go for one hour‟. The nurse follows up by asking, „But does 

the pulse also get up a little – that is – do you sweat during a walk?‟ The patient confirms this is so. 

The patient says: „Sometimes I walk with my sister, and if she brings her kids along, then we don‟t 

walk very fast – I mean – because the kids stop all the time.‟ She reflects for a moment and then 
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says: „I have thought about joining a fitness centre.‟ The nurse, however, does not seem to think 

that she ought to do so. She says: „You could do that, of course.‟ She leans back: „But it shouldn‟t 

be necessary if you already spend so much time on walking. That‟s fine.‟ The patient says: „I do, if 

my body allows me to. But I usually push myself to get out if it doesn‟t hurt too much.‟ She touches 

her lower back and legs, and grimaces. The nurse repeats: „In the lower back and in your legs?‟ The 

nurse then says, „It is really admirable that you insist‟, and asks whether it is because of her hard 

work that she is sometimes in pain. The patient explains that she does a lot of lifting, and that she 

walks a lot when she is at work. 

 

The nurse then asks whether her children also do sports or are active. The patient laughs, 

shakes her head and says, „Oh no! My eldest girl is very skinny – but it would probably be good for 

the younger one‟. The patient keeps saying, „We‟ll see…‟ or „It might be…‟. It sounds as if she 

keeps pushing away the decision about doing exercise – as if she does not want to confront herself 

with the weight issue. The nurse says: „The reason why I ask about the children is that it is 

sometimes easier to get out and play some sport if it is something that one shares with others‟ 

(notes: 62). The patient loudly agrees, and confirms this idea: „Yes, I definitely need someone else 

with me – otherwise I don‟t bother. Doing sports is only fun if I have someone to talk to. I don‟t 

like fitness centres, because I need to be together with somebody I know‟. The nurse then suggests 

that it does not have to be in a fitness centre – „What about swimming?‟ The patient starts laughing, 

looks down at her own body and starts shaking her head. She says: „No, I can‟t swim‟. The nurse 

keeps digging – „You‟ve never learned that?‟ The patient says, „Well, yes, I used to take swimming 

lessons… but… I don‟t know… I didn‟t really like it‟. 

 

The nurse then asks whether the patient talks to her family about the diabetes condition. The 

patient says that she does talk to her family about it – „We talk about it a lot. I also talk to my 

children about it. My eldest girl often nags me quite a bit‟. She laughs a bit. „She keeps telling me I 

have to do something about it‟. She laughs a bit more and says, „We‟ll see…‟. 
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Then they start talking about diet and eating habits. The nurse asks if there is anything that 

the patient feels she could change regarding diet in order to keep the late complications at arm‟s 

length, but the patient does not think so. The nurse then says: „Well, you‟ve also recently been in 

the “Heart School”, and it is more or less the same principles that you are taught there‟. The patient 

starts telling that she has begun „eating more healthily at home, more vegetables. I also lost weight! 

But I easily gain the weight again that I have lost‟. She explains that when she was admitted to the 

hospital for her cancer operation, she lost 18 kilos. „But I quickly gained all the weight I had lost 

again‟. The nurse says that she lost this weight under different circumstances, thus indicating that it 

does not really count, because it was due to illness. She seems to imply that when the weight loss is 

not due to an effort of will power, it does not count. In concluding this topic, the nurse suggests 

that the patient should try to reduce the blood sugar a little more by keeping up the healthy eating 

habits and the walks. 

 

The above description of two successive nursing consultations with a newly diagnosed 

diabetic shows, among other things, how the measuring technique is used as a point of departure 

for a dialogue concerning key aspects of this diabetic‟s life. The glucose values set the stage and 

initiate the recommendations concerning work, leisure, diet, family, emotions, and the social life of 

the patient – all of which influence the health status of the individual and her family. 

 

Diet and Eating Habits 

 

One of the major areas of concern is diet. Diabetics are taught how food affects blood sugar in 

various settings. In the diabetes school, the dietician presents the basic principles for living with 

diabetes, and furthermore equips diabetics with practical recommendations and knowledge about 

food products, nutritional contents, etc. Most important, these principles need to be taught in a 

way, so that diabetics are able to apply the principles at home in daily life. A huge problem 

concerning dieting is that it is often difficult for the patients to change their habits. A 62-year-old 

female diabetic, who participated in the exercise group explains: 
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I just think that if I wasn‟t that lazy, then I wouldn‟t be ill. The way I understand it, it is possible to 

avoid the use of medicine if I change my lifestyle – my doctor also told me that. Some diabetics manage 

to make their diabetes disappear if they live healthily! (notes: 81-82) 

Going on a diet is not just a matter of knowing what is healthy to eat, but of overcoming habitual 

routines of daily life. Therefore, the teachings about diet in the diabetes school have various 

components: they teach nutritional facts, the ways different food products affect blood sugar, blood 

pressure, and cholesterol, but also how to apply the principles in practice. They also make a great 

effort of fitting the recommendations to the tastes of the diabetes school participants. If a person 

likes good, old-fashioned, hearty food, they offer advice on ways to prepare a traditional sauce with 

less fat that still tastes good. In the following, the techniques of dieting will be presented as they 

appear in the diabetes school, in the nursing consultations, and in the motivational groups amongst 

the diabetics. 

 

A technique called a „dietary plan‟ is developed and internalised in relation to the dietician. 

The diabetic is enjoined to write up everything he or she eats for a whole week – in minute detail. 

Then, next time the diabetic comes for an appointment with the dietician, he or she goes through 

the diet, and the dietician asks what the diabetic really is craving, and what foods the diabetic can 

more easily eliminate. This technique corresponds to the function of the glucose measuring practice 

described above. The dietician suggests practical ways of changing certain elements, either by 

suggesting more healthy ways of preparing a similar type of food, by suggesting substitutes, or 

entirely new courses or snacks that are healthy. The dietician must be very attuned to the feelings of 

the diabetic and must tread lightly when suggesting even slight changes. If he or she proceeds too 

quickly, there is a risk that the diabetic will turn his or her back on the advice, and if the dietician is 

not serious enough, it might suggest to the diabetic that there is no need to worry. The dietary plan 

(notes: 94-95) is a very practical way of approaching meticulously the tiniest details of a person‟s 

daily life – all the practical, regular things to which no one pays heed in the daily lives of people, 

because they are too ordinary. It is also a very ingenious way of involving the diabetic in the care of 

oneself, because it sets in at a level that everyone is supposed to be able to handle. It is not a set of 
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abstract guidelines that the individual cannot understand – rather it starts at a very practical level of 

self-management. The level of attention – the practical everydayness of an individual – is a good 

starting point for a practical conversation about life, taste, health, „bad behaviour‟, etc. Thus, it 

supposedly has the capacity to motivate an individual to care for the self. This, of course, is a way 

to shape the self-regulation and self-consciousness of the diabetic, so that he or she thinks about 

purchases when taking the regular (and mostly unconscious) tour round the supermarket. 

 

The most difficult aspect of the new eating habits to which a diabetic must become 

accustomed concerns the frequency of the meals. Diabetics are strongly recommended to eat 

between five and six small meals per day. The reason is that many small meals level out the blood 

sugar variations. If a person has only three big meals per day, the blood sugar will rise dramatically 

after each meal. If there is a long interval between the meals, the diabetic risks that blood sugar will 

drop too low before he or she has the next meal. This can be avoided by eating often, and the 

excessive glucose levels can likewise be avoided by eating only small portions. Many of the diabetics 

say that it is difficult to change from the usual three meals to the recommended five or six. Some 

say that they often forget the „in-between-meals [mellemmåltid]‟, because they are not used to eating 

at odd times during the day. Furthermore, the dietician emphasises that the many small (healthy) 

meals has another positive effect, which is that they stop the diabetics from going off the rails when 

they have the „munchies‟; if a person eats regularly, that person will be less likely to attack the 

vending machine. The following quote is from an interview with the old couple, where he is a 

diabetic. 

Wife: He completely forgets that he has to eat [the in-between-meals], so I have to remind him that he 

must eat the five meals, right. You said yourself [looks at her husband], when we were having lunch 

the other day, that you didn‟t feel… You said: „well, I‟m not very hungry‟, right. That‟s because he 

has had those meals in between, right. 

Interviewer: That was the idea [from the diabetes school], about eating quite often, right? It makes 

you feel less hungry? 
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Husband: Yes, and it kind of kept the blood sugar… so it wouldn‟t rush up and down all the time. 

There are different ways to remember to eat. Some say that they have to try to install regularity in 

their work life, so that they get used to eating when they have a small break. It is more complicated, 

because instead of having one big lunch pack they may have to make three small ones. They also 

think that, since it has to be healthy food, it is more laborious, because they will have to peel the 

carrots and so on for every meal. If a diabetic works the tills in a supermarket, it might be difficult 

to find the time for many small breaks. Others find it quite easy to implement the new principles in 

their lives. 

Male diabetic (42): Now I eat less sauce than I did before […] It‟s self-evident, that when you eat 

more often, you are less hungry in the afternoon. 

Interviewer: Okay, well – and you have just recently begun eating five to six times a day? 

Diabetic: No-no – I already began that when I was told by the doctor that… Back then I started 

cutting down so that – when I drive my lorry, then I eat a bit in the morning, a little more around 11 

and… So my lunch pack is actually divided several times during the day. That is because I move 

from place to place when I am at work. Then I can grab some food, and in that way I divide the 

lunch pack several times. 

Interviewer: So it is easier because you have this job? 

Diabetic: Yes, I‟ll say it is easier, because my job allows me to take the decision myself about when to 

have a short break of five to ten minutes to quickly grab some food. 

Interviewer: Okay, so you have the food in the lorry? 

Diabetic: Yes, I have a small fridge in the lorry – so that‟s very easy. 

But not every diabetic drives around with a fridge in the lorry at work! This is also why the dietician 

makes an effort of developing what one might call „healthy fast food‟ recommendations. 
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Another participant in the diabetes school says that he has his own company. He explains 

that he eats at least ten pieces of fruit every day when he works. He is under the impression that he 

is living very healthily and that he more than meets the recommendations from the National Board 

of Health, which is „six a day‟ (i.e. six pieces of fruit or vegetables per day, corresponding to „five a 

day‟ in the U.K.). The dietician explains that as a diabetic, it is important not to eat more than three 

portions of fruit a day, because fruit makes blood sugar rise very fast, causing these wild swings that 

are damaging to the health in the long run. The newly diagnosed participant was not aware of that, 

and he says that he always has a minimum of 800 grams of fruit per day, almost a kilo. He calls 

himself a „fruit addict [frugtoman]‟. The dietician recommends that he exchange most of the fruit 

with vegetables that taste sweet. Vegetables are „free‟ in the sense that a diabetic can have as many 

vegetables as desired without worrying about calories. In a consultation, the nurse mentions that 

there are three types of vegetables that have a naturally sweet taste: carrots, corn, and peas. The 

diabetics are free to eat as much as they desire of these vegetables. The nurse recommends that if 

the person wants to make a homemade smoothie or some juice, it is advisable to use these sweet 

vegetables with a little fruit, so that one does not have to use too much fruit or sweeten the 

beverage with sugar. 

 

There is a couple present in the diabetes school, who ask whether grapes are fruit or 

vegetables. The dietician explains that grapes are fruit and that one portion of grapes is the amount 

that a person can hold in one hand. The wife seems displeased with this, because she likes to eat 

grapes when she plays cards with her friends. The dietician recommends both grapes and cherry 

tomatoes, in order to have some vegetables that are delicious as well as fruit. After confirming with 

her husband, the woman asks whether raisins are better than grapes, to which the dietician explains 

that dried fruit is actually worse, because all the natural fruit sugar is concentrated in the dried fruit. 

The participant says that she thought they were being healthy because they used raisins instead of 

sugar on their oatmeal for breakfast. The dietician explains to all the participants that it is difficult 

to say what is healthy as such, because it depends on the circumstances. If one has just a tiny bit of 

sugar on the oatmeal it is actually healthier for the diabetics, in a certain sense, than having a big 
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handful of raisins. Fifteen grams of raisins constitutes one portion of fruit, and the diabetics should 

have no more than three portions of fruit per day. But of course, she also explains, raisins are 

healthier than sugar, because there are vitamins and minerals in the dried fruit. Examples of a fruit 

portion are given: half a glass of orange juice, one apple, one pear, half a banana, etc. She provides 

easily accessible recommendations and tries to avoid using measures such as grams and kilos, 

instead offering easily understandable amounts, such as „a handful‟, or she refers to standard 

products, such as „you know the tiny, little boxes with raisins that you can get in the supermarkets‟ 

when she refers to how much a diabetic can eat of various products, i.e. the „standard portions‟. 

 

The logic of the teaching as such has two layers: one concerns the specificities of type 2 

diabetes and the other common health norms that reflect the standard recommendations of the 

National Board of Health. The following quote is from one of the first ethnographic records I 

made when I participated in the diabetes school: 

The content of the teachings [in the diabetes school] are interesting, because on the one hand it is 

directed towards living with diabetes, but, on the other hand, combines the information specific to a 

particular disease with the very common recommendations from the National Board of Health (eat 

fruit and vegetables, less fat, a diet rich in fibre, thirty minutes of daily activity, no smoking, moderate 

use of alcohol, etc.); most of the information sounds as if it were directed towards people in general. 

Except for a few specific moments when they discuss glucose, medicine, complications and 

consultations, if you didn‟t know that it was a diabetes school, you would believe that the situation 

would be all about transmitting a common message of general health promotion and disease 

prevention, i.e. recommendations about diet, smoking, alcohol, and activity. (notes: 13) 

Since obesity is a primary concern, the diabetes school is focused on diet and activity as well as on 

medical facts and the principles concerning diabetes. The more weight a diabetic loses, the better 

utilisation of the insulin that the body itself produces, and the less medicine the diabetic needs to 

take. With weight loss, the individual also becomes less susceptible to late complications. Thus, the 

specific curriculum concerning the specific principles regarding type 2 diabetes is cast in a much 

wider context, one pertaining to lifestyle, health, risk, and obesity. 
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We have noted the issue regarding self-awareness in diabetes education. Diabetics very often 

do not feel troubled by their condition – they feel normal and therefore see no particular reason to 

change their lifestyle. They need to be made aware that a high average glucose level is dangerous. 

Therefore, a lot of the time they hear about the neuro-pathological complications that follow as a 

consequence of poor self-regulation. The participants are told that diabetes is a disruption in the 

metabolism, but this is not the primary focus – the focus is on making the diabetics aware of the 

importance of changing their current lifestyle. One of the health professionals teaching in the 

diabetes school tells me during a conversation after the class is over that she finds it difficult to find 

the right balance between scare campaigns and getting across this serious message. She explains that 

she used to tell the participants that diabetes is „dead serious [dødsens alvorligt]‟, but that she has 

changed her choice of terms, as she feels no need to scare them. On the other hand, it is a problem 

if they do not realise that the diabetes school is about a serious medical condition, and not merely 

„good advice on how to live healthily, which in principle applies to everybody‟ (notes: 14). It is 

important that the participants do not come away with the impression that the teachers are 

conducting general health education. Judging by the tone, however, in the diabetes school, it could 

be construed that at times there are grounds for the diabetics to believe such, causing concern 

amongst health professionals. Moreover, in the interviews, the diabetics do not seem to clearly 

distinguish between practices concerning the specific disease and general health norms. 

 

In the case of diet and eating habits there are plenty of techniques that diabetics can use, but 

most importantly, as demonstrated elsewhere, they must experiment with these techniques and 

practices themselves. As has been demonstrated before, these techniques and recommendations are 

not altogether „moralising‟, but rather treat an intricate question concerned with managing, 

moderating, and measuring the right amounts. It is a matter of practicing the competence to know 

how much, in what order, when, and where. It is a question of judgement. The desired „fruits‟ are 

not totally banished – rather it is a question of knowing how to handle the pleasures, to moderate, 

but not necessarily to abstain from them. When can a diabetic have a dessert, what does the 
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diabetic need to do in order to enjoy a dessert with a good conscience, and how much of the 

dessert is allowed? Basically, it is a question of administration and moderation. 

 

If the diabetics do not simply abstain from the forbidden stuff (which is a less complicated 

way of dealing with the illness), they create rules for themselves instead. It is primarily the women 

who practise on themselves in this way. „If I take the bicycle to work Monday, Tuesday, and 

Thursday, then it is okay to meet with friends and bake cakes on the weekend‟. „If I eat dark 

chocolate instead of milk chocolate, then it is okay to have a few pieces when I watch TV in the 

evening‟. Some of the diabetics, mostly the women, find it interesting to experiment with new ways 

of cooking. They see it as a challenge to make tasty food that has less fat and sugar. Thus, they 

apply the skills that they have brought with them through their upbringing. Making changes to a 

recipe constitutes a way of approaching life with diabetes for, especially, the older women. The 

men, if they want to follow the recommendations, likewise tend to apply the knowledge and skills 

they possess already, and use their bodies in physical workout. This is their way of dealing with 

diabetes, drawing on the competencies that are already in place. It makes sense for a diabetic who 

has worked at hard, physical labour all his life to go and pull the weights in a gym, more than for his 

wife, who has not worn her gym suit since grade 6. With regards to the men‟s eating habits, it is a 

question of knowing which products to turn down and which products to choose. It is less a 

question of experimenting with new ways of cooking, of transforming tastes, than it is learning 

some principles with regards to recognising the healthy food products from the unhealthy. As this 

„unlucky‟ man explains in a focus group interview: 

My mother-in-law had made delicious, homemade cinnamon rolls. And she told me there was no 

sugar in it. No! „No-no, I didn‟t put any sugar on top of your roll‟, she said. Well, that‟s just great. 

[the others are laughing]. But my sugar level was 11 or 13 when I came home, so apparently there 

was sugar in the dough, and the cinnamon stuffing was also mixed with sugar, so… (notes: 209) 

This is where the issue of artificial sweeteners comes up. In the motivational groups, the 

participants try out recipes that use artificial sweetener instead of sugar. The sweetener has no 

calories and is therefore „free‟. The companies producing these sweeteners give away a few samples, 
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so the diabetics can try them out in the local motivational groups. Quite often, a health professional 

will introduce the products, facilitating cooking lessons whereby the diabetics make „diabetes-

friendly cakes‟ and the like. These sessions are also an attempt to educate the diabetics in the 

dangers that exist with regards to so-called healthy diabetes products. For instance, not all of the 

products sold under the heading „diabetes this or diabetes that‟ are calorie-neutral. In some cases, 

they contain less sugar, but paradoxically more fat. Therefore, again and again, the dietician 

emphasises the most important lesson that the diabetics should learn: moderation. The ways of 

cooking with the artificial sweeteners are also a bit different from traditional ways of cooking. In 

the focus group interviews, the diabetics discuss the artificial sweeteners. The problem is concerned 

with the taste of the artificial sweetener – some like it, while some feel very reluctant towards using 

the product. In the following paragraph, the participants reflect upon a question concerning the 

public opinion regarding diabetes, but the dialogue soon takes a different turn, as they start 

discussing whether it is easy to live with diabetes or whether it is bothersome. 

W1: …people say when they find out I‟m a diabetic, „Oh, well, that sets certain limits, doesn‟t it?‟ 

[…] Many people today they say, „That‟s sad‟, or „I‟m glad it‟s not me!‟ 

W3: Well, but… there are so many diabetics today – there is no workplace today that doesn‟t have at 

least a few diabetics. That‟s just the way it is. 

M1: We had visitors yesterday, and we were 11 for coffee – and my wife had made apple trifle, and 

she had arranged two bowls – one with sugar and one without sugar. And that is very normal. We do 

that at our place. Then that‟s over with. […] When you live with it, and are used to it, then it 

becomes quite natural. 

W3: Well, I don‟t do that, but I use „diabetes sugar‟, or what‟s it called? 

M1: [name of product – artificial sweetener]. 

K3: [repeats name of product], right! 

W1: Do you use that? 

W3: Yes, I use it for everything, also for stewed apples and strawberry compote, and… everything I… 

M1: …my wife doesn‟t like that [i.e. the artificial sweetener]! So it‟s no use… She won‟t have it! 

[…] 
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W3: I don‟t think she would mind if she didn‟t know… 

M1: She certainly would! 

Nurse: It depends on the amount [of the artificial sweetener]. If you add a little bit too much, then it 

kind of „sticks to the tongue‟, right. 

W1: An off-taste, right? 

W4: It‟s just like those sugar-free soft drinks… 

W1: But [name of W4], you know what? I cook rhubarbs… Even yesterday I made stewed apple – 

and they have a natural sweetness. 

W3: Yes, but, I have to add a little [artificial sweetener] I have a sweet tooth, right. […] and I know 

you all said that the Tosca pie we made was too sweet [the others: yes!] But I thought it was delicious! 

[laughs] 

M1: Now – I know you smoke cigarettes [W3: yes] and… I know most of you also smoke, right 

[everyone laughs] – and that changes your taste buds a bit, so they are less sensitive, right. My wife, 

she doesn‟t smoke, she doesn‟t eat onions or use a lot of spices, because she can taste it right away. 

W3: No, but… even when it is Christmas. I was supposed to have been on holiday with my 

daughter, and I made a big pot of marzipan sweets. And I even used [sweetener product] for that. 

And there was absolutely no problem for anybody with eating that! The sweets were indeed very well-

received! 

M1: No-no, but… But these things are goodies – there is usually no problem with accepting goodies, 

is there! 

W4: [to the nurse]…but marzipan is not good, is it? 

Nurse: Marzipan is okay. It consists primarily of lipids – but of the healthy kind. So it is all about 

moderation. Marzipan only contains an insignificant amount of sugar. 

W3: Okay, well, but, it wouldn‟t be okay to eat a kilo of it? 

Nurse: No, that‟s what I‟m saying: „everything in moderation [alt med måde]‟! 

The diabetics thus disagree in their preferences when it comes to the artificial sweetener. Some 

prefer to cook with the sweetener, because it allows them to preserve the good taste and at the 

same time reduce the intake of calories. Others prefer the „real‟ taste of the food. As the example 
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demonstrates, the diabetics are not holding back or abstaining from cakes and sweets, but they try 

to find ways of preparing the things they like in a supposedly healthy way, or they develop practices 

that allow them to separate the healthy from the unhealthy portions. The dialogue is infiltrated with 

practical, moral concerns about dieting, as well as everyday practices and habits, official public 

health recommendations as well as good advice as to how to deal with the practices of handling, 

managing, and administering one‟s life as a diabetic. Lifestyle, tastes, family relations, the 

transformation of taste, senses, and technology are all delicately connected. 

 

Patient Groups, Families, Communities, Social Life 

 

The following discussion concerns weight loss, the different methods diabetics apply, and 

advantages and drawbacks. Accordingly, it also pertains to the kind of help they receive from 

others, such as family members. It concerns self-restraint and, more important, the practical 

methods with which this goal is pursued. 

M1: I‟ve had to lose weight. And I‟ve lost a little more than twenty kilos. That‟s pretty good, right? 

[…] Just by refraining from sugar – desserts and the like… By changing eating habits, you can say. 

W4: You get used to… instead of putting all the bowls and trays on the table you only serve one 

portion, „there you go‟, that‟s it. When the person is finished, then that‟s it. 

M1: Well, but that may prove to be a bit difficult. If it is a big family, and if there are grandchildren 

who always run in and out of the house, then you always have to prepare a little extra, right. So that 

might be a bit difficult. [The other participants protest and disagree]. But, but… one has to… That 

is your own problem; you are the one who has to say „stop‟. And if you are married, like I am, then 

my wife says: „Can‟t you take this to the kitchen?‟ or „Could you get some water?‟ thus indicating that 

„I think you‟ve had enough!‟ [The others laugh]. That is how we can help each other. And I don’t 

take that as correction – I take is as a helping hand, so to say. If I forgot that I had 

already filled the plate once. As if to say: „That‟ll have to do‟. (emphasis added) 



 

272 

This is an excerpt from a focus group interview. The elderly man who talks about having lost more 

than twenty kilos is reflecting on the question, „Imagine a situation when you‟re tempted to do 

something you know is unhealthy – what do you do?‟ The participants discuss whether one should 

simply refrain from the unhealthy food by looking the other way. Some say many establishments 

serve special „diabetes food‟, and that it is possible to live normally without eating unhealthily, i.e. 

by using artificial sweeteners, etc. Some say that it is no problem to go off the rails once in a while. 

The elderly lady, who comments on the point about refraining from sweets, suggests that the easiest 

way of dealing with weight problems is to prepare a certain amount only, and when that is gone, 

„that‟s it‟ – there will be no more food left. The elderly man mentions that it is difficult when one is 

a part of a large family, because there has to be plenty of food, for instance, for the grandchildren. 

The others disagree, however. The elderly man then modifies his argument by saying that, of 

course, a person must be able to control the situation himself, know how much he can eat, and 

when to say „stop‟. Then he says a curious thing. He explains how his wife gently helps him by 

letting him know when he has had enough to eat, offering a prime example as to one way at least 

this particular family regulates and manages its eating habits. The others laugh, so the man clearly 

has alluded to an image with which the others are familiar. Curiously, he describes it as „a helping 

hand [en hjælpende hånd]‟, rather than a correction. 

 

The same function is the goal of the patient groups – that the participants will be able to 

exert a gentle pressure on each other, and offer a helping hand. This chapter aims to describe some 

of the various mechanisms that are at play in the diabetes groups, i.e. the motivational groups as 

well as the groups that it is hoped will result from the diabetes school and exercise programme. The 

group has many different functions. First, it provides a space for the diabetics in which they can 

exchange accounts of their experiences and obtain advice from others who have been or are in a 

similar situation. Thus, it is also a place for moral support. Another, and perhaps more important 

aspect is the establishment of a certain discourse among the members – for instance, when they 

jokingly say to each other that „I‟ve been sinning‟ or „behaving badly‟ (i.e. eating sweets or cake) or 

when they support the healthy choices and the good efforts. These conversations can be seen as an 

internalisation of the healthy diabetes discourse, which stems partly from the various health 
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professionals and even more so from the media and general, public opinion; but also from their 

family. Through these networks, dialogues, and conversations, diabetics internalise an expert inner 

voice that says „ugh‟ whenever something that can be considered unhealthy is done, and similarly 

„hurray‟ when they report having lost weight, changing eating habits, or applying consistent good 

practices, such as exercising. This is seen from the spontaneous reactions of the other participants 

in the focus group interviews, and it is elaborated and emphasised when various health 

professionals join the group and give a talk about diet and food, glucose measurement, artificial 

sweeteners, or what to do to avoid late complications. Thus, the participants also feel that there is 

time enough to have the instructions explained one more time, carefully, and then again, until they 

feel that they understand them properly. They often feel that there is not enough time to have 

procedures explained thoroughly when they visit the hospital or their general practitioner. In the 

groups, there is plenty of time to have the instructions repeated, and to comment on them. 

 

Moreover, and this point should not be underestimated, the groups serve a perhaps more 

important function. They are places where the participants, who attend mostly for other reasons 

than diabetes (loneliness, wanting to lose weight) can have a chance to get out, have a good time, a 

chat, and a coffee. They are places where the participants can congregate and very often they 

emphasise the word „hygge‟ (Eng. cosiness, „a good time‟). Both motivational groups enjoyed 

baking cakes (with an artificial sweetener, of course) and dinner with red and white wines (a healthy 

dinner, obviously). 

 

The groups are also places where frustrations about contemporary health norms can be 

vented – health norms that permeate the media and health professionals‟ recommendations and 

rules. There is an elderly man who says that he always follows the rules set out by the dietician. He 

explains that 

[The dietician] allowed us to have one slice of cheese every day. And that is what I have. I take a 

cheese sandwich – and I enjoy a cheese that really rasps the throat, right, when it comes to cheese, 

right… 
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He then leans forward, getting prepared to whisper something, and continues: 

…but I decide for myself what side of the cheese that I slice from [the others laugh and concur] right – 

ha-ha [meaning that he takes considerably larger slices of cheese than the dietician would have 

approved]. 

[…] 

But she said „one slice only‟! And I obey that… so… 

[…] 

Well, and that‟s my point of view, that is, I don‟t care if I turn 79 or only 78… or 72… I‟ll be the 

last to notice. 

Such antagonisms and strategies of resistance have been thoroughly described in the sociology and 

anthropology of medicine focussing on lay and folk ways of dealing with their conditions, which do 

not comply with medical instructions. They have also been described by Foucault and are found in 

Foucauldian-inspired literature as „points of resistance‟ (Foucault 1998[1976]:96). It is an expression 

of resistance against the biopower that Foucault describes in Chapter 5 in The Will to Knowledge, i.e. 

this caring, herding logic that sustains life and promotes health. Suicide, of course, is the ultimate 

rejection of this form of power (cf. Camus, Foucault 1998[1976]: Chapter 5). Clearly, in the above 

case, the man who does not care whether he dies at the age of 79 or 72 refuses to accept the 

rationale on which health care is based, i.e. that the longer the average life of individuals is, the 

healthier the population must be. The patient groups are vehicles for formulating such antagonisms, 

such strategies of resistance, and at the same time places where the patients‟ rights are recognised, 

namely, the right to choose their own path. However, it is precisely through this act of resistance 

that the rules are internalised. Nothing so commits and obliges one as much as critique. The health 

norms and rules of conduct are well-learned and internalised precisely in the opposition where the 

group members give the rules the necessary modifications to make them fit to their lives. There is 

no need to go further into detail with such descriptions, as everyone knows that lived life differs 

from medical recommendations of the ideal, and that people in practice live according to different 

rationales. 
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Last but not least, the group also functions as an „experimentarium‟ for the diabetics and the 

health professionals alike, in the sense that the patients get a chance to rehearse the instructions, 

and the professionals a chance to see how things can go wrong and which obstacles arise when they 

attempt to push through challenging lifestyle modifications. They are places for experimenting and 

learning where the rules and recommendations are modified and adjusted, i.e. adapted to the lives 

of the diabetics.  

 

Diabetes Workout – A Case 

 

After four weeks of diabetes school, most of the diabetics continued in a two-month exercise 

programme. This especially is the programme that the experienced diabetics had been eagerly 

anticipating. They appeared to have heard most of the teachings in the school before, but 

participated regardless, because it gave them access to a two-month-long free exercise programme. 

They probably felt that this was a better way for them to start exercising, because the other 

participants were also diabetics, had weight issues, and appeared as if they were not best friends 

with fitness centres. There was an instructor, who was a physiotherapist, so they could get the help 

they needed, both in terms of encouragements, a gentle crack of the whip, a smile, and instructions 

about the exercises that would suit their condition. Some of the participants had other reasons to 

be there than obesity. One participant was struggling with atherosclerosis, others with old injuries 

that required rehabilitation, and some just wanted to pull the weights. At any rate, this setting 

constituted a practical solution for those who for various other reasons needed the exercises. The 

participants met twice a week for one hour of exercise. They would start by climbing on the 

exercise bikes and pedalling for 15 minutes. Then the instructor would offer other kinds of 

exercises throughout which the participants would lay down on the floor on mats. These exercises 

would increase flexibility and strengthen muscles. After these activities, the instructor allowed free 

access to the kinds of exercises that each person preferred individually. Some would return to the 

exercise bikes, while others would move to the kinds of training facilities with which they could 

mend or rehabilitate their particular condition. During these activities, the diabetics started to 
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loosen up socially – they started to chat with each other informally (something they had not done 

to any significant degree during the diabetes school), and the atmosphere would become friendlier. 

Some of the men, especially one older fellow, would joke with the young, female instructor, but the 

diabetics would also start talking among themselves, make fun, and laugh. The participants would 

challenge the instructor in a playful tone, for instance, saying when they had been instructed to take 

twenty exercises of a certain kind, they would say, „Argh, let‟s make it 10 instead‟. There would be 

music, and after a while the participants would sometimes feel so much at ease with the situation 

that they would sing along to Tina Turner („We don‟t need another hero!‟). Towards the end of the 

two months, they would also sometimes make jokes that were heavily self-ironic. It seemed that the 

participants took a humorous approach to the situation. However, in spite of the good atmosphere, 

the participants did not identify with each other enough to want to continue in the patient network 

groups that were originally intended. They came, they used the facilities, and they left again. 

 

During the one month of the diabetes school, the man described above, who did not care if 

he lives until he is 79 or 72, would always be the first participant to arrive. This was also the case 

during the succeeding workout programme. He would always be there already when I arrived 15-20 

minutes before the course started. During the interview, he says that he has already suffered two 

strokes. He was seemingly affected on arrival, i.e. short of breath, etc. He also has a serious 

problem with alcohol, which he hints at several times during the interview. In the focus group 

interview, he explains that he always rides his bike to the activity centre. He explains that he has to 

allow himself half an hour of rest before the activity programme starts, because he has to catch his 

breath after the bike trip. During the one-hour session, he only uses the exercise bikes. One might 

wonder why he goes through a lot of trouble and discomfort, i.e. to ride his bike to the activity 

centre, when he obviously has difficulties breathing on arrival – only to continue cycling during the 

exercise programme. 

M2: We all have each our defects [skavanker], and so on, so… I guess we‟ll have to take those 

defects into account – for example – when I ride my bike to get here – I get here so early every time, 

and then I sit and wait out there [points to the waiting area] to catch my breath. 
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W2: Well… 

M2: And I have to! Because I know I have to get in there and bike again [on the exercise bike], and 

I… I can‟t if I haven‟t had time to sit here for half an hour to catch my breath. (notes: 190-191) 

During the interview, he explains that he is single and that he enjoys the company of the others. He 

also likes to joke around with the instructor. In the following, it seems as if he is describing the 

symptoms of arteriosclerosis. 

M2: Well I… I ride my exercise bike every day at home – because I decided to do that from January 

on… That is, my blood circulation is so bad in my legs – I also just spoke to my doctor about that, 

and that I have to quit… We‟ll see if I can make it… And now I have to talk to the [social services 

department where they refer patients to the diabetes school and exercise programme], because that‟s the 

only place I can go, ‟cause I can‟t beg her on my crying knees… I have to go down there to see if I can 

get some more training here. If not, then I‟ll have to get back, and then they‟ll have to surgically 

operate my veins, ‟cause I get cramps in my legs. I can cope with what I do [in the exercise 

programme] – plus what I do at home [using my exercise bike]… There is no more I can do, because 

I can‟t walk more than two to three hundred meters, because then I get cramps in my legs. I feel at my 

best when I‟m on my bike – that‟s how I get around the furthest. But I‟m happy to be [in the exercise 

group] – I think I have benefitted a lot – also by sharing the activities with a lot of people. I think it 

has been great. 

It seems strange that he rides his bike to the activity centre, and then rides the exercise bike after 

having rested and having caught his breath for half an hour, only to ride his bike back home again. 

The point is that there is more to it than mere exercise. He explains that he is close to „begging on 

his knees‟ to be referred to the same diabetes exercise programme again. He also benefits from the 

fact that it is a social event. One might wonder what stops him from getting on his bike, circling 

around the block a few times, and then going straight back to his own place again. But he has to 

have a formal setting where someone tells him what to do, who enables him to forget this one time 

every week that he is lonely, and who stops him from returning to the bottle by structuring his time. 
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He clearly feels that this diabetes exercise programme is his only opportunity to – literally and 

figuratively – stay on his feet. 

 

It seems as if he is saying, „I am not capable of caring for myself unless I have a formal 

structure with people who keep me to it‟. He says, „I need someone to kick me in the butt‟. These 

technologies, which are designed to gradually enable people to start caring for themselves and to 

take responsibility for living healthily, in this case do not work as intended. The technologies are 

meant as temporary arrangements that it is hoped will empower the diabetic to practise his own life 

healthily, to internalise healthy norms and habits, so that he will be able to care for himself. This 

individual, however, needs the pedagogical activities as a permanent measure in order not to go 

astray, precisely because he is unable to care for himself on his own. Paradoxically, at the same time 

he clearly does not need the exercise programme as it was intended, because he rides his bike to get 

there. Most (but not all) of the other participants arrived by car or with public transportation. In 

that way, the exercise programme has a double effect. This diabetic is yet another, but striking, 

example of someone who is attending the diabetes school for reasons other than diabetes. 

 

6.6. Findings 
 

As promised, with the patho-epistemological approach, I have attempted to shed light on common 

norms of health and lifestyle. I have done this by describing how the diabetics practice the self. The 

theoretical assumption throughout this dissertation has been that the normal is a multiple 

phenomenon, and that the capacity to institute norms, to be normative, precedes the normal. This 

premise is clear in Canguilhem, whose writings on the normal and the pathological argue against an 

understanding of vital norms as uniform standards or „averages‟. However, although Canguilhem 

and Foucault have been the primary sources of inspiration, the preceding analysis was not an 

attempt to demonstrate empirically that there are many different kinds of „normal‟ within a group 

of diabetics. Rather, the point has been to begin with a common understanding that in 

contemporary society there is a general exigency, established mainly through epidemiological 
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research and risk assessments, functioning as a common lifestyle norm. As the analyses of the 

various diabetes education and self-care practices demonstrate, however, there are many different 

ways in which these individuals relate to that norm. These differences pertain to whether the 

particular diabetic is old or young, overweight or slim, male or female, is an experienced diabetic or 

whether the condition is newly diagnosed etc. One may interpret these differences as a multiplicity 

of norms (cf. Mol 1998). The primary point of the empirical analysis, however, has not been to 

demonstrate that norms are multifaceted. This is assumed as an obvious fact. Rather, the point of 

the analysis was to demonstrate the various ways in which diabetics practice themselves vis-à-vis the 

existence of a uniform, common, general norm. The purpose of the diabetes school and the rest of 

the diabetes education activities investigated in this dissertation, was to establish a point of contact 

between specific diabetes practices, and this general, contemporary health norm (i.e., the practices 

also make sense in a much broader context than diabetes). The various ways in which the diabetics 

relate to this general exigency were the target of the analysis. I have been less concerned with 

categorising these empirical differences between various kinds of diabetics. Of course, there is a 

difference between how the common health norm affects and is perceived by an elderly man who is 

not overweight, and a young obese female. These two different diabetics relate to the common 

norm differently, and thus, their practices reveal that the norm is multifaceted at the level of 

everyday practices. The point of the empirical investigation was not, however, to categorise these 

differences (although the analysis certainly does that indirectly!). Rather, the purpose was to 

demonstrate these differences, and to investigate this contemporary lifestyle norm through an 

analysis of something that is stamped out as a pathological condition. Therfore, a side effect of the 

analysis is that we see how this common, pervasive norm is multiplied and varied in the everyday 

self-care practices of the diabetics, in their different ways of accounting for their lives with diabetes, 

and the role that the various techniques and practices play in their lives. 

 

The following themes stood out in the analyses. First, there seemed to be an overall tension 

in the diabetes field; a tension between awareness and unawareness. Diabetes constitutes a public 

scare story; there are stories full of horror and suffering to be found in the fears reported by some 

of the diabetics as well as the health professionals. At the same time, diabetes is not a visible 
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condition, and it is a condition that presumably half the population is not aware of having. Thus: 

the concept of pre-patient is found highly informative, and contains this underlying tension. This 

tension was detectable under various circumstances – sometimes the expressions that one should 

not take the disease too seriously, i.e. that one should just take a bit of care, was heard. On the 

other hand the susceptibility to future complications, the threat of a troubled old age, was at the 

same time visible in the attitudes and answers of the diabetics. Likewise, the consultations at the 

hospital seemed to concern lifestyle issues such as how one leads one‟s life in ordinary, everyday 

details. And at the same time the check-ups reveal an underlying risk concerning late complications. 

Moreover, in the diabetes school, the tension is played out as on the one hand recommendations 

about everyday behaviour and education of the lower social class with regards to general health and 

lifestyle norms. On the other hand, the teachings provided information about neuropathy, kidney 

failure, heightened risk of cardiovascular diseases, strokes and various other complications.  

 

This, of course, poses serious questions to the educational efforts in the field. The study 

revealed the following findings. Life with diabetes, as well as the corresponding educational 

practices, appears to be about abstinence but also about moderation and administration. It is not 

solely a matter of for example prohibiting fat, but about learning what kinds of fat that are healthy, 

and in what combination, dosage and when. It is a question of learning the rules and techniques 

with which one for example substitutes one kind of food for another. In short, it is about learning 

self-regulation, managing the self, and experimenting with ways of living. This is a crucial 

perspective that could make health educational research and practice more empirically sensitive. 

Moreover, there seemed to be tensions among the diabetics with regards to, on the one hand, how 

much they feel restrained, and on the other hand, to what extent they experiment with the rules and 

make use of the pleasures in practicing their lives. There are different ways in which the rules are 

understood and practiced. Either the diabetic proceeds by way of abstinence (leaving out the 

forbidden stuff, because it is easier that way), or by following the rules tightly (which is seen as a 

troublesome constraint), i.e. doling out the right amounts and eating vegetables and only sugar and 

fat in limited amounts. Another approach is when the diabetics are experimenting with the rules 

and techniques, and yet another aims to establish routines. One may also choose to simply deny the 
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rules. A fifth way of embodying the rules is by using them to position oneself vis-à-vis the others. 

In that way, what one does with the rules shapes the identity one may assume in the social context. 

 

The practices of the self, and techniques with which one works on the self, were conceived 

differently throughout the dissertation. Or rather, there is a consecutive, conceptual change in the 

way the diabetics perceive these techniques, which presumably has to do with experience. First, the 

rules of living with diabetes and the diabetes regulation, involve periodic checkups as well as self-

control, self-restraint on the side of the diabetic. This is referred to as following the rules, and has 

to do with constraints. Then, secondly, this control and regulation takes the shape of self-

regulation, which is something that gradually the diabetics administrate themselves in daily life. 

Third, the regulation may take the shape of a formation of the self, which is enabled by an 

experimental approach to life with diabetes. When the diabetics get to know the rules, and get used 

to regulating themselves, they begin to see a form of freedom in the practices of the self that they 

perform with the use of certain techniques. They say that one may take liberties when one knows 

oneself. And the diabetics get to know themselves when they practice themselves, experiment with 

using the rules and techniques. And this practice allows a formation of one‟s taste. It also allows 

one to forget about the diabetes condition; it becomes routine, habit, and therefore freedom. The 

techniques, thus, are formative. This conceptualisation is a result of empirical research in 

connection with an analysis of certain concepts (self-regulation, experiment, the normal and the 

pathological) from the philosophy and history of medicine. These results may prove useful within 

health educational research and practice because they allow for a different conceptualisation of 

medical practices – and demonstrate that medical rationality is not necessarily contradictory to 

educational values, but rather comprises an inherent educational approach. The findings may then 

support the development of a health educational theoretical approach, which proceeds from within 

medical practice and rationality, instead of providing a critique from beyond.  

 

Another tension central to type 2 diabetes is that the disease appears to be both very specific 

and very general at the same time. There is a clear similarity between what has been termed the 

diabetes field, including the educational practices and recommendations, health political norms etc., 
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i.e. the singularity of the disease, on the one hand, and the broad meaning of the condition, which 

stretches out to broader social spheres, such as family life, social norms and health political 

recommendations on the level of the population. A very telling and illuminating description 

provided by health professionals is that the disease is not a singular phenomenon, but rather a 

„family illness‟. The practices of self-care of the diabetics thus have a specific, singular as well as a 

broader health political and social meaning. The techniques used by the diabetics with regards to 

managing the condition are very specific, but at the same time make sense in a much broader health 

political and educational perspective.  

 

Last but not least, the dissertation pinpoints the images of „stultitia‟ as the vantage point for 

educational practice. These different occurrences of stultification are connected with the overall 

tension between awareness and unawareness in that they constitute a problem of „not being able to 

care for the self‟, which needs „a helping hand‟.  

 

What is understood about contemporary health and lifestyle norms through the perspective 

of diabetes that was not understood without applying a patho-epistemological perspective? Does 

the reader recognise in the various practices of self-care described here common health and lifestyle 

norms? The practices such as experimentation, self-regulation, moderation, abstinence, 

normalisation etc. reveal the very intricate workings of the various educational techniques applied 

to institute these changes. In the case of diabetes, we observe the rationality presented through 

these practices, i.e., how contemporary issues concerning diet, weight, activity, moderation etc. are 

treated in meticulous detail. The detailed view into the logic of these practices, allowed and 

exemplified through diabetes, enables us to unfamiliarise ourselves with the commonality of these 

practices. This is the methodological and empirical lesson concerning patho-epistemology. 
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7. Conclusion  

7.1. Considering Certain Problems 
 

Some of the variables in the interview and observation guides became significant and were 

focussed, others proved to be irrelevant for the analysis. Throughout the analysis, I have tried to 

clarify why certain perspectives were pursued. Perhaps I have been less clear about why other 

research questions and theoretical perspectives gradually withered away. For example, the interview 

guides portrayed variables such as „demography‟ – but this perspective was not consistently pursued 

theoretically or empirically. I think that had I been aware of for instance sociological theory, 

inspired by Weber that explains the behaviour of the middle class as self-disciplining, self-

correcting, self-regulating etc. then I would have pursued this subject theoretically. For example, it 

could be argued that it is the values and norms of the middle class (self-regulation, self-control, self-

discipline, moderation) that are being taught to the diabetics from the lower middle class attending 

the diabetes education facilities. The middle class does not have the economic resources to 

strengthen their position, so instead they find the resources within themselves through education, 

perfection, self-discipline and correction, through equipping themselves with modesty and civilised 

manners, and through personal development, self-help books and courses. And they seek to 

transfer these norms through educational means to those individuals with fewer resources. This 

perspective could also have been pursued with theoreticians whose existence I am already aware of, 

for example Norbert Elias or Pierre Bourdieu. Unfortunately I have only started to think as a 

sociologist as a result of this research project, so these perspectives only begin to emerge now that 

it is too late to apply such theoretical perspectives.  

 

The notion of „stultitia‟ is very appropriate to describe a situation of lifestyle changes, feelings 

of self-reproach, blame and shame as well as the educational means to counter this situation 

(„eduction‟). At the same time this notion bridges the empirical investigation and the 

epistemological strategy. Stultitia refers to madness, which again refers to the idea that abnormality 
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is a source of knowledge. Thus, this concept allowed me to connect the experiences made during 

the empirical work with the initial epistemological strategy. One might say that there is a risk that I 

simply wanted to discover manifestations of stultitia along the way, and that I highlighted these 

experiences when I found them. And that is true, I did. However, the reader will have to try to 

understand that I do not make the claim that „my empirical investigations revealed that all diabetics 

matched the condition of stultitia, so the conclusion is that if you see a diabetic on the street he or 

she is necessarily a stultus‟. Stultitia is not an empirically grounded characterisation of diabetes. In 

fact, it has nothing to do with diabetes. It is a description of a condition that may or may not apply 

to anybody. It is a condition of irresolution – a condition that calls for a „helping hand‟. This may, 

in some cases, be true of type 2 diabetics, and it may also be true of any other person on earth that 

at times we find ourselves in situations of indecision, irresolution, wanting at the same time 

something and at the same time not wanting it at all. It is a description of human pleasure – that 

pleasures are a source of tension, and of techniques of moderation. Why is it that we sometimes 

desire something badly, and at the same time do not want it at all? This is the ever present dilemma of 

pleasures. So, to be clear, I do not claim that stultitia is a characteristic of type 2 diabetes in 

particular, and I do not claim that my empirical investigations have proven so, but it is a condition 

that needs care, technologies and practices of the self – diabetic or not. However, I do claim that 

type 2 diabetes is an intensive area of experiences that allows a focus on lifestyle education, 

practices and techniques of the self, dilemmas of self-regulation and self-restrain. All of this because 

common experiences of stultitia exist. The stultitia perspective thus allowed me to investigate all 

these different practices and methods put to use in order to administrate the pleasures and forming 

lifestyle (ethopoetics). 

 

However, I would say that most of the theoretical research questions (presented in the 

appendices) did not disappear like the demography variable above. Rather they were contextualised 

and changed in the analysis. For example, the notion of „otherness‟ appears on different levels. 

There is an element of otherness in the analysis of the role that the various health professionals 

play, but also the role of fellow patients and families. When a couple of times during the fieldwork I 

heard the expression „a family illness‟, this notion replaced the theoretical concept of „otherness‟ 
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that I had used in the observation and interview guides. The idea of a „family illness‟ in many ways 

is a much more challenging phenomenon than any of the concepts I had thought of in advance and 

used to structure the research and operationalise the interview questions. The above considerations 

also reveal an important result of the empirical investigation which is that I have learned to use 

empirical methods and think empirically. That is a personal gain of the research. 

 

Moreover, I have stated several times that the research subject‟s critical reflection is a 

problematic issue, and yet, here I am reflecting! This has to do with my style of writing, that it is an 

ongoing debate with myself, with different theoretical approaches, and with the experiences from 

my empirical journey. The analysis of the empirical material is not a presentation of an actual 

analysis I have conducted beforehand, and then afterwards presented as results in a reporting style. 

Instead, the analysis is presented as a work in progress. I somehow analyse the material while I am 

writing – asking questions to my ethnographic recordings, then to colleagues, then to the literature I 

use in the analysis, then to the interviews with the informants and back again to conversations with 

health professionals inside and outside of the area of research. If the analysis stands out planned 

and ordered, then it is a coincidence. It surely was not. Thus, one might say that the whole 

dissertation is an ongoing reflection back and forth between an epistemological strategy, certain 

concepts obtained in theoretical literature here and there, and the experiences made through the 

observations and interviews. Thus, it is reflection, but – and this is important – an immanently 

situated, ongoing reflective process utilising abnormality, pathology and monstrosity methodically 

to direct attention to the norms we are normally unaware of.  

 

The patho-epistemological strategy can itself be criticised – one may have doubts about the 

epistemological argument and feel confident that there are other ways of attaining knowledge of 

society and human beings than through disease. This objection, though, misses the target, for I 

have not tried to argue that the patho-epistemological strategy is nor should be the only method by 

which we might attain knowledge. One may also object that a pathological condition may well be 

able to reveal certain functions and norms about the living; however, at the same time, it may also 

conceal certain other aspects of life. What remains unrecognised about lifestyle norms when 
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focussing on diabetes? This would be a more sensible objection – an argument that is difficult to 

counter. Nevertheless, the objection points to a fundamental precondition for any critical activity. I 

can only say that the premise for the strategy was that any critical activity, i.e. the attempt to 

understand the preconditions for our knowledge, must remain on an immanent level. A 

fundamental precondition for applying this strategy is to remain on the level of pathology – this 

perspective renders certain aspects of life visible, while others remain obscure. If, hypothetically, 

there are conditions in life that are harmonious, quiet and healthy, the patho-epistemological 

approach would be ill-suited for describing such conditions. However, I seriously doubt the 

existence of such a life. Even if it did exist, it would hardly be interesting to study. The point is we 

have no recourse to any external point of view upon life. Therefore, analysing pathological 

conditions constitutes one strategy that provokes attention to the processes of life from within. My 

point was to explore the options and limits of this particular strategy. I do not pretend to want to 

know everything about contemporary health and lifestyle norms through diabetes. Yet, I sincerely 

believe that I have been able to bring to the forefront a few central forms of problematisation in 

this respect, and their practical, educational, and political counter reactions and inherent rationality. 

 

The next question concerns itself with the methods used as well as the application of the 

methods. If one accepts the epistemological strategy, this does not necessarily mean that I have 

chosen the appropriate, concrete social science methods with which to put the patho-

epistemological strategy to use. And even if the methods (participant observation and individual 

and focus group interviews) were appropriate, this does not necessarily imply that the methods 

have been properly applied, or that the design was constructed carefully enough. The problems 

regarding the methods and their application have been addressed in the chapter called „Method‟. 

Interviewing and observing carries with it a built-in risk that the culture under study becomes too 

familiar. The disease, thus, no longer has a striking and illuminating character when one drinks 

coffee and chats with the informants. Talk necessarily implies a regrettable oblivion.  

 

A question that follows from the above is whether the foci during the observations, and the 

specific questions during the interviews, were appropriately operationalised. Did they manage to 
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shed light on what I intended to interrogate? The Foucauldian-inspired setup, i.e. the ideas of 

ethopoiesis, practices of self, ascetics, techniques of life, „eduction‟, and so on were operationalised 

into questions that appear in the appendices. These questions, it could be argued, do not translate 

what is meant by Seneca, Demetrius, or Possidonius in the 1st and 2nd centuries A.D. Diabetics 

necessarily understand these questions in light of current norms and political and ethical dilemmas. 

Is the gap between diabetes and Stoic, Cynic, and Epicurean practices of the self too farfetched? 

When I asked the diabetics how they have changed their ways of life and which are the reasons for 

not having changed them, the answers were understood primarily due to the prevailing exigency to 

stop eating cakes and chocolate, or at any rate within a contemporary health political context. The 

diabetics would refer to recommendations over which the National Board of Health looms large. 

This is a problem, and the only answer would be that I have tried to interpret the diabetics‟ answers 

in light of the ideas taken from Foucault‟s analyses. Regardless of the questions and how the 

diabetics may have understood them, it has still been possible to interpret their answers using such 

concepts as „stultitia‟, „eduction‟, self-formation, techne tou biou, and practices of self-care as my 

backdrop. Of course, the ancient practices do not exist today in the same shape and nor are they 

guided by the same rationality. Certainly, other practices of the self, other ways of attaining truth 

that transforms the subject‟s way of being, exist today in their place. The results of this dissertation 

can be seen as an attempt to describe such contemporary practices. 

 

Another issue that follows is whether the sampling was properly conducted. The question is 

not whether it is possible to generalise from the approximately thirty diabetics in this study to all 

diabetics in Denmark or in the world. It would be reasonable to ask whether the ways that I 

designed and conducted the investigation and whether the informants revealed what I hoped to 

learn have resulted in work that sheds light on a contemporary lifestyle issue. Would it have been 

better to carry out the investigation in the homes of the diabetics? Would it have been more 

appropriate to see how the diabetics would have acted in challenging situations, for instance, on 

holidays or on a journey through the wilderness without food or water? Should I have gone 

shopping with them, or provoked morbid or stressful conditions to appear more clearly, so that the 

pathological state could more easily have revealed contemporary norms of lifestyle? I did not have 



 

288 

the courage to stage these kinds of confrontations. Rather, what the study has demonstrated instead 

is a subtle tension in the everyday mode of being – how normality and abnormality are difficult to 

distinguish, how there is variation in even the most regular functions, and how there is order in 

even the most abnormal conditions. More important, however, the tension between awareness and 

unawareness in the lives of the diabetics stood out as an effect of particularly the focus group 

interviews. Moreover, and particularly, there was a tension between feeling normal, on the one 

hand, and the self-image affiliated with „vices‟, on the other. I am convinced that these tensions are 

the most direct and clear answer to whether the patho-epistemological strategy has worked as 

intended. These tensions point towards and reveal a crucial and profound layer of common, 

contemporary lifestyle norms. 

 

Finally, it was through the reading of a debate in the medical history of science, i.e. between Claude 

Bernard and Georges Canguilhem and the problem of the experiment that made it possible to draw 

out an educational perspective from medicine, instead of criticising medicine with a pedagogical 

perspective from an external point of view. A perspective of education or pedagogy within a 

specific field such as medicine appears stronger and more valid when it is extracted from the field 

in question itself, instead of being applied as an automatic, idealistic, and ideological critique from 

without that does not appear sensitive to the practices and rationality of the field analysed. Here, we 

reach a crucial problematic in the research project. It was argued that it is the debate in the medical 

history of science, as well as the practices in the diabetes field regarding unhealthy lifestyle and the 

educational attempts to counter these that guarantee the immanently critical quality of the research. 

This may be true. At the same time I have argued that lifestyle diseases are situated between 

different disciplines, and thus different rationalities and practices. Does it then make sense to say 

that focussing on medicine and medical practices constitutes an immanent vantage point? Critics 

could say that I have just replaced one kind of ideology with another, i.e. that which is inherent in 

philosophies of medical science, and in the field of diabetes education. That is true. It is impossible 

to escape self-delusion. But it would be regrettable if one were not trying to challenge the 

comfortable ease that comes with resting assured in theoretical dogmas. This is precisely the reason 

for introducing a patho-epistemological strategy. 
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7.2. The Particular Contribution of Patho-Epistemology in the 
Human and Social Sciences 

 
It is always difficult to make a precise distinction between novelty and old news. I have argued that 

I am using Foucault in a different way than other contemporary Foucauldians. I have spent many 

pages in the beginning of this dissertation trying to develop what I term a patho-epistemological 

approach. The question remains, of course, whether this epistemological perspective has the 

capacity to bring out novel ways of doing humanistic and social science research; and whether it can 

present the empirical findings in ways that diverge from other approaches that are closely related to 

my approach, and yet different. This dissertation‟s contribution is epistemological, methodological 

and empirical, because these perspectives cannot be told apart. It should be understood as a 

contribution to the way empirical knowledge can be constructed and analysed. A particular focus 

has been given to the epistemological and methodical role of pathology. As demonstrated above, 

other epistemological and methodological approaches could have demonstrated similar kinds of 

empirical results. The points that have been demonstrated in the analysis are not unique or 

unfamiliar to health and education research: that people living with a disease are situated in a 

tension between awareness and unawareness is not an insight that could only have been 

demonstrated with a patho-epistemological perspective. Nor is it a surprise to find that patients 

interpret their diseases from a moral perspective, sometimes blaming themselves. Everybody knows 

that it requires effort to change one‟s habits and that such effort sometimes requires experimental 

practices. The benefits of the patho-epistemological perspective are to be found on a different level. 

An important result, I think, is that it provides a focussed perspective on a very complex situation. 

As mentioned, the care for the self is not a set of practices that are easily delimited. Such practices 

are usually defined with very broad notions, such as „everyday life‟, „practice‟, „lifeworld‟ and so 

forth, but it is difficult to know exactly which specific issues to focus on if one wants to provide an 

analysis of such complexities. The chaotic complex of issues that might be interesting to focus on 

in humanistic health research, when focussing on the interplay between medicine, social norms, 

lifestyle and education, can more easily be grasped with an approach that utilises the pathological as 
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a source of knowledge. A perspective that is simultaneously broad as well as focussed. Importantly, 

patho-epistemology enables the researcher to obtain a focus on the norms in which one is always 

embedded – but without establishing an external point of view. Finally, I have tried to 

operationalise this epistemological perspective and explicate an approach that others before me 

have applied implicitly. I do not dare to open a discussion about novelty in absolute terms. One 

may easily end up discussing whether philosophy is only footnotes to Plato. Instead, it is important 

to emphasise the special, unique, or particular foci with which the patho-epistemological approach 

can be utilised. What are the special perspectives that this approach can bring out in the 

observations and interviews presented in the analysis of the pathological aspects of diabetes? 

Strategically, I will thus bring attention to the subtleties of the empirical material, rather than 

discussing novelty at an abstract level. It is easier to demonstrate the uniqueness about my approach 

when we turn our gaze towards particularities.  

 

The distinctive perspective of the patho-epistemological approach applied to qualitative 

research is not inseparable from the analysis. The analysis is not just a disinterested reporting of 

what transpired in the field. My argument about immanence and reflection above demonstrates 

this. Thus, the particular contribution of the patho-epistemological approach is not only a result of 

a specific way of seeing, but also a result of a particular way of writing (Denzin & Lincoln 2005: 18-

19). The analysis is not an objective account of what has happened. This is to do with the above 

discussed problem of providing a „meta-account‟. Concepts are not theoretically applied from 

outside in order to make sense of something that happens „in practice‟. Rather, concepts, thinking, 

and theorising are, like words, also performatives or acts, and thus immanent operations of social 

practice. This is also why the question of how the patho-epistemological approach produces 

different or novel empirical results must be answered with a view to the fundamental premise 

described in the beginning of this dissertation. Utilising pathological experiences is a means to 

throw light on the norms that govern an organism, but which are unconsciously presented through 

the way the organism performs its actions. The pathological perspective conjures from within an 

awareness of the norms that are presented in practice. As Canguilhem put it: „The thought of the 

living must take from the living the idea of the living‟ (Canguilhem 2008[1952/1965]: xx). This 
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means that I cannot stand outside as a neutral, disinterested researcher presenting the novelty of the 

analysis. To do so, I would have to make a distinction between theory, methods and analysis, as if 

these elements could be separated from each other. Presenting the analytical perspective is 

somehow itself part of the analysis. The concepts are at work in the analysis, rather than presented 

theoretically before, and from an external position to, the analysis. Thus, applying this immanent 

style of writing is demanding – one cannot speak from a clearly defined external position, from that 

point one defines as the criteria for the analysis. One cannot distinguish a priori between the 

various levels of the text. To do so, one would have to take an external position and describe 

theoretically what one is doing, and then afterwards moving inside to provide the analysis, reporting 

the experiences from the field. This position is sometimes described in qualitative research as an 

etic opposed to an emic position (Denzin & Lincoln 2005: 12). The emic position is embedded in 

the world, commenting on it from within, whereas the etic establishes an external position, from 

which the social world can be studied. The same kind of distinction is found in economic theory, 

where the terms „endogenous‟ and „exogenous‟ variables are used. I have used the term 

„immanence‟ to describe this condition that knowledge is always situated in life, in practice, i.e., that 

there is no external position from which experiences can be examined. Kant used the terms 

immanence and transcendence to describe this above-mentioned epistemological problem and 

suggested a third way of studying experiences, the transcendental approach, claiming that the 

conditions of experience can be studied from within the experiences themselves. When we 

experience something, at the same time, reason can undertake an immanently critical manoeuvre 

and unveil the preconditions for this experience, i.e. the categories that conditions experiencing as 

such. However, Freud and psychoanalysis, as well as various kinds of Marxism, have demonstrated 

effectively that we do not always realise the conditions that determine our experiences. If peasants 

in South America are beaten up by their oppressors, they may very well think that this is a natural 

and just consequence of the fact that they have done a poor job in the fields. Injustice is not 

necessarily immediately perceived; and this holds for disease as well. This, for example, is why it 

does not make sense to ask people what they think about their own health status. One may be ill 

without knowing it. Moreover, when a diabetic exclaims that only he or she is to blame for the 

condition, this may in fact be a product of an individualisation of the responsibility for health, a 
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product of a commoditisation of health services, and a focus on patient choice (Mol 2008[2006]). 

However, this demands much from the experts, the health or education scientists, who supposedly 

have realised the true condition, the underlying norms of what goes on in practice, and who are 

trying to enable the individuals in question to perceive the true nature of their condition, to come to 

terms with the underlying norms of the situation. Educational and health professional experts, as 

well as social scientists, are therefore inclined to define their knowledge as objective, neutral and 

true. However, the immanent style of reasoning renders such an objectivising position problematic.  

 

Thus, a fundamental premise for the patho-epistemological approach is that it must appear 

as an immanently functioning premise enabling the pathological experiences and tensions to appear, 

thus throwing light on the operational structure, the norms governing the organism. It would be 

inconsistent to provide a theoretical setup that presents the structure of the pathological 

experiences from an external perspective. Therefore, the field must speak through the pathological. 

On the other hand, of course, the pathological experiences must be enabled to appear. They must 

somehow be articulated, through the methods used, through the focus with which the researcher 

interviews the informants, and through the way that the pathological difficulties, troubles, and 

discomforts are allowed to appear. For example, certain pathological experiences are morally 

problematic, and it is difficult to speak about these issues when, for instance, the interviewer is 

interviewing people with a stigmatised disease. One such example is seen in the experiences I 

generated through my fieldwork, when I was trying to recruit informants and only succeeding in 

convincing the male participants. The pathological, of course, and this is the methodological point, 

are immanently situated experiences but have the capacity to appear as if they were outside of the 

normal. They bring attention to the norms by which they are defined as pathological. 

 

Thus, in the following I will describe certain theoretical and methodological features of the 

patho-epistemological approach that appeared through the empirical work and through the practice 

of analysing the empirical material. I hope to be able to point out features that can be applied 

generally in future social and humanistic science research, and more important to identify 

distinctive features of the patho-epistemological approach. 
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7.3. Theoretical and Methodological Contribution 
 

The patho-epistemological strategy, perhaps, is similar to other methodologies applied within social 

and humanistic health research. In other kinds of sociological and anthropological studies, 

researchers also focus on pathological traits – only these illness experiences are framed as „everyday 

life‟, „conflicts of interest‟, or „social pathologies‟. What I mean to express is that other sociological 

and anthropological studies also take advantage of the fact that pathological conditions generate 

knowledge. The difference is that in this dissertation this implicit approach has been argued, 

explicated and formulated as a methodological approach as such. Moreover, a further difference is 

that notions like „conflicts of interest‟ presuppose subjects (individuals or groups) who hold 

different beliefs, whereas pathology is not limited to a methodology that presupposes the existence 

of subjects. 

 

A fundamental premise for this work is that what is considered to be healthy for diabetics are 

comparable to the ideas of what are considered healthy at a general level of the population. 

Therefore, it made sense to analyse contemporary and prevailing health and lifestyle norms in detail 

through diabetes practices of the self and the educational activities within the diabetes field. These 

diabetes practices, thus, constitute a paradigmatic intensive case that allows an analysis of health 

promoting strategies and practices. It was demonstrated that the self-care practices of diabetics 

refer to broader political and ethical aspects of life. Thus, it was also demonstrated that the self-care 

practices are not to be understood as an individualisation of health care, but rather show that 

practices of the self are inconceivable without a close connection and reference to social practices, 

norms, rationality, and techniques. The technical aspect shows the social character of these 

practices of the self. 

 

Lifestyle issues are situated at the point where cultural, social, political, health, and 

educational perspectives converge. This also made it difficult to decide on one traditional 



 

294 

perspective to study these issues, such as an educational or a health research discipline. Doing 

educational research on medical practices meant that it was necessary to redevelop the educational 

concepts in order to conduct this research. Otherwise, one would have approached the diabetes 

field with an externally defined conceptual framework and ideals. Does it make a difference that it 

is diabetics, and not pupils in a school, who are the target of the observations? In fact, it does. 

Therefore, the study could not rely on educational theories, which have a tendency to situate 

themselves as a critical external point of view to medical practices. Therefore, it was necessary to 

develop an educational perspective that would not establish itself externally, but rather immanently 

in medicine. It was a matter of determining whether there were educational perspectives in 

medicine already. The concept of experimentation, as it was conceived in the works of the 

philosophers of medicine, Claude Bernard and Georges Canguilhem, proved central to this task. 

Moreover, it was necessary to see whether any specific traits in the diabetes condition called for a 

specific educational perspective. 

 

This seemed to be the case, since diabetes education and self-practices appeared to be 

situated within a tension between awareness and unawareness. The habitual aspect of changing 

one‟s lifestyle is a common problem for diabetics, regardless of whether they feel this is bothersome 

or simple to accomplish. This seemed to be a particular problem regarding diabetes (but not a 

problem unfamiliar to other groups and education in general). 

 

Foucault provided a further perspective that is situated at the level of lifestyle formation. His 

analyses of ancient Roman and Greek concepts were well-suited to work within the patho-

epistemological approach. Especially, the notion of stultitia is highly appropriate for tracing out a 

pathological perspective on lifestyles, and it became apparent that these conditions require a 

„helping hand‟. Therefore, Foucault‟s analysis of „eduction‟ proved relevant. Moreover, the idea of 

techne tou biou enabled me to grasp the technical aspect of the self-care practices. As ascetic 

exercises on the self, these practices work well to illustrate the experimental perspective of the self-

care practices. At the same time, this allowed a new interpretation of Foucault, which marks a 

rupture with the dominant, power-oriented approach inherent in governmentality studies. One 
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might say that the patho-epistemological approach, on the one hand, represents an attempt to bring 

out an original perspective in Foucault that appears to have been neglected in contemporary 

Foucauldian research, i.e. a specific, methodological approach in his works. On the other hand, it 

constitutes an attempt to throw light on the „late late‟ Foucault, who took up the theme of medicine 

and education in his last works and lectures. Here, he was concerned with the technologies that 

individuals put to work on themselves that change the relationship of the self to the self. This, I 

claim, is Foucault who became an educational researcher (in his own always historical approach to 

the present, and through discourses that appeared within an ancient, medical framework). It is the 

formation of the subject‟s ethos (way of life) that is important and that makes Foucault an 

appropriate choice when focussing on contemporary practices aiming to change people‟s lifestyle. 

This educational perspective, inspired by Foucault, does not install an ideal of authenticity, 

autonomy, democracy, or the like, but rather attempts to analyse the techniques of life that people can 

apply themselves in order to strive for health. In these analyses, technologies are not the enemy of 

education, but rather an inherent component of humanistic practices. 

 

The point that pathologies point to the functions and norms that we are normally inattentive 

to proved to be the most central and important analytical move in the dissertation. This 

philosophical perspective was translated into a social science approach using Garfinkel. I think this 

approach, in all modesty, is the most important contribution from my part as regards further 

research in social science. This strategy allowed me to analyse the answers from the diabetics in a 

different light, i.e. to talk to them about diabetes, but to hear their answers as responses to 

something entirely different, i.e. as responses to a common health and lifestyle problem. Over the 

course of the dissertation, I have developed and qualified this analytical strategy, as well as applied 

the strategy as a method with which to do empirical, qualitative, social science research. I regard 

this as a significant, important contribution to social science methodology that is applicable in many 

other contexts. 
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English Summary 
 

The dissertation focuses on contemporary health and lifestyle norms in the Western World. 

The pathological is applied as a vantage point from which to critique the normal, as the 

epistemological potential of diseases is explored. As such, knowledge of the normal is obtained 

through pathological conditions in which usually unrecognised mechanisms become apparent; for 

example, the human and social sciences have gained knowledge about memory and attention by 

studying cases where these qualities are disturbed (dementia and ADHD). This principle has long 

been utilised within medicine and psychology, but also within sociology, where states of crisis (wars, 

recession, epidemics, etc.) grant access to an understanding of the usual order of things. The 

primary purpose of the dissertation is to expound upon and argue for this „patho-epistemological‟ 

strategy and to develop it as a method. I claim that this methodological strategy has been diligently 

applied within the social sciences (by Michel Foucault, and Nikolas Rose, among others), but that it 

has only to a limited degree been explicated as a method. 

 

The patho-epistemological method is supposed to address the problem of immanence, i.e. 

that the researcher is him- or herself part of the social world under investigation. For Kant, the 

problem was that it is reason itself that performs a critique of reason, i.e. the police force handles 

complaints about the police force itself. The patho-epistemological strategy is designed as a method 

with which to navigate in this dilemma. Harold Garfinkel presents a case that utilises this 

methodological strategy, describing common norms for gender behaviour through a study of 

transsexual individuals. Garfinkel thus employs the strategy, but he does not explicate it as a general 

method.  

 

The present dissertation is an attempt to elaborate and develop this strategy as a method, to 

make it explicit, and not least to apply it. This is done by focussing on the practices of the self of 

type 2 diabetics, as well as on the educational practices that, in this respect, become a catalyst for 

understanding contemporary health and lifestyle issues. These issues point towards efforts within 
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public health policy to shift responsibility for health and illness from a State level to the level of 

civil society. Type 2 diabetes has been chosen as the study object because of its status in current 

public debates as both a risk and a consequence of an unhealthy lifestyle, a status that has reached 

epidemic proportions. Moreover, the disease has been chosen because of the similarity that appears 

to exist between the recommendations given to type 2 diabetics (eat fruits and vegetables, a diet 

high in fibre, lose weight, move actively, cease smoking, use alcohol in moderation) and the 

recommendations that appear ubiquitous at the level of the population. 

 

The empirical field is comprised of: doctors‟ and nurses‟ consultations; a one month course 

at a diabetes school and the subsequent exercise programme; and visits in two motivational groups 

for type 2 diabetics. The applied methods were fieldwork, participant observation, and individual 

and focus group interviews. The diabetes school and exercise programme is a collaborative project 

organised by a hospital and a municipality in the greater Copenhagen area (Denmark). Interviews 

have been conducted with attending diabetics and the activities have been observed. The original 

idea was for participants to continue in one or more user-driven, self-organised patient networks, 

after taking part in the diabetes school and the exercise programme. Here, the diabetics were 

supposed to have offered each other support in following the advice and in sharing their 

experiences, but the networks never succeeded as intended. Instead of investigating the patient 

networks, I have observed and conducted focus group interviews with diabetics from two local 

motivational groups, organised by the Diabetes Association.  

 

The analysis of the empirical data is organised in five main chapters. First, the various 

negative experiences reported by the diabetics are described under the heading ‟Stultitia‟. Then, 

through a description various dilemmas in The Role of Health Professionals in Diabetes Care, the 

otherness of self-care practices is analysed. In the third chapter, a case is presented, concerning the 

relation between the normal and the pathological, while the following chapter, under the heading 

„Practices of the Self‟, describes a range of techniques of the self and practices of experimentation. 

The diabetics who have been observed and interviewed employ various techniques in a self-care 

practice. These techniques are abstinence, self-regulation, experimental practice, opposition, 



 

298 

routinisation, and critique of cultural norms. The fifth and final chapter describes various 

educational activities offered to diabetics. 

 

Throughout the twentieth century the field of medicine has exerted a colossal influence on 

the organisation of society, health and lifestyle norms, in the form of a normalisation of individual 

and collective practices. The role of medicine has been criticised within the human and social 

sciences but usually through the introduction of an externally defined ideal, which is placed in 

opposition to medical practices; for example, education can be seen as a countermove to medicine 

(such as in the critique of psychiatry). However, why not instead investigate whether there is a basis 

for an educational perspective within medical conceptual frameworks and practices? This 

dissertation seeks to establish precisely such a composite of educational and medical approaches 

through a theoretical foundation in the works of Georges Canguilhem and Claude Bernard, both 

philosophers of medicine. A central idea in my research is found in the differences between these 

two theoreticians. In their works we observe different approaches to experimentation and different 

attitudes towards the question of the normal and the pathological. From these central medical 

concepts of the experiment, normality, pathology, and self-regulation, fundamental educational 

perspectives are extracted that appear highly relevant within the diabetes field and serve to direct 

attention towards common, contemporary lifestyle problems.  

 

Michel Foucault‟s lectures about technologies of the self, and care and practices of the self in 

the 1st and 2nd centuries A.D. were operationalised in the concrete investigation of practices of the 

self in the field of diabetes education. The focal points in the dissertation is the role of a guide or a 

counsellor that a teacher or educator assumed in this period („eduction‟), as well as the technologies 

of life, or the art of existence, (techne tou biou), i.e. the ascetic practices of the self that individuals 

employed when working on the self in a formation of the self and a government of the self. With 

his analyses, Foucault thereby opens for a way of conceiving the practices and techniques of 

diabetics. In this dissertation I offer a reinterpretation of Foucault, whose work has been applied in 

various analyses of power over the course of the last two decades. A methodical point of departure 

is the negative status of the condition „stultitia‟, which Foucault finds in the works of Hellenic and 
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Roman philosophers, Seneca and Possidonius among others. This is a condition of irresolution and 

de-motivation, which is interpreted as a fundamental basis for diabetes education. This concept is 

central in my analysis of education and self-care practices, put to use in the field of type 2 diabetes. 

 

 

 

 



 

300 

Dansk Resumé 

Afhandlingen beskæftiger sig overordnet med samtidige livsstils- og sundhedsnormer. Ideen 

er at lade det patologiske være et udgangspunkt for en kritik af det normale, idet sygdommens 

erkendelsesgivende potentiale udnyttes. Viden om normale tilstande opnås således gennem 

patologiske tilstande, hvor de mekanismer, der normalt er uerkendte, fremstår tydelige. Eksempelvis 

har human og samfundsvidenskaberne opnået viden om hukommelse og opmærksomhed ved at 

studere de tilfælde, hvor disse egenskaber er forstyrrede (demens og ADHD). Dette princip har 

været kendt længe, og er blevet brugt i medicinen og psykologien, men også i sociologien, hvor det 

er krisetilstande (epidemier, kriser, krige osv.), der giver adgang til en forståelse af den normale 

orden. Afhandlingens primære formål er således at eksplicitere og argumentere for denne ‟pato-

epistemologiske‟ strategi, samt at udarbejde den som en metode. Det er påstanden, at dette 

metodologiske greb har været flittigt anvendt i samfundsvidenskaberne (bl.a. af Michel Foucault og 

Nikolas Rose), men at den endnu kun i begrænset omfang har været ekspliciteret som en metode.  

Problemet, som den pato-epistemologiske strategi skal håndtere er det, inden for 

samfundsvidenskaberne gammelkendte og velkendte problem, at forskeren selv er en del af den 

sociale verden, der beskrives. Hos Kant er anliggendet formuleret som problemet om, at det er 

fornuften, der foretager en kritik af fornuften selv, dvs. politiet, der selv tager sig af klagesager om 

politiet. Det er dette problem om immanens, som den pato-epistemologiske strategi skal møde (dvs. 

ikke løse, men navigere i). Harold Garfinkel præsenterer en case som kommer dette princip nært. 

Han beskriver almindelige normer for kønnenes adfærd gennem transseksuelle individer. Garfinkel 

bruger således denne strategi, men ekspliciterer ikke strategien som en generel metode.  

 

Derfor bliver der i afhandlingen fokuseret på at udarbejde denne strategi som en metode, at 

eksplicitere og begrunde den uddybende, samt ikke mindst at sætte den i værk. Dette gøres ved at 

foretage et studie af type 2 diabetikeres selvpraksisser, og de pædagogiske praksisser, der i den 

forbindelse bliver en katalysator for at forstå den livsstilsproblematik, som vi i samtiden befinder os 

i, dvs. sundhedspolitiske bestræbelser på at flytte ansvaret for sundheden fra et statsligt til det civile 
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samfunds niveau. Type 2 diabetes er valgt dels på grund af sygdommens status i den offentlige 

debat som risiko og konsekvens af usund livsstil – en status som har fået epidemiske proportioner. 

Men endnu vigtigere på grund af den lighed, der findes mellem de anbefalinger, type 2 diabetikere 

får (spis grønt, fiberrigt, dyrk motion, tab dig, stop med at ryge osv.), og så de anbefalinger, som 

synes allestedsnærværende i samtiden på befolkningsniveau. 

 

Det empiriske felt er læge- og sygeplejekonsultationer, en måneds forløb i en diabetesskole, 

det efterfølgende motionshold på to måneder, som fulgte, samt besøg i to motivationsgrupper for 

type 2 diabetikere. De anvendte metoder har været feltarbejde, deltagende observation, samt 

individuelle og fokusgruppeinterviews med diabetikerne. Diabetesskolen og motionsholdet er et 

projekt, der har været organiseret som et samarbejde mellem et hospital og en kommune i 

Københavnsområdet. Der er foretaget interviews med diabetikerne, og observationer af disse 

begivenheder. Meningen med projektet var at deltagerne skulle fortsætte efter diabetesskolen og 

motionsholdet i et eller flere mindre brugerdrevne patientnetværk, hvor deltagerne ville have 

kunnet holde hinanden oppe på de ting, de havde lært, samt udveksle erfaringer, men disse netværk 

fik ikke stor opbakning. Dette sammenbrud ses som helt centralt og gøres til genstand for analyse i 

afhandlingen. I stedet er der foretaget observationer af og fokusgruppeinterviews med diabetikere 

fra to lokale motivationsgrupper organiseret i regi af Diabetesforeningen.  

 

Afhandlingens empiriske del er ordnet i fem hovedområder. Først analyseres de negative 

erfaringer, som diabetikerne beskriver, under overskriften ‟stultitia‟. Derudover er der et afsnit om 

forskellige dilemmaer angående sundhedsprofessionelles rolle i diabetesbehandlingen, hvorigennem 

selvomsorgens andethed analyseres. Herefter beskrives en case, hvorigennem forholdet mellem det 

normale og det patologiske undersøges, og i det næste afsnit beskrives under overskriften 

‟selvpraksis‟ nogle forskellige typer af selvteknikker, herunder en eksperimentel praksis. 

Diabetikerne, som er blevet observeret og interviewet gennem det empiriske arbejde, benytter sig af 

nogle forskellige teknikker, som de bruger i en selvomsorgspraksis. Disse omfatter afholdenhed, 

selvregulering, eksperimentel praksis, modstand, rutineskabelse og normkritik (sidstnævnte betyder 



 

302 

her at ens selvomsorgspraksis samtidig er en indirekte kritik af eksisterende normer). Det sidste 

afsnit beskriver de forskellige pædagogiske aktiviteter, som diabetikere tilbydes. 

 

Medicinen er igennem det 20. århundrede kommet til at få en kæmpe indflydelse på 

befolkningernes normalisering, og medicinske standarder har fortsat en kæmpe autoritet i forhold til 

samfundets organisering, sundhedsnormer, selvpraksis mv. Medicinens rolle i samfundet er blevet 

kritiseret af human- og samfundsvidenskaberne, men almindeligvis ved at der opstilles et eksternt 

defineret ideal, som kommer til at stå i modsætning til medicinen. Eksempelvis kan pædagogik 

tænkes som et modtræk til medicinen (som i kritikken af psykiatrien). Men hvorfor ikke undersøge, 

om der indenfor medicinens egen begrebsramme og egne praksisser foreligger et grundlag for 

pædagogik? Det er dette, der sigtes mod, idet der i afhandlingen vælges et teoretisk udgangspunkt i 

to medicinske videnskabsteoretikere, Georges Canguilhem og Claude Bernard. Det er disse 

tænkeres forskellige tilgang til spørgsmålene om eksperimentet som henholdsvis metode og praksis, 

ligesom det er uenigheden mellem de to tænkere, med hensyn til konceptionen af det normale og 

det patologiske, der danner grundlag for min forskning. Ud fra disse centrale, medicinske 

forestillinger om eksperiment, normalitet, patologi og selvregulering uddestilleres grundlæggende 

pædagogiske problemstillinger, der forekommer højest relevante inden for diabetesområdet, og som 

dermed bruges til at sætte fokus på den almene, samtidige livsstilsproblematik. Diabetesområdet er 

som sådan et område, der forbinder medicinsk og pædagogisk rationalitet.  

 

Sidst men ikke mindst er Michel Foucault‟s forelæsninger om det første og andet 

århundredes selvteknikker, selv-omsorg og selvpraksis, blevet operationaliseret i den konkrete 

undersøgelse af diabetikernes selvpraksisser samt de forskellige, pædagogiske aktiviteter, der 

anvendes på diabetesområdet. Det er ikke mindst den særlige rolle som guide eller vejleder, som en 

underviser eller opdrager antager på dette tidspunkt, der står centralt (eduction), ligesom det er den 

livskunst, dvs. asketiske selvpraksisser, som individer brugte til at arbejde på sig selv, danne sig selv, 

og lede sig selv i denne periode (techne tou biou). Foucault åbner således med sine analyser op for 

en måde at koncipere diabetikernes selvpraksisser og teknikker på. Der ligger heri en ambition om 

en genfortolkning af Foucault, der i de seneste to årtier har givet anledning til diverse magtanalyser. 
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Afhandlingen har som ambition at åbne op for flere mulige perspektiver på Foucault. Et centralt 

angrebspunkt er tilstanden ‟stultitia‟, som Foucault henter fra antikkens filosoffer, bl.a. Seneca og 

Possidonius. Dette er en tilstand af rådvildhed og umotivation, som fungerer som pædagogikkens 

anstødssten. Dette begreb står centralt i analysen af diabetikerne samt de teknikker og pædagogiske 

praktikker, der sættes i værk på diabetesområdet. 
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Appendices 

Appendix 1: Interview Guide, individual interviews 

 
Teoretiske 

konstruktioner 

Overordnede 

forskningsspørgsmål 

Operationalisering 

Demografiske 

variable 

Finde ud af almindelig 

demografi – alder, køn, 

uddannelse, job, antal år med 

diabetes. 

„fortæl lidt om dig selv?‟ 

- Hvor længe diabetes 

- uddyb med job 

- alder 

- uddannelse 

Andetheden i 

egenomsorgen 

Hvilke mennesker, der spiller en 

rolle i forhold til individets 

praktiske egenomsorg, dvs., 

familie, venner kollegaer, 

sundhedsprofessionelle, etc.  

- „er der nogle mennesker i dit liv, der 

spiller en særlig rolle ift. din diabets?‟ 

- „Er der nogle situationer du får hjælp 

til at klare?‟ 

Ascesis – 

selvteknikker 

Hvad man konkret, praktisk gør i 

sit liv, hvad man afstår fra, 

hvordan man overvinder sig selv, 

hvordan man forandrer sin 

levemåde, sin levevis, hvordan 

man fastholder forandring, og 

ikke falder tilbage i vaner, 

hvordan man laver sund mad 

som er lækker, hvordan man 

inkorporerer aktivitet i sit liv, 

hvordan afpasser livsaktiviteter 

efter målinger, etc. 

- „Har du måttet forandre dit liv, efter 

du fik konstateret diabetes?‟ 

- „Fortæl om en situation, hvor du ikke 

mærker, at du har diabetes‟ 

- „Giv et eksempel på en situation, hvor 

du fastholder dig selv i det, du skal’ 

- „Fortæl om en situation, hvor du kan 

mærke, at du har diabetes?‟ 

- „Beskriv en konkret, vanskelig 

situation…‟ 

- „Hvad gør du i denne situation?‟ 

- „Hvordan ville denne situation have 

været, hvis du ikke havde diabetes?‟ 

- „Hvordan affinder du dig med de ting, 

du ikke må?‟ 

Pædagogisk 

relation til 

sundhedsvæsenet 

Hvordan de forskellige 

professioner, med forskellige 

former for ekspertise, metoder, 

teknikker spiller en rolle i 

forhold til læring, socialisering, 

dannelse, uddannelse, fremme af 

egenomsorg, kompetence, etc. 

- „Hvad regner du med at få ud af 

kurset?‟ 

- „Vil underviserne kunne lære dig 

noget, du ikke vidste i forvejen?‟ 

- „Hvor går du hen, hvis du er i tvivl 

om noget?‟ 

- „Tror du at du vil kunne lære noget af 

de andre deltagere?‟ 

- „Hvad synes du om 

undervisningsformen?‟ 

- „Hvordan kunne den blive bedre?‟ 
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Forholdet til en 

„mester‟ 

Sandhed, autoritet, videnskab, 

statistisk norm. Hvorfor man 

afstår fra bestemte ting, hvorfor 

man spiser det, man har fået 

besked på, hvorfor man får dårlig 

samvittighed, når man alligevel 

spiser det usunde, ikke 

motionerer osv. Hvorfor man 

siger „jeg burde...‟ 

- „Går du hos egen læge eller på 

Hospitalet?‟ 

- Hvad er din opfattelse af 

diabetesbehandlingen generelt? 

- „Beskriv de områder af din diabetes, 

som er dit eget ansvar‟ 

- „Hvad er de forskellige 

sundhedsprofessionelles ansvar?‟ 

- „Hvem henviste dig til 

diabetesskolen?‟ og „Hvorfor‟ 

Sundheds – og 

sociale normer 

Sociale normer, etik, det gode 

liv. Også afvigelse, anormalitet. 

- „En deltager på kurset sagde, at hun 

var flov over at sige offentligt, at hun 

har diabetes – kender du det?‟ 

- „Hvordan opfatter du andre 

menneskers holdninger til og viden 

om diabetes?‟ 

- „Hvad er din opfattelse af samfundets 

måde at forholde sig til diabetes på?‟ 

- „Et par deltagere sagde, at de havde 

fået at vide af deres læge, at de var i 

”gråzonen”, ”lænede sig op af en 

diabetes”… Hvad betyder det?‟ 

- „Er man – efter din mening – syg, når 

man har diabetes?‟ 

- „Hvorfor, hvorfor ikke?‟ 

 

 

Appendix 2: Interview Guide, Focus group interviews 

 

Demografi „Fortæl kort lidt om dig selv – beskæftigelse, alder, hvor længe du har 

haft sukkersyge‟ 

„Community‟ „Hvilke fordele er der for Jer ved at være med i en motivationsgruppe?‟ 

- giv eksempler (lære af hinanden) 

- hvad lavede I sidste gang…? 

„Hvilke ulemper er der…‟ 

„Kunne man sløjfe turen til hospitalet eller lægen, og nøjes med at 

deltage i en motivationsgruppe?‟ Hvorfor / ikke? 
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 „Har jeres måde at leve med diabetes forandret sig efter I startede i 

motivationsgruppen?‟ Hvordan før, hvordan nu… 

 „Hvis man var fra en fremmed planet, hvordan ville i så beskrive 

forskellen mellem det at leve med diabetes, og det at leve uden?‟ 

Selvoverskridelse „Synes I at diabetes har medført nogle praktiske forandringer i jeres 

liv?‟ 

(uddyb – hvilke?) 

Hvordan er det anderledes? 

Gene „Er det svært at leve med diabetes?‟ (Eksempler…) 

„Hvilke situationer mht. diabetes ville I ønske, at I kunne være 

foruden?‟ 

„Er der nogen af jer, der har oplevet negative reaktioner fra 

omgivelserne, når de finder ud af, at I har diabetes?‟ 

andetheden Hvor får I den viden fra, som I har behov for, for at leve med diabetes? 

Hvordan vil I beskrive den hjælp man får af sygeplejersker? 

af læger? 

af diætister? 

Hvilke områder af jeres diabetes er jeres eget ansvar, og hvilke 

områder er evt. lægens, sygeplejerskens eller diætistens? 

 

 

 

Appendix 3: Focus and Research Questions during 
Observation – Forms of Self-Care Practice 

 
Main theoretical concept Operationalisation Elaboration 
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Techniques of the self 

(Foucault) 

How do they use technical 

apparatuses? 

Monitoring, accounting. 

Consequences of these techniques 

(changes in actions) 

Activity, sports, bodily exercises 

Use of medicine 

Do they measure their blood sugar in 

relation to food – does this affect 

their eating habits – amounts and 

type? 

 

In cases of obesity, do they do 

special kinds of sports rather than 

others?  

Self-knowledge (Foucault) Monitoring 

Precautions, stressful situations 

Considerations for or against 

Making rules for oneself 

Illness conception 

Fears, hopes, worries 

How does the knowledge one has 

about the disease, oneself, ones‟ 

habits, affect the ways in which one 

acts and arranges ones‟ life?  

”Taking pains with oneself”, 

Ascesis, self-practice (Foucault) 

If one struggles with oneself, 

constrains or tries to master oneself, 

manages one‟s pleasures, takes 

practical measures, diet, changes of 

diet, changing habits 

 

Accounts that express that certain 

practices are tough, annoying, 

difficult, unacceptable etc. 

Expressions of desires for this and 

that, which one is not supposed or 

allowed to have 

Social norms The good life 

Ought to / must 

Self-reproach 

What „one (or they)‟ ought to 

Following norms 

Transcend norms 

‟We all ought to…‟ When health 

aesthetics and ethics interfere. 

The creation of ‟my own‟ norms (I 

do this instead of that, because…) 

Expertise - professionals The role of the ‟others‟ 

Health professionals 

Family, friends, colleagues 

Health recommendations 

Other authorities (Diabetes 

association) 

Social services 

References to scientific 

investigations, medical facts, ‟the 

body does this or that‟, health 

authorities ‟one has to stay active‟, 

‟they say it‟s good for us.‟ 

Bio-political and economic 

interventions (Rose) 

Patient organisations  

Rights 

Economic barriers - subsidies 

Social and vital politics 

Individual behaviour and actions in 

relation to community, health politics 
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Self-limitation of governmental 

reason (Foucault) 

The game of the delimitation of 

government, and government‟s 

ubiquitous endeavours (cf. bio-

politics).  

Health professionals‟ reluctance 

towards being normalising, 

moralising, hegemonic.  

How are decisions made about the 

best approach with regards to disease 

management? How are patients 

involved? Giving advice, doctoring, 

leaving the patient to choose etc. 

Education [opdragelse] and 

governmentality (Foucault, 

Rose) 

Learning to live with diabetes. 

The educative role of health 

professionals. 

Internalisation 

Health and lifestyle norms 

De-professionalisation. 

Motivation. 

Independence, self-management. 

I am getting good at…‟ 

References to educational methods. 

‟I‟ve lost weight, because they told 

me to…‟ 

‟I was not told in the diabetes school 

to…‟ 

„It has become an integral part of me 

now‟ 

‟I doing it because I want to…‟ 

 

 

Appendix 4: Two Individual Interviews and one Interview with 
an Elderly Couple – all Diabetes School Attendants 
Categorisation and Summary of the interviews 

 
temaer Interview # 1 - 

vicevært - 37 år 

Interview # 2 - 74-årig 

mand - ægtepar 

interview # 2 - 70-årig 

kone - ægtepar 

interview # 3 - 42 år 

facts 

  

  

diabetes 7 år nyopdaget pårørende diabetes i 3 måneder 

på medicin (ikke 

insulin - har været 

kortvarigt) 

ikke på medicin pensionist slamsuger 

b.s. 8,5 => 7,1 uddannelse, ingeniør  går og hygger sig', 

fisker, meget ude 

  

  

  

muskelsmerter, 

dårligt blodomløb i 

fødder 

pesionist  passer søn og kæreste 

og hund 

uddannelse, teknisk 

skole 

  kloakmester og 

karosserimager 

"Ejendomsfunktionæ

r (vicevært)" 

  nogle dage fuld knald, 

ikke så meget mere 

        

(ikke-) 

selvforh

old 

identitet 

  

  

  

  

bruger hjemmevant 

de medicinske 

termer 

bruger ikke ordet 

diabetes / blodsukker 

etc. 

Bruger ikke ordet 

diabetes / blodsukker etc. 

medicinfri >< 

mor/andre på medicin 

langtidsblodsukker, 

medicinpreparater 

etc. 

bruger ikke sødestof bruger ikke sødestof - 

tørrede æbler 

spiser ikke gerne 

(kogte) grøntsager 

øjensygdom => 

binyrebarkhormon 

ikke med i 

vennegruppe 

ikke med i vennegruppe ordner det meste selv 
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=> diabetes 

højt b.s. 20-25 => 

insulin => stabilt => 

insulinfri 

Han: 'vi spiser ikke så 

anderledes' 

Hun: 'spiser anderledes - 

mindre smør, rapsolie 

kun forandret meget 

lidt 

medicin: (blodtryk, 

kolesterol, 

insulinresistens) 

typisk for mænd (ikke-

identitet) 

han glemmer at spise' måske tænke lidt mere 

over hvad jeg spiser 

jeg "bad selv om at 

komme på 

[medicin]" 

diagnose pga kørekort hun taler for ham 

interview og 

diabetesskole 

kan lide gmld.s fed 

mad' => problemer 

diabetes: "mere 

stabilitet i 

hverdagen" 

hun svinger pisken' hun med på 

Diabetesskole 

min diabetes ikke slem 

for jeg er medicinfri 

det ligger hele tiden 

i baghovedet på én 

Han siger intet på 

diabetesskolen 

Hun skriver ned, og 

stiller spørgsmål på DS 

choco hvis sulten igen 

"det er nok der man 

falder i" 

fortæller om sig selv 

i medicinske termer 

svært at spise fem 

gange om dagen 

Han husker ikke selv at 

spise 

choko hvis sulten: "det 

er nok sådan det 

bliver" 

  

  

  

  

  

  

  

  

  

  

jeg er i farezonen for 

at komme på insulin 

spiser ikke så 

anderledes - måske lidt 

mindre' 

opmærksom på vægt 

siden overgangsalderen 

vil komme i bedre 

form af motionshold 

det ligger flot - men 

det er kunstigt 

(medicin) 

ikke holdning til 

diabetes 

ikke holdning til diabetes 

'sådan er det bare' 

(ekko - viser at han 

rækker ud efter 

identitet) 

målet "er at indse at 

man syg - tage 

alvorligt" 

informationer fra 

sygeplejersken 

måle sig selv: 'du synes 

det kunne være sjovt' 

vil ikke så gerne på 

piller som de andre 

jeg tager lidt let på 

det - ikke rigtigt 

fattet det 

forholde sig til sig selv 

gennem 'tal' / 

objektivere 

du må mere hvis du 

kender dine talværdier 

type 1: skal være 

opmærksom 

ved godt jeg er syg, 

men tænker ikke 

over det 

vil ikke være med i 

diabetesgruppe 

jeg har læst mere i alt det 

der end du har 

type 2: vi kan slappe 

mere af 

sige til sig selv at 

man er syg => bliver 

man syg 

følge med 'om det 

gavner noget det vi 

gør' 

vil ikke være med i 

diabetesgruppe 

diabetes: vigtigste to 

ting: mad og motion 

    altid været store i 

familien 

    tænker ikke på mig 

selv som syg 

    har ikke sygdom: har 

noget som gør jeg 

må… 

    …tænke over hvad jeg 

foretager mig… 

        

opdragel

se via  

teknik 

kom på diæt 'min 

egen lille 

hjemmelavede' 

vil få lægen til at 

skrive op blodtryk 

lave müsli på ny måde mor kan sige 'spis 

grøntsager' 
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selvprak

sis 

selvtekn

ik 

  

  

  

  

  

  

  

  

  

  

  

  

  

jeg fulgte den 

[diæten] ikke ret 

godt" 

vil få lægen til at 

skrive op kolesterol 

lære om nye opskrifter tænke lidt mere over 

hvad jeg spiser 

jeg "bad selv om at 

komme på 

[medicin]" 

måske måle 

blodsukker selv (låne 

vens) 

tørrede æbler sund slik arbejdet muliggør 

mange små måltider  

mærker lavt bs => 

måler => spiser hvis 

lavt 

vil få lægen til at 

skrive op blodsukker 

konkret: opskrifter ikke svært at leve med 

diabetes 

er begyndt at cykle 

på arbejde 

tabe sig 1½ kilo Hun øser op - ellers tager 

han for meget 

har ikke lavet så meget 

om - spiser bare 

mindre 

cykling: 'får ting på 

afstand + motion' 

fem måltider Hun husker ham på at 

spise mellemmåltider 

(dvs. ikke 'take pains 

with self') 

at gøre tingene til 

rutine hjælper 

(tænker ikke) 

salat mætter ikke' - 

'slasket' 

Hun: romainesalat sprødt 

med tun og ærter 

ligesom med rygning - 

man må bare stoppe 

ferie: omstilling 

svær 

festlige lejligheder 

svære 

han spiser chokolade hvis 

jeg ikke holder øje 

ikke forklaring af 

'hvordan' forandringer 

siger: "ikke svært, 

men man skal 

omstille sig" 

jeg tog ikke noget 

chokolade 

nej, men chips, 

jordnødder og kransekage 

Før: spiste hvad jeg 

havde lyst til 

druesukker, mad 

med (dvs. 

tekstbogssvar)  

udøver ikke 

selvkontrol/selvdiscipli

n 

ikke selvprik = ingen 

selvkontrol = spise 

rigtigt? 

Før: kæmpe portion ris 

- 15 boller i karry 

for at klare 

vanskelige 

situaioner: 

forberedelse! 

Måler ikke selv 

blodsukker 

du skal måle så jeg kan 

vide 'det rigtige jeg gør' 

Før: masser af 

svinekoteletter og 

kartofler 

(dvs. administrativt 

problem)  

deciliter på en hul 

ske… 

hvis måle bs så måske 

mere kransekage 

Nu: morgen: 

rundtenom rugbrød el 

amagermad 

det er blevet en vane 

ikke at have cola 

hjemme  

spørgsmål om det gør 

ngt at man synder lidt 

undervisning i 

madlavning - godt for 

enlige 

Nu: formiddag: halvt 

stk rugbrød 

hvad gør du? "lader 

være med at købe 

det!" 

ven m diabetes tager 

lidt sødt engang 

imellem 

jeg skal 'finde på noget 

som han så må, ikk?' 

Nu: frokost: rugbrød 

"jeg går bare hurtigt 

væk nede i 

supermarkedet" 

Vil du måle bs? Ikke 

tænkt på 

men så voldsomme er 

ændringerne heller ikke 

Nu: eftermiddag: halvt 

stk rugbrød 

undgå fristelse: ikke 

at have slik 

derhjemme 

 lære det selv - hvor 

meget  er en deciliter 

müsli 

Nu: halveret eller 

fjerdedel af før 

har ikke erstattet det 

usunde med andet 

 små mængder ostemad mager, 

gulerodsstave, magert 

pålæg 

  

  

  

sortere lidt i det - 

tage hvad man kan 

bruge DS 

 han skal lære at kunne se 

mængde på øjemål 

sulten? "så tager jeg 

rugbrød eller lille stk 

choko" 
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information, 

motivation og 

værktøjer fra prof 

 risiko for at blive syg: må 

derfor tage det alvorligt 

nu har du holdt det et 

par dage, så ok med 

sødt 

samtale m diætist 

om hvordan min uge 

ser ud 

 ven spiser lidt sødt, men 

prikker sig også 

det er nok der min den 

ligger… (jf ovenfor) 

ugeskema - hvad jeg 

spiser morg, mid, 

aften 

 måle bs: du har sagt du 

ville prøve (låne vens) 

jeg må vænne mig til 

ikke bare at tage… 

skrive ned alt hvad 

jeg spiser i løbet af 

en dag 

 må kende dit bs så jeg 

kan ændre mad 

måde at forandre: 

spiser chips i stedet for 

choko 

diætistens madplan: 

beskrivelse 

 madlavningskursus godt 

for enlige mænd 

prøve omlægge kost 

=> tænke mere over 

det 

diætisten bruger 

madplan til at justere 

diæt 

 livsvarig forandring (så 

ikke kun midlertidigt) 

en form for selvjustits, 

kan man sige 

men jeg har skåret 

ned på min kage-

mani 

 han 'skal selv lære hvad 

han må spise' 

viden om fedt ikke sat 

sig igennem når 

handler  

føler sig ramt af 

sygdomssnak på 

diabskolen 

  kan ikke beskrive 

konkret hvad han gør 

æder mine piller 

hver morgen - så 

kører det bare 

  ikke speciel mad - 

"ikke lide af at jeg 

diabetes" 

        

Etos 

Normda

nnelse 

  

  

  

  

  

  

  

  

  

  

  

  

jeg fulgte ikke min 

egen diæt ret godt 

Hun 'svinger pisken' bebrejdelse - ost / 

chokolade 

før to krydderboller - 

det kan man jo ikke 

mere 

afholdenhed - gå 

forbi slik (trods 

fristelse) vane 

Nu spiser vi flere 

grøntsager 

Hun svarer for ham 'hvad 

gør du når...' 

fed gmldags mad kan 

give problemer 

eget ansvar - 

overvægtig 

de unge overvægtige - 

det er uforståeligt 

Bange for at miste ham jeg må vænne mig til 

ikke bare at tage… 

det heler er ens eget 

ansvar 

kontrol hver 3 mdr - 

begrænse 

følgevirkninger 

Bange for sygdomsplaget 

alderdom 

kunne tænke mig at 

tabe mig 

ryger, er tyk - jeg er 

selv skyld i det 

kontrol hver 3 mdr - 

regionerne spare penge 

økologiske æbler diætistens forslag godt: 

ikke mange grøntsager 

info/motivation => 

så man selv kan tage 

sig sm 

kontrol hver 3 mdr - vi 

andre får det bedre 

Holder øje med ham 

(chips, kransekage) 

nu lært at folk ikke er 

fulde fordi de har lavt 

bs. 

ikke flov - bare 

upraktisk at 

involvere andre 

måle bs: for at se 

hvordan mad virker på 

krop 

Hun øser op for ham - 

ellers tager han for meget 

urimeligt skal være i 

med beh. For at få 

teststrimlr  

"jeg kender 

problemet: for store 

portioner" 

 Hun: 'de går meget op i 

det' 

der må gælde samme 

regler for alle' 



 

326 

særligt om aftenen: 

kage-mani 

 de unge overvægtige - det 

er uforståeligt 

forskelsbehandling 

madplan: for at indse 

hvad jeg egentlig 

spiser 

 Taler for ham 'vi synes' eget ansvar at få 

motion => lavere 

sukkertal 

før: kun gamle, 

tykke mennesker 

 Han ville blive fristet 

hvis ikke jeg holder øje 

eget ansvar det man 

spiser 

før: folk der spiser 

fastfood hele tiden 

 vennepars kone 'glemte at 

tage mad med' 

diabetes: to vigtigste 

ting: spise rigtigt og 

motion 

før: folk der propper 

sig med slik og cola 

 man bør lægge sin livsstil 

om - tage det alvorligt 

ikke flov - man bør 

fortælle det til 

omverdenen 

før: det var deres 

egen skyld, fordi 

overvægtig 

 vigtigt at lægge sin stil 

om 

bør fortælle det 

omverdenen - 

mulighed for hjælp 

  

  

  

  

  

  

  

  

nu: sådan er det 

ikke… 

 vi drikker os jo ikke fulde foretrækkere ærlighed 

fremfor skjule diabetes 

måske bagatelliserer 

jeg det lidt (men 

ikke syg) 

 må spise sødt hvis man 

prikker sig 

ikke kun fede får 

diabetes - fordom… 

føler sig ramt af 

sygdomssnak på 

diabetesskole 

 hun opfordrer ham til at 

tage det mere alvorligt 

alle kommuner burde 

afholde 

diabetesskole… 

   taler hen over ham hvis 

han siger noget 'forkert' 

har fået spark bagi - det 

er det gråzone betyder 

   måle: 'det synes du kunne 

være sjovt' 

ikke syg (men fejl) => 

norm => korrektion 

(Cang.) 

    ikke syg - fejl som jeg 

må lære at leve med 

    en fejl med at være 

glad for mad = en last 

    dvs. norm => 1. gnsnt. 

2. moralsk / korrektion 

        

stultitia 

  

  

  

Alt det man gør 

forket, det ved man 

godt, det er  

han nævner ikke 

sygdom / død 

Ven på plejehjem - 

sygdomsplaget 

lide god gmldags fed 

mad => kan give 

problemer 

bare underligt at 

man ikke kan gøre 

ngt ved det 

nogle tog let på det Bange for død og 

sygdomme 

kunne tænke mig at 

tabe mig 

Gøre forkert 

betyder: 

administrativt (ikke 

moral) 

 holde øje med hvor 

meget han spiser 

baggrundsviden: holde 

øje med kone => 

symtomer 

gamle tykke 

mennesker - egen 

skyld 

 chokolade - 'han vil gerne 

hvis ikke jeg kigger' 

kan observere om 

konen får samme 

symptomer 

  folk der spiser  selvomsorg fordi: diabetesskole => 
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fastfood, slik, cola 

hele tiden 

sygdomsplaget ven på 

plejehjem 

ambassadør for 

folkeoplysning 

fortælle sig selv at 

man er syg => bliver 

syg! 

 nogle tog let på det (unge 

overvægtige piger) 

far fik fedmeoperation 

om fem år: 

amputeret ben => 

skrækeksempel 

  mor diabetes - 

medicineret 

    ikke syg - fejl (norm 

=> korrektion) 

        

At 

mærke 

sygdom

men 

  

  

  

  

  

  

mere regelret liv nu, 

farten ned, fast 

rytme 

man mærker det jo 

ikke 

hun fortæller at han var 

blevet træt, går langsomt 

tænke lidt mere over 

hvad jeg spiser 

siger "jeg føler jeg er 

lidt bundet af det" 

fik det konstateret ved 

tilfælde - nyt kørekort 

han har som ung haft 

brækket anklen 

føler ikke jeg har lavet 

noget om eller tænker 

på det 

på ferie/rejser: mere 

besværligt, tænke 

over det 

ingen symptomer ikke selvprik = ingen 

selvkontrol = spise 

rigtigt? 

jeg mærker ikke noget 

til diabetes i hverdagen 

normalt kan jeg ikke 

mærke jeg har 

sukkersyge 

ingen gene vi ved jo ikke på sigt om 

vi spiser forkert nu  

ikke svært at leve med 

diabetes 

men det ligger altid i 

baghovedet 

man mærker ikke 

konsekvens af 

chokolade 

badminton, langsommere diabetes ikke slem for 

jeg er medicinfri 

kan "glemme insu til 

fest" (anormale 

situationer) 

føler sig 'ikke syg' du er træt, svimmel, 

langsom 

føler sig stadig sulten 

efter lille madportion 

mærker engang iml 

lavt bs => måler => 

spiser  

ikke gene: bekymre sig 

fordi lægen siger det 

for at undgå 

følgesygdomme 

efter "tænke over 

spise" => under 7 igen 

krampe i benene 

pga. lortemedicin 

dårligt blodomløb - 

ikke hår på tærerne 

jeg render mere til 

badminton - kan ikke nå 

ved net 

fastende 6,2 

  

  

  

  

  

  

  

  

  

  

  

  

  

  

kolde fødder (pga 

dårligt blodomløb) 

kan ikke nævne 

vanskelige situationer 

argh' du mærkede ikke 

noget 

kan lide at læger ikke 

siger 'du fejler' 

lavt b.s. - men der 

skal ngt til før 

mærker det 

mærker det til fest - 

holde sig tilbage 

mærker det til festlige 

lejligheder (andet mad) 

godt at DS er 

aftentilbud (ellers på 

arbejde) 

Før: tænkte ikke 

over tingene, gjorde 

bare… 

troede under syv = 

rask 

igen 

han 'regnede det ikke for 

noget' - negligeret det 

har fået spark bagi - det 

er det gråzone betyder 

Nu: omstændeligt, 

rutine, administrativt 

betyder gråzone 'pas 

på': JA 

betyder gråzone 'pas på': 

NEJ ikke for ham 

over 7 så diabetes 

(selvom ikke mærke 

det) 

NU: 'tænke sig om' føler du dig syg: NEJ ikke syg, men kan blive 

hvis ikke tage det 

alvorligt 

jeg tænker ikke på mig 

selv som syg 
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(dvs. silence of the 

organs >< rupture) 

vil du måle bs: det har 

jeg ikke tænkt på 

måle sig: du har sagt du 

ville prøve (låne vens) 

inden for 5-7 = normal 

chokoladekuller - 

choko - koste hvad 

det ville 

undrer sig: læge b.t. og 

kol fint - men 

medicin? 

 ville føle mig syg hvis 

jeg skulle have piller 

farezonen (risiko) 

ikke syg, men i 

farezone 

    

føler mig ikke syg, 

kan ikke mærke at 

syg 

    

Læge: 'læner mig op 

ad insulinen' 

    

blodtryk, b.s., ligger 

næsten normalt 

    

normalværdier - men 

nu får jeg jo også 

piller… 

    

synes det kører 

kanon godt - pæne 

tal' 

    

jeg føler mig ikke 

syg nok til at være 

motiveret 

    

  

  

  

træt, ondt i ben, 

forpustet når jeg 

cykler hjem 

    

men jeg har altid 

været tyk, men føler 

ikke syg 

    

det ligger flot det 

hele (blodtryk, kol, 

b.s.) 

    

        

Relation 

til 

sundhed

s- 

væsenet 

  

  

  

  

  

  

  

  

  

  

  

bruger hjemmevant 

de medicinske 

termer 

godt at sygeplejerske 

fortæller om 

sygdomme 

gode råd på 

diabetesskolen 

som de siger på kurset 

=> ambassadør 

langtidsblodsukker, 

medicinpreparater 

etc. 

hvorfor bekymre sig: 

'fordi lægen siger det' 

godt at lære: 'ikke bare 

tage let på det' 

ambassadør => kan 

forklare andre folk om 

det… 

øjensygdom => 

binyrebarkhormon 

=> diabetes 

tal skal være under syv bekymre sig - ikke for 

lægens skyld men for 

egen 

regner med at få 

baggrundsviden ud af 

kurset 

højt b.s. 20-25 => 

insulin => stabilt => 

insulinfri 

får info fra læge og 

sygeplejersken 

gør ham opmærksom på 

at han har gener  

baggrundsviden: 

observere andre i min 

omgkreds 

medicin: (blodtryk, 

kolesterol, 

insulinresistens) 

forstår ikke 'gråzone' 

syg / ikke syg? 

hun siger 'han benægter 

det' - 'det passer ikke!' 

observere andre om de 

får samme symptomer 

jeg "bad selv om at fik tydeligt at vide overrasket over hvor lidt dvs. ambassadør for 
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komme på 

[medicin]" 

selvom >7 = 

sukkersyge 

frugt man må få generel 

folkeopdragelse 

kom på diæt 'min 

egen lille 

hjemmelavede' 

diaskole: info samt 

værktøjer (fem 

måltider) 

kol og b.t. skal være 

lavere for diabet end 

andre 

diætistens forslag godt: 

ikke mange grøntsager 

jeg fulgte den 

[diæten] ikke ret 

godt" 

overrasket over hvor 

lidt frugt man må spise 

 bog, mor, læge, 

internet (infokilder) 

søger svar og råd 

hos Steno 

("professionelle!") 

siger ting på behagelig 

måde på diabetesskole 

 (ekko - viser at han 

rækker ud efter 

retningslinjer) 

læge: til recepter, 

Steno-læge: sædv. 

"tjek" 

kan ikke lide at få 

'dødstrusler' af 

sundh.prof. 

 ville gerne have 

individuel tid til 

kostplan m diætist 

Steno: om øjne, 

nyrer, bivirkninger 

etc. (læge) 

sund.prof. Rolle: 

skubbe i rigtig retning 

 tilbage "til egen læge 

fordi under 

spærregrænse 7" 

sygeplejersken tog 

chokoladen fra mig 

må ikke ringe (og 

blande sig privat) 

 egen læge hver tredje 

mdr. 

de holdt skarpt øje 

med mig 

(sygeplejerskerne) 

få sygeplejerske el 

læge 

til at skrive tallene ned 

 sundhedsvæsenet: 

ansvar at forbedre 

testmetoder 

diabetesskole: 

baggrundsviden om 

selv og diab  

undrer sig: b.t. og kol 

fint - men alligevel 

medicin 

 lægens ansvar at "give 

en et los bagi" 

man må sortere lidt i 

det de siger 

  lægens ansvar at 

"svinge pisken" 

diæt har jeg jo fået 

prædket om på Steno 

    

det 'sygeplejersken 

siger må man slubre 

i sig' 

    

der 'må man lade det 

passere lidt, ikk' 

    

lære om sygdom 

spændende - 

baggrundsviden 

    

hvis i tvivl: spørger 

læge eller mor 

(sygepl.) 

    

sund-prof: give 

motivation og 

information 

    

give info så man 

selv kan tage sig 

sammen 

    

give værktøjer til at 

komme videre 

    

nævner ikke diætist 

(trods uge-madplan) 
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ville gerne have haft 

'motion på recept' 

    

føler sig ramt af 

risikosnak på 

diabetesskolen 

    

        

Smagsd

annelse 

  

  

  

  

  

  

  

  

  

  

chokolademani slatten salat' romainesalat - sprødt, 

æg, tun og ærter i 

ingen tegn på 

smagsforandring 

har altid været en 

slikmund 

smagte rigtigt godt: 

cremefraiche, dijon, 

kapers 

jeg skal 'finde på noget 

som han kan lide' 

kan godt lide god 

gammeldags fed mad 

desparat lyst til 

chokolade på 

hospitalet 

spørgsmål om det gør 

ngt at man synder lidt 

han siger 'skal vi ikke 

have [dessert]' 

føler sig stadig sulten 

efter mindre mad 

er begyndt at "kunne 

lide cykelturen - 

afstress" 

mener godt han kan 

holde sig tilbage mht is 

lave det han godt kan lide 

på ny måde 

kunne tænke mig at 

tabe mig 

træt kl 16-19 - vil 

hellere ligge på 

sofaen 

behøver mere erfaring 

mht smh bs og mad 

roastbeef med creme 

fraiche, kapers, dijon 

  

chokoladekuller frikadeller med 

grøntsager smager godt 

børnebørn og manden 

vant til is til fest 

  

skulle have 

chokolade - koste 

hvad det ville! 

 Han vil også ha is - så 

der må jeg finde på ngt 

  

undgå fristelse: ikke 

have slik derhjemme 

 mener ikke han kan holde 

sig tilbage mht is 

  

Afoldenhed  bruge mindre fedt men 

stadig smage godt 

  

lækkersulten af at 

høre om diæt, lade 

passere 

 komme grøntsager i 

kalkunfrikadeller 

  

kage-mani - men det 

har jeg skåret ned på 

    

        

Sociale  

relatione

r 

  

  

  

  

  

  

  

  

  

mor er sygeplejerske 

- vigtigste person 

flere vennepar som de 

støtter sig op ad 

vennepar som de kan 

søge råd hos 

mor også diabetes (på 

piller, har det svært ) 

andre fra 

diabetesskole: føle 

man ikke er alene 

andre fra 

diabetesskole: 

ikke ngt. for dem 

andre fra diabetesskole: 

ikke tid 

ser lidt op til hende 

(læner sig op ad?) 

mor vigtigst - men 

mest mht. 

sygdomsrelateret 

kan lære af andre 

erfarne patienter 

har folkedansergruppe og 

venner - ikke tid til diagr. 

støtte hinanden (mor) 

mig: de andre?: Han: 

ikke føle sig alene 

for meget at involvere 

sig i diabetes socialt 

en slags 'se hvad vi kan - 

spise sundt' 

andre 'skal ikke lide af 

at jeg har diabetes - så 

slik' 

diætmad - "folk skal 

lade mig vælge selv" 

  slik i hjemmet => 

andre skal føle sig 

hjemme 
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folk ved ikke nok 

om det - skilter ikke 

med det 

  hans kone er meget 

stor! 

i starten blev der 

taget hensyn i hoved 

og røv 

  baggrundsviden fra 

kursus: observere 

andre for dia 

lære børn i skolen 

om at spise sundt, 

motionere 

  ambassadør og 

observere om andre får 

symptomer 

bruge et 

skrækeksempel som 

mig  

  finder ud af at man 

ikke er alene på 

D.Skole 

    kollega joke: "kage 

mere så diabetes 

forsvinder" 

    far fedmeoperation - 

mor diabetes på piller 

        

Forandri

nger i 

livet 

pga.  

diabetes 

  

  

  

Før: arbejdede nat 

12 timer i træk 

det er "så nyt endnu" er allerede begyndt 

forandring fra 

overgangsalderen 

før: tre måltider dgl. 

Nu: fem-seks små 

måltider 

nu: dagvagter, flere 

pauser, fast rytme, 

  Før: meget slik (for 

flere hundrede kr pr 

weekend 

spiser nu jævnligt, 

hjem og hvile 

  konsekvente 

forandringer? Vægrer 

sig… 

cykler på arbejde nu 

- fast uanset regn/sne 

  (nu mørkt brød) >< 

ikke forandret 

noget…? 

komme til 

diabetesskole - fast - 

er forandring 

  før: kæmpe portion ris, 

8 kartofler, 15 

karryboller 

    Nu: 3-4 kartofler 

     

præsym

ptomati

k 

  

  

  

  

  

  

  

jeg føler mig 

åbenbart ikke syg 

nok 

    jeg er i farezonen… 

jeg ved da godt, at 

uden medicin, så syg 

  teststrimler urimeligt 

dyrt 

jeg skal indse at jeg 

er syg, tage det 

alvorligt 

  urimeligt skal være i 

med. Beh. For at få 

teststr. 

    sundhedsvæsen: 

testmetoder: "fange det 

hurtigere" 

    mange "ved ikke de 

har diabetes" 

    sund.vidsk: metoder 

=> fange folk uvidende 
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om dia 

    ikke gl, men kommer 

deropad med alle 

skavanker 

    har fået spark bagi - 

det er det gråzone 

betyder 

      ikke af med diabetes 

selvom u 7 - ligger og 

lurer 

        

stigmata 

  

  

  

  

  

  

overvægt     lavstatus job 

ensomhed   overvægt 

lavstatus job   rygning => lav 

lungekapacitet 

    kunne tænke mig at 

tabe mig 

    altid været store i 

familien - far 

fedmeoperation 

    gml.sukkersyge: "ikke 

gl. men kommer 

deropad.." 

    …med alle 

skavankerne 

        

Ekko af 

undervis

ning 

  

  

  

  

  

      tre måltider => fem-

seks måltider 

    tænke lidt mere over 

hvad jeg spiser 

    halvdelen af tallerken 

bør være grøntsager 

    ikke grøntsager => 

derfor skære ned i 

madmængd 

    har skåret ned på 

mængderne 

    mindre portioner, flere 

små måltider 

    før: to krydderboller 

morgen Nu: et stk 

rugbrød 

  

  

  

  

  

  

  

    slut med lyst brød - Nu 

fiberrigt 

    spise mange gange => 

ikke så sulten aften 

    hele passager der er 

rent ekko af diab. 

Skolen 
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    detaljerede madplan er 

et ekko af diab.skolen 

    nu: 3-4 kartofler (før 8) 

    føler stadig sult => 

bruger mindre 

tallerken (psyk) 

    kunne tænke mig at 

tabe mig 

    som de siger på kurset 

=> en form for 

ambasadør 

    støttegruppe = en form 

for sammenhold, gå 

ture 

    sådan noget med at 

være træt og sløv 

    eller som nogle siger - 

begynder at ryste 

    både juice OG brød! 

    lære af de andre m 

diabetes - eksempler 

    køre en omvej hjem på 

cykel så 30 min… 

    (cykler du? Nej, om 

sommeren kan jeg 

finde på det 

      ikke gråzone - enten 

har man eller også ikke 

        

diabskol

e =>  

folkeop

dragelse 

  

  

  

  

  

      lære af de andre 

diabetikere 

    støttegruppe - 

sammenhold 

    som de siger på kurset: 

ambassadører - lære 

andre 

    mange ved ikke de har 

diabetes 

    sundhedsvidsk => 

metoder => fange det i 

opløb 

    kursus: 

baggrundsviden: 

observere andre: 

    …om de har samme 

symptomer 
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Appendix 5: Focus Group Interview with Diabetes School and 
Exercise Programme Attendants –  
Summary and Categorisation of the Interviews 
 

Temaer 1M 74 år ældre mand 2K 62 år ældre kvinde 1K 44 år kvinde 2M ældre mand 

facts diabetes nyt efterløn skolelærer i flexjob ældre mand 

 før: døgninst anbragte 

børn 

før: statsautoriseret 

fodterapeut 

fuld idet han kommer 

 diabetes i nogle år tidligere: 

graviditetsdiabetes x 2 

(halv time for sent) 

 arbejde: stressende? lægen: 'snert af 

diabetes 2' 

 

 strikker under hele 

interviewet 

svært overvægtig  

 meget overvægtig diabetes halvt år  

  pga 

svangerskabsdiabetes: 

ikke nyt 

 

  sklerose - [hvorfor 

dyrke motion] 

 

     

selvforh

old 

identitet 

3 over 7 - definition 

så har du det 

diabetes: "det havde jeg 

måske 

svært trække sig selv 

op ved hårene 

slog en koldbøtte efter 

nytår' 

nyt for mig : også gjort mig fortjent 

til ved at  

selvironi resultater gode - fejler 

ikke ngt 

glemmer at spise 

mellemmåltid 

: være overvægtig og 

ikke dyrke 

vi har individuelle 

behov 

*har ikke drukket i 3 

mdr* 

jeg er da også 

overvægtig… 

: motion" Mig: bredrøvet M1: 

motiveret 

 

 Jeg "har ikke rigtigt 

taget det ind 

vi ved det godt alt 

sammen 

 

 : at jeg har diabetes" vi ved godt de ting - 

usundt osv. 

 

 Jeg er mig en gåde gider ikke høre mere 

om det 

 

 hvorfori kke, når jeg ved 

det hele? 

AD M1 - ikke 

overvægtig som os… 

 

 den er ikke feset ind konsekvens af dårlig 

livsstil 

 

  kan undre mig at jeg er 

sådan 

kan ikke åbne tv u 

forholde sig til tyk 

 

 Vi er jo en flok 

halvgamle, store 

vi "står jo der og 

kigger i spejlet hver 

 

 vi er jo ikke sådan nogle : morgen og tænker  
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sild… 'damn, der er 

 K1: det er fordi vi to er 

overvægtig 

: hun igen, hende den 

tykke med 

 

 vil ikke inddeles mht ngt 

til fælles 

: alle kiloerne - 

hvorfor forsvandt hun 

 

 : "fælles: hvad skulle det 

være?" 

: ikke i løbet af 

natten?'" 

 

 identificerer sig ikke m 

de andre  

Jeg lukker af…  

 Fordi vi to er 

overvægtige:  

jeg vil motiveres på 

ngt gør mig glad 

 

 : gider ikke høre mere 

om det… 

kvinder måles vejes v 

læge: bevidst 

 

 glemmer desværre aldrig 

at spise 

  

     

Opdrage

lse  

via 

teknik 

selvprak

sis 

selvtekn

ik 

diabetesskole: god 

info om bør 

brugt ds til at piske mig 

selv 

svært at trække sig op 

ved hårene 

har holdt 

retningslinjerne 

begyndt at måle 

blodsukker selv 

glemmer desværre aldrig 

at spise 

svært at nå motion i 

travl hverdag 

har nu ikke drukket 

bajere i 3 mdr 

konkrete fra DS: flere 

små måltid 

adM1: din kone skrev 

ned… 

instruktør: "nå, over 

på cyklen nu?" 

: selvom jeg slapper af 

med det 

halvt stk 

fuldkornsrugbrød 

ville gerne bevæge mig 

mere 

instruktør: "skal selv 

tabe fem kilo" 

fedtfattig mad 

: men glemmer det…  : men kan altid finde 

undskyldn 

vi har individuelle 

behov 

spiser fisk og 

grøntsager nu 

glemme at spise midt 

i ngt andet 

 holde motion på 

legende niveau 

*10 bajere og 10 skarpe 

i dag* 

lidt færre kartofler, 

flere grøntsag 

 livsglæden i det at røre 

sig = motiv 

*får ngt gammel dansk 

og bajere* 

min kone laver mad  hellere mindre ost af 

en god slags 

nabo - vi mødes - yder 

'nabohjælp' 

lægen spurgte kone 

mad => ds 

 kender risiko - men 

prioriterer 

: dvs banker på hos 

hinanden 

konen sørge for, 

skrive ned 

 fint m oplysninger: det 

vælger jeg! 

kun én skive ost (men 

min str.) 

udover badminton og 

folkedans 

 lære sig at have mad el 

æble med 

(bestemmer selv 

skæreled) 

: grave have => 

plante til konen 

 snakke mere? "slippe 

for motion" 

motionscykel hjemme - 

hver morg 

   morgenkaffe, 

planlægge mad 

   : et par brændevin, 

motionscykel 

   : og SÅ mad (dvs ikke 

før sent…) 

   cykle til motionshold: 

30 min hvil 

   : få vejret før cykle 
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igen 

     

Etos 

Normda

nnelse 

D.skole: info om 

hvad bør / ikke 

diabetes egen skyld: 

overvægt 

vi er individualister i 

dag 

 

dundertale godt for 

nyt for mig 

hvorfor stopper ikke 

med ost? 

egoisme på højt plan  

 burde stoppe med kage, 

rødvin 

kan ikke generalisere  

 burde være fokuseret 

individuelt 

træt af 

dommedagsdundertale 

 

 vil ikke inddeles i 

fællesskaber 

konsekvens af dårlig 

livsstil 

 

 : kun diabetes til fælles peget fingre af os 

samfundsmæssigt 

 

 : vil ikke etos-fællesskab kigger i spejl - "hende 

den tykke" 

 

  vi ved jo godt vi er for 

tykke 

 

  ironisk: dyrt for 

samfundet 

 

  : bekoste på grimme 

tykke msk 

 

  kvinder bevidste om 

mål, vægt 

 

     

Stultitia M2: opdagede dia 

efter blodprop 

overvægt, ingen motion, peget fingre af os 

samfundsmæssigt 

én skive ost - (men eget 

skæreled 

 : ost, is, rødvin => 

diabetes 

træt af 

dommedagsdundertale 

mit liv!  

 gåde for sig selv Så: "who gives a shit!" 

(dundertale) 

ligeglad om 78-79 el 

72… 

 gider ikke høre om 

overvægt… 

konsekvens af dårlig 

livsstil 

jeg er sidste lægger 

mærke te'ed 

  blind, blodårer plakker 

til, sætte tå a 

skive ost (bestemmer 

selv led) 

  jeg lukker af… får ngt bajere og gl 

dansk… 

  spiser ikke før bs = 

minus 8 

 

  : hvorefter jeg så 

råspiser (ALT!) 

 

     

At 

mærke 

sygdom

men 

3 målinger over 7 => 

diabetes 

fik at vide af lægen: 

diabetes 

dommedagsdundertale kommer lige fra lægen 

- fint 

undrer mig over 

målinger: 5=>7 

Efterløn: blodtryk faldet mærke samfundets 

øjne på sig 

resultater gode: fejler 

ikke noget 

glemmer at spise 

mellemmåltid 

Får piller, går fint, ingen 

gener 

  

: det er et problem vi 'ved det godt alt  dårligt blodomløb - gå 



 

337 

sammen' 2-300 m 

ingen gener   ben syrer til => derfor 

cykle 

     

Relation 

til 

sundhed

svæsene

t 

3 målinger over 7 => 

diabetes 

kritisk overfor M1's 

læge 

grænser for hvor 

meget generalisere 

håber at kunne 

fortsætte motion 

definition: tre over 7 

= diabetes 

bør fokusere på 

individuelle behov 

vi er individualister i 

dag 

 

dundertale = god 

information 

ikke hyggeklub: fokus 

på diabet 

vi er forskellige - brug 

af nettet etc. 

 

 bruges til at piske sig 

selv 

blå bukser => ikke gå 

samme vej 

 

 ved det godt alt sammen : må forskningen 

indrette sig på 

 

 overvægt: gider ikke 

høre mere.. 

  

 diætistråd: til at piske 

sig selv 

  

     

Smagsd

annelse 

 ost, kage, rødvin, is 

lækkert 

kan ikke lide fedtfattig 

ost 

 

 gummiost, fedtfattig adr kan lide det fede - 

smager bedst 

 

 kan ikke lide fedtfattig 

ost 

spise lidt af det  

     

Sociale 

relatione

r 

min kone fik meget 

ud af det… 

fællesskab: i samme 

båd: tykke 

grint og pjattet på 

holdet 

alene - ugift 

min kone husker mig 

på at spise 

det er jo ikke en 

hyggeklub! 

fordi der også er 

mænd med 

nabo: mødes hver dag 

'nabohjælp' 

fællesskab? Ikke 

desideret… 

det er fordi vi to er 

overvægtige K1 

accept af hinanden - 

alle store 

 

 ds ikke hyggeklub! kun 

dia fælles 

mænd: konkurrence, 

pjat 

 

 AD M1: ikke 

overvægtig som os 

de andre forstår hvis 

dårlig dag 

 

 føler os ikke bundet til 

hinanden 

peget fingre af os 

samfundsmæssigt 

 

 ikke diabetesfællesskab 

- men 

dameblade, 

selvbevidsthed 

kvinder 

 

 : fællesskabe vigtigt - m 

ik diab.. 

  

     

Forandri

nger i 

livet pga 

diabetes 

meldt sig ind i 

diabetesforening 

spiser sundt (har gjort 

længe) 

 slået en koldbøtte 

anskaffet måleapparat : men kan godt lide god 

is, ost 

 spise fisk og grøntsager 

spise mellemmåltider : men spiser fedtfattigt  motionscykel 
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meget begrænsede 

kostændring 

   

spiser måske lidt 

mindre 

   

     

Præsym

ptomati

k 

 gener: MEN SÅ 

KOMMER DET! 

træt af 

dommedagsdundertale 

 

  kørt over af rød 

brandbil i morgen 

 

  bevidste valg - kender 

risiko 

 

  kender risiko - men 

prioriterer 

 

  konsekvenser - 'det må 

jeg leve med 

 

     

Stigmat

a 

dundertale: godt: for 

dia nyt 

overvægt, fed mad => 

diabetes 

Mig: bredrøvet - M1: 

motiveret 

alkohol… 

 fordi vi er overvægtige 

(til K1) 

træt af 

dommedagsdundertale 

 

 flok halvgamle store… 

ikke sild 

kørt over af rød 

brandbil i morgen 

 

     

Ekko af 

undervis

ning 

flere små måltider talte om på ds: bs højere 

morgen 

hellere mindre ost af 

en god slags 

fisk, grøntsager 

 flere små måltider konkret: sætte mobil 

til at bippe 

 

 : for at holde bs stabilt   

     

Diabsko

le => 

folkeop

dragelse 

  træt af 

dommedagsdundertale 

 

  læser dameblade  

  kan dårligt åbne 

søndagsbt eller TV 

 

  bekoste på os grimme, 

tykke msk 

 

  usunde valg: info om 

konsekvenser 

 

     

diabetes

skole 

motions

hold 

glad for diabetesskole vidste det meste i 

forvejen 

sagt 'ja' pga 

motionsdelen 

 

meget info om hvad 

man bør  

: så hvorfor gør du det 

ikke bare? 

kostdelen af ds for lavt 

niveau 

 

evt. graduering: 

deltageres behov 

brugt DS til at piske mig 

selv 

god stemning, sjovt, 

god dynamik 

 

: slem / ikke slem 

diabetes 

Motion: god stemning, 

hygge 

grint og pjattet på 

holdet 

 

 kone: tog noter ang. tager det roligt derinde motiverende med  
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kost fjollestemning 

motion: blevet 

motiveret til andet 

ds burde være 

individualiseret 

frafald på 

motionsdelen 

(halvdelen) 

 

: end badminton og 

folkedans 

ville ikke stille 

personlige spgm  

motion - anden gang 

for mig 

 

hyggelig stemning, 

kvik bemærk 

Skal ikke være 

hyggeklub 

individuel samtale 

bedre 

 

idé: individuel 

opfølgning bagefter 

: kun diabetes til fælles man kan ikke ensrette 

folk… 

 

[Kone] fik meget ud 

af d.s. 

gider ikke høre mere om 

overvæ 

må rumme 

forskelligheden i 

gruppe 

 

dundertale godt: 

information 

 træt af 

dommedagsdundertale 

 

  fået mod med mig fra 

motion 

 

  fint nok med 

oplysninger om 'bør' 

 

  : men jeg vælger mit 

liv selv 

 

     

Spændin

ger i  

gruppen 

nyopdaget - Erfarne   [mærkes: han 'intruder'] 

mænd - kvinder mænd - kvinder mænd - kvinder vi andre er alene Ad 

M1 

tyk - tynd tyk - tynd tyk - tynd  

information - 

dundertale 

information - dundertale information - 

dundertale 

 

svært at gøre - 

motiveret 

svært at gøre - motiveret svært at gøre - 

motiveret 

 

slem diab - mild diab. til M1: "tyk ikke 

ligesom os" 

adM1: din kone har 

skrevet ned 

 

 ensomhed - 

kone/omsorg 

ad M1: "JO! Din kone 

har ændret" 

adM1: din kone sørget 

for det hele 

 

Til K1&2: jeg er også 

overvægtig 

adM1: du har ikke 

opdaget det 

meget omhyggelig din 

kone (ad m1) 

 

ad: K1 & 2: jeg 

graver have! 

   

     

 

 

Appendix 6: Focus Group # 1 – Motivational Group – Local 
Diabetes Association 
Summary and categorization of the interviews 

 



 

340 

Temaer K1 ældrer kvinde - 

instruktør 

M1 ældre mand - 

medinstruktør 

M2 - 75 årig ældre mand Nyankommen 

K2 - yngre kvinde K3 75 årig ældre kvinde K4 ældre kvinde 

    

facts Instruktør Medinstruktør Deltager sygeplejerske 

meget overvægtig lettere overvægtig - tabt sig 

20 kilo 

overvægtig formand for lokal 

diabetesforen 

piller, ikke insulin på insulin på piller (lokalkomité) 

diabetes i 4 år diabetes i 10 år diabetes i 5 år midaldrende 

pensionist pensioneret installatør pensionist foredragsholder 

   barn med diabetes 

facts Deltager Deltager Deltager har haft bageri m 

sukkerfrie prod. 

svært overvægtig   har haft kæmpe 

salg i diabkager 

tabletter ingen medicin på insulin  

diabetes i 7 år diabetes i mange år diabetes i 27 år  

førtidspensionist (pga 

sygdom) 

behandler med kost (spise 

pænt) 

pensionist  

gift, 2 børn pensionist   

     

selvforh

old 

identitet 

prøver at motivere 

andre til… 

Man har selv ansvaret  gruppen et sted man kan 

tale om  

lægens ansvar at 

give korrekt 

: at passe på sig selv diabetes er ens egen skyld : diabetes - familien gider 

ikke høre 

: medicin… 

korrekt 

rådgivning… 

: (fødder, spise 

rigtigt, motion etc.) 

man kan ikke skyde lægen 

skyld 

: om 'sukkerpjat'  

 : på at man har sukkersyge   

diabetes egen skyld! : det er ens egen skyld diabetes egen skyld  

 har tabt mig 20 kilo   

selvforh

old 

identitet 

 voldsom diab (medicin) man har helt selv ansvaret 

for diab 

 

 : >< ikke voldsom (ikke-

medicin) 

det er ens egen skyld  

     

Opdrage

lse  

via 

teknik 

selvprak

sis 

selvtekn

ik 

sidste gang: bagte Sidste gang: store bagedag Ikke unik gruppe: 

hverdagslige emner 

ngl grupper 

vedligeholder 

gåture 

: med kunstigt 

sødemiddel 

: senere k ikke spise 

aftensmad 

: (jf Foucault HofS) 

(venskab) 

ngl grupper 

vedligeholder 

venska 

: skulle bare smage Nødt til også at gøre 

motion 

franskbrød => rugbrød bage med 

sødemiddel 

bage med 

sødemiddel 

nå, ja… måleapparatet læse varedeklarationer 

indhold 

bageri sukkerfri 

produkter 
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snak om firmaer - 

sødemiddel 

holde sig ajour (tjek ved 

lægen) 

: kombinere m opskrifter - 

mad 

 

Nå, ja… 

måleinstrumenter… 

man bliver røbet ved lægen specielle opskrifter måleapparat => 

eksperimentere 

får målt ved lægen: 

'hvor man er' 

: sladderapparater diab1 (tage ins) >< diab2 

stram kur 

måleapparat => 

prøve sig frem 

besværligt at leve 

med diabetes 

: måleapp.: opført dig 

grimt" 

insulin: regulere el 

efterregulere diab1 

: "man kan ikke 

holde ferie" 

: ikke skeje ud uden 

straffet 

ikke svært - bare man 

accepterer d 

administrere besværligt 

(ikke svært) 

: apparat: regulere 

sig ordenligt 

: man kan ikke rigtigt 

skeje ud… 

: måleapparat => 

(selvregulering) 

fastholde forbedrede staus 

m mad 

: apparat: frihed til 

at prøve s frm 

: (dvs. konstant 

selvdisciplin) 

   

: i hvert fald lige 

tænke sig om 

Nyopd: måling 2x dagl. 

Nu: 2x mdr 

 Kompensere is + 

cognac 

Vi har alle trådt ved 

siden af…  

nu ved jeg bedre hvad jeg 

kan tåle 

  

  : ude en aften => højt => 

nu véd je 

 alt med måde 

 : så man skal opføre sig 

ordenligt 

  

 : lære af sine erfaringer   

 falde i: "tænke/ tale om ngt 

andet" 

  

 afholdenhed… vænne sig 

til… 

  

 siger bare 'nej tak' - det er 

lettere 

  

 diabetes: kun spise 80% 

plejer 

  

 : det er de sidste 20% der 

feder 

  

 har tabt mig tyve kilo   

 Hvis lægger an til ekstra 

portion: 

  

 : kone siger: 'skal du ikke 

bære ud 

  

 : betyder: nu har du spist 

nok 

  

 : ikke irettesættelse, men 

hjælp 

  

   : prøve sig frem, 

måle bs 

Opdrage

lse 

via 

teknik 

selvprak

Sidste gang: bagte 

boller 

Sidste gang: bagte 

diabetesopskri 

Sidste gang: bagte kager  

bage med 

sødemiddel 

bage med sødemiddel Selvom diabeteskager: b.s. 

højt… 

Fordi 'alt er 

relativt' (mht 

sygdom) 
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sis 

selvtekn

ik 

snak om firmaer - 

sødemiddel 

snak om firmaer - 

sødemiddel 

: målte da jeg kom hjem : folk reagerer 

forskelligt 

hvis lyst - så går jeg 

bare væk 

har ikke de store probl m 

diabetes 

: men alligevel højt bs 

(trods 'fribol') 

: => hvordan 

reagerer jeg på 

d?" 

: det er jeg blevet god 

til 

bliver nemmere, lære 

indordne sig 

bage med sødemiddel : => måle bs. 

Inden og efter 

trådt ved siden af 

lørdag 

gå lidt længere tur dagen 

efter 

blodtryksapparat…  

: ude at gå hele 

søndag/mandag 

spise lidt flere grøntsager, 

færre ka 

man kan få speciel 

diabetesmad 

 

 Hvis BS stabilt => så skeje 

lidt ud 

  

 laver alt med sødemiddel   

 : kager, æblegrød, konfekt   

     

Etos 

Normda

nnelse 

 enkeltes ansvar at passe på 

s selv 

  

 pårørende har medansvar at   

 : fortælle ærligt hvad der er 

i mad 

  

 : firmaer ikke skrive 

'sukkerfri' hvis 

  

 : det er løgn…   

 men man bør ikke være 

uvidende 

  

Etos 

Normda

nnelse 

motivgruppe - lært af 

det - godt 

Glæde af kontakt med nye 

msk 

passer ikke at 

'diabeteschokolade' 

 

 diskutere problemer m 

hinanden 

: dvs. firmaer er uærlige  

     

Stultitia  kan man ikke tage ansvar 

for sig 

  

 : selv, så er der fandme ngt 

galt! 

  

    

 Hvis man siger 'jeg er sgu 

ligeglad 

  

 : jeg spiser hvad d passer 

mig' => 

  

 : så er det ens egen skyld…   

    

 Hvis ligeglad = ender i 

rullestol,  

  

 : benene cuttet af, 

hjerneblødning 

  

 : og så er den skid slået…   
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Stultitia   I 1982 diabetes 

konstateret: 

 

  : dem der lå derinde… 

have fjernet 

 

  : ben, fjernet tå osv.  

  : dem der ikke passer på 

sig selv 

 

  : de kommer igen og igen  

     

At 

mærke 

sygdom

men 

man kan ikke skeje 

ud 

bare acceptere det… ikke vanskeligt - men 

besværligt… 

nogen kan gå 20-

30 år uden at  

holde igen… vane være opmærksom når man 

på besøg 

: mærke at de har 

forhøjet bs.  

tænke sig om til læge => lære at styre sig 

ind 

konstateret: ømme, 

hævede fødder 

: men alle 

kommer i 

behandling 

sætter begrænsninger : først mange målinger - så 

færre.. 

: medicineret => forbedret 

status 

: på et senere 

tidspunkt… 

  nyopdaget: har det dårligt   

 : mange målinger! Senere 

færre 

diab. smitter ikke, ser ikke 

farligt ud 

 

 diabetes ikke eneste 

problem 

: en selv der må slås med 

det 

 

 : i vores alder mange ting 

at slås m 

  

At 

mærke 

sygdom

men 

 fodterapeut, øjenlæge, læge ikke alle har probl med 

ben/fødder 

 

 : måle, holder vågent øje m    

 : langtidsblodsukker - 

stabil ramme 

  

 diab så udbredt i dag   

 : ingen tager notits   

     

Relation 

til 

sundhed

svæsen 

målt hver tredje mdr 

(blodtryk/ bs) 

sladderapparater => "røber 

dig" 

sundhedsprof = 

vejledning, gode råd 

 

læge: drik rødvin til 

aftensmad 

: "hov du har opført dig 

grimt" 

sundhedsprof = kontrol dårlig idé at 

regulere bs m 

rødvin 

læge anbefalede 1 gls 

rødvin 

: "man får løftet 

pegefinger" 

men eget ansvar at passe 

sukkers 

: uenig med lægen 

    

 Får min viden fra lægen   

 gå til diætist - madplan   

 sundhprof = vejledere, 

gode råd 

  

   : ikke til stationær 

regulering 



 

344 

Relation 

til 

sundhed

svæsen 

 læge: hele din familie 

sukkersyge 

AD nyankommen: hvad 

med øl? 

 

 : du 6-7 bs => regulere 

med kost 

sundhedsprof = 

vejledning, gode råd 

til K3: godt at du 

indtil vider har 

 : for at forebygge har ikke ansvaret for at 

passe diab. 

: kunnet holde den 

der… 

 : derfor holdt lægen stram 

kontrol 

  

 : med mig…   

 : lægen "hov, nu er den 

der" (bs 7) 

  

     

Smagsd

annelse 

savner chokolade, 

lagkage, kakao 

ikke få stegt flæsk eller 

spiritus 

 smag af sødemdl - 

fin balance 

sødemdl lille smule 

afsmag 

restriktion bliver til 

substitution 

  

æbler naturlig sødme kone kan ikke lide 

sødemdl. 

 marcipan - sunde 

fedtstoffer 

Smagsd

annelse 

hvis lyst: lært bare at 

gå væk 

spiser lidt flere grøntsager  vænne sig til 

smagen af 

sødemdl 

 går lidt længere tur  : nu: børn i skolen 

kun kage m 

 : begynder at kunne lide 

nyt liv 

 : sødemdl - det 

andet for sødt 

 sødemdl - ingen kan smage 

forskel 

  

 har sød tand - derfor 

sødemdl 

  

 marcipankonfekt - med 

sødemdl 

  

     

Sociale  

relatione

r 

 er gift, kone opdager at "ikke alene" datter i skolealder 

 kone laver sukkerfri kun til 

ham 

lokalt - tidsbesparende   

 kone siger 'har du ikke fået 

nok nu' 

opmærksom når på besøg 

(kanelsng) 

 

Sociale 

relatione

r 

gift, 2 børn bruger diabetessukker til 

andre 

  

motivgruppe - gode 

venner, hygge 

   

     

Forandri

nger i 

livet pga 

diabetes 

bage med 

sødemiddel 

største forandring: kost kæmpe forandringer 

(administr) 

sødemidl. 

Fedtreducerende 

etc. 

 nødt til at gøre motion også : franskbr => rugbrød sødemidl. Indflyd 

på insulin 

 må ikke drikke sig fuld : læse indholdsfortegnelse autoritet mht 

firmaer/produkter 
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  : specielle opskrifter  

   sødemidl. 

Kostfibre… 

Forandri

nger i 

livet pga 

diabetes 

bage med 

sødemiddel 

bage med sødemiddel bage med sødemidddel  

 udveksler opskrifter m K4 udveksler opskrifter m K3 må gerne drikke 

alkohol m måde 

 ikke diabetes (men 

susceptibel) 

 ikke 

selvrestriktioner - 

prøve/måle 

 : pga familiediab => 

regulere mad 

  

 : forebygge   

     

Præ- 

sympto

matik 

risiko 

egen skyld! Duabetes diabetes egen skyld!  vægt: derfor vi har fået 

diabetes 

diab2: flere 

neurologiske 

probl 

  På et tidspunkt: probl m 

fødder ALLE 

: fordi højt bs i 

mange år 

   : sovende 

fornemmelse i ben 

   : (parstasia?) 

Præ- 

sympto

matik 

risiko 

 Familiehistorie sukkersyge så venter jeg på 

fodproblemer endnu 

: type2: større 

risiko komplikatio 

 : læge: ikke diabetes, men 

regu- 

egen skyld at fået 

sygdommen 

: bivirkninger, 

symptomer 

 : lere med kost for at 

forebygge 

ad K3: jamen har du så 

diabetes? 

type1: ikke højt bs 

så længe… 

 : bs: gnsnt: 6-7 (forebygge 

m kost) 

 min grænse er 7,5 

 : har aldrig været oppe på 

7,5 

  

 :styre med kosten - i mange 

år 

 nogen kan gå 20-

30 år m diab 

   : uden at vide 

det…  

     

Stigmat

a 

folk siger bare: "uha, 

trist" 

Kone lavet portion m og u 

sukker 

vægtproblem - tydeligt for 

enhver 

 

: eller "godt det ikke 

er mig" 

: ingen problem… kniber for os at holde os 

nede i vægt 

 

: ellers ingen 

kommentarer… 

 man skal ikke falde i - 

ikke godt… 

 

Stigmat

a 

 diabetes så udbredt i dag mærker ikke noget til det  

 : ingen tager notits : ingen har drillet mig eller 

ngt 

 

 : sådan er det bare sådan er det bare  

 flere m diab på alle   



 

346 

arbejdspladser 

     

Ekko af 

undervis

ning 

    

    

Ekko af 

undervis

ning 

    

    

     

Diabetes 

=> 

folkeop

dragelse 

venskabeligt - grines 

meget osv. 

 det er jo ikke min families 

sygdom.. 

ngl gr. vedholder 

gåture efter… 

   ngl gr. vedholder 

madlavning 

    

Diabetes 

=> 

folkeop

dragelse 

   Diabetes ikke 

individuel sygdom 

   : det er faktisk en 

familiesygdom 

   arbejder med at få 

omgivelserne 

   : til at forstå… 

     

Spændin

ger i  

gruppen 

taler ikke om vægt - 

taler udenom 

Ikke besværligt - acceptere 

det 

taler om vægt - utilsløret  

spiste bare lidt kage 

>< højt bs 

ikke besværligt - vanesag kniber for os at holde os 

nede i vægt 

 

besværligt med bs-

apparat-måle 

ikke svært - men ngt skal 

huske 

ikke unik gruppe - 

hverdagsligt 

særligt for gruppe: 

"connections" 

  besværligt diab >< nemt 

nok 

diabetesidentitet 

>< hverdagsligt 

besværligt, 

irriterende m 

diabetes 

selvrestriktion >< 

selvregulering 

besværligt administrere >< 

vanesag 

: 'samme basis' 

   : fælles identitet 

restriktion >< 

kompensation 

apparat: frihed >< 

selvrestriktion 

Alle: Eget ansvar! Kun én 

selv 

medicinske termer 

" 

 sige 'nej tak' (afholde sig)   

    

Spændin

ger i 

gruppen 

taler ikke om vægt - 

taler udenom 

ikke vanskeligt - bare 

acceptere d 

spiste bare lidt kage >< 

højt bs. 

bs-apparat: frihed 

til prøve s frem 

vanskeligt m bsmål 

>< vane 

kompensere m længere 

gåtur 

vanesag diabetes -   

 : ikke ngt problem kombensere/substituere 

(diab mad) 

konstant 

opmærksom på s 

selv 

 : spise lidt flere grøntsager  : => frihed… 

 : bare drikke lidt mindre afstå >< substituere  
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 : så bliver det nemmere… : 'man kan få speciel 

diabetesmad' 

 

    

 Eget ansvar >< læge 

medansvar 

  

     

læring   vægtprobl: vejledning, råd, 

hjælp 

 

i 

motivgr 

selvrestriktion >< 

selvregulering 

selvrestriktion >< 

selvregulering 

kunne lære det samme 

andetsteds 

 

  : hos diætist, læge, sygepl. prøve sig frem 

besværligt! => derfor 

plenum godt 

 Men: forum for diskussion learning by doing 

: hele tiden nye 

impulser  

 vi er ikke nogen unik 

gruppe 

eksperimentere m 

is og cognac 

: nye ting ind under 

huden… 

 : hverdagslige 

problemer… 

måle sit bs => 

lære af erfaringer 

få viden man ikke 

havde før 

   

: lære ved at spørge 

og gøre (smn) 

 familien gider ikke høre 

om sukkers 

 

  : her kan man stille 

fjollede spgm 

 

   kan ikke holde 

ferie' - besværligt 

læring 

i 

motivgr 

lært meget i 

motivationsgruppen 

give hinanden gode råd  regulere sig 

ordenligt => 

måling 

 diskutere problemer m 

hinanden 

  

 diskutere ikke-problemer  bliver spurgt: 

hvordan m 

rødvin?  

    

 det bliver nemmere at leve 

med 

  

 lærer at indordne sig efter 

ngt tid 

  

     

 

 

Appendix 7: Focus Group Interview #2 - Motivational Group – 
Local Diabetes Association -  
Summary and categorization of the interviews 
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 K1 64 årig ældre 

kvinde 

K2 ældre kvinde M1 ældre mand M2 73 årig ældre 

mand 

M3 77 årig ældre 

mand 

K3 68 årig ældre dame K4 65 årig ældre 

kvinde 

medinstruktør ældre 

kvinde 

    

facts diabetes 2 år arbejdsdirektoratet diabetes i 19 år diabetes i 8 år 

gammel kok pensionist tidligere klejnsmed forhenv 

forretningsmand - 

ølmand 

pensionist  pensionist pensionist 

  piller  

    

    

facts pensionist undervist i gymnastik i 

over 30 år 

arvet diabetes (i 

familien) 

 

før: lagerekspedient diabetes i 2 år tidligere designer, 

kok/kantineleder 

 

 ingen medicin pensionist  

 pensionist   

     

selvforh

old 

identitet 

forstår hinandens 

problemer 

   

    

    

selvforh

old 

identitet 

Her er vi i samme båd  Her: alle ved at jeg har 

dårlig skulder 

 

  alle ved jeg har dabetes  

  Har ikke lyst til at 

involvere andre 

 

  for besværligt at skulle 

fortælle om di 

 

     

Opdrage

lse  

via 

teknik 

selvprak

sis 

selvtekn

ik 

bs falder m motion - 

måle før/efter 

blodtryk målt falder 

efter træning 

kolesterol skulle også 

falde v motion 

Jeg cykler herover og 

cykler så 

Jeg har aldrig brugt så 

mange  

motion => blodtryk 

falder 

Har kiks eller 

druesukker i lommen 

: på motionscykel 

herovre 

: krydderier som efter 

jeg kom 

gym, cykling og SÅ lave 

mad 

 : men det er svært at 

motivere 

: på madhold Snakke med instruktør: 

lære at  

Man må prøve at lave sit 

liv lidt om  

: sig selv til at komme 

op på 

Vi lærer at bruge 

ingredienserne 

: lave alm mad på en ny 

måde 

: så man ikke tænker på 

det hele 

: motionscyklen 

derhjemme 

: på en anden måde Lære at lave meljævning 

på ny m 

: tiden. Det skal man 

ikke, for så  

 

 Kan ikke lide thai-mad! 

(AD K4) 

: bliver man endnu mere 

syg. 

Hvis man har et 

sukkerapparat  

 Man kommer ud af Måle af - vi må ikke " Man skal bare lade det : derhjemme, så kan 
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døren, fpr man tage på slum skride - og  man selv 

: ved at der står andre 

og venter 

Hvis lavt bs: spiser bare 

pastiller  

: så passe en lille smule 

på sig selv." 

: styre det... 

: ellers undskyldning: 

'ej regner' 

: spiser druesukker…  Jeg har ikke de store 

problemer 

: lidt svært at springe 

over når flere 

: man skal bare vente til 

hjemme 

Man skal ikke gå og 

tænke på det 

: m bs. => gåture i 

bjerge => 

Konkurrencestemning 

- vil gerne 

Spgm: hvad hvis lavt bs 

nu? 

: hele tiden. : vand med eller juice 

: være bedre end 

sidemanden 

: "ville ikke få lavt bs 

nu, for HAR  

 kan gå 6-7 timer uden 

problem 

Hvis bs: køber bare 

æbler i netto 

: allerede spist rugbrød 

og drukket 

Da nyt konstateret: blev 

reguleret på 

 

:man skal huske at 

spise INDEN! 

: kernemælk…" : sygehuset: mange med 

kun et ben 

(ikke tænke på det hele 

tiden) 

Have druesukker på 

sig 

: …"så jeg får det i hvert 

fald ikke 

: benene sat af, 

koldbrand, røde 

(bare passe lidt på) 

Holder bs i ave m 

motion og 

: før jeg kommer hjem 

igen." 

: Det var pga 

sukkersygen - fordi de 

 

: kostomlægninger Man skal ikke gå og 

tænke på det 

: ikke havde passet på, 

måske. 

Jeg lever næsten som 

før - jeg  

Man skal ikke gå og 

tænke på 

: hele tiden, bare passe 

lidt på. 

 : passer bare lidt på 

med fedtet. 

: det hele tiden Lev sundt som os ved 

ikke at 

måler ikke fem gr. fedt 

af - besværligt 

 

Hvor svært kan det 

være… 

: tænke på det hele 

tiden: gøre 

 Passe på = man kan 

ikke tage 

De ting man ikke kan 

tåle, dem 

: ting automatisk (dvs 

købe de ting 

 : druktur, f.eks. 

: lader man jo bare 

være med at 

: som gør at man kan 

leve sundt)  

  

: købe, ikk. : en vane, på 

rygradden… 

 Man kan godt spise et 

stk mørk 

 Man skal bare tænke 

sig lidt om 

Ad k4: (tænke på det 

konstant): 

 : chokolade en gang i 

mellem. 

: en gang imellem. : så er det derfor du er 

dårlig" 

  

Uden at man tænker 

over det… 

Det ligger bare på 

rygraden uden  

  

Jeg synes jeg lever 

som før, men  

: at man tænker over det.   

: tænker mig bare lidt 

mere om. 

Omregner automatisk 

(salat/kage) 

  

Passe på = "ikke 

svælge lagkage 

: skal ikke bruge tid på 

at tænke 

  

Chokolade, den går 

ikke. 

: over det…   

Jeg spiser slet ikke 

kager… 

Passer lidt på med 

sukker/kager 
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Tænker ikke over ved 

hvert måltid 

Jeg kan godt lide 

lagkage - skal  

  

: om der er fem g fedt 

i. 

: du ikke snart lave en 

(til K1) 

  

Ved godt vi har lært 

vi skal - men 

fem g fedt i hvert måltid 

- det gør 

  

: det gør jeg altså 

ikke… 

: jeg ikke - det er 

besværligt 

  

Hjemme hos os laver 

vi madplan 

   

: for en hel uge, så jeg 

er sikker 

Mørk chokolade med 

70-80 g kaka 

  

: på vi får lidt af hvert    

Opdrage

lse 

via 

teknik 

selvprak

sis 

selvtekn

ik 

"Et glas fadøl hjælper 

også, he-he 

Jeg tager ikke medicin, 

og 

lavede super sund salat 

med grilpeb 

Tænker ikke forud… 

: (et stort et, he-he) : mærker næsten ikke 

ngt til det 

: ikke meget brødportion 

(men god!) 

 

 : "jeg går ikke og regner 

med at 

svært at motivere sig 

selv til motion 

 

Det indstiller man sig 

bare på… 

: jeg har sukkersyge"  ugeskema bs - før efter 

motion/mad 

 

 : "Jeg har ikke en pind 

med, jeg  

: instruktør hjælper med 

gode råd 

 

Behøver ikke tænke 

forud… 

: tænker ikke, bliver 

ikke syg, jeg  

tabt mig 17 kilo pga 

motivationshold 

 

 : gør ikke noget. Jeg 

spiser ikke 

: motion og 

kostomlægning 

 

 : men kun fordi jeg 

tænker at  - du 

En ting er hvad man 

hører (tab dig!) 

 

 : bliver tyk hvis du 

spiser, he-he.., 

: en anden ting hvad 

man går hjem 

 

 : kage og chokolade." : og gør…  

  spiser ikke mindre - men 

på en  

 

 Vi andre lever også 

sundt og laver 

: anden måde!  

 : mad, men vi gør det 

bare 

Det er jo en ny livsstil - 

lige fra at  

 

 : automatissk (Ad k4) : spise morgenmad til… 

anden måde! 

 

 (gode sider p 242-44) altid madpakke med - 

hvis lavt bs 

 

   Jeg SKAL spise hver 3. 

time 

 

 Gode sider om handlen 

på lavt bs 

: det har jeg vænnet min 

krop til 

 

 : s. 238-9 : ellers: lavt bs.  

  druesukker - for hurtig 

stigning 
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  AD K4: det kommer til 

at ligge på 

: nøjes med gulerod og 

lille stk kage 

 

 : rygraden (dvs. behøver 

ikke 

Troede i lang tid måtte 

ikke rødvin 

 

 : tænke forud). : nu drikker jeg 1 gls 

hver aften 

 

  Trods regler og 

pegefingre: "jo, men  

 

 Man kan springe det 

over til et 

: jeg vil gøre meget for 

at blive ved 

 

 : selskab, som man ikke 

kan tåle 

: med at have det godt. 

Så godt jeg 

 

  : kan."  

  "får medicin - kæmper i 

tre måneder 

 

  : for at dosis ikke skal 

sættes op 

 

  : selvom jeg passer på 

og dyrker  

 

  : motion."  

  Jeg LEVER sundt - det 

er derfor man 

 

  : skal tænke på det hele 

tiden, hele 

 

  : tiden forberede at man 

har ngt med 

 

  : (dvs. mad), spise hver 

tredje time, 

 

  : og jeg laver mit brød 

selv, for at få 

 

  : det sundeste jeg kan. 

Derfor nødt  

 

  : til at planlægge hver 

dag efter det. 

 

   Siger ikke det er et 

problem, men  

 

  : besværligt - jeg 

planlægger det  

 

  hver dag, for at tackle 

sukkersygen. 

 

  Hemmeligheden ved at 

tackle det  

 

  : her sukkersyge er at 

man hele 

 

  : tiden ved, hvad man 

skal spise om  

 

  : tre timer.  

  "passe på" det er diffust 

- men hvad  

 



 

352 

  : skal man helt konkret 

gøre?  

 

  : Giv mig nogle flere 

guidelines. 

 

  Jeg føler mig som en 

outsider (fordi 

 

  : måler af, reguleret, 

stramt etc.) 

 

  Jeg tænker ved hvert 

eneste måltid 

 

  : om der er fem g fedt i.  

  "Jamen vi har jo lært at 

vi skal tænke 

 

  : på gram fedt ved hvert 

måltid…" 

 

  Måler af - ikke mere end 

30-40 g suk 

 

   "Masser af sundt at 

spise, mindst 

 

  : 600 g grøntsager/frugt: 

men derfor  

 

  : synes jeg det er ngt jeg 

må 

 

  : planlægge for at ku' 

leve så sundt 

 

  : som muligt - ikke at 

det er et stort 

 

  : problem, for det er 

blevet en vane, 

 

  : men… jeg kan ikke 

bare sådan…" 

 

  Har læst en masse bøger 

om diæt 

 

  Er kok, så ved godt 

hvordan man  

 

  : laver mad med fløde 

osv. - men det  

 

  : her er alligevel noget 

andet.  

 

  : hvordan laver man god 

mad uden 

 

  : fedt. Derfor Thai-mad 

god! (-fedt) 

 

     

Etos 

Normda

nnelse 

socialt samvær godt godt at lære andre at 

kende 

Ikke gå og tænke på 

diabetes hele 

 

lave mad/rødvin: puh, 

usundt :-) 

For dårligt hvis man 

ikke dukker op 

: tiden - ellers så bliver 

man bare syg 

 

Svineri hvis man : for andre står på   



 

353 

melder sig til venteliste 

: men ikke dukker op vi må ikke tage på slum 

(smør) 

  

Der kan komme for 

mange  

   

: pegefingre…    

Man skal passe på at 

det hele 

   

: ikke kommer til at 

dreje sig om 

   

: [sukkersyge]. Det 

fylder for 

   

: meget, så…    

    

Etos 

Normda

nnelse 

 rødvin er sundt!  salat sundt smager 

fantastisk 

 

 Det [med sukkersyge, 

striks selv- 

man bør tabe sig  

 : disciplin] må ikke 

fylde for meget 

"Jo, men jeg vil gøre 

meget for at  

 

  blive ved med at have 

det godt" 

 

  Synes man skal tænke 

på det hele 

 

  : tiden for at undgå at 

blive syg. 

 

  Det er ikke noget jeg 

bare kan lade 

 

  : være med (at måle 

fedt/sukker af) 

 

  : for jeg vil gerne have 

det så godt  

 

  : som muligt uden mere 

medicin 

 

     

Stultitia Andre: "Gud, så 

bliver du blind 

 Tænke på det hele tiden 

=> syg 

 

og skal have sat 

benene af" 

 Da indlagt: nogle uden 

ben, røde 

 

: men det er fordi 

ikke passer på  

 : der var gået koldbrand 

i dem. Ben  

 

  : sat af => fordi de ikke 

passede på. 

 

    

Stultitia   Ikke tænke på det => 

syg 

 

    

  Bare passe lidt på: men  
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hvad betyder 

  : det? Det er diffust - vil 

gerne have  

 

  : flere guidelines. Hvad 

skal man helt 

 

  : konkret gøre for at 

passe på? 

 

  Jeg føler mig som en 

outsider (fordi 

 

  : regulere, stramt, 

tænker over) >< 

 

  >< de andre (som bare 

passer på) 

 

  Selvom jeg regulerer 

stramt mad => 

 

  : så mine resultater ikke 

fantastiske 

 

  Min far: amputeret ben, 

forfærdeligt 

 

   : vred og bitter, rigtig 

syg 

 

  : fik ikke grøntsager 

derhjemme,  

 

  : stegt flæsk. Han heller 

ikke motion 

 

  : Han fik ikke insulin. 

Skræmmeeks. 

 

  : i erindringen.  

     

At 

mærke 

sygdom

men 

Hvis lavt bs: tage 

juice 

Hvis lavt bs: tager et 

glas juice 

Hvis lavt bs: tager et 

glas juice 

 

Spgm: hvad hvis lavt 

bs NU?: 

: ikke ngt problem Går ikke og tænker på 

det hele tiden 

 

: "gud, det ved jeg 

ikke, he-he" 

: tager druesukker hvis 

jeg ryster 

: ellers så bliver man 

syg… 

 

Har det ikke lige så 

slemt som 

: to-tre stk hjælper… Man skal passe på bs 

ikke højt 

 

: jer på medicin Generende til selskab : ellers gå ud over 

benene. 

 

Lever som jeg gjorde 

før - men 

: hvis folk ikke tager 

hensyn. 

  

: tænker mig bare lidt 

mere om. 

   

    

    

At 

mærke 

sygdom

 Mærker ikke ngt til det Hvis lavt bs: dårlig, 

svimmel, hektisk 

 

 ingen medicin : ude af flippen.  
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men  ikke mad med : har altid gulerodskage 

med i tasken 

 

 går ikke og regner med 

at j har dia 

Har haft for højt bs i 

mange år inden  

 

   : det blev opdaget.  

     

Relation 

til 

sundhed

svæsen 

man skal jo tjekkes… Synes lægen har masser 

af tid til 

de kigger på 

gennemsnitssukkeret 

Sladreprøve kalder de 

det… 

Der kan komme for 

mange 

: at snakke : så kan de se hvor 

meget man har 

Se hvor meget man har 

skejet ud 

: pegefingre...  : skejet ud  

Læge foreslog 

motivgr. "var det 

 Sundhedsvæsenet er 

meget indstillet 

 

: ikke noget" - jo, 

fint!" 

 : på det her 

(motivationsgr) 

 

Ofte samtale med 

diætist -  

 De siger altid "du skal 

motionere 

 

: madplan: gået til 

madlavning hos 

 : meget, du skal 

motionere meget" 

 

: diætisten.   : fordi: det er det der 

holder bs nede 

 

Diætisten finde på at 

ringe og 

   

: spørge, "hvordan 

har du det lige 

   

: nu?"    

    

Relation 

til 

sundhed

svæsen 

 læge hver ca. 4. mdr - 

VIGTIGT! 

selvom mange år diab - 

stadig lære 

Lægen kommer 

jævnligt hernede 

 : får målt langtidssukker "Læge: dine tal ikke så 

pæne 

: på sundhedscentret 

og får nye 

  : men det forstår jeg 

ikke, for jeg  

: oplysninger 

  : dyrker motion og 

spiser sundt" 

 

  Troede måtte ikke 

rødvin - indtil 

 

   : turde spørge læge: Ok 

m 1 gls? 

 

  Jamen vi har jo lært vi 

skal måle af 

 

  : (fem g fedt, 30-40 g 

sukker etc) 

 

  Læge kigger på 

blodprøve - ikke tid 

 

  : til at undervise i at leve 

med diab. 

 

  : mht at lære ngt, sender 

lægen mig 
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  : herhen (på 

motivationshold). 

 

  Og så tjekker lægen med 

blodprøve 

 

  : om jge har gjort hvad 

jeg har lært. 

 

     

Smagsd

annelse 

få gode idéer til hvad 

er godt i  

sidste gang: kogte selleri  sidst: kogte selleri m 

rejer på 

: madlavningen kunne ikke lide sund 

salat AD K4 

  

 : "kan godt være det er 

sundt -  

  

 : men jeg kunne ikke 

lide det" 

  

 Lærer at lave alm mad 

på en ny  

  

 : (sund) måde   

Smagsd

annelse 

  super sund salat smager 

godt! 

 

  : grillede peberfrugter  

  : smager fantastisk  

  Spiser på en anden måde  

  : vild med thai mad: 

chili, hvidløg, ing 

 

    

     

Sociale  

relatione

r 

socialt samvær at lave 

mad sm 

kommer til at lære andre 

at kende  

  

Andre: "diabetes, 

gud, så skal du 

: igennem 

motivationsgruppen 

  

: have sat benet af og 

bliver blind" 

min familie laver altid 

MEGET grønt 

  

Gider ikke fortælle at 

diabetes 

Kan være irriterende 

hvis folk ikke 

  

: andre forstår ikke 

helt… 

: tager hensyn til 

selskab. 

  

har lært min familie 

at lave salat 

Men man tager bare det 

med selv 

  

fest: faster i protest 

hvis ikke salat 

: som man ved man kan 

tåle. 

  

Sociale 

relatione

r 

 Man kan ikke forlange 

at folk skal 

Man gider ikke sige det 

til andre at 

 

 : tænke på én. : man har diabetes, for 

så skal man  

 

 Man kan selv springe 

det over 

: til at undervise dem…  

 : man ved man ikke kan Har selv madpakke med  
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tåle. - lettere 

     

Forandri

nger i 

livet pga 

diabetes 

kostomlægninger og 

motion =>  

praktisk - hvordan lave 

meljævning 

  

: for ikke at skulle 

have medicin 

   

    

Forandri

nger i 

livet pga 

diabetes 

  læst en hel masse - som 

hvis eksam 

 

  købte bøger - lære om 

metabolisme 

 

  kæmper for ikke at 

skulle op i 

 

  : medicindosis  - selvom 

jeg passer  

 

  på og dyrker motion.  

     

Præ- 

sympto

matik 

risiko 

holder bs i ave m 

motion og 

 Man skal ikke gå og 

tænke på det 

 

: kostomlægninger => 

for at 

 : hele tiden, ellers så 

bliver man  

 

: undgå medicin  : jo endnu mere syg"  

Man kan sagtens have 

haft diab i 

   

: mange år uden 

skulle medicin 

   

(lade det skride lidt) 

=> "ellers 

   

: bliver man bare 

rundforvirret" 

   

Præ- 

sympto

matik 

risiko 

  arvet diabetes - i 

familien 

 

  Kæmper for at dosis 

ikke skal 

 

  : sættes op fordi for højt 

bs - selvom 

 

  : jeg passer på og dyrker 

motion." 

 

  Har haft for højt bs i 

mange år før det  

 

  : blev opdaget  

     

Stigmat

a 

Da jeg fortalte andre 

at jeg havde 

 Ikke selv skyld i 

diabetes - familie- 

Hovedsageligt eget 

ansvar 

: diabetes, så sagde de 

"Gud, så  

 : svaghed. Det er 

arveligt. 

 

: bliver du blind og 

skal have sat  

 Men, hvis man er for 

kraftig, så er  
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: benene af"  : man tilbøjelig til at få 

diabetes. 

 

Eget ansvar…    

Stigmat

a 

 Det er vores eget 

ansvar… 

får at vide hele tiden: 

spis sundt! 

 

  Eget ansvar hvad man 

putter i mund 

 

     

Ekko af 

undervis

ning 

altid have druesukker 

på sig! 

Altid have druesukker 

på sig 

Altid have 

kisk/druesukker på sig 

Mørk chokolade 70-80 

% 

(men siger nej til at 

de har det…) 

(men siger nej til at de 

har det) 

(men siger nej til at de 

har det) 

 

Spgm: hvad hvis lavt 

bs lige NU? 

Spgm: hvad hvis lavt bs 

NU? 

  

: "Gud, det ved jeg 

ikke, he-he" 

: det ville jeg ikke få, for 

har 

  

 : allerede drukket 

kernemeælk og 

  

  : spist rugbrød…"   

 Mørk chokolade 70-85 

% 

  

Ekko af 

undervis

ning 

    

    

     

Diabetes 

=> 

folkeop

dragelse 

  sundhedsvæsenet er 

meget indstillet 

 

  : på det her - de siger 

'motionér' 

 

Diabetes 

=> 

folkeop

dragelse 

  Taget meget på (4 år 

siden) => diab 

 

  : henvisning af lægen til 

motionshold 

 

  : kost/motion: jeg tabt 

17 kilo 

 

     

Spændin

ger i  

gruppen 

Hyggeligt at lave mad 

sammen 

lave meljævning >< 

intellektuelt K4 

Ikke problem at leve m 

diabetes 

ikke problem at leve m 

diabetes 

mht mad/rødvin: Puh, 

i er usunde! 

vi lavede gymnastik og 

SÅ mad 

Ikke tænke på det hele 

tiden,  

 

Ikke problem at leve 

m diabetes 

K2 hele tide i opposition : ellers så bliver man 

bare syg 

 

: Man skal bare tænke 

sig lidt om 

: (jeg kan ikke lide det) >< konstant bevidsthed  

: en gang imellem.  : (jeg drak ikke rødvin - 

hvidvin) 

  

  Ikke problem at leve m 

diabetes 

 rødvinen fløj bare 

rundt 

passe lidt på AD k4: du skal bare leve   
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(uspecifikt) sundt  

>< tænke på det hver 

dag  

: som os (dvs ikke tænke 

på det) 

  

Spændin

ger i 

gruppen 

AD K2: drak du 

hvidvinen selv? 

 læse bøger om diabetes  

rødvinen drønede 

rundt 

lavede mad sidst i 

motivgr 

lavede mad og drak 

rødvin 

 

 Det ligger på rygraden 

><  

intellektuel tilgang - 

metabolske syst 

 

 : konstant tænke over 

diabetes 

men også praktisk - lær 

at lave mad 

 

 (hvad at spise) : på en ny måde  

  Besværligt at leve m 

diabetes 

 

 K4: tænke på konstant 

for at 

lade det skride >< tænke 

på det! 

 

 : kunne tackle 

sukkersygen 

besværligt, konstant 

tænke på det 

 

 : for at kunne leve sundt, 

tænke 

>< sidde på rygradden   

 : på det konstant Tænker på det konstant 

for at kunne 

 

 K1, K2, K3, M1, M2: 

lev som os 

tackle sukkersygen  

 : lev sundt som os, ved 

ikke at 

  

 tænke så meget på det.   

     

læring 

i 

motivgr 

AD K4. der ER tid til 

at lære af hin 

mere smidig af 

(motionen) i motgr 

motivgr. Holde 

sukkertal nede 

træning i motgr - holde 

bs nede 

AD: instruktøren 

samler op… 

: men også mere træt… motivgr. Holde vægten : bs falde med 4-5 

stk… 

Instruktøren kommer 

m opskrifter 

: sover bedre om natten motivgr. Ikke sidde 

hjemme og glo 

sidst: lavede mad: først 

gym 

Jeg har aldrig brugt så 

mange 

sidste gang: kogte selleri  Sidste gang: kogte 

selleri 

: kryderier som efter 

madhold… 

Jeg synes der er tid til at 

lære af 

  

Lært meget af 

instruktørerne 

: hinanden! AD K4  Man lærer meget af 

instruktører 

 Instruktør opskrifter: 

ellers uenige! 

 : (hvordan leve, bs-

måling, mad) 

 Spiser rugbrød og 

kernemælk  

  

 : efter motion…   

læring 

i 

motivgr 

 sidst i motivgr. Lavede 

vi mad :-)  

sidst i motivg. Mad og 

rødvin :-) 

 

  : lavede super sund salat 

m gr. peber 
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  : smager fantastisk  

  Ikke tid til at lære af 

hinanden  

 

  : ville gerne udveksle 

opskrifter 

 

  : din yndlingsopskrift  

  : ærgeligt ikke lære af 

hinandens erf 

 

  Alm motionscenter: føle 

sig udenfor 

 

  : ingen forståelse  

   Her: forståelse, alle ved 

diabetes 

 

  Instruktør: bs-måling 

skema hjælp 

 

  instruktør mere erfaren: 

gav gode råd 

 

  instruktøren kigger på 

mit bs-skema 

 

     

 

 


